NARAYANA

COLLEGE OF NURSING

Unit — VII
Nursing management of patient with Neurotic
stress related and somatization disorders

Mrs.Lalitha Kumari.T M.Sc.(N).,
Associate Professor Department of
Mental Health Nursing
Narayana college of Nursing




NURSING MANAGEMENT OF
PATIENT WITH NEUROTIC,STRESS
RELATED
AND SOMATO FORM DISORDERS



NEUROSIS
The term “Neurosis” is derived from two greek".
words, ‘Neuron’ means ‘nerve’ with the suffix ‘osis’

means ‘diseased’ or ‘abnormal condition'.

Majority of people are affected by neurosis in some
mild form or other, which may include physical
symptoms e.g anxiety, hysteria, phobia,
depression, obsessive compulsive tendencies.



CLASSIFICATION: 3
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ICD-1 o‘ LASSIFICATIO:
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vr“ Phoblc anxiety disorders

#41 - Other anxiety disorders
,\ =42 - Obsessive compulsive disorders
f - Reaction to severe stress & adjustment
iso rders

_ﬂ_f? - Dissociative (Conversion dlsordars
45 - ,So_- 1atoform disorders
48 - Other neurotic disorders




1.ANXIETY DISORDER:




2 ;\Qtate anxiety: this is the anxiety felt at the,
p ésent “| feel anxious now”



CLINICAL SYMPTOMS:
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CLINICAL SYMPTOMS:

. g er arousal
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GENERALIZED ANXIETY DISORDER
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PANIC DISORDER
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ETIOLOGY

1 nru/ '.", ‘
v”"» xiety is a signal that disturb internal
Hchologlcal equilibrium. This is called signz

~ anxiety.

| ”It’arouses ego to take defensive action
‘gRepressmn) primary. When it fails (Conversnon,,
solatlon) secondary.




ETILOGY:

\’c‘~ o rding to this theory, Anxiety is an .4
;' “ conditioned inherent response of organism | <s !
: ; painful or dangerous stimuli.

g——'

There is evidence of selective information
Pprocessing (more attention paid to threat- rela
in formatlon) cognitive distortions, Negative
autor atic thoughts. +




ETIOLOGY:

J’;} \u[ \lAanis. 1_';
a). Genetlc evidence: 15-20% Ist degree relativ
- Monozygotic- 80%

- Dizygotic- 20%

"'b) Chemically Induced:

- GABA it is the most prevalent inhibitory
‘neurotransmitter in the CNS. Alteration in GABA
levels lead to production of Anxiety.




TREATMENT:
Treatment of anxiety disorder is usually multlmodal—
1. Psychotherapy (Supportive & CBT etc) |

2. Relaxation techniques (Exercise, Yoga, Pranayama,
Meditation)

3. Other behavior therapies (Biofeedback &
Hyperventilation control)
4. Drug treatment:

= Benzodiazepines (GAD)

- Antidepressant (Panic Disorder)

- Beta Blockers (Propranolol & atenolol)
- Buspirone (Anti-anxiety Drug)



2. PHOBIC DISORDER:

Phobia is defined as irrational fear of a specific
object, situation or activity, often leading to
persistent avoidance of the feared object, situation

or activity.



CHARACTERISTIC FEATURES:

sgsence of fear of an object, situation or
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b): I tlent recognizes the fear as irrational &

ul ,plstlfied ,

\  Patient is unable to control fear ‘*
“ It leads to persistent avoidance of a par ticular
‘* gct, situation or activity.




DEFINITION:

« According to MARKS, 2007

. “Persistent avoidance behavior secondary to irrational fear of specific objects, activity or situation”.
The criteria is

1. The fear is out of proportion to the demands of the situation.
2. It can’t explain or reasonable way.

3. It beyond fear of the voluntary control.



INCIDENCE:

% Phobia is more in women then in man
% 8-18% of Americans are suffering from phobia.
% Severe fears & Specific phobias are present in 10-15% of children.

% Specific phobias are found in 15% of adults



|CD 10 Classification

» F 40.0 Agoraphobia

* F 40.1 Social phobia

* F4 0.2 Specific phobia

* F 40.8 Other phobic anxiety disorder

* F 40.9 Phobic anxiety disorder, unspecified



TYPES OF PHOBIA

» Phobia mainly divided into 3 types they are
e Simple Phobia
e Social Phobia

e Agora Phobia



SIMPLE PHOBIA

It is an irrational fear of specific object or stimuli. It is common in child hood. In teenage most of these fears are lost, but few may
persist till adult life. sometimes they may reappear after a symptom free period Exploring to the object often results in panic
attacks.

EX; acro phobia —fear of heights

Heamato phobia-fear of the sight of blood

Zoophobia —fear of animals

Gamo phobia —fear of marriage

Claustrophobia-fear of closed spaces

Micro phobia- fear of germs

Algo phobia — fear of pain



AGORAPHOBIA:
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SOCIAL PHOBIA:
e ; "

Irrational fear of activities or social interactiox,
characterized by irrational fear of performing

5

‘activities in the presence of other people or

1 ’i;eractmg with others.

%)



SPECIFIC PHOBIA:

[t is ¢ ?ﬁ‘aracterized by an irrational fear d}f;;
pecified object or situation. Some of the ex
of simple phobia include-
?‘ crophobla
: : phobla

*X enophobla



ETIOLOGY

1. " §‘” ‘
»3» ety is usually dealt with defense mechanis

lepression) when it fails, secondary defense
mechanism (Displacement) come into action.
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explams phobia as a conditioned reflex.
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All phoblas especially agoraphobia are ¢
nked to panic disorders..



CLINICAL MANIFESTATIONS OF
SIMPLE PHOBIA

¢ lIrrational and persistent fear of object or situation.
% Immediate anxiety with on contact with object

¢ Loss of control

% Fainting

¢ Avoidance of feared objects

¢ Anxiety when thinking about stimuli

¢ Impaired social functioning



CLINICAL MANIFESTATIONS OF
SOCIAL PHOBIA

¢ Hyper ventilation

¢ Sweating

¢ Cold and clammy skin

¢ Blushing

¢ Palpitations

¢ Confusion

s Trembling voice and hands
¢ Urinary urgency

¢ Muscle tension

* Failure in the situation



CLINICAL MANIFESTATIONS OF AGORA
PHOBIA:

¢ Fear of open or public places

 Avoiding the public places

¢ Deep concern that help might not be available

% Fear that having panic attack in public places lead to embarrassment
¢ Gradual restriction in day to day activities

% The activity may become so severely restricted that the person becomes self-imprisoned at home.



TREATMENT

." {

I atment approach is usually multimodal: "
A ychotherapy (Supportive, Behavior therapy, BT
;‘ jl )_& ‘
Drug treatment: x

= Benzodiazepines (Alprazolam)
- Antidepressant (SSRI, TCA, MAOI for panic attack
- Clonazepam, Diazepam



NURSING DIAGNOSIS:

Self-care deficit related to disease condition as evidenced by dependent on other.
GOAL.: Client will be performing his self-care activities and improve his independency.
INTERVENTIONS:

1. Assess patient in accepting necessary amount of dependence.

2. Set short range goals with patient.

3.Provide the reinforcement for all activities



4. Encourage patient to feed as soon as possible. Encourage independence but interfere
when patient cannot interfere

EXPECTED OUTCOME: Client may perform self-care activities without dependence.

2. Fear related to specific stimulus as evidenced by avoidance of objects.

GOAL.: Decrease the fear of the patient.

INTERVENTIONS:
1. Maintain the therapeutic relationship with patient.

2. Ventilate the patient feelings



3. OBSESSIVE COMPULSIVE DISORDER:
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ompulsion is defined as :

1): A form of behavior which usually follows

'-,‘4-
bses »1ons.

2): The behavior is not realistic and is either |

J

ir 3; ﬁonal or excessive.



EPIDEMIOLOGY:




cumcm. SYMPTOMS:
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4]. Primary Obsessive Slowness:

{

Relatively rare syndrome, charactenzed« /
Severe obsessive ideas & extensive com o] '.‘ '
»htuals.



ETIOLOGY:

11.PSYCHODYNAMIC
THEORY
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ETIOLOGY:

Early childhood
Disturbed development in

"Anal sadistic phase' Normally disguised by
l “Fixation in | “"Reaction

_ development " formation ’

—— |
: —Regression———m——o
oedipal Reinforcement of Anal/Aggressive impuises
conflicts
At presoent In presence of fixation at anal sadistic phase New defenses |
Needed as reaction
formation

1S NOt enough

“Isolation of affect ‘Undoing | Displacement

| | l
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ETIOLOGY:

~ 2]. BIOLOGICAL

THEORIES
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ETIOLOGY

1 N Iro f‘
fw onin and Noradrenalin were found to
her level in brain.

) - -

\‘“ '
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:fb Js ti'ansmltted genetically.

:’ Ll_ :

| 'ectroencephalography Temporal Iobes w kes
anc wincreased theta waves




ETIOLOGY:

4 Brain Imac
Cr ’1“ jal CT and MRI Scans: ~
ncreased ventricular- brain ratio, caudate n







TREATMENT MODALITIES:

11. PHARMACOLOGICAL
, MANAGEMENT
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2]. BEHAVIOR THERAPY:
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2]. BEHAVIOR THERAPY:
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8 .ﬂsx tive Behavior Therapy (M
olarized thinking) B
?;'[ir;;j; B sychotherapy (Supportive Insight-

,m hted psychotherapies) :

'h}

lectroconvulsnve therapy (8-10 ECT)

Psychosurgery (Prefrontal leucotomy,
Ea ansorbital Leucotomy, Rostral
Le ucotomy, Tractomy)

——



4. SOMATOFORM DISORDERS:
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Iits main feature is pattern of multiple, recurring
and significant physical complaints

Classification of Somatoform Disorders:
Somatization Disorder
Undifferentiated Somatoform
Hypochondriacal Disorders
Somatoform Autonomic Dysfunction
Persistent Somatoform Pain Disorder
Other Somatoform Disorder
Somatoform Disorder Unspecified



1.SOMATIZATION DISORDER:
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ETIOLOGY:

Exact Eti oloc bably xi.ue;:'_'O:
1 \_.,'U J | "'w; 5‘
it has been found that risk to develop disorde er

P 4 '(' - ‘

10-2 -20% in female first- degree relatives.

4

=

>7-jji"_s been documented that the tendency to
i rcelve and report distress in psycholog f
I tic term is influenced by various social

T
-M»

sul ural factors including stigma. =



CLINICAL SYMPTOMS: "




TREATMENT MODALITIES:

MANAGEMENT
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rrison has summarized the (,
omatization disorder in ABC as follows. -

Ac '.'? ommodate initially
| ﬂhavuor modlficatlon

!}fl‘ospitalize
. Intercurrent  depression  should
~ conservatively.



2 Und atac - n Disorder ';.,;
, hysical complamt are multiple,
rsis tent but the complete and typlcal
ture of somatisation disorder is not fu
| ~;’-_;;;.,,;;z 2gory is to be considered.

3. Hyp
E“ssentual features is a persistent preoccupati on
g th the possibility of having one or more se rious
progressuve physical disorders.



4 Som oform unc

Patient present the symptoms as if they were dué
lo ¢ 'T,yswal disorder of a system or orgal “‘“. 12t I
"'“{jfe ely or completely under Autonomic innervatio
: control like. (Cardio-vascular, Gl, Respnrato J
s tems, Genito Urinary etc)
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9. HYPOCHONDRAISIS:
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ETIOLGY:

There ree ?.f._. nd iasis:
1 P e

swe and Hostile wishes towards other
\rl ormed into physical complaints through

repression or displacement . '

7 ’r.&.\,w |
)/ \..(O ' ‘

-—h.&J

| role serves to convey about their distress & ng
lisz billty to others, serving nonverbal *




ETIOLGY:

3. Ne .
) ‘ﬁondnasus is the result of an underlyf g
rceptual or cognitive abnormality.




CLINICAL SYMPTOMS:

1 ieves that he has serio us di

Datie j _ pomes with a detailed
thophysiological model
ing his symptoms
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MANAGEMENT:

Hypochondraisis are one of the most difficult patienttor
treat. It can be managed by general physicians. But:

patient Behavior also elicits negative
reaction from the treating physician.

Basic principles of treatment are as follows:
-~ Treatment by a single physician
- Supportive approach & regularly scheduled visit

~ Avoidance of hospitalization, diagnostic procedures &
medications with abuse potential

- Focusing on symptoms & brief examination in initial visit.



TERMINOLOGIES RELATED TO PTSD:

OOOO

1. Flashbacks

B
2. Hyper vigilai
eyl

l
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ot o

3. Avoidance

: ', L Y e s
o1~
4. Numbness



5. POST- TRAUMATIC STRESS DISORDER
\
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CLINICAL SYMPTOMS

150 es of repeated relieving of the trauma &

ashbacks”) or dreams. E §

hbacks occurring (against persisting backg oun

of .a sense of “numbness” and emotional blun' ' ing
Detachment from other people

= '! in'esponsnveness to surroundings

::';._ nhedonia




INCIDENCE & ONSET OF SYMPTOMS:

—

J

% develop PTSD from a few week

Rarely exceeds 6 months




DIAGN_OSTIC CRITERIA:

L ence of trauma |
set within 6 months of a traumatic ev
R ;« etitlve intrusive recollection

ay time imagery or dreams
ensplcuous emotional detachment

J
ﬁl lumbing of feeling



ETIOLOGY
1._ Str

nce of childhood trauma.
prl‘ine, Paranoid

u‘ social personality disorder
equate support system

:--gfa, € t stressful life changes
z?l" :

| Je to process rationalize the trauma that preclp‘_':' . e (
the udlsorder
vioral model has two phases:

;.-':_;-,; he trauma, Second instrumental leag@ﬁé




ETIOLOGY:
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\ MANAGEMENT:
{ARMACOLOGICAL TREATMENT:

A
FI oxetme

J.J(e od stabilizers (Reducing Dissociative & Numbl
ﬂ" havnor) :

Ar ﬁhypertensive (Propranolol or Clonidine,:)'
ﬁa lolytlcs (Clonazepam & Alprazolam)



DISSOCIATIVE (CONVERSION )DISORDER

* Conversion disorder is characterized by the presence of one or more
symptoms suggesting the presence of a neurological disorder that
cannot be explained by any known neurological or medical disorder.



DEFINITION

Dissociation disorder may take the form of amnesia, pseudo — dementia, fugue, stupor, trance,
possession states, multiple personality disorders & pseudo — seizures.

. Dissociation reactions are the psychological manifestations which will occur when there is a
partial or complete loss of the normal integration between past memories & awareness of identity,
perception or consciousness due to underlying psychological conflicts.
( Lowenstein, 1994)

. Dissociation is one type of defence mechanism where the person will be protected from
traumatic events by allowing the mind to forget or remove itself from painful situation or memory.

. Dissociative disorders are defined by a disruption in the usually integrated functions of
consciousness, memory, identity, or perception of the environment -APA



ICD-10 CLASSIFICATION OF DISSOCIATION DISORDER:-

F44 Dissociative [conversion] disorders
* F44.0 Dissociative amnesia

* F44.1 Dissociative fugue

* F44.2 Dissoclative stupor

* F44.3 Trance and possession disorders

* F44 .4 Dissociative motor disorders

* F44.5 Dissoclative convulsions

* F44.6 Dissoclative anaesthesia and sensory loss
* F44.7 Mixed dissoclative [conversion] disorders

* F44.8 Other dissociative [conversion] disorders



.80 Ganser's syndrome
.81 Multiple personality disorder
82 Transient dissociative [conversion] disorders occurring in childhood and adolescence

.88 Other specified dissociative [conversion] disorders



DISSOCIATIVE AMNESIA:

Dissociative amnesia is an inability to recall important personal information, usually of a traumatic or stressful
nature, that is too extensive to be explained by ordinary forgetfulness and is not due to the direct effects of
substance use or a neurological or other general medical condition (APA, 2000).

» a) Localized Amnesia: The inability to recall all incidents associated with the traumatic event for a specific
time period following the event (usually a few hours to a few days). EX: The individual cannot recall events
of the automobile accident and events occurring during a period after the accident (a few hours to a few days).

» b) Selective Amnesia: This type is the inability to recall only certain incidents associated with a traumatic
event for a specific period after the event.

« EX: The individual may not remember events leading to the impact of the accident but may remember being
taken away in the



CONT.......e.

« Continuous Amnesia: This is the inability to recall events occurring after a specific time up to and including
the present.

« EX: The individual cannot remember events associated with the automobile accident and anything that has
occurred since. That is, the individual cannot form new memories although he or she is apparently alert and
aware.

« d) Generalized Amnesia: The rare phenomenon of not being able to recall anything that has happened during
the individual’s entire lifetime, including his or her personal identity.

» e) Systematized Amnesia: With this type of amnesia, the individual cannot remember events that relate to a
specific category of information (e.g., one’s family) or to one particular person or event



DISSOCIATIVE FUGUE

The characteristic feature of dissociative fugue Is a
sudden, unexpected travel away from home or
customary place of daily activities, with inability to
recall some or all of one’s past (APA, 2000). An
Individual In a fugue state cannot recall personal
Identity and often assumes a new identity.



DISSOCIATIVE IDENTITY DISORDER

» Dissociative identity disorder (DID) was
formerly called multiple personality
disorder. This disorder iIs characterized by
the existence of two or more personalities Iin
a single individual.



DEPERSONALIZATION DISORDERS:-

Depersonalization disorder Is characterized
by a temporary change in the quality of self-
awareness, which often takes the form of feelings
of unreality, changes in body image, feelings of
detachment from the environment, or a sense of
observing oneself from outside the body.



DISSOCIATIVE STUPOR:-

*  The individual’s behavior fulfills the criteria for
stupor, but examination & Investigation reveal no
evidence of a physical cause. There Is a positive
evidence of psychogenic causation in the form of
either recent stressful events or prominent
Interpersonal or social problem.



TRANCE & POSSESSION DISORDERS:-

There 1s a temporary loss of both the sense of personal identity
& full awareness of the surroundings, in some instances the
Individual acts as taken over by another personality, spirit,
deity or force.

* DISSOCIATIVE MOTOR DISORDERS:-Loss of ability
to move the whole or a part of a limb or limbs. Paralysis may
be partial with movements, being weak or complete.



DISSOCIATIVE CONVULSIONS:-

Pseudo seizures may mimic epileptic seizures very closely in terms of movements, but tongue biting serious
bruising due to falling, and incontinence of urine are rare in dissociative convulsions & loss of consciousness is
absent or replaced by a state of stupor or trance.

* DISSOCIATIVE ANESTHESIA & SENSORY LOSS:-

. Anesthetic areas of skin often have boundaries, which make it clear that they are associated more with
the patient’s ideas about bodily functions than with the medical knowledge.



CLINICAL FEATURES:-

e Disturbance in the normal integrated functions of consciousness, identity & memory.
e The disturbances may be sudden or gradual, & the disturbance is usually temporary, recovery is often abrupt.

e These disorders tend to occur in response to severe trauma or abuse. A frequent stressful situation is an
ongoing war.

e Significant impairment in general & social functioning.



e Lacks of attachment have effect on neurotransmitters like serotonin.
e Depersonalization cause block in neurotransmitter link.
e Onset is usually sudden & the disturbance is usually temporary. Recovery often is abrupt.

e The symptoms are not intentionally produced.

Absence of medical & neurological abnormalities or organic deformities.



CONT

e Symptoms of depersonalization.

# Feeling of unreality
# Body image distortion

e Dysfunction in usual pattern of behavior.

# Absence from work
# Withdrawal behavior

# Alteration in functional aspects



e Feeling of absence of control over memory, behavior, awareness.
e Unable to explain the action or behavior in altered state.
o Interrupted family processes related to amnesia or other changing behavior.

o | a Belle difference is client’s reaction like indifference to the symptoms &
displaying no anxiety or lack of concern about the symptomes.

e The disturbance iIs not under voluntary control but symptoms occur in
organ under voluntary control.



DIAGNOSIS:-

e Rule out physical disorders & substance abuse. Standard tests including the Dissociative Experience Scale
& the Dissociative disorders Interview Schedule to demonstrate presence of dissociation.

e The Dissociative Experiences Scale (DES) Perceptual Alterations Scale (PAS)
e According to ICD 10 criteria. History of childhood abuse/trauma

e Female Age 20-40 Previous diagnosis or suspicion of borderline personality disorder

e Previous unsuccessful treatment Self-destructive behavior



NURSING DIAGNOSIS:-

v Disturbed thought process related to severe psychological stress and repression of anxiety as evidenced by
loss of memory

v'Ineffective coping related to severe psychosocial stressor or substance abuse and repressed severe anxiety as
evidenced by sudden travel away from home with inability to recall previous identity

v" Disturbed personal identity related to childhood trauma/abuse as evidenced by the presence of more than one
personality within the individual

v Disturbed sensory perception (visual/kinesthetic) related to severe psychological stress and repression of
anxiety as evidenced by alteration in the perception or experience of the self or the environment

+ Chronic low self esteem related to weak underdeveloped ego as €Videnced by negative self
talking



Impaired verbal communication related to lack of quality of social exchange as evidenced by impaired
memory

Altered role performance related to inability to make decisions as evidenced by lack of problem solving
skills

Altered family process related to long standing illness as evidenced by changes in the family function

Ineffective health maintenance related to lack of insight as evidenced by unable to identify physical
symptoms.



