Psychiatry Notes

1. Mental status exam

a. General behavior

b. Thought

c. Mood

d. Delusions

e. Hallucinations

f. Obsessions/compulsions

g. Phobias

h. Suicidal/homicidal thoughts

2. Psychiatry is medicine

a. Psychiatric diseases are disabling, chronic illnesses

b. Unipolar depression is the most frequent cause of disability in the world

c. 70% of patients respond to antidepressants

3. Psychiatric theraputics

a. Disease

i. What a patient has

ii. Aim to cure

b. Dimension

i. What a patient is

ii. Aim to guide

c. Behavior

i. What a patient does

ii. Aim to interrupt

d. Life story

i. What a patient experiences/encounters

ii. Aim to rescript

e. Treatment can be supportive, symptomatic, empiric, or rational

4. The psychiatrist’s problem

a. Mnemonic for the perspectives:

i. HIDE

b. Disease—the logic of categories

i. Etiology((pathological entity((clinical syndrome

ii. Delirium, dementia, aphasia, bipolar disorder, schizophrenia

c. Dimensions—the logic of gradations and quantifications

i. Potential((provocation((response

ii. Suboptimal cognitive ability (mental retardation), affective vulnerabilities (neuroticism, extreme extraversion or introversion, low conscientiousness), immaturity

d. Behaviors—the logic of teleology and goals

i. Alcohol dependence, drug dependence, paraphilia, anorexia/bulimia, sleep disorders

e. Life story—the logic of narrative

i. Setting(sequence(outcome…

ii. Demoralization, grief, jealosy, hysteria

5. Affective disorders

a. Mood states

i. Depression

1. SIG-E-CAPS

a. Sleep

b. Interest

c. Guilt

d. Energy 

e. Concentration

f. Appetite

g. Psychomotor retardation

h. Suicide

ii. Mania
1. Elated, expansive or irritable mood

2. Inflated self-esteem or grandiosity

3. Decreased need for sleep

4. Pressured speech

5. Racing thoughts

6. Distractability

b. Major depression

i. Low mood and 4 symptoms during same 2 week period

ii. Depressive episodes only, no manic phases

iii. Affects 10-15% of women and 5-12% of men

c. Bipolar disorder

i. Both depressive and manic episodes

ii. 1% of population, equally in men and women

d. Treatment

i. Depression—goal is to elevate mood back to baseline

ii. Bipolar—goal is to stabilize mood

6. Anxiety and anxiety disorders

a. Yerkes-Dodson Law

i. Optimal arousal improves performance

ii. Hyper-arousal diminishes performance

b. Fear is a normal state or nervous arousal in response to a real threat
i. Abnormal is degree of arousal prevents taking appropriate action

c. Fear response is caused by a sympathetic surge

d. Pathological fear

i. Panic, compulsion, phobia, hyperreactiveness, tension

e. Anxiety disorders

i. Excessive fear

ii. Unstimulated angst

iii. Inappropriate fear

7. Grief

a. Stress can come from good and bad things

i. Death of spouse, divorce, jail, marriage, retirement, gaining new family member

b. Grief is not pathological

c. Typical course

i. Intense symptoms for 1-2 months

ii. Ongoing symptoms for 1 year

iii. Pattern of varying intensity

iv. Decrease in overall symptom intensity over time

d. Signs of acute grief

i. Somatic distress

ii. Preoccupation with the deceased

iii. Guilt

iv. Hostility

v. Interruption in the ability to function positively

e. Kubler-Ross stages of grief

i. Denial and isolation

ii. Anger

iii. Bargaining

iv. Depression

v. Acceptance

f. Stages of bereavement

i. Alarm

ii. Numbness

iii. Pining

iv. Depression

v. Recovery and reorganization

g. Common elements of predictable course and progression of symptoms

h. Differences between grief and depression

i. Grief has an intense but brief time course, depression has sustained symptoms

ii. Grief rarely has suicidal thoughts, depression often does

iii. Grief has transient hallucinations linked to the deceased, depression has mood congruent hallucinations

iv. Grief has waves of symptoms, depression has continuous symptoms

v. Grief usually leaves self-attitude intact, depression decreases self-attitude

8. Suicide
a. Abnormal because it has an abnormal goal

b. Not a motivated behavior, but an unnatural drive arising from an abnormal mood state

c. Lethality and intent

i. Gun in motel room vs. wrist scratch in front of boyfriend

d. Females attempt 4 time more than men

e. Man complete suicide 3 times more than women

f. Older people are more successful

g. Suicide rate in those with affective disorders is hundreds of time higher than in normal population

h. Alcoholics have higher suicide rate

i. Unstable extroverts have higher rate of suicide

9. Demoralization

a. An emotional state characterized by discouragement, a feeling of being overwhelmed and hopelessness
b. Prevalence is 3 times higher in the medically ill, but not all experience it

c. Life story perspective allows for empathy

10. Dimensions

a. Attributes represented as continua along which we are all arrayed

i. Height, weight, blood pressure, intelligence, personality traits

b. Neurotic paradigm

i. Neuroticism

ii. Openness

iii. Extraversion

iv. Agreeableness

v. Conscientiousness

11. Personality disorders

a. The same situations repeatedly cause distress in a person

i. Traits are inflexible and non-adaptive to experience

b. The person’s traits cause difficulty in all or most domains of life—work, school, sex, and relationships

c. Provocations leading to distress are usually minor

d. Personality disorders

i. Paranoid, schizoid, schizotypal

1. Cluster A

ii. Histrionic, narcissistic, antisocial, borderline, avoidant, dependent, obsessive-compulsive

1. Cluster B

12. Child development
a. Can be considered continuous or stage-based, also can be considered to occur stereotypically or idiosyncratically

b. Normal rituals and superstitions vs. obsessions and compulsions

13. Schizophrenia

a. A neurodevelopmental disorder characterized by hallucinations, delusions, disorganized thinking and speech, passivity experiences, cognitive decline, and social withdrawl

i. Positive symptoms and negative symptoms

b. Occurs in 1% worldwide

c. Equally affects males and females

i. Male onset 17-27, female onset 17-37

d. Higher rates in poor communities; downward drift

e. 80% have no first degree relative with schizophrenia, 60% have no family history

f. Course

i. Prodromal phase(active phase(remission/residual phase(relapse

ii. Can have a single episode, be periodic, have periods with no return to baseline, or be escalating

g. Treat with antipsychotics and psychological support

14. Autism

a. Pervasive developmental disease umbrella

i. Asperger’s symdrome, PDD-NOS, Autism, CDD, Rett’s symdrome
b. A brain disorder that occurs during the 1st trimester

i. Involves the cerebellum and the amygdala

c. Impairment of reciprocity

i. Impairment of nonverbal behaviors, don’t develop peer relationships at the developmental level

d. Impairment in communication

i. Delay in language development

ii. Stereotyped and repetitive use of language

e. Lack a theory of mind

i. Don’t understand others’ intents and beliefs

f. 1/166 have autism spectrum disorder, 1/250 have autism

i. Affects 4 males per female

15. Sexual disorders

a. Sex relates to all 4 perspectives

b. Sex is somatic

c. Physiological changes in women and men with aging

i. Women: delayed vaginal lubrication, vaginal atrophy, decreased clitoral response, briefer orgasm, briefer resolution phase

ii. Men:  erection slower and less tumescence, increased orgasmic latency, briefer orgasm, reduced ejaculate, swifter resolution

d. Medicalization of sex through somatic treatments like Viagra

e. About 25% of women admit problems with orgasm

i. Orgasm is often a learned experience for women

f. 30% of men admit premature ejaculation

i. May be part of the normal curve

g. People with sexual disorders often are neurotic, highly open to fantasy, low in agreeableness, and low in conscientiousness

h. Stopping unwanted sexual behaviors through group therapy and use of antiandrogens
i. Focus on antecedents, behaviors and consequences

16. Feeding

a. A driven behavior serving the organism’s energy homeostasis

i. A large intake of food correlates with a small intake 2 days later

b. Peer modeling can affect how much a person eats

i. Women are more affected by this than men

ii. Social cues

c. Hunger(food acquisition(food consumption(satiety(hunger

d. Control of feeding is overdetermined

i. Ghrelin, NPY, orexins, beta-endorphin, etc. increase intake

ii. Leptin, Insulin, CCK, etc. decrease intake

17. Eating disorders

a. Anorexia nervosa—0.1-1% of women

i. Syndrome of self-starvation

ii. <85% of ideal weight

iii. Fear of fatness

iv. Body image dissatisfaction

v. Amenorrhea

vi. May include binge/purge behavior

b. Bulimia nervosa—1-3% of women

i. Bingeeating

ii. Sense of loss of control over eating

iii. Compensation of binging by purging

iv. Fear of fatness and body dissatisfaction

c. Cognitive disturbance of an overvalued idea (morbid fear of fatness) leads to a behavioral disorder, which reinforces the cognitive disorder

d. Dieting associated with:

i. Decreasing weight goals

ii. Increasing criticism of the body

iii. Increasing social isolation

iv. Amenorrhea

v. Evidence of purging

e. 90% female

f. Mean age of onset 14-20

i. Associated with menarche and increase in body fat content

g. Symbolic meaning of thinness

h. Adolescent dieting is a risk factor for both eating disorders and obesity

i. Stages in development and maintenance of an eating disorder

i. Predisposing factors(precipitating factors(maintaining factors

j. People are highly ambivalent about changing what they do

k. 5-10% long term mortality

i. ½ suicide, ½ medical complications

18. Sleep

a. Two processes regulate sleep-wake cycle

i. Homeostatic process

1. Balance of sleep and wake in a 24 hour period

2. 1/3 sleep, 2/3 wake

ii. Circadian process

1. Entrained and synchronized cycle of physiologic systems

2. Influences the timing of sleepiness promoted by the endogenous circadian clock

3. Reinforced by the daily photoperiod

a. Melanopsin system goes to ganglion cells that project to the suprachiasmatic nucleus in the hypothalamus

4. Slightly longer than 24 hours

5. Peak sleepiness at 4-5 a.m.

6. Peak wakefulness at 7-8 p.m.

b. Stages of sleep


i. NREM sleep

1. Stage 1, 2, 3, and 4

2. 75-85% of the time

ii. REM sleep

1. Decreased muscle tone; dreaming; penile tumescence

2. 15-25% of the time

c. Disturbances

i. Insomnia

1. Most common sleep problem

ii. Excessive sleepiness

1. Most likely to seek medical help

iii. Parasomnia

19. Obsessive-Compulsive disorder

a. Obsessions are intrusive ideations, urges or images

b. Compulsions are repetitive, ritualistic behaviors performed in a rigid manner

c. These are ego-dystonic; they are unpleasant

i. If ego-syntonic, the person has obsessive-compulsive personality disorder

d. Early age of onset (80% before age 18)

e. 4th most common psychiatric disorder

i. Affects 1-2% of population

f. Do not need multiple symptoms

i. Contamination fears/cleaning

ii. Aggressive/religious/ sexual obsessions

iii. Need for symmetry, ordering, other sensory symptoms

iv. Hoarding

g. Rituals are normal in children 2-4 years old

i. Obsessions and compulsions re-emerge later in childhood

ii. Onset is earlier in boys than girls

h. Thought to arise from dysfunction in cortical-basal ganglia circuits

i. Behavior modification can change brain function of these regions

ii. Tics also arise from this region

1. OCD thought to be related to Tourette’s and autism

i. OCD is often familial

j. OCD treated with cognitive behavior therapy

20. Somatization disorder

a. Previously called hysteria 

b. A behavior of complaining with the complaining dominated by things medical

c. It is a behavior, not a disease

i. Antecedents((responses((consequences

ii. Risk factors of personal vulnerabilities; life events play a role; co-morbid mental illness plays a role

d. People with somatization disorder are subject to unnecessary treatments, which often have harmful side effects or complications

e. Cultural factors create a niche for it to occur

i. Seek to take on the “sick role”

f. 0.1-0.7% occurrence

i. Females outnumber males 10 to 1-3

ii. Diagnosis is biased towards women

g. Somatization is not malingering

h. Have personalities that are anxious (harm avoidance) and histrionic

i. To patient, the visit is more important than any treatment

i. Make sure that patient feels that she is more important than any symptoms she has

ii. Avoid medicating

21. Childhood behavior problems

a. Power struggles between children and parents

i. Reciprocal interactions

1. Each child behavior and each adult behavior elicits a response by the other

2. Tit for tat

ii. Escalation of behavior

1. Try new interventions when the old ones no longer work

2. Coercive behaviors

a. Not 100% effective over time

b. For parents, physical and emotional abuse are considered “end stage” coercive behaviors

c. For children, suicide gestures and running away can be considered “end stage” coercive behaviors

d. Attending to maladaptive behaviors increases the likelihood that they will recur

b. Negative reinforcement

i. When a behavior is successful in decreasing a noxious stimulus, it is more likely to occur the next time the stimulus is present

c. Positive reinforcement

i. When a behavior is followed by an experience that makes it more likely that the behavior will reoccur

ii. A reinforcer is person specific and can be anything

d. Monitoring 

i. Supervision

1. Leads to knowledge of child and parental self-awareness

2. Helps recognize patterns of behavior

3. Poor supervision problems

a. Early Childhood—fires and accidents

b. Adolescence—substance abuse, early sexual activity, delinquent behavior

e. Power struggles and lack of supervision facilitate the development of maladaptive behavior
f. Decreasing or preventing problem behaviors in children is dependent upon decreasing power struggles and increasing effective supervision

22. Addiction

a. Repeated use of a psychoactive drug

b. An apparent “loss of control”

c. The continued use of the drug, and the effort it takes to get it, produces problems that would motivate a reasonable person to stop

d. Risk factors

i. Everyone is at some risk

ii. Increased if there is a family history

iii. Twice as many men than women are addicts

iv. Seems to be increasing in prevalence

e. Increased risk of death and disease

f. Increased crime

i. 50% of violent crimes are associated with alcohol intoxication

g. Poor educational achievement and unemployment

h. Doesn’t really fit in the disease model

i. Sufferer seeks the pathogen

ii. Sufferer acts as if he wants to be sick

iii. When properly motivated, addicts can choose not to use drugs

iv. Disorder is strongly influenced by social attitudes

i. Like sex, addiction to drugs can be considered a driven behavior

i. Behaviors are mutually inhibitory because there is limited time in the day

1. Opportunity costs

ii. Positive and negative consequences influence the behavior extensively

iii. The drive is acquired through practice and habituation

iv. With drugs, the system is exposed to something it was not designed to handle

j. Drugs have reinforcing properties because the user experiences pleasure through neural reward pathways
k. Highly addictive drugs have a rapid onset, are potent, and rapidly offset so that there are frequent training sessions

i. Crack cocaine is extraordinarily addictive

l. Physical dependence 

i. Tolerance and withdrawl

m. Classes of drugs

i. Sedatives/hypnotics

ii. Stimulants

iii. Opiods

iv. Hallucinogens

v. Cannabis derivatives

vi. Inhalants

vii. Weird stuff

n. Polydrug abuse gives a worse prognosis

o. Can stop drug abuse by getting rid of the drive, increasing negative consequences and introducing other behavior

23. Behavioral disorders

a. Conditioned behavior paradigm

i. Environmental exposure leads to a behavior, which leads to an environmental response

1. The environmental response can be positive or negative, which then influence the likelihood of the behavior being repeated

b. Classical conditioning--Pavlov

i. Behavior elicited by a previously neutral stimulus that has been paired with another stimulus that would elicit that behavior

c. Operant conditioning—Skinner

i. Positive stimulus

1. If delivered when the behavior occurs, there is positive reinforcement

2. If withdrawn when the behavior occurs, the behavior is extinguished

ii. Negative stimulus

1. If delivered when the behavior occurs, there is punishment

2. If withdrawn when the behavior occurs, there is negative reinforcement

d. Continuous positive reinforcement increases the rate and probability of a behavior
e. Intermittent positive reinforcement increases the probability and longevity of a behavior

f. Core concepts of addiction

i. Tolerance

ii. Dependence

iii. Reinforcement

24. ADHD
a. Can be treated very effectively with stimulants like Ritalin
b. Subtypes

i. Combined

ii. Predominantly inattentive

iii. Predominantly hyperactive-impulsive

c. Symptoms begin before age 7

i. Peak onset 5-7 years old

d. Impairment in 2 or more settings

e. Significant impairment is social, school or work functioning

f. Diagnosis is made clinically

g. Prevalence is 3-7%

i. Males outnumber females 4:1

h. It is undertreated

25. Dementia

a. Symptom is difficulty thinking

i. Cognitive disorder

ii. Adult onset

iii. Multiple symptoms

iv. Normal level of alertness

v. Usually permanent

b. Almost always occurs in the elderly (>60)

c. Cortical dementia

i. Normal early motor exam

ii. Amnestic

1. Recognition doesn’t help

iii. Aphasia

iv. Initiative is normal early

d. Subcortical dementia

i. Abnormal early motor exam

1. Slow

ii. Memory is slow

1. Recognition improves memory

iii. Dysarthria

iv. Apathy occurs early

e. Alzheimer’s disease

i. Slowly progressive

1. First stage

a. Memory impairment

b. Personality changes

2. Second stage

a. Cortical signs

i. Aphasia

ii. Apraxia

iii. Agnosia

3. Third stage

a. Physical decline

i. Incontinence

ii. Gait disorder

iii. Muteness

iv. Feeding difficulty

ii. Amnesia

iii. Aphasia

iv. Apraxia

v. Agnosia

vi. People with Down’s syndrome get AD around age 40

1. APP gene on chromosome 21

vii. Risk factors

1. female

2. Increasing age

3. Family history

4. Head injury

f. Causes

i. Alzheimer’s disease accounts for 2/3 of dementia

ii. Vascular dementia accounts for 20-25%

26. Mental retardation

a. IQ 70 or less

i. 2 standard deviations below normal

ii. About 2% of the population

b. Deficits in adaptation

i. Life demands and personal independence as modified by culture, personality, etc.

c. Appears during development

d. Mild MR (85% of MR)

i. 70-55 IQ

e. Moderate MR (10% of MR)

f. Severe MR (3-4% of MR)

g. Profound MR (1-2% of MR)

h. Causes

i. Congental

ii. Perinatal

iii. Post-natal or acquired

i. MR is low IQ and deficits in adaptation at less than 18 years

j. MR is not a psychiatric disorder, but is a vulnerability

i. Need to differentiate MR from autism

k. Down syndrome is most common form of MR

27. Delirium

a. Waxing and waning decreases in consciousness 

b. A state of fluctuating inattentiveness

c. Often is worse at night (sundowning)

d. Abrupt onset

e. It is a symptom of other serious problems

f. Hyperactive, agitated delirium

i. Hyperarousal, hallucinations, delusions, disorientation, agitation

ii. 22% of delirium

g. Hypoactive, disoriented delirium
i. Hypoarousal, lethargy, confusion, sedation

ii. 26% of delirium

h. 42% of delirious patients are mixed hyperactive and hypoactive

i. New onset hallucinations in adults are almost always delirium

j. Occurs commonly

i. 10% in those presenting to ED

ii. 10-15% of surgical inpatients

iii. 45% of elderly with cognitive impairment

iv. 85% of terminally ill

k. Acetylcholine hypothesized to be the major NT affected

i. Anticholinergic drugs often cause delirium

ii. Almost all psychiatric drugs have some anti-cholinergic effects

l. Risk factors:

i. Age (old or young)

ii. Dehydration

iii. Pre-existing brain damage

iv. Advanced medical illness

m. Etiology

i. Medications

ii. Infections

iii. Toxic/metabolic disturbances

iv. Substance abuse

n. Mini-mental state exam is 82% sensitive for delirium

o. Delirium is a clinical diagnosis

