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Preface

The function and state of the mind are of significant importance to the physical
health of an individual. The United States Medical Licensing Examination (USMLE)
is closely attuned to the substantial power of the mind-body relationship and tests this
area extensively on all three Steps of the examination. This review has been prepared
as alearning tool to help students rapidly recall information that they have learned in
the first two years of medical school in behavioral science, psychiatry, epidemiology and
related courses.

The third edition of BRS Behavioral Science contains 9 sections divided into 26 chap-
ters. All chapters start with a"Typical Board Question” (TBQ), which serves as an ex-
ample for the way that the subject matter of that chapter is tested on the USMLE. Each
chapter has been extensively updated to include the most current information. A total
of at least 500 questions and answers with detailed explanations are presented after
each chapter and in the Comprehensive Examination at the end of the book. Almost all
of these questions have been written expressly for thisthird edition and reflect the new
USMLE format utilizing clinical vignettes. Seventy-six tables are included in the book
to provide essential information quickly.
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The Beginning of Life:
Pregnancy through Preschool

Typical Board Question

A mother brings her 8-month-old child in to see the ph¥1§cian for awell-baby checkup. The
mother appears concerned. She tells the doctor that the child recently saw an aunt whom
he had not seen in 6 months. When the aunt approached him, the child cried, seemed fear-
ful, and clung tightly to his mother_ The doctor correctly tells the mother that this fearful,
clinging behavior

(A) indicates that the child is developmentally delayed
B) indicatesthat the child isemotionally disturbed
C) indicates thatthe child has been abused by his aunt

D) is more likely to occur in infants exposed to many different caregivers N
E) occursin normal infants of this age When they are confronted with an unfamiliar per-

son
(See"Answers and Explanations’ at end of Chapter)

. Pregnancy

A. Emotions

I. Mood changes are common during pregnancy and may be caused by bi-
ological factors (e.g., hormonal fluctuations) aswell as psychological
factors(e.g., concern over loss of physical attractiveness).

2. Pseudocyesis (false pregnancy), the occurrence of many symptoms of
pregnancy although conception has not taken place, may occur in women
who have a strong wish to be pregnant or a strong fear of preg-
nancy.

3. Many pregnant women form a close emotional relationship with their un-
born infant, thus beginning the bonding process prior to birth (Seelll A).

B. The marital relationship

1. Many obstetricians suggest cessation of sexual intercour se about 4 weeks
prior to the expected date of delivery.

2. Reduction in sexual activity for any reason can put a strain on the mar-
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Behavioral Science

riage. Extramarital affairs conducted by the husband, if they occur, are
more likely to occur during the last 3 months of the wife's pregnancy.

Childbirth

A. Birthrate, infant mortality, and cesarean birth
1. About 4 million children are born each year in the United States.

2. Infant mortality

a. In part because the United States does not have sociaized medi-
cine (health care for al citizens paid for by the government through
taxes), the infant mortality rate in the United States is high com-
pared with rates in other developed countries (see also Chapter 23).

b. Low socioeconomic status, which isrelated in part to ethnicity,
is associated with high infant mortality (Table 1-1).

3. Cesarean birth

a. The number of cesarean births increased from the 1960s to the
1990s, partly because of physicians fears of malpractice suitsif anin-
fant died or was injured during vaginal childbirth.

b. Recently, however, the number of cesarean births (currently 21% of all
births) has leveled off or even declined, partly in response to increas-
ing evidence that women often undergo unnecessary surgical proce-
dures.

B. Premature birth

1. Premature births are defined as those following a gestation of less than
34 weeks or in which the birth weight is under 2500 g.

2. Premature births, which are associated with low income, maternal ill-
ness or malnutrition, and young maternal age, occur in 6% of birthsto
white women and 13% of births to African-American women.

3. Premature birth putsthe child at greater risk for emotional, behavioral
and learning problems, physical disability, and mental retardation.
C. Postpartum reactions

1. Baby blues

a Many women experience an emotional reaction called "baby blues’
or "postpartum blues" lasting up to 1 week after childbirth.

Table 1-1. Ethnicity and Infant Mortality in the United States (1996)
Ethnic Group Infant Deaths per 1000 Live Births

White, Asian American, and Mexican, Cuban,
and other Hispanic American

Puerto Rican American 8.6
Native American (American Indian) 8.8
African-American 14.2

overal | 29



Chapter 1

The Beginning of Life: Pregnancy through Preschool

b. Thisreaction results from psychological factors (e.g., the emotional
stress of childbirth, the feelings of added responsibility), aswell as
physiological factors (e.g., changesin hormone levels, fatigue).

c. Treatment involves support and practical help with the infant.

2. Major depression and brief psychotic disorder with postpartum
onset (postpartum psychosis) arereactionswhich are more seriousthan
postpartum blues and which aretreated with antidepressant and an-
tipsychotic medications (Table 1-2) (and see Chapters 11 and 12).

[11. Infancy:

Birth to 15 Months

A. Bonding of the parent to the infant

1. Bonding between the caregiver and the infant is enhanced by physical
contact between the two.

2. Bonding may be adver sely affected if:
a. Thechild isof low birth weight or ill, leading to separation from

b. There are problemsin the mother-father relationship

the mother after delivery

3. Women who take classes preparing them for childbirth have shorter
labors, fewer medical complications, less need for medication, and have
closer initial interactionswith their infants.

B. Attachment of theinfant to the parent

1. Theprincipal psychological task of infancy isthe formation of an inti-
mate attachment to the primary caregiver, usually the mother.

Table 1-2. Postpartum Maternal Reactions

Maternal _ Onset of Duration of o
Reaction Incidence Symptoms Symptoms Characteristics
Postpartum blues 33%-50%  Withina Up to 1 week Exaggerated
("baby blues") few days after delivery emotionality
after delivery and
tearfulness
Interacting well
with friends
and family
Good grooming
Major depressive 5%-10% Within 4 Upto 1year Feelings of
episode weeks after without hopelessness
delivery treatment; and help-
3-6 weeks lessness
with treatment Lack of pleasure
or interest in
usual activities
Poor grooming
Brief psychotic 0.1%-0.2% Within 2-3 Up to 1 month Hallucinations,
disorder, weeks after delusions, or
postpartum delivery other psychotic
onset ("postpartum symptoms
psychosis’) Mother may

harm infant
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2. Separation from the primary car egiver between 6-12 months of age
leadstoinitial loud protests from the infant.

3. With continued absence of the mother, theinfant isat risk for anaclitic de-
pression, in which heiswithdrawn and unresponsive toward others.

a. Aninfant may suffer from anaclitic depression even when heisliving
with hismother if the mother is physically and emotionally dis-
tant and insensitive to his needs.

b. Depressed infants may exhibit " failureto thrive" which includes
poor physical growth and poor health.

C. Studies of attachment

1. Harry Harlow demonstrated that infant monkeysreared in relative iso-
lation by surrogate artificial mothers do not develop normal mating,
maternal, and social behaviors as adults.

a Malesmay be more affected than females by such isolation.

b. Young monkeysraised in isolation for lessthan 6 months can bere-
habilitated by playing with normal young monkeys.

2. Ren6 Spitz documented that children without proper mothering (e.g.,
those in or phanages) show sever e developmental retar dation, poor
health, and higher death rates (" hospitalism™) in spite of adequate
physical care.

3. Partly dueto such findings, the " foster care" system was established for
young children in the United States who do not have adequate home sit-
uations. " Foster families' are those who have been approved and funded
by the state of residence to take care of a child in their homes.

D. Characteristics of the infant

1. Reflexive behavior. At birth, the normal infant possesses simplere-
flexes such asthe startlereflex (M oro reflex), the palmar grasp reflex,
Babinski'sreflex, and therooting reflex. All of these reflexes disappear
during thefirst year of life (Table 1-3).

2. Motor, social, verbal, and cognitive development (Table 1-4)

a. Although thereisareflexive smile present at birth, the social smile
isone of thefirst markersof theinfant'sresponsivenessto another in-
dividual.

cable 1-3. Reflexes Present at Birth and the Age at Which They Disappear

Reflex Description Age of disappearance
Palmar grasp The child'sfingersgrasp objects 2 months

placed in the palm
looting reflex The child'shead turnsin the 3months

direction of a stroke on the cheek
asthough seeking a nipple

Startle (Moro) reflex When the child isstartled, the 4 months
armsand legs extend
3abinski reflex Dorsiflexion of the largest toe when 12 months

the plantar surface of the child's
foot isstroked

tracking reflex The child visually follows a human face Continues
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Table 1-4. Motor, Social, Verbal, and Cognitive Development of the Infant
SKkill Area
Age Motor Social Verbal and Cognitive
2-3 months + Lifts head when + Smilesin response + Coos or gurgles
lying on stomach to ahuman face
(the"socia smil€")
5-6 months + Turnsover + Formsan attachment ~ + Babbles (repeats
+ Sitsunassisted to primary caregiver smégle sounds over
+ Graspswith entire + Recognizes familiar and over)
hand ("raking") people
7-11 months + Crawlsonhands ~ + Shows stranger + Imitates sounds
and knees anxiety + Uses gestures
* Pullsuptostand  + Playssocia
+ Transferstoysto games such as
other hand peek-a-hoo,
+ Picksup toysand waves "bye-bye"
food using "pincer"
gthur_nb and
orefinger) grasp
11-15 months » Walksunassisted  + Fears separation + Saysfirst word
from primary + Understands words
caregiver
(separation
anxiety)

b. Crying and withdrawing in the presence of an unfamiliar person
(stranger anxiety) is normal and begins at about 7 months of age.
i. Thisbehavior indicates that the infant has developed a specific at
tachment to the mother and is able to distinguish her from a
stranger.
ii. Infants exposed to many caregivers are less likely to show
stranger anxiety than those exposed to few caregivers.

E. Theories of development

1

Chess and Thomas showed that there are endogenous differences
in the temperaments of infants which remain quite stable for the first

25 years of life. These differences include such characteristics as reac-
tivity to stimuli, cyclic behavior patterns such as sleeping, responsive-

ness to people, mood, distractibility, and attention span.

Sigmund Freud described development in terms of the parts of the body
from which the most pleasure is derived at each stage of development
(e.g., the "oral stage" occurs during the first year of life).

Erik Erikson described development in terms of critical periods for the
achievement of social goals; if a specific goal is hot achieved at a specific
age, the individual will never achieve the goal. For example, in Erikson's
stage of basic trust versus mistrust, the child must learn to trust oth-
ersduring the first year of life or she will never be able to trust others.

Jean Piaget described development in terms of learning capabilities of
the child at each age.
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5.

Margaret Mahler described early development as a sequential process
of separation of the child from the mother or primary caregiver.

IV The Toddler Years: 15 Monthsto 2V2 Y ears

A. Attachment

1

2.

The major theme of the second year of lifeisto separate from the
mother or primary caregiver, a process which is complete by about age 3.
There is no evidence that daily separation from working parentsin a

good day care setting has short- or long-term negative consequences for
children.

B. Motor, social, verbal, and cognitive characteristics of the toddler
(see Table 1-4)

The Preschool Child: 2Y to 6 Years

A. Attachment
1. After reaching 3 years of age a child should be able to spend a few hours

2.

away from the mother in the care of others (e.g., in day care).

A child who cannot do this after age 3 suffers from separation anxiety
disorder (see Chapter 15).

B. Characteristics

1

2.

The child's vocabulary increases rapidly (Table 1-5) and the child of -
ten finds humor in using "bathroom" profanity (e.g., saying "pee-pee").
The birth of asibling islikely to occur in the preschool years and sibling
rivalry may occur.

Sibling rivalry or other life stress, such as moving, may result in a child's
use of regression, a defense mechanism in which the child temporarily
behavesin a"babylike" way (e.g., he starts wetting the bed again).

The child can distinguish fantasy from reality (e.g., he knows that imag-
inary friends are not "real" people), although the line between them may
still not be drawn sharply.

Other aspects of motor, social, verbal, and cognitive development of the
preschool child can be found in Table 1-5.

C. Changes at 6 years of age: formation of the conscience

1.

2.

3.

At the end of the preschool years (about age 6), the child's conscience
(the superego of Freud) and sense of morality begin to be devel oped.

After age 6, the child can put himself in another person's place (empa-
thy) and behave in a caring and sharing way toward others.

Morality and empathy increase further during the school-age years (see
Chapter 2).
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The Beginning of Life: Pregnancy through Preschool

Table 1-5. Motor, Social, Verbal, and Cognitive Development of the Toddler and Preschool Child

Age

Motor

18 months

+ Throws aball

+ Stacks 3 blocks

+ Climbs stairs one
foot at atime

+ Scribbles on paper

2 years

+ Kicksaball

+ Balanceson one
foot for one second

+ Stacks 6 blocks

+ Feeds self with
fork and spoon

3years

Rides atricycle
Undresses and
partialy dresses
without help

I dentifies some
colors

Climbs stairs using
alternate feet
Stacks 9 blocks
Cuts paper with
scissors
CopiesacircleO

4 years

Catches aball

with arms

Dresses
independently, using
buttons and zippers
Grooms self (e.g.,
brushes teeth)

Hops on one foot
Copiesacross0

S5years

Catches aball with
two hands
Drawsapersonin
detail, (e.g., with

arms, hair, eyes) .
Skips using alternate
feet

Copies asquare 0

6 years

« Ties shoelaces ,

« Rides a2-wheeled
bicycle

« Printsletters

+ Copiesatriangle A

Skill Area

Social
* Moves away from and then

returns to the mother
for reassurance
("rapprochement")

Shows negativity (e.g.,
the favorite word is "no™)
Plays alongside but

not with another

child ("parallel play":
2-4 years of age)

Has a sense of self
asmale or female
(gender identity)

Usually achieves bowel and

bladder control
[problems such as
encopresis ("soiling") and
enuresis ("bedwetting")
cannot be diagnosed
until 4 and 5 years of

age, respectively]

Can spend part of the day

with adults other than
parents (e.g., in preschool
setting)

Begins to play cooperatively

with other children
Engagesin role playing
(e.g., "I'll be the mommy,
you be the daddy")

May have imaginary
companions

Has curiosity about sex
differences, (e.g., plays

"doctor" with other children)
Has nightmares and transient
phobias (e.g., of "monsters")

Has romantic feelings about

the opposite sex parent
(the "oedipal phase") at
4-5 years of age

Has overconcern about
physical injury at 4-5
years of age

Beginsto develop an
internalized moral sense
of right and wrong

Verbal and cognitive

+ Usesabout 10
individual words
+ Says own name

Uses about 250 words
Speaksin 2-word
sentences and uses
pronouns (e.g., "me do")
Names body parts and
objects

Uses about 900 words
in speech
Understands about
3,500 words
Speaksin complete
sentences (e.g., "l can
do it myself ")

Shows good verbal self-
expression (e.g., can
tell detailed stories)
Comprehends and uses
prepositions (e.g.,
under, above)

Shows further improve-
ment in verbal and
cognitive skills

+ Beginsto think logically
(see Chapter 2)
+ Beginstoread
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Review Test

Directions: Each of the numbered items or incompl ete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. An American couple would like to adopt a
10-month-old Russian child. However, they are
concerned because the child has been in an or-

phanage ever since he was separated from his
birth mother 2 months ago. Which of the fol-

lowing characteristics is the couple most likely

to see in the child at thistime?

) Loud crying and protests at the loss of his
mother

B) Increased responsiveness to adults

C) Normal development of motor skills

ED% Depression

(E) Normal development of social skills

2. Although he previously slept in his own bed,
after his parents separate, a4-year-old boy in-
sists on slegping in his mother's bed every
night. He continues to do well in nursery school
and plays well with friends. The best descrip-
tion of this boy's behavior is

A) Separation anxiety disorder
EBg normal with regression

(C) delayed development

(D) lack of basic trust

(E) poor superego development

3. You conduct awell-child checkup on a nor-
mal 2-year-old girl. Sheis most likely to show
which of the following skills or characteristics?
A) Speaksin 2-word sentences

EB} Is completely toilet trained

(C) Can comfortably spend most of the day

away from her mother
(D) Canridea2-wheeled bicycle
(E) Engagesin cooperative play

4. 'Y ou conduct awell-child checkup on a nor-
mal 4-year-old boy. Heis most likely to show
which of the following skills or characteristics?

(A) Identifiescolors

Reads a 3-word sentence

Refuses to play with girls

Ties shoelaces

Has an internalized moral sense of right
and wrong

gl
o8}
——

(C
(D
(E

5. A mother brings her normal 4-month-old
child to the pediatrician for awell-bat y exam-
ination. Which of the following developmental
signposts can the doctor expect to be present in
this infant?

A) Stranger anxiety
EBg Social smile

(C) Rapprochement
(D) Core gender identity
(E) Phobias

6. The overall infant mortality rate in the
United States in 1996 was approximately

(A) 1 per 1000 live births
(B) 3 per 1000 live births
(C) 7 per 1000 live births
(D) 21 per 1000 live births
(E) 40 per 1000 live births

7. The most important psychological task for a
child between birth and 15 months is the de-
velopment of

(A) the ability to think logically

(B) speech

(C) stranger anxiety

(D) aconscience

(E) anintimate attachment to the mother or
primary caregiver

8. A 28-year-old woman and her husband are
preparing for childbirth by taking aformal
training program. Her physician can expect that
when compared with women who do not take a
formal training program, this woman will expe-
rience

(A) more medical complications
) longer labor

) closer initial interactions with her infant
(D) more need for medication during labor

) higher likelihood of postpartum emotional
reactions
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Chapter 1

9. A new mother develops a sad mood 2 days
following the birth of her child. Which of the
following factorsis most likely to contribute to
the development of this condition?

(A) A positive childbirth experience

(B) Breastfeeding

(C) Feelings of decreased responsibility
(D) Changesin hormone levels

(E) Increased energy

10. A well-trained, highly qualified obstetri-
cian has abusy practice. Which of the follow-
ing is most likely to be true about postpartum
reactions in this doctor's patients?

(A) Postpartum blues will occur in about 10%

of patients

) Major depression will occur in about 25%

of patients

(C) Postpartum psychosis will occur in about
8% of patients

(D) Postpartum psychosis will last about 1

(B

Post i
(E) Postpartum blues will last up to one week

Questions 11-16

For each developmental milestone, select the
age at which it commonly first appears.

11. Crawling on hands and knees

) 0-3 months
(B) 5-6 months

) 7-10 months
(D) 11-15months
(E) 16-30 months

Comymior T BRARGEE Life: Precraney tygnanRresshost
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12. Sitting unassisted

(A) 0-3 months

B, 56 months
EC} 7-10 months
(D) 11-15 months
(E) 16-30 months

13. Showing the rooting reflex

(A) 0-3 months
(B) 5-6 months
(© 7-10 months
p) 11-15months
EE; 16-30 months

14. Using a"pincer" grasp

(A) 0-3 months
(B) 5-6 months
(C) 7-10 months
(D) 11-15 months
(E) 16-30 months

15. Using pronouns in speech

(A) 0-3 months
(B) 5-6 months
(C) 7-10 months
(D) 11-15 months
(E) 16-30 months
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Answers and Explanations

TBQ-E. Stranger anxiety (the tendency to cry and cling to the mother in the presence of an un-
familiar person) developsin normal infants at 7-9 months of age. It does not indicate that the
child is developmentally delayed, emotionally disturbed, or that the child has been abused, but
rather that the child can now distinguish familiar from unfamiliar people. Stranger anxiety is
seen less frequently in children exposed to many different caregivers.

1-D. Thischild islikely to show depression at thistime. Loud protests occur initially when the
mother leaves the child. With her continued absence of over 2 months and the child's placement
in an orphanage, this child will suffer more serious consequences. These consequences include
depression, decreased responsiveness to adults and deficits in the development of social and mo-
tor skills.

2-B. The best description of this boy's behavior is normal with regression (i.e., a defense mech-
anism involving acting like a child of ayounger age). Because he continues to do well in nursery
school and plays well with friends, thisis not separation anxiety disorder. There is aso no evi-
dence of delayed development, lack of basic trust, or poor superego (conscience) development (see
Chapter 6).

3-A. Two-year-old children speak in 2-word sentences (e.g., "Me go"). Toilet training or the ability
to spend most of the day away from the mother does not usually occur until age 3. Children engage
in cooperative play starting at about age 4 and can ride a 2-wheeled bicycle at about age 6.

4-A. Children can identify some colors by about age 3. The ability to tie shoelaces devel ops at
about 6 years of age. Having an internalized moral sense of right and wrong (the superego), read-
ing, and preference for playing with children of the same sex are characteristic of latency age
children (7-11 years-See Chapter 2).

5-B. The social smile (smiling in response to seeing a human face) is one of the first developmen-

tal milestones to appear in the infant and is present by 1-2 months of age. Stranger anxiety (fear
of unfamiliar people) appears at about 7 months of age and indicates that the infant has a specific
attachment to the mother. Rapprochement (the tendency to run away from the mother and then
run back for comfort and reassurance) appears at about 16 months of age. Core gender identity (the
sense of self as male or female) is established between 2 and 3 years of age. Transient phobias (ir-
rational fears) occur in normal children, appearing most commonly at 4-6 years of age.

6-C. In 1996, the overall infant mortality rate in the United States was about 7 per 1000 live
births. Thisrate, which is closely associated with socioeconomic status, was about 14 per 1000
live birthsin African-American infants and about 6 per 1000 live births in white infants.

7-E. The most important psychological task of infancy isthe development of an intimate at-
tachment to the mother or primary caregiver. Stranger anxiety, which normally appears at about
7 months of age, demonstrates that the child has developed this attachment and can distinguish
its mother from others. Speech, the ability to think logically, and the development of a conscience
are skillswhich are developed over the first few years of life.

8-C. Women preparing for childbirth with aformal training program typically experience closer
initial interactions with their infants, equal or lower likelihood of postpartum emotional reac-
tions, shorter labors, fewer medical complications, and less need for medication during labor.

9-D. Changes in hormone levels, fatigue, physical and emotional stresses of childbirth and feelings
of added responsibility contribute to the development of a sad mood in new mothers, otherwise
known as the "baby blues." Breastfeeding usually is not a contributing factor in developing a sad
mood after childbirth.

10-E. Postpartum psychosisisrare, occurring in less than 1% of new mothers and lasting up to
one month after childbirth. Postpartum blues may occur in one third to one half of new mothers,

10
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and lasts up to one week. Intervention involves support and practical help with the child. Post-
partum depression occurs in 5%-10% of new mothers and is treated primarily with antidepres-
sant medication.

11-C. Crawling on hands and knees commonly begins between 7 and 10 months of age.

12-B. Infants can usually sit unassisted at about 6 months of age.

13-A. Therooting reflex is present at birth.

14-C. The thumb and forefinger "pincer" grasp begins at about 8 months of age. Prior to this, the
child picks up abjects using 4 fingers (no thumb) in a raking motion.

15-E. Children start using pronouns (e.g., "me") at about 2 years of age.
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School Age, Adolescence,
Special Issues of
Development, and Adulthood

Typical Board Question

A 10-year-old girl with Down syndrome and an 1Q of 60 is brought to the physician's office
for aschool physical. When the doctor interviewsthisgirl, heismost likely to find that she

A; hasgood' self-esteem

B) knows that she is handicapped
C) communicates well with peers

D) competes successfully with peers
E) issocialy outgoing

(See"Answers and Explanations" at end of Chapter)

|. Latency or School Age: 7-11 Years

A. Motor development. The normal grade school child, 7-11 years of age, en-
gagesin complex motor tasks (e.g., plays baseball, skips rope).

B. Social characteristics. The school age child:
1. Prefersto play with children of the same sex
2. Identifies with the parent of the same sex

3. Has relationships with adults other than parents (e.g., teachers,
group leaders)

4. Demonstrates little interest in psychosexual issues

5. Hasinternalized a moral sense of right and wrong (conscience) and
understands how to follow rules

C. Cognitive characteristics. The school age child:
1. Isindustrious and organized (gathers collections of objects)


Quang
Highlight

Edited by Foxit Reader
Copyright(C) by Foxit Software Company,2005-2008
For Evaluation Only.



14 / Behaviora Scienc

dited by Foxit Reader
opyright(C) by Foxit Software Company,2005-2008
valuation

2. Hasthe caggéig/ or Eiloglcgrt]%ught and can determine that objects
have mor e than one property (e.g., an object can be red and metal)

3. Understandsthe concept of " conservation." This concept involvesthe
under standing that a quantity of a substance remainsthe samere-
gardless of the size of the container it isin (e.g., two containers may con-
tain the same amount of water even though oneisatall, thin tube and
oneisashort, wide bowl).

11. Adolescence: 11-20 Y ears

A. Early adolescence (11-14 years of age)
1. Puberty occursin early adolescense and is marked by:

a

b.

C.

d.

€.

The development of primary and secondary sex characteristics
(Table 2-1) and increased skeletal growth

First menstruation (menarche) in girls, which on average occurs at
11-12 years of age

First g aculation in boys, which on average occursat 13-14 year s of
age

Cognitive maturation and formation of the per sonality

Sex drives, which are expressed through physical activity and
masturbation (daily masturbation is nor mal).

2. Early adolescents show strong sensitivity to the opinions of peersbut are
generally obedient and unlikely to seriously challenge parental authority.

3. Alterationsin expected patterns of development (e.g., acne, obe-
sity, late breast development) may lead to psychological problems.

B. Middle adolescence (14-17 year s of age)
1. Characteristics

a
b.

C.

d.

Thereisgreat interest in gender roles, body image, and popularity.
Heterosexual crushes (love for an unattainable person such asarock
star) are common.

Homosexual experiences may occur. Although parents may be-
come alarmed, such practicing is part of normal development.
Effortsto develop an identity by adopting current teen fashion in

Table 2-1. Tanner Stages of Sexual Development
Stage Characteristics

Genitalia and associated structures are the same as in childhood; nipples, (papillae)
are dightly elevated in girls

2 Scant, straight pubic hair, testes enlarge, scrotum develops texture; slight elevation
of breast tissue in girls

3 Pubic hair increases over the pubis and becomes curly, penisincreasesin length
and testes enlarge

4 Penisincreases in width, glans develops, scrotal skin darkens; areolarises above
therest of the breast in girls

5 Male and female genitalia are like adult; pubic hair now isalso on thighs, areolais

no longer elevated above the breast in girls
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clothing and music and preference for spending time with peers over
family isnormal, but may lead to conflict with parents.
2. Risk-taking behavior

a. Readinessto challenge parental rules and feelings of omnipotence
may result in risk taking behavior (e.g., failure to use condoms, dri-
ving too fast, smoking).

b. Education with respect to obvious short term benefitsrather than
referencesto long term consequences of behavior are morelikely to
decrease teenagers unwanted behavior.

-For example, to discourage smoking, telling teenagersthat their
teeth will stay white will be mor e helpful than telling them that they
will avoid lung cancer in 30 years.

C. Late adolescence (17-20 year s of age)
1. Development

a. Older adolescents develop morals, ethics, self-control and arealis-
tic appraisal of their own abilities; they become concerned with hu-
manitarian issues and world problems.

b. Some adolescents, but not all, develop the ability for abstract reason-
ing (Piaget's stage of for mal oper ations).

2. In the effort to form one's own identity, an identity crisis commonly de-
velops.

a. If theidentity crisisis not handled effectively, the adolescent may suf-
fer from role confusion in which he does not know where he belongs
in theworld.

b. With role confusion, the adolescent may display behavioral abnor -
malitieswith criminality or an interest in cults.

D. Teenage sexuality

1. In the United States, first sexual inter cour se occurson average at 16
years of age; by 19 years of age, 80% of men and 70% of women have had
sexual intercour se.

2. About 65% of teenagers do not use contraceptives for reasonswhich in-
cludethe conviction that they will not get pregnant, lack of accessto con-
traceptives, and lack of education about which methods are most effective.

3. Physicians may counsel minors (persons under 18 years of age) and pro-
vide them with contraceptives without parental knowledge or consent.

E. Teenage pregnancy

1. Teenage pregnancy isa social problem in the United States. Although the
birth rate and abortion ratein American teenagersare currently
decreasing, teenager s give birth to over 500,000 infants (12,000 of these
infantsare born to mothersunder 15 years of age) and have about
400,000 abortions annually.

2. Abortion islegal in the United States. However, in about half of the
states, minors must obtain parental consent for abortion.

3. Factors predisposing adolescent girlsto pregnancy include depression,
poor school achievement, and having divor ced par ents.
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4.

Pregnant teenagers are at high risk for obstetric complications be-
causethey arelesslikely to get prenatal care and becausethey are phys-
ically immature.

I11. Special Issuesin Child Development

A. lllnessand death in childhood and adolescence. A child'sreaction to
illness and death is closely associated with the child's developmental stage.

1

During thetoddler years (18 monthsto 2 Y2 years) hospitalized children

fear separation from the parent morethan they fear bodily harm, pain,

or death.

During the preschool years (2!~ to 6 years) the child's greatest fear

when hospitalized is of bodily harm.

a. The preschool-age child does not fully under stand the meaning of
death.

b. The child may expect that a dead friend, pet, or relative will come
back tolife.

. School-age children (7-11 year s of age) cope relatively well with hospi-

talization. Thus, thisisthe best age to perform elective surgery.
Children of this age can understand the finality of death.

. Il adolescents may challenge the authority of doctors and nurses and

resist being different than peers. Both of these factors can result in non-
compliance with medical advice.

. A child with an ill sibling or parent may respond by acting badly at

school or home [use of the defense mechanism of " acting out” (see Chap-
ter 611)].

B. Adoption

1

An adoptive parent is a person who voluntarily becomes the legal par-
ent of a child whoisnot hisor her genetic offspring.

Adopted children, particularly those adopted after infancy, may be at in-
creased risk for behavioral problemsin childhood and adolescence.

Children should betold by their parentsthat they are adopted at the
earliest age possible to avoid the chance of otherstelling them fir t.

C. Mental retardation

1

2.

Etiology

a. Themost common genetic cause of mental retardation is Down syn-
drome; the second is Fragile X syndrome.

b. Other causesinclude metabolic factor s affecting the mother or fetus,
prenatal and postnatal infection and mater nal substance abuse;
many cases of mental retardation are of unknown etiology.

Mildly [intelligence quotient (1Q) of 50-69; see Chapter 8] and moder ately
(1Q of 35-49) mentally retarded children and adolescents commonly know
they are handicapped. Because of this knowledge, they may become
frustrated and socially withdrawn in part because of poor self-esteem
dueto difficulty in communicating and competing with peers.
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3. TheVineland Social Maturity Scale can be used to evaluate social
skillsand skillsfor daily living in mentally retarded and other challenged
individuals.

4. Avoidance of pregnancy in mentally retarded adults can become an is-
sue particularly in residential social settings (e.g., summer camp). Long-
acting, rever sible contraceptive methods such as subcutaneous
progesteroneimplants can be particularly useful for these individuals.

N Early Adulthood: 20-40 Y ears

A. Characteristics
1. At about 30 years of age, thereisa period of reappraisal of one'slife.

2. Theadult'srolein society is defined, physical development peaks, and
the adult becomes independent.

B. Responsibilities and relationships
1. The development of an intimate (e.g., close, sexual) relationship
with another person occurs.

2. According to Erikson, thisisthe stage of intimacy versusisolation;
if theindividual does not develop the ability to sustain an intimaterela-
tionship by this stage of life, he or she suffersemational isolation in the
future.

3. By 30 yearsof age, most Americans are married and have children.

4. Duringtheir middle thirties, many women alter their lifestylesby re-
turningtowork or school or by resuming their careers.

V Middle Adulthood: 40-65 Y ears

A. Characteristics. The person in middle adulthood possesses mor e power
and authority than at other life stages.

B. Responsibilities. Theindividual either maintains a continued sense of
productivity or develops a sense of emptiness (Erikson's stage of genera-
tivity ver sus stagnation).

C. Relationships

1. Seventy to eighty percent of men in their middlefortiesor early fifties ex-
hibit a midlife crisis. Thismay lead to:
a. A change in profession or lifestyle
b. Infidelity, separation, or divorce
c. Increased use of alcohol or drugs
d. Depression

2. Midlife crisisisassociated with an awar eness of one's own aging and

death and severe or unexpected lifestyle changes (e.g., death of a
spouse, loss of a job, seriousillness).
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D. Climacterium is the change in physiologic function that occurs during
midlife.

1. In men, although hormone levels do not change significantly, a decrease
in muscle strength, endurance, and sexual performance (See Chapter 18)
occursin midlife.

2. In women, menopause occurs.

a. The ovaries stop functioning, and menstruation stops in the late for-
tiesor early fifties.

b. Absence of menstruation for one year defines the end of menopause.
To avoid unwanted pregnancy, contraceptive measures should be used
until at least one year following the last missed menstrual pe-
riod.

c. Most women experience menopause with relatively few physical or
psychological problems.

d. Vasomotor instability, called hot flashes or flushes, isa common
physical problem seen in women in all countries and cultural
groups. It may continue for years and can be relieved by estrogen re-
placement therapy.
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Review Test

Directions: Each of the numbered items or incompl ete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A mother tells the physician that sheis con-
cerned about her son because he consistently
engages in behavior which is dangerous and
potentially life-threatening. The age of her son

noo=

is most likely to be

(A) 11years

(B) 13years

( 15 years

( 18 years

(E) 20years

2. A physician discovers that a 15-year-old pa-

tient is pregnant. Which of the following fac-

torsislikely to have contributed most to her

risk of pregnancy?

(A) Livinginarura area

) Depressed mood

C) Intact parental unit

?D{ Achievement in school

(E) Education about contraceptive methods

3. A 50-year-old male patient comesin for an

insurance physical. Which of the following de-

velopmental signpostsis most likely to charac-

terize this man?

(A) Decreased alcohol use

(B) Peak physical development

(C) Possession of power and authority

(D) Strong resistance to changesin social re-
|ationships

(E) Strong resistance to changesin work re-

|ationships

4, A woman has recently gone through meno-

pause. Which of the following is most likely to

characterize this transition?

(A) Sudden onset of symptoms

(B) Cessation of menstruation

(C) Severedepression

(D) Severe anxiety

(E) Occurrence in the fourth decade of life

5. Increase in penis width, development of the
glans, and darkening of scrotal skin character-
ize Tanner stage

(A) 1

(B) 2

© 3

(D) 4

(E) 5

6. The adoptive parents of a newborn ask their
physician when they should tell the child that
she is adopted. The pediatrician correctly sug-
gests that they tell her

(A) when she questions them about her back-

ground

(B) when she enters school

(C) assoonaspossible

(D) at 4yearsof age

(E) if she develops anillness that has a
known genetic basis

7. A physician is conducting a school physical
on anormal 10-year-old girl. When interview-
ing the child, the physician is most likely to
find which of the following psychological char-
acteristics?

Lack of conscience formation

Poor capacity for logical thought
Identification with her father

Relatively stronger importance of friends
over family when compared to children of
younger ages

No preference with respect for the sex of
playmates

8. A child's pet has recently died. The child be-
lieves that the pet will soon come back to life.
This child is most likely to be age

(A)
(B)
©)
(D)
(E)

9. A 5-year-old boy requires surgery to correct
an inguinal hernia. When the child enters the
hospital to have surgery, his greatest fear is
likely to be

(A) separation from his mother

(B) the unknown environment

(C) the possibility that he will die during
surgery

(D) unfamiliar people

(E) damage to his body

4 years
6 years
7 years
9years
11 years

19


Quang
Highlight

Quang
Highlight

Quang
Highlight

Quang
Highlight

Quang
Highlight

Quang
Highlight

Quang
Highlight

Quang
Highlight

Quang
Highlight

Edited by Foxit Reader
Copyright(C) by Foxit Software Company,2005-2008
For Evaluation Only.



Answers and Explanations

TBQ-B. Mildly and moderately mentally retarded children are aware that they have a handi-
cap. They often have low self-esteem and may become socially withdrawn. In part, these prob-
lems occur because they have difficulty communicating with and competing with peers.

1-C. The age of thiswoman's son is most likely to be 15 years. Middle adolescents (14-17 years)

often challenge parental authority and have feelings of omnipotence (i.e., nothing bad will hap-
pen to them because they are all-powerful). Y ounger adolescents are unlikely to challenge
parental rules and authority. Older adolescents (18-20 years) have developed self-control and a
more realistic picture of their own abilities.

2-B. Teenagers who become pregnant frequently are depressed, come from homes where the par-
ents are divorced, have problemsin school, and may not know about effective contraceptive meth-
ods. Studies have not indicated that living in arural areaisrelated to teenage pregnancy.

3-C. While midlife is associated with the possession of power and authority, physical abilities
decline. Thistime of life is also associated with a midlife crisis which may include increased al-
cohol and drug use as well as an increased likelihood of changes in social and work relationships.

4-B. Menopause is characterized by cessation of menstruation. Most women go through
menopause gradually at about 50 years of age and with few psychological or physical problems.

5-D. Increase in penis width, development of the glans and darkening of scrotal skin character-

ize Tanner stage 4. Stage 1 is characterized by slight elevation of the papillae, and stage 2 by the
presence of scant, straight pubic hair, testes enlargement, development of texture in scrotal skin,

and dlight elevation of breast tissue. In stage 3, pubic hair increases over the pubis and becomes

curly, and the penis increases in length; in stage 5 male and female genitalia are much like those
of the adult.

6-C. The best time to tell a child she is adopted is as soon as pos:aible, usually when the child can
first understand language. Waiting any longer than this will increase the probability that some-
one else will tell the child before the parents are able to.

7-D. When compared to younger ages, peers and non-familial adults become more important to
the latency age child and the family becomes less important. Children 7-11 years of age have the
capacity for logical thought, have a conscience, identify with the same-sex parent, and show a
strong preference for playmates of their own sex.

8-A. Preschool children usually cannot comprehend the meaning of death and commonly believe
that the dead person or pet will come back to life. Children over the age of 6 years commonly are
aware of the finality of death.

9-E. The greatest fear of the preschool child is damage to his body. Children younger than age 3
are more fearful of separation from parents, an unknown environment and unfamiliar people.
Fear of death is more prominent in older children who understand that death is not temporary.



Edited by Foxit Reader
Copyright(C) by Foxit Software Company,2005-2008
For Evaluation Only.

Aging, Death,
and Bereavement

Typical Board Question

An 80-year-old patient tells you that she is concerned because she forgets the addresses of

people she hasjust met and takes longer than in the past to do the Sunday crossword puz-

-f—lﬁ-' She enjoys family visits, lives comfortably on her own, and shopsand" cooksfor herself.
is patient

A) s probably showing normal aging _

B) Is probably suffering from Alzheimer's disease
; is probably suffering from depression

D) islikely to develop an anxiety disorder

(E) should be advised not to live alone
(See"Answers and Explanations” at end of Chapter)

1. Aging

A. Demographics
1. By 2020, over 15% of the United States population will be more than 65
years of age.
2. The fastest growing segment of the population is people over age 85.

3. The average life expectancy in the United States is currently about 76
years, however, this figure varies greatly by gender and race (Table 3-1).

4. Differencesin life expectancies by gender and race have been decreasing
over the past few years.

5. Gerontology, the study of aging, and geriatrics, the care of aging peo-
ple, have become important new medical fields.

B. Somatic and neurologic changes
1. Strength and physical health gradually decline. This decline shows
great variability, but commonly includes impaired vision, hearing, and im-
mune responses; decreased muscle mass and strength; increased fat de-
posits; osteoporosis; decreased renal, pulmonary, and gastrointestinal func-

21
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Table 3-1. Life Expectancy (in Years) at Birth in the United States by Sex and Race (1996 for
African-American and White American; 1990 for Native American and Asian American)

African-American  Native American White American Asian American

Men 66 71 74 82
Women 74 79 80 86

tion, reduced bladder control, and decreased responsivenessto changesin
ambient temperature.

2. Changesin the brain occur with aging.

a. These changesinclude decreased weight, enlarged ventricles
and sulci, and decreased cerebral blood flow.

b. Senile plaques and neur ofibrillary tangles are present in the
normally aging brain but to a lesser extent than in dementia
of the Alzheimer'stype.

C. Cognitive changes

1. Although lear ning speed may decrease, in the absence of brain disease,
intelligence remains approximately the same throughout life.

2. Slight memory problems may occur in normal aging, (e.g., the patient
may forget the name of a new acquaintance). However, these problems
do not interfere with the patient'sfunctioning and heisableto live
independently.

D. Psychological changes

1. In late adulthood thereis either a sense of ego integrity, (i.e., satisfaction,
and pridein one's past accomplishments) or a sense of despair and worth-
lessness (Erikson's stage of ego integrity versus despair). Many €l-
derly people achieve ego integrity.

2. Psychopathology and related problems

a. Depression isthe most common psychiatric disorder in the el-
derly. Suicideismore common in the elderly than in the general
population.

(1) Factorsassociated with depression in the elderly include loss of

spouse, other family members, and friends; decreased social sta-
tus; and decline of health.

(2) Depression may mimic and thus be misdiagnosed as
Alzheimer'sdisease. This misdiagnosed disorder isre-
ferred to as pseudodementia because it is associated with
memory loss and cognitive problems (see Chapter 14)

(3) Depression can be treated successfully with supportive psy-
chotherapy in conjunction with phar macotherapy or electr ocon-
vulsive therapy (see Chapter 15).

b. Sleep patterns change, resulting in loss of sleep, poor sleep quality,

or both (see Chapter 10).

c. Anxiety and fearfulness may be associated with realistic fear-inducing
situations (e.g., worries about developing a physical illness or falling
and breaking a bone).

d. Alcohol-related disordersare often unidentified but are present in
10%-15% of the geriatric population.
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e. Psychoactive agents may produce different effectsin the elderly
than in younger patients.

E. Longevity has been associated with many factors, including:
1. Family history of longevity
2. Continuation of physical and occupational activity
3. Advanced education
4. Social support systems, including marriage

I1. Stagesof Dying And Death.

According to Elizabeth Kubler-Ross, the process of dying involves five
stages. The stages usually occur in the following order, but also may be present
simultaneously or occur in another order.

A. Denial. The patient refusesto believe that sheisdying (" The laboratory
madean error").

B. Anger. The patient may become angry at the physician and hospital staff (" It
isyour fault that | am dying. You should have checked on me weekly" ). Physi-
ciansmust learn not to take such comments personally (see also Chapter 21).

C. Bargaining. The patient may try to strike a bargain with God or some higher
being ("I will give half of my money to charity if | can get rid of thisdisease").

D. Depression. The patient becomes preoccupied with death and may become
emotionally detached (" | feel so distant from othersand so hopeless').

E. Acceptance. The patient is calm and accepts her fate ("1 am ready to go
now").

[11. Bereavement (Normal Grief) Versus Depression (Abnormal
Grief).
After theloss of aloved one, thereisanormal grief reaction. Thisreaction also
occurswith other losses, such asloss of a body part, or, for younger people, with

amiscarriage or abortion. A normal grief reaction must be distinguished from
depression, which is pathologic.

A. Characteristics of normal grief (bereavement)

1. Grief ischaracterized initially by shock and denial.

2. Innormal grief, the bereaved may experience an illusion (see also Table
11-1) that the deceased per son is physically present.

3. Normal grief generally subsides after 1-2 years, although some features
may continue longer. Even after they have subsided, symptoms may re-
turn on holidays or special occasions (the " anniversary reaction™).

4. The mortality rateis high for close relatives (especially widowed
men) in thefirst year of bereavement.

B. Comparison between normal and abnormal grief reactions can be
found in Table 3-2.
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Table 3-2. Comparison between Normal Grief Reactions and Abnormal Grief Reactions

| grief reaction ( ; I | grief reaction ( ion

Minor weight loss (e.g., 1-3 pounds) Significant weight loss (e.g., > 8 pounds)
Minor sleep disturbances Significant sleep disturbances
Some guilty feelings Intense feelings of guilt and worthlessness
[llusions (thinking that one briefly Hallucinations and delusions (hearing the
sees the deceased person) dead person talking)
Attemptsto return to work and social activities  Resumesfew, if any, work or social activities
Cries and expresses sadness Considers or attempts suicide
Severe symptoms resolve within 2 months Severe symptoms persist for > 2 months
Moderate symptoms subside within 1 year Moderate symptoms persist for > 1 year
Treatment includes increased calls and Treatment includes antidepressants,
visits to the physician, supportive antipsychotics, or electroconvulsive
psychotherapy, and short-acting therapy
benzodiazepines for temporary
problems with sleep

Adapted from Fadem B, Simring S: High Yield Psychiatry. Baltimore, Williams & Wilkins, 1998, p 31.)

C. Physician'sresponse to death

The major responsibility of the physician isto give support tothe
dying patient and the patient's family.

2. Generally, physicians make the patient completely awar e of the di-
agnosis and prognosis. However, a physician should follow the patient's
lead asto how much he or she wantsto know about the condition. With
the patient's per mission, the physician may tell the family the diag-
nosis and other details of theillness (see Chapter 23).

3. Physicians often feel a sense of failure at not preventing death. They may
deal with this sense by becoming emotionally detached from the patient
in order to deal with hisimminent death. Such detachment can preclude
helping the patient and family through thisimportant transition.
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Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 70-year-old patient whose wife died 8
months ago reports that he sometimes wakes
up an hour earlier than usual and often cries
when he thinks about hiswife. He also tells
you that on one occasion he briefly followed a
woman down the street who resembled his late
wife. The patient also relates that he has re-

joined his bowling team and enjoys visits with
his grandchildren. For this patient, the best
recommendation of the physicianis

(A) medication for sleep

(B) antidepressant medication

(C) regular phone calls and visits to "check in"
with the doctor

(D) psychotherapy

(E) aneuropsychological evaluation for

Alzheimer's disease

2. A 70-year-old patient whose wife died 8

months ago a{)pears unshaven and disheveled.

He haslost 11 pounds, has persistent problems

sleeping and has no interest in interacting

with friends and family. For this patient, the

best recommendation of the physicianis

(A) medication for sleep

antidepressant medication

regular phone calls and visitsto "check in"

with the doctor

psychotherapy

a neuropsychological evaluation for Alz-

heimer's disease

(8)
©
(D)
(B)

3. An 80-year-old man is brought to a clinic by
his wife who complains that he has become for-
getful since he voluntarily gave up hisdriver's
license one month previously. Which of the fol-
lowing statements best describes this patient?

(A)

(B)
©

He probably has Alzheimer's disease

He is probably suffering from depression

Heis at decreased risk of suicide when
compared with ayounger man in the same
Situation

He cannot be treated effectively with psy-
choactive drugs

He probably has a decreased intelligence
quotient (1Q)

(D)
(E)

4. A terminally ill patient who uses a state-
ment such as, "It is the doctor's fault that | be-
cameill; she didn't do an electrocardiogram
when | came for my last office visit,” is most
likely in which stage of dying, according to
Elizabeth Klbler-Ross?

(A) Denia
(B) Anger
(C) Bargaining
(D) Depression
(E) Acceptance

5. A physician conducts a physical examination
on an active, independent 75-year-old woman.
Which of the following findingsis most likely?

(A) Increased immune responses

(B) Increased muscle mass

(C) Decreased size of brain ventricles
(D) Decreased bladder control

(E) Severs memory problems

6. Ninety percent of the patientsin a primary
care physician's practice are over 65 years of
age. When compared to the general population,
these elderly patients are more likely to show
which of the following psychological character-
istics?
(A)
(g)
D
o)
(E)

7. The 78-year-old husband of a 70-year-old
woman has just died. If this woman experi-
ences normal bereavement, which of the fol-
lowing responses would be expected?

(A)
(8)
©
(D)
(B)

Lower likelihood of suicide
Less anxiety

Lower intelligence

Poorer sleep quality

Less depression

Initial loss of appetite

Feelings of worthlessness

Threats of suicide

Grief lasting 3-4 years after the death
Feelings of hopelessness
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8. A physician has jUsPéiByiR0eedi@R488Bf 9. The average difference in life expectancy
terminal pancreatic cancer in a68-year-old  between white women and African-American
man. Which of the following statements re- men is approximately
garding the reactions and behavior of the
physician is the most true? E’ég g;’g:
(A) Sheshould inform the family, but notthe  (C) 10 years
patient, about the serious nature of the (D) 14 years
illness. (E) 20years
(B) Her involvement with the patient's fam-
ily should end when he dies.
(C) She should provide strong sedation for
family members when the patient dies
until the initial shock of his death wears
off.
(D) Shewill feel that she has failed when the
patient dies.
(E) Shewill feel closer and closer to the pa-
tient as his death approaches.

Answers and Explanations

TBQ-A. This80-year-old woman is probably showing normal aging, since she can function well
living alone. Minor memory loss which does not interfere with normal functioning such as she
describesistypically seen in normally aging people. There is no evidence that this patient is suf-
fering from Alzheimer's disease, depression, or an anxiety disorder.

1-C. This patient whose wife died 8 months ago is showing anormal grief reaction. Although he
sometimes wakes up an hour earlier than usual and cries when he thinks about hiswife, heis
showing efforts to return to hislifestyle by rejoining his bowling team and visiting with his fam-
ily. Theillusion of believing he sees and thus follows a woman who resembled his late wife is seen
in anormal grief reaction. For anormal grief reaction, recommending regular phone calls and
visits to "check in" with the doctor is the appropriate intervention. Sleep medication, antide-
pressants, psychotherapy, and a neuropsychological evaluation are not necessary for this patient.

2-B. This patient whose wife died 8 months ago demonstrates an abnormal grief reaction. He is
showing signs of depression (i.e., poor grooming, significant weight loss, serious sleep problems,
and no interest in interacting with friends and family) (see Chapter 12). For this patient, the
physician should recommend antidepressant medication (see Chapter 15). Psychotherapy, while
helpful, will be less useful than medication for this patient. His sleep will improve as the de-
pression improves. There is no indication that this patient needs a neuropsychological evalua-
tion for Alzheimer's disease.

3-B. Depression is commonly seen in elderly patients and memory problems are often seenin
depression. Thus, depression in the elderly may mimic Alzheimer's disease (pseudodementia).
The sudden onset of the condition with the concurrent loss of an important sign of youth and in-
dependence (the driver's license) indicate that the patient islikely to be suffering from depres-
sion rather than Alzheimer's disease. He can be treated effectively for depression with psy-
choactive drugs (i.e., antidepressants). This depressed patient is at increased risk of suicide when
compared with ayounger man in the same situation.

4-B. During the anger stage of dying, the patient is likely to blame the physician.

5-D. Of the listed findings, decreased bladder control isthe most likely finding in the examina-
tion of an active, independent 75-year-old woman. In aging, immune responses and muscle mass
decrease and brain ventricles increase in size. While mild memory problems may occur, severe
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memory problems do not occur in normal aging. Severe memory problems which interfere with
normal function indicate the devel opment of a dementia like Alzheimer's disease.

6-D. Sleep disturbances, such as decreased delta or slow wave sleep (see Chapter 10), commonly
occur in the elderly. Suicide and depression are more common in the elderly than in the genera
population. Anxiety may arise easily due to fears of illness and injury. Intelligence does not de-
crease with age in normal people.

7-A. Initial loss of appetite is common in normal bereavement. Feelings of worthlessness or
hopel essness, threats of suicide, and an extended period of grief characterize depression rather
than normal bereavement.

8-D. Physicians often feel that they have failed when a patient dies. Rather than becoming
closer, this physician may become emotionally detached from the patient in order to deal with
his impending death. Heavy sedation israrely indicated as treatment for the bereaved because
it may interfere with the grieving process. Generally, physicians inform patients when they have
aterminal illness and provide an important source of support for the family before and after the
patient's death.

9-D. The difference in life expectancy between white women (80 years) and African-American
men (66 years) is approximately 14 years. The differencein life expectancy by age and sex is cur-
rently decreasing.
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Genetics, Anatomy, and
Biochemistry of Behavior

Typical Board Question

A 28-year-old male patient is brought to the emergency room after afight in-which' he at-
tacked a man who cut into hisline at the supermarket checkout. In the emergency room
he remains assaultive and combative. The body fluids of this patient are most likely to show
(A) increased 3-methoxy-4-hydroxyphenylglycol (MHPG)

(B) decreased MHPG

(C) increased 5-hydr oxyindoleacetic acid (5-HIAA)

(D) decreased 5-HIAA

(E) decreased homovanillic acid (HVA)

(See" Answersand Explanations' at end of Chapter)

. Genetics

A. Thereisa genetic component to the etiology of a variety of psychiatric dis-
orders (e.g., schizophrenia, mood disorders, neuropsychiatric disorders, per-
sonality disorders, alcoholism), and personality traits.

B. Studiesfor examining the genetics of behavior

1. Pedigree studies use a family tree to show the occurrence of behavior
disordersand traitswithin a family.

2. Family risk studies compar e how frequently a behavioral disorder or
trait occursin therelatives of the affected individual (proband) with
how frequently it occursin the general population.

3. Twin studies

a. Adoption studies using monozygotic twins (who are derived from
asinglefertilized ovum) or dizygotic twins (who are derived from
two fertilized ova) reared in different homes, are used to differentiate
the effects of genetic factorsfrom environmental factorsin the occur -
rence of psychiatric disorders.

29
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b. If thereisa genetic component to the etiology, a disorder may be ex-
pected to have a higher concordancerate in monozygotic twins
than in dizygotic twins (i.e., if concordant, the disorder occursin both
twins).

I1. Neuroanatomy

-The human nervous system consists of the central nervous system (CNYS)
and the peripheral nervous system (PNS).

A. The CNS containsthe brain and spinal cord.
1. Thecerebral cortex of the brain can be divided

-Anatomically into four lobes: frontal, temporal, parietal, and occipital
-By arrangement of neuron layersor cryoar chitecture
-Functionally into motor, sensory, and association areas

. The cerebral hemispheres

a. The hemispheres are connected by the corpus callosum, anterior
commissur e, hippocampal commissure, and habenular commissure.

b. Thefunctionsof the hemispheresare lateralized.

(1) Theright, or nondominant hemisphereis associated primar -
ily with perception; it also is associated with spatial relations,
body image, and musical and artistic ability.

(2) Theleft, or dominant, hemisphereis associated with lan-
guage function in about 96% of right-handed people and 70% of
left-handed people.

C. Sex differencesin cerebral lateralization. Women may have a
larger corpus callosum and anterior commissure and appear to have
better interhemispheric communication than men. Men may have bet-

ter-developed right hemispheres and appear to be better at spatial
tasks than women.

Brain lesions caused by accident, disease, or surgery are associated
with particular neuropsychiatric effects (Table 4-1).

B. The PNS contains all sensory, motor, and autonomic fibers outside of the
CNSincluding the spinal nerves, cranial nerves, and peripheral gan-
glia.

1

The PNS carries sensory infor mation to the CNS, and carries motor in-
formation away from the CNS.

. The autonomic nervous system, which consists of sympathetic and

parasympathetic divisions, innervates the internal organs.

The autonomic nervous system coor dinates emotionswith visceral re-
sponses such as heart rate, blood pressure, and peptic acid secretion.

Visceral responsesoccurring asaresult of psychological stressarein-
volved in the development and exacer bation of some physical illnesses
(see Chapter 22).
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Table 4-1. Neuropsychiatric Effects of Brain Lesions
L ocation of | eson Effects of Lesion on the Patient

Temporal lobes Impaired memory; psychomotor seizures
Inability to understand language [i.e. Wernicke's aphasia
(left-side lesions)]

Limbic system )
Hippocampus Poor new learning _ _
Implicated specifically in dementia of the
Alzheimer type
Amygdala Changes in aggressive behavior, increased sexual behavior,
hyperorality; (Khiver-Bucy syndrome)
Decreased fear response

Problems recognizing the meaningfulness of visual cues
(visual agnosia) ] i

Hypothalamus Hunger leading to obesity (ventromedial nucleus damage);
loss of appetite leading to weight loss (lateral
nucleus damage)
Effects on sexual activity and body temperature regulation

Frontal lobes Mood disorders[i.e., depression (especially left-side lesions)]
Problems with motivation, concentration, attention,
orientation, and behavior
Inability to speak fluently, [i.e., Broca's aphasia (left-side
lesions)]

Parietal lobes + Impaired processing of visual-spatial information, [i.e.,
cannot copy asimple line drawing or a clock face correctly
(right-sided lesions)]
+ Impaired processing of verbal information [i.e., cannot name
fingers, cannot write (left-sided lesions)]

Occipital lobes + Visual hallucinations and illusions
+ Inability to identify camouflaged objects
+ Blindness
Reticular system + Changes in sleep-wake mechanisms
Basal ganglia + Disorders of movement [i.e., Parkinson's disease (substantia

nigra), Huntington's disease (caudate and putamen) and
Tourette syndrome (caudate)]

Adapted from Fadem B, High-Yield Behavioral Science. Baltimore, Williams & Wilkins, 1996. Table 9+, p. 32.

[1f. Neurotransmission

A. Synapses and neur otransmitters

1. Information in the nervous system istransferred across synaptic cleft
(i.e, the space between the axon ter minal of the presynaptic neuron and
the dendrite of the postsynaptic neuron).

2. When the presynaptic neuron is stimulated, a neur otransmitter isre-
leased, travels acr oss the synaptic cleft, and acts on receptorson the post-
synaptic neuron.

-Neurotransmitter s are excitatory if they increase the chances that
a neuron will fireand inhibitory if they decrease these chances.
B. Presynaptic and postsynaptic receptors are proteins present in the
membrane of the neuron that can recognize specific neur otransmitters.
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1. The changeability of number or affinity of receptors for specific neuro-
transmitters (neuronal plasticity) can regulate the responsiveness of
neurons.

2. Second messengers. When stimulated by neurotransmitters, postsyn-
aptic receptors may alter the metabolism of neurons by the use of second
messengers, which include cyclic adenosine monophosphate (CAMP),
lipids (e.g., diacylglycerol), and Cat+.

C. Classification of neurotransmitters. The biogenic amines (mono-
amines), amino acids, and peptides are the three major classes of neuro-
transmitters.

D. Regulation of neurotransmitter activity

1. The concentration of neurotransmittersin the synaptic cleft is closely re-
lated to mood and behavior. A number of mechanisms affect this concen-
tration.

2. After release by the presynaptic neuron, neurotransmitters are removed
from the synaptic cleft by:
a. Reuptake by the presynaptic neuron
b. Degradation by enzymes such as monoamine oxidase (MAQ)

3. Availahility of specific neurotransmitters is associated with common psy-
chiatric conditions (Table 4-2).

'V Bi ogeni e Ani nes
A. Overview

1. The biogenic amines, or monoamines, include catecholamines, in-
dolamines, ethylamines, and quaternary amines.

2. The monoamine theory of mood disorder hypothesizes that lowered
monoamine activity results in depression.

3. Metabolites of the monoamines are often measured in psychiatric re-
search and diagnosis because they are more easily measured in body flu-
ids than the actual monoamines (Table 4-3).

B. Dopamine

1. Dopamine, a catecholamine, isinvolved in the pathophysiology of schiz-
ophrenia, Parkinson disease, mood disorders, the conditioned fear
response (see Chapter 7), and the "rewarding” nature of drugs of abuse

(see Chapter 9).

‘able 4-2. Psychiatric Conditions and Associated Neurotransmitter Activity
'sychiatric
;ondition Neurotransmitter Activity Increased (T) or Decreased (1)
%/lepr. on Norepinephrine (1), serotonin (1), dopamine (1)

ania _ Dopamine ng _
chizophrenia Dopamine (T), Serotonin (T)
Lnxiety y-aminobutyric acid (GABA) (1), serotonin (1), norepinephrine (T)
)ementia of the Acetylcholine (1)

Alzheimer type
dapted from Fadem B: High-Yield Behavioral Science. Baltimore, Williams & Wilkins, 1996, Table 9-2, p. 32.
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Table 4-3. Metabolites of Monoamines and Associated Psychopathology

Increased (T) or Decreased (1)
Concentration of Metabolite

in Blood Plasma, Cerebrospinal Associated
Neurotransmitter  Fluid or Urine Psychopathol ogy
Dopamine [ (T) HVA (homovanillic acid) Schizophrenia and other
conditions involving
psychosis (see Chapters 9,
11 and 12)
(1) HVA Parkinson's disease

Norepinephrine

Serotonin

Patients treated with
antipsychotic agents

Depression
(T) VMA (vanillylmandelic acid) Adrena medullatumor
(pheochromocytoma)
(1) MHPG Severe depression and
(3-methoxy- 4-hydroxyphenylglycol) attempted suicide

(1) 5-HIAA (5-hydroxyindoleacetic acid)  Severe depression and
attempted suicide

Aggressiveness and violence
Impulsiveness
Fire setting
Tourette syndrome
Alcohol abuse
Bulimia

Adapted from Fadem B: High-Yield Behavioral Science. Baltimore, Williams & Wilkins, 1996, Table 9-3,p. 33.

2. Synthesis. The amino acid tyrosine is converted to the precursor for
dopamine by the enzyme tyrosine hydroxylase.

3. Dopaminergic tracts
a. Thenigrostriatal tract isinvolved in the regulation of muscle tone

and movement.

(1) Thistract degenerates in Parkinson's disease.

(2) Treatment with antipsychotic drugs, which block postsynaptic
dopamine receptors receiving input from the nigrostriatal tract,
can result in parkinsonism-like symptoms.

Dopamine acts on the tuberoinfundibular tract to inhibit the se-

cretion of prolactin from the anterior pituitary.

(2) Blockade of dopamine receptors by antipsychotic drugs prevents
the inhibition of prolactin release and results in elevated pro-
lactin levels.

(2) Thiselevation in turn results in symptoms such as breast en-
largement, galactorrhea, and sexual dysfunction.

c. The mesolimbic-mesocortical tract may have arole in expression

of mood sinceit projectsinto the limbic system, which isinvolved in
emotional behavior.

C. Norepinephrine, a catecholamine, plays arole in mood, anxiety, arousal,
learning, and memory.
1. Synthesis
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lactin levels.
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lear ning, and memory.
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a. Likedopaminergic neurons, noradrenergic neurons synthesize do-
pamine.

b. Dopamine [3-hydroxylase, present in noradrenergic neurons, converts
thisdopamine to norepinephrine.

2. Localization. Most noradrenergic neurons (appr oximately 10,000 per
hemispherein the brain) arelocated in the locus ceruleus.

D. Serotonin, an indolamine, playsarolein mood, sleep, sexuality, and im-

pulse control; elevation of serotonin is associated with improved mood

and sleep but decreased sexual function (particularly delayed or gasm).

Decreased serotonin isassociated with poor impulse control, depression,

and poor sleep.

1 Synthesis. The amino acid tryptophan is converted to serotonin [also
known as 5-hydr oxytryptamine (5-HT)] by the enzyme tryptophan hy-
droxylase aswell as by an amino acid decar boxylase.

2. Localization. Most serotonergic cell bodiesin the brain are contained in
the dorsal raphe nucleus.

3. Antidepressants and serotonin

-Heterocyclic antidepr essants, selective serotonin reuptake in-
hibitors, and MAO inhibitor s ultimately increase the presence of sero-
tonin and norepinephrinein the synaptic cleft.

a. Heterocyclicsblock reuptake of serotonin and norepinephrine, and
selective serotonin reuptake inhibitor s such as fluoxetine [Prozac]
selectively block reuptake of serotonin by the presynaptic neuron.

b. MAOQO inhibitors prevent the degradation of serotonin and nor ep-
inephrine by MAO.

. Histamine

1. Histamine, an ethylamine, is affected by psychoactive drugs.

2. Histamine receptor blockade with drugs such as antipsychotics and tri-
cyclic antidepressantsis associated with common side effects of these
drugs such as sedation and increased appetite leading to weight gain.

. Acetylcholine (ACh), a quaternary amine, isthe transmitter used by

nerve-skeleton-muscle junctions.

1. Degeneration of cholinergic neuronsis associated with dementia
of the Alzheimer type, Down syndrome, and movement and sleep
disorders.

2. Cholinergic neurons synthesize ACh from acetyl coenzyme A and
choline using choline acetyltransfer ase.

3. Acetylcholinesterase (ACNE) breaks ACh down into choline and acetate.

4. Blocking the action of AChE with drugs such astacrine [Cognex] and
donepezil [Aricept] can delay the progression of dementia of the Alzheimer
type but cannot reverselost function.

5. Blockade of muscarinic Ach receptorswith drugs such as antipsy-
choticsand tricyclic antidepressants resultsin the classic " anticholiner -

gic" adver se effects seen with use of these drugs, including dry mouth,
blurred vision, urinary hesitancy, and constipation.
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V Amino Acid Neurotransmitters

-These neurotransmittersareinvolved in most synapsesin the brain, and in-
clude y-aminobutyric acid (GABA), glycine, and glutamate.

A. GABA
1. GABA istheprincipal inhibitory neurotransmitter in the CNS.

2.

GABA isclosaly involved in the action of the antianxiety agents, benzo-
diazepines (e.g., diazepam [Valium]) and bar bitur ates (e.g., secobar bital
[Seconal]).

-Benzodiazepines and bar bituratesincrease the affinity of GABA for
its binding site, allowing more chloride to enter the neuron. The chlo-
ride-laden neurons become hyperpolarized and inhibited, decreasing
neuronal firing and ultimately decreasing anxiety.

B. Glycineisan inhibitory neurotransmitter which workson itsown and asa
regulator of glutamate activity.

C. Glutamateis an excitatory neurotransmitter and may be associated with
epilepsy, schizophrenia, neurodegener ative illnesses and mecha-
nisms of cell death.

V1. Neuropeptides

A. Endogenous opioids

1

Enkephalins and endor phins ar e opioids produced by the brain itself
that decrease pain and anxiety and have arolein addiction and mood.

Placebo effects (see also Chapter 25) may be mediated by the endoge-
nous opioid system. Prior treatment with an opiate receptor blocker such
as naloxone may block the placebo effect.

B. Other neuropeptides have been implicated in the following conditions.

1
2.

Schizophrenia [cholecystokinin (CCK) and neurotensin]

Mood disorders[somatostatin, substance P, vasopressin, oxytocin, and
vasoactive intestinal peptide (VIP)]

3. Huntington disease (somatostatin and substance P)
4.
5
6

Dementia of the Alzheimer type (somatostatin and VIP)

. Anxiety disorders and substance P (CCK)
. Pain and aggr ession (substance P)
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Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.
1. Analysis of the blood plasma of a 45-year-old
male patient shows an increased level of ho-
movanillic acid (HVA). This patient is most
likely to show which of the following conditions?

(A) Parkinson's disease
B) Depression

(C) Bulimia

(D) Pheochromocytoma
(E) Schizophrenia

—
o —

2. A very anxious patient is examined in the
emergency room. If it could be measured, the
y-aminobutyric acid (GABA) activity in the
brain of this patient would most likely be

(A) increased

(B) decreased

(C) - unchanged

(D) higher than the activity of serotonin

(E) higher than the activity of norepinephrine

3. Inaclinical experiment, a 48-year-old female
patient with chronic pain who, in the past, has
responded to placebos is given naloxone.

Shortly thereafter the patient is given an inert
substance which she believesis apainkiller. Af-

ter the patient receives the inert substance, her
painismost likely to

(A) increase

(B) decrease

(C) beunchanged

(D) respond to lower doses of opiates than pre-
viously

(E) fail to respond to opiatesin the future

4. Which of the following neuropeptides is most
closely implicated in the psychopathology of
pain?

(A) Cholecystokinin

(B) Vasopressin

(C) Substance P

(D) Somatostatin

(E) Vasoactive intestinal peptide
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5. A 65-year-old female patient has had a
stroke affecting the left hemisphere of her
brain. Which of the following functions is most
likely to be affected by the stroke?

(A) Perception

B) Musical ability

C) Spatial relations
D) Language

E

Artistic ability
6. Which of the following structures connects
the two cerebral hemispheres?

(A) The basal ganglia
EB) The anterior commissure
(

— N

(
(
(
(

C) The reticular system
D) The hippocampus
(E) Theamygdala

7. A 23-year-old patient shows side effects
such as sedation, increased appetite, and
weight gain while being treated with antipsy-
chotic medication. Of the following, the mech-
anism most closely associatea with these ef-
fectsis

(A) blockade of serotonin receptors

(B) blockade of dopamine receptors

(C) blockade of norepinephrine receptors
(D) blockade of histamine receptors

(E) decreased availability of serotonin

8. The autopsy of a 65-year-old man shows de-

generation of cholinergic neuronsin the hip-

pocampus. In life, this man is most likely to
have suffered from

(A) mania

B) depression

C) dementiaof the Alzheimer type
D) anxiety

E

schizophrenia
8. The major neurotransmitter implicated in
dementia of the Alzheimer typeis

S

~

(A) serotonin

(B) norepinephrine

(C) dopamine

(D) y-aminobutyric acid (GABA)
(E) acetylcholine (ACh)
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Chapter 4

10. The major neurotrang%ri tlt:g%%%ﬁl\(/)e% %nl

the action of fluoxetine [Prozac] is

(A) serotonin

(B) norepinephrine

(C) dopamine

(D) y-aminobutyric acid (GABA)
(E) acetylcholine (ACh)

11. The neurotransmitter metabolized to
MHPG (3-methoxy-4-hydroxyphenylglycol) is

(A) serotonin

(B) norepinephrine

(C) dopamine

(D) y-aminobutyric acid (GABA)
(E) acetylcholine (ACh)

12. The neurotransmitter metabolized to 5-
HIAA (5-hydroxyindoleacetic acid) is

(A) serotonin

(B) norepinephrine

C) dopamine

EDR y-aminobutyric acid (GABA)
(E) acetylcholine (ACh)

~—

~—

13. A 25-year-old male patient sustains a se-
rious head injury in an automobile accident.
He had been aggressive and assaultive, but af-
ter the accident heis placid and cooperative.
He also makes inappropriate suggestive com-
ments to the nurses and masturbates a great
deal. The area of the brain most likely to be af-
fected in this patient isthe

(A) right parietal lobe
(B) basal ganglia
(C) hippocampus
(D) reticular system
(E) amygdala

(F) left frontal lobe

14. A 35-year-old female patient reports that
she has difficulty sleeping ever since she sus-
tained a concussion in a subway accident. The
area of the brain most likely to be affected in
this patient is the

(A) right parietal lobe
(B) basal ganglia

(C) hippocampus

(D) reticular system
(E) amygdala

(F) left frontal lobe

Comyrion GBS Koy, and Biochemistry o Behayior /37

y 15. When he attempts to reproduce a clock

face drawn by the doctor, a 70-year-old man
who has had a stroke crowds all twelve num-
bers into the one o'clock to six o'clock position,
leaving the left side of the clock face blank.
The area of the brain most likely to be affected
in this patient is the

(A) right parietal lobe
(B) basal ganglia

(C) hippocampus

(D) reticular system
(E) amygdala

(F) left frontal lobe

16. An 80-year-old female patient has a
tremor, difficulty walking, and problems initi-

ating movement. The area of the brain most

likely to be affected in this patient isthe

(A) right parietal lobe

(B) basal ganglia

Ec% hippocampus
reticular system

(E) amygdala

(F) left frontal lobe

~—

17. A 69-year-old former bank president can-
not tell you the name of the current president
and has difficulty identifying the woman sit-
ting next to him (hiswife). He began having
memory problems 3 years ago. The area of the
brain most likely to be affected in this patient
isthe

(A) right parietal lobe
(B) basal ganglia
(C) hippocampus
(D) reticular system
:

~

amygdala
F) left frontal lobe

18. A 45-year-old male patient becomes de-
pressed following a head injury. The area of
the brain most likely to be affected in this pa-
tient isthe

(A) right parietal lobe
(B) basal ganglia

(C) hippocampus

(D) reticular system
(E) amygdala

(F) left frontal lobe
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Answers and Explanations

TBQ-D. Assaultive, impulsive, aggressive behavior like that seen in this 28-year-old male pa-
tient is associated with decreased levels of serotonin in the brain. Levels of 5-HIAA (5-hydroxy-
indoleacetic acid), the major metabolite of serotonin, have been shown to be decreased in the body
fluids of violent, aggressive, impulsive individuals as well as depressed individuals. MHPG
(3-methoxy-4-hydroxyphenylglycol), a metabolite of norepinephrine, is decreased in severe de-
pression while homovanillic acid (HVA), a metabolite of dopamine, is decreased in Parkinson's
disease and depression.

1-E. Increased body fluid level of homovanillic acid (HVA), a major metabolite of dopamine, is
seen in schizophrenia. Decreased HV A is seen in Parkinson's disease, depression and in med-
icated schizophrenic patients. Increased vanillylmandelic acid (VMA), a metabolite of norepi-
nephrine is seen in pheochromocytoma. Decreased body fluid level of 5-HIAA, a metabolite of
serotonin, is seen in depression and in bulimia (see aso answer to TBQ).

2-B. y-Aminobutyric acid (GABA) is an inhibitory amino acid neurotransmitter in the CNS.
Thus, the activity of GABA in the brain of this anxious patient is likely to be decreased. Other
neurotransmitters are also involved in anxiety (see Table 4-2) There is no reason to believe that
GABA activity is higher than the activity of serotonin or norepinephrine in this patient.

3-C. After receiving naloxone, a chronic pain patient receives placebo medication (a dose of an
inert substance identified as a painkiller). Since the placebo response is based in part on activa-
tion of the endogenous opioid system, it will be blocked by naloxone, a substance which blocks
descending pain inhibitory pathways, and her pain will be unchanged. This experiment will not
necessarily affect her response to opiates in the future.

4-C. Substance P has been implicated in pain disorders. Cholecystokinin (CCK) isimplicated in
schizophrenia and anxiety disorders, vasopressin, somatostatin, and vasoactive intestinal pep-
tide have been implicated in mood disorders. Somatostatin has been implicated also in Hunt-
ington's disease and dementia of the Alzheimer type.

5-D. Dominance for language in both right-handed and | eft-handed people is usually in the left
hemisphere of the brain. Perception, musical ability, artistic ability, and spatial relations are
functions of the right side of the brain.

6-B. The corpus callosum and the anterior and hippocampel commissures connect the two hemi-
spheres of the brain. The basal ganglia, reticular system, hippocampes, and amygdala do not
have this function.

7-D. Sedation, increased appetite, and weight gain are side effects of treatment with certain an-
tipsychotic agents. The mechanism most closely associated with these side effects is blockade of
histamine receptors since these antipsychotics are not specific for dopamine blockade. Blockade
of dopamine receptors by these antipsychotic medicationsis associated with side effects such as
parkinsonism-like symptoms and elevated prolactin levels.

8-C. Degeneration of cholinergic neuronsin the brain is seen in dementia of the Alzheimer type,
movement disorders, and Down syndrome.

9-E. Acetylcholine (ACh) isthe major neurotransmitter implicated in dementia of the Alzheimer
type.

10-A. Blockade of serotonin reuptake by presynaptic neurons is the primary action of the anti-
depressant fluoxetine.

11-B. Norepinephrine is metabolized to MHPG.
38
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12-A. Serotonin is metabolized to 5-HIAA.

13-E. The patient is suffering from Kldver-Bucy syndrome, which includes hypersexuality and
docility and is associated with damage to the amygdala.

14-D. Sleep-arousal mechanisms are affected by damage to the reticular system.

15-A. Damage to theright parietal lobe can result in impaired visual-spatial processing which
can lead to problems copying simple drawings and left side neglect.

16-B. This patient is showing signs of Parkinson's disease which is associated with abnormali-
ties of the basal ganglia.

17-C. This patient is probably suffering from dementia of the Alzheimer type. Of the listed brain
areas the major one implicated in dementia of the Alzheimer type is the hippocampus.

18-F. Of the listed brain areas, depression is most likely to be associated with damage to the left
frontal lobe.



Biological Assessment
of Patients with

Psychiatric Symptoms

Typical Board Question

A physician administers sodium lactate intravenously to a 28-year-old woman. Using this
technique, the physician is trying to provoke and thus identify

A) conversion disorder
B) amnestic disorder

C) malingering

(D) panic disorder

(E) major depression

(See "Answers and Explanations' at end of Chapter)

. Overview

-Biological alterations and abnormalities can underlie psychiatric symptoms
and influence their occurrence. A variety of studies are used clinically to identify
such alterations and abnormalitiesin patients.

II. Measurement of Biogenic Amines and Psychotropic Drugs

A. Altered levels of Biogenic amines and their metabolites occur in some psy-
chiatric conditions (see Tables 4-2 and 4-3).

B. Plasma levels of some antipsychotic and antidepressant agents are mea-
sured to evaluate patient compliance or to determine whether thera-
peutic blood levels of the agent have been reached.

C. Laboratory tests are also used to monitor patients for complications of phar-
macotherapy.

1. Patients taking the antimanic agent carbamazepine [Tegretol] or the an-
tipsychotic agent clozapine [Clozaril] must be observed for blood abnor-
malities such as agranulocytosis.

2. Liver function tests are used in patients being treated with carba-
mazepine and valproic acid (an antimanic agent).
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3. Thyroid function tests and renal panel should be used in patients who are
being treated with the antimanic agent lithium.
a. Patientstaking lithium can develop hypothyroidism and, occasion-
aly, hyperthyroidism.
b. Lithium levels a so should be monitored regularly because of the
drug's narrow therapeutic range.

I11. Dexamethasone Suppression Test (DST)

A. Inanormal patient with anormal hypothal amic-adrenal-pituitary axis, dexa-
methasone, a synthetic glucocorticoid, suppresses the secretion of corti-
sol. In contrast, approximately one half of patients with major depressive
disorder have a positive DST (i.e., this suppression is limited or ab-
sent).

B. There is some evidence that patients with a positive DST (indicating re-
duced suppression of cortisol) will respond well to treatment with antide-
pressant agents or to electroconvulsive therapy (see Chapter 16).

C. The DST haslimited clinical usefulness. Positive findings are not specific;
nonsuppression is seen in conditions other than major depressive disorder.
These disorders include: schizophrenia, dementia, pregnancy, anorexia
nervosa, or severe weight loss and endocrine disorders. Nonsuppression is
also seen with use, abuse, and withdrawal of alcohol and antianxiety agents.

IV Tests of Endocrine Function
A. Thyroid function tests are used to screen for hypothyroidism and hy-
perthyroidism, which can mimic depression and anxiety, respectively.

B. Patients with depression may have other endocrine irregularities such
as reduced response to a challenge with thyrotropin-releasing hormone, and
abnormalities in growth hormone, melatonin, and gonadotropin.

C. Reduced levels of gonadotropins are seen also in schizophrenia.

D. Psychiatric symptoms are associated with endocrine disorders such as Ad-
dison's disease and Cushing's disease.

V Neuroimaging and Electr oencephalogram (EEG) Studies

-Structural brain abnormalities and EEG changes may correspond to specific
psychiatric disorders (Table 5-1).

V1. Neuropsychological Tests

A. Neuropsychological tests are designed to assess general intelligence, mem-
ory, reasoning, orientation, perceptuomotor performance, language function,
attention, and concentration in patients with suspected neurologic problems,
such as dementia and brain damage.

B. Specific neuropsychological tests are described in Table 5-2.

VII. Other Tests

A. Amobarbital sodium [Amytal] interview

1. Intravenous (1V) administration of amobarbital sodium ("the Amytal in-
terview") may be useful in determining whether organic pathology isre-
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Table 5-1. Neuroimaging and Electroencephal ography in the Biological Evaluation of the
Psychiatric Patient
Specific test or measire Uses and Characteristics

Computed « ldentifies anatomically based brain changes (e.g., enlarged
tomography (CT) brain ventricles) in cognitive disorders such as dementia
of the Alzheimer type as well asin schizophrenia
Nuclear magnetic ¢ ldentifies demyelinating disease (e.g., multiple sclerosis).
resonance imaging + Shows the biochemical condition of neural tissues as well as
(NMRI) the anatomy without exposing the patient to ionizing radiation
Positron emission tomo- + Localizes areas of the brain that are physiologically
graphy (PET) or active during specific tasks by characterizing and
functional MRI (fMRI) measuring metabolism of glucose in neural tissue
Electroencephal ogram + Measures electrical activity in the cortex
(EEG) ¢ Isuseful in diagnosing epilepsy and in differentiating delirium

(abnormal EEG) from dementia (often normal EEG)
+ Shows, in schizophrenic patients, decreased alpha waves,
increased theta and delta waves, and epileptiform activity

Evoked EEG (evoked + Measures electrical activity in the cortex in response to
potentials) tactile, auditory, sound, or visual stimulation
+ Isused to evaluate vision and hearing loss in infants and brain
responses in comatose and suspected brain dead patients

Table 5-2. Neuropsychological Diagnostic Tests Used in Psychiatry

Test Uses and Characteristics
Halstead-Reitan battery  + Used to detect and localize brain lesions and determine their
effects.
Luria-Nebraska neuro- + Used to determine left or right cerebral dominance
psychological battery + Used to identify specific types of brain dysfunction, such as
dyslexia
Bender Visua Motor + Used to evaluate visual and motor ability through the
Gestalt 'lest reproduction of designs

sponsible for symptomatology in patients who exhibit malingering, dis-
sociative disorder, or conversion disorder (see Chapter 14).

2. Amobarbital sodium can relax patients with these disorders or other
disorders involving high levels of anxiety and mute psychotic states
(see Chapter 11), so that they can express themselves coherently during
an interview.

B. Sodium lactate administration. 1V administration of sodium lactate can
provoke a panic attack (see Chapter 13) in susceptible patients and
can thus help to identify individuals with panic disorder. Inhalation of car-
bon dioxide can produce the same effect.

C. Galvanic skin response ("lie detector" test)

1. The electric resistance of skin (galvanic skin response) varies with the
patient's psychological state.

2. Higher sweat gland activity, seen with sympathetic nervous system
arousal (e.g., when lying), results in decreased skin resistance.



Review Test

Directions: Each of the numbered items or incomplete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 40-year-old woman reports that she has
no appetite, sleeps poorly, and has lost interest
in her normal activities. Which of the following
isthe most likely laboratory finding in this
woman?

(A) Positive dexamethasone suppression test
DST
(B) g\lorn)1al growth hormone regulation
(C) Increased response to a challenge with
thyrotropin-releasing hormone
(D) Normal melatonin levels
(E) Hyperthyroidism

2. A 34-year-old female patient devel ops
agranulocytosis. This patient is most likely to
be taking which of the following agents?

(A) Amobarbital sodium
B) Clozapine

C) Lithium

D) Dexamethasone

E) Sodium lactate

3. A 37-year-old male patient who has had a
stroke cannot copy a design drawn by the ex-

aminer. The test that the examiner is most
likely to be using to evaluate this patient is the

(A) Bender Visual Motor Gestalt Test

(B) Luria-Nebraska neuropsychological bat-
tery

(C) Halstead-Reitan battery

(D) dexamethasone suppression test

(E) electroencephalogram (EEG)

(
(
(

4. To determine which brain areais physiolog-
ically active when a 44-year-old male patient is
translating a paragraph from Spanish to En-
glish, the most appropriate diagnostic tech-
nigqueis

(A) positron emission tomography (PET)

(B) computed tomography (CT)

C) amobarbital sodium [Amytal] interview
?D) electroencephal ogram (EEG)

(E) evoked EEG

5. To determine whether a 3-month-old infant
is able to hear sounds, the most appropriate di-
agnostic technique is

(A) positron emission tomography (PET)
(B) computed tomography (CT)

(C) amobarbital sodium [Amytal] interview
(D) electroencephalogram (EEG)

(E) evoked EEG

6. A27-year-old female patient shows a sudden
loss of sensory function below the waist which
cannot be medically explained. To determine
whether psychological factors are responsible,
the most appropriate diagnostic techniqueis

(A) positron emission tomography (PET)
(B) computed tomography (CT)

(C) amobarbital sodium [Amytal] interview
(D) electroencephalogram (EEG)

(E) evoked EEG

7. Toidentify anatomical changesin the brain
of an 80-year-old female patient with dementia
of the Alzheimer type, the most appropriate di-
agnostic techniqueis

(A) positron emission tomography (PET)
(B) computed tomography (CT)

C) amobarbital sodium [Amytal] interview
?D) electroencephal ogram (EEG)

(E) evoked EEG

8. To differentiate delirium from dementiain a
75-year-old male patient, the most appropriate
diagnostic techniqueis

(A) positron emission tomography (PET)
(B) computed tomography (CT)

(C) amobarbital sodium [Amytal] interview
(D) electroencephalogram (EEG)

(E) evoked EEG



Answers and Explanations

TBQ-D. Intravenous administration of sodium lactate can help identify individuals with panic
disorder since it can provoke a panic attack in such patients. Amobarbital sodium interviews may
be useful in determining whether organic pathology is responsible for symptomatology in pa-
tients who exhibit malingering, amnestic, or conversion disorder (see Chapter 14). The dexa-
methasone suppression test can help in identifying major depression.

1-A. Poor appetite, poor sleep, and lack of interest in normal activities characterize patients suf-
fering from major depression (see Chapter 12). In this depressed woman, the dexamethasone
suppression test is likely to be positive. A positive result is seen when the synthetic glucocorti-

coid dexamethasone fails to suppress the secretion of cortisol asit would in anormal patient.
Also, in depression there may be abnormal growth hormone regulation and melatonin levels and
reduced response to a challenge with thyrotropin-releasing hormone. Hypothyroidism not un-
commonly results in depression; hyperthyroidism is more commonl;' associated with the symp-
toms of anxiety.

2-B. Agranulocytosis (adisorder of the blood) is seen particularly in patients taking clozapine,
an antipsychotic, or carbamazepine, an anticonvulsant which is used to treat bipolar disorder
(see Chapter 12). Lithium, amobarbital sodium, dexamethasone, and sodium lactate are not
specifically associated with agranulocytosis.

3-A. The Bender Visual Motor Gest.- It Test is used to evaluate visual and motor ability by re-

production of designs. The Luria-Nebraska neuropsychological battery is used to determine cere-
bral dominance and to identify specific types of brain dysfunction, while the Halstead-Reitan bat-

tery is used to detect and localize brain lesions and determine their effects. The dexamethasone
suppression test is used to predict which depressed patients will respond well to treatment with
antidepressant agents or to electroconvulsive therapy. The electroencephal ogram (EEG), which
measures electrical activity in the cortex, is useful in diagnosing epilepsy and in differentiating
delirium from dementia.

4-A. Positron emission tomography (PET) localizes physiologically active brain areas by mea-
suring glucose metabolism. Thus, thistest can be used to determine which brain areais being
used during a specific task (e.g., translating a passage written in Spanish).

5-E. The auditory evoked EEG can be used to assess whether this child can hear. Evoked EEGs
measure electrical activity in the cortex in response to sensory stimulation.

6-C. The sodium amobarbital (Amytal) interview is used to determine whether psychological fac-
tors are responsible for symptoms in this patient who shows a hon-medically explained loss of
sensory function (conversion disorder-see Chapter 14).

7-B. Computed tomography (CT) identifies organically based brain changes such as enlarged
ventricles. Thus, although not diagnostic, this test can be used to identify anatomical changesin
the brain such as enlarged ventricles of a patient with suspected dementia of the Alzheimer type.

8-D. Electroencephalogram (EEG) measures electrical activity in the cortex and can be useful
in differentiating delirium (abnormal EEG) from dementia (usually normal EEG).



Psychoanalytic Theory

Typical Board Question

A doctor becomes very angry with a patient when the patient does not take his medication.
The patient reminds the doctor of her rebellious son. This doctor's intense reaction to the
patient's behavior is most likely to be  result of

A) positive transference
B§ negative transference
C) countertransference
D) didlike of the patient
E) anger at the patient

(See "Answers and Explanations' at end of Chapter)

. Overview

-Psychoanalytic theory is based on Freud's concept that behavior is determined
by forces derived from unconscious mental processes. Psychoanalysis and

related therapies are psychotherapeutic treatments based on this concept (see
Chapter 17).

II. Freud's Theories of the Mind

--To explain hisideas, Freud developed, early in his career, the topographic the-
ory of the mind and, later in his career, the structural theory.

A. Topographic theory of the mind. In the topographic theory, the mind
contains three levels: the unconscious, preconscious, and conscious.

1. The unconscious mind contains repressed thoughts and feelings which
are not available to the conscious mind, and uses primary process think-
ing.

a. Primary processis atype of thinking associated with primitive
drives, wish fulfillment, and pleasure seeking and has no logic or con-
cept of time. Primary process thinking is seen in young children and
psychotic adults.

b. Dreams represent gratification of unconscious instinctive impulses
and wish fulfillment.
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2. The preconscious mind contains memoriesthat, while not immedi-
ately available, can be accessed easily.

3. The conscious mind contains thoughtsthat a person iscurrently aware
of. It operatesin close conjunction with the preconscious mind but does
not have access to the unconscious mind. The conscious mind uses sec-
ondary process thinking (logical, mature, time-oriented) and can delay
gratification.

B. Structural theory of the mind. In the structural theory, the mind con-
tainsthree parts: theid, the ego, and the superego (Table 6-1).

[I. Defense Mechanisms

A. Definition. Defense mechanisms ar e unconscious mental techniques
used by the ego to keep conflicts out of the conscious mind, thus decreasing
anxiety and maintaining a person's sense of safety, equilibrium, and self-
esteem.

B. Specific defense mechanisms (Table 6-2)

1. Many defense mechanisms areimmature (i.e., they are manifestations
of childlike or disturbed behavior).

2. Matur e defense mechanisms (e.g., altruism, humor, sublimation, and
suppression) when used in moderation, directly help the patient or others.

3. Repression, pushing unacceptable emotionsinto the unconscious, isthe
basic defense mechanism on which all others are based.

Table 6-1. Freud'sStructural Theory of theMind

Structural  Topographic ~ Ageat which o
component level of operation it develops Characteristics

ld

Ego

Unconscious Present at birth  + Containsinstinctive sexual and
agoressivedrives
+ Controlled by primary process
thinking
+ Not influenced by external reality

Unconscious, Beginsto develop Controlsthe expression of theid to
pr econscious immediately adapt to the requirements of the
and conscious after birth external world primarily by the use

of defense mechanisms
Enables one to sustain satisfying
inter personal relationships
Through reality testing (i.e,
constantly evaluating what is valid
and then adapting that to reality),
enables one to maintain a sense

of reality about the body and the
external world

Superego Unconscious, Developed by + Associated with moral values and

preconscious about 6 years conscience _ _
and conscious of age + Controlsthe expression of theid
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Table 6-2. Commonly Used Defense Mechanisms (listed al phabetically)

Defense
mechanism

Acting out

Altruism

Denid

Displacement

Dissociation

Humor

I dentification
(Identification
with the Aggressor)

Intellectualization

I solation of affect

Projection

Rationalization

Reaction formation

Explanation

Avoiding personally unacceptable
emotions by behaving in an
attention-getting, often socially
inappropriate manner

Assisting others to avoid negative
personal feelings (arelatively
"mature" defense mechanism)

Not believing aspects of reality
that the person finds unbearable

Moving emotions from a personally
intolerable situation to one that
is personally tolerable

Mentally separating part of one's
consciousness from real life events
or mentally distancing oneself
from others

Expressing personally uncomfortable
feelings without causing emotional
discomfort (arelatively

"mature” defense mechanism)

Unconsciously patterning
one's behavior after that of
someone more powerful (can
be either positive or negative)

Using the mind's higher functions
to avoid experiencing emation

Failing to experience the feelings
associated with a stressful life
event, although logically
understanding the significance
of the event

Attributing one's own personally
unacceptable feelings to others
Associated with paranoid
symptoms and prejudice
Distorting one's perception of an
event so that its negative
outcome seems reasonable

Adopting opposite attitudes to
avoid personally unacceptable
emotions; i.e. unconscious hypocrisy

Example

A depressed 14-year-old girl
with no history of conduct
disorder has sexual encoun-
ters with multiple partners
after her parents divorce

A man with a poor self-
image, who is asocial
worker during the week,
donates every other
weekend to charity work

An acoholic insiststhat heis
only asocial drinker

A surgeon attending with
unacknowledged anger
toward his mother is
abrasive to the female
residents on his service

A teenager has no memory of
acar accident in which he
was driving and his
girlfriend was killed

A man who is uncomfortable
about his erectile problems
makes jokes about Viagra
(Sildenafil)

A man who was terrorized by
his gym teacher as a child,
becomes a punitive, critical
gym teacher

A sailor whose boat is about
to sink calmly explains the
technical aspects of the
hull damage in great detail
to the other crew members

Without showing any emotion,
awoman tells her family
the results of tests which
indicate that her lung
cancer has metastasi zed

A man with unconscious
homosexual impulses
beginsto believe that his
boss is homosexual

A manwho losesan armin
an accident says the loss of
his arm was good because
it kept him from getting in
trouble with the law

A woman who unconscioudly is
resentful of the responsibil-
ities of child rearing, over-

continued



JO / Behaviora Science

Table 6-2. Commonly Used Defense Mechanisms (listed alphabetically)

Defense

mechanism

Regression

Splitting

Sublimation

Suppression

Undoing

Explanation

Reverting to behavior patternslike

those seen in someone of a
younger age

Categorizing people or situations
into categories of either "fabulous’

or "dreadful" because of
intolerance of uncertainty

Seen in patients with borderline

personality disorder

Expressing a personally
unacceptable teeling (e.g., rage)
inasocialy acceptable way (a
relatively "mature” defense
mechanism)

DeIiberateIP/ pushing personally
e

unacceptable emotions out of
conscious awareness (the only

defense mechanism that includes

Some aspect of consciousness)

Believing that one can magically

reverse past events caused by
"incorrect" behavior by now
adopting "correct" behavior

Example

spends on expensive gifts
and clothing tor her children
A 5-year-old child who was
BI‘E\/I ously toilet-trained
egins to wet the bed
when his mother has a new
baby

A patient tells the doctor that
while all of the doctorsin
the group practice are
wonderful, all of the nurses
and office help are
unfriendly and curt

A man who got into fights as
ateenager, becomesa
professional prize fighter

A medical student taking a
review course for the
USMLE, mentally changes
the subject when her mind
wanders to the exam
during alecture

A woman who isterminally
ill with AIDS caused by
drug abuse, stops using
drugs and alcohol and
starts an exercise and
healthful diet program

Adapted from Fadem B, Simrey S High Yield Psychiatry. Baltimore, Williams and Wilkins, 1998, p. 134.

Transference Reactions

A. Definition

-Transference and countertransference are unconscious mental atti-

tudes based on important past personal relationships. These phenomena
increase emotionality and may thus alter judgment and behavior in pa-

tients relationships with their doctors (transference) and doctors rela-
tionships with their patients (countertransference).

. Transference
1. In positive transference, the patient has confidence in the doctor. If in-
tense, the patient may over-idealize the doctor or develop sexual feelings
toward the doctor.
2. In negative transference, the patient may become resentful or angry
toward the doctor if the patient's desires and expectations are not real -
ized. This may lead to noncompliance with medical advice.

C. In countertransference, feelings about a patient who reminds the doctor
of aclose friend or relative can interfere with the doctor's medical judgment.



Review Test

Directions; Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A primary care physician notices that many
of her patients use statementslike "l can't stop
smoking because I'll gain weight,” or "when I'm
sick, | only want to eat junk food." Statements
like these

(A) produce conflict in the conscious mind

B) are conscious mental techniques

E ) increase anxiety

(D) are examples of the use of defense mecha-
nisms

(E) decrease patients sense of self-esteem

2. Which of the following structures of the
mind work on an unconscious level?

(A) Theidonly

(B) Theidand the ego only

(C) Theid, ego, and superego

(D) The ego and superego only

(E) Neither theid, ego, nor superego

3. Which of the following structures of the mind
are developed in anormal 7-year-old child?

(A) Theidonly

(B) Theidand the ego only

(C) Theid, ego, and superego

(D) The ego and superego only

(E) Neither theid, ego, nor superego

4. A 34-year-old woman relates that she wakes
up fully dressed at least twice aweek but then
istired all day. She also frequently receives
phone calls from men who say they met her in
abar but whom she does not remember meet-
ing. The defense mechanism that this woman
isusingis

(A) denia

(B) sublimation

(C) dissociation

(D) regression

(E) intellectualization

5. A 35-year-old woman scheduled for surgery
the next day insists that her mother stay
overnight in the hospital with her. The defense
mechanism that this patient isusing is

A) denia

ﬁB) sublimation

(C) dissociation

(D) regression

(E) intellectualization

6. Which of the following defense mechanisms
is classified as the most mature?

(A) Denia

(B) Sublimation

(C) Dissociation

(D) Regression

(E) Intellectualization

7. A patient whose father was often late for im-
portant family events storms out of the office
when told that the doctor will be late because
of an emergency. This patient's behavior is
most likely to be aresult of

(A positive transference
(B) negative transference
C) countertransference
éDl didlike of the doctor
(E) anger at the doctor

8. When having a manic episode, a 53-year-old
patient with bipolar disorder shows primary
process thinking. This type of thinking

A) islogical

EB} is closely attuned to time

C) isassociated with reality

ED) is accessible to the conscious mind

(E) isassociated with pleasure seeking

9. About 1 week after her final examination for
a biochemistry course, amedical student's
knowledge of the details of the Krebs cycleis
most likely to reside in her

(A) unconscious mind
(B) preconscious mind
(C) conscious mind
(D) superego

(B) ego

10. A 15-year-old steals from family members
and friends. When no one is watching, he also
tortures the family cat. Which aspect of the
mind is deficient in this teenager?

(A) The unconscious mind
(B) The preconscious mind
(C) The conscious mind
(D) The superego

(E) Theego
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11. A man who has unacknowledged anger to-
ward hiswife kicks his dog. The defense mech-
anism that thisman isusing is

(A) Regression

(B) Acting out

(C) Denial

(D) Splitting

(E) Projection

(F) Dissociation

(G) Reaction formation
(H) Intellectualization
() Sublimation

(J) Displacement

12. A person who has unconscious violent feel-
ings becomes a surgeon. The defense mecha-
nism that this personisusing is

(A) Regression
B) Acting out

13. A husband who is unconsciously attracted
to another woman accuses his wife of cheat-
ing. The defense mechanism that thisman is
using is

(A) Regression

(B) Acting out

(C) Denid

(D) Splitting

(E) Projection

(F) Dissociation

EG'_? Reaction formation

) Intellectualization

() Sublimation

(J) Displacement

14. A man who is unconsciously afraid of fly-
ing states hislove of airplanes. The defense
mechanism that thismanisusing is

((A) Regression

(C) Denia (B) Acting out
(D) Splitting (C) Deni
(E) Projection (D) Splitting
(F) Dissociation (E) Projection
(G) Reaction formation (F) Dissociation
(H) Intellectualization (G) Reaction formation
() Sublimation (H) Intellectualization
(J) Displacement () Sublimation
(J) Displacement

Answers and Explanations

TBQ-C. The doctor who becomes very angry at her patient for not taking his medication is show-
ing a countertransference reaction. This excessive show of emotion isaresult of reexperiencing
feelings about her son's behavior in her relationship with the noncompliant patient. It isimpor-
tant for the doctor to identify this reaction because it can interfere with her medical judgement.
In positive transference patients have a high level of confidence in the doctor. Patients may also
over-idealize or develop sexual feelings toward the doctor. In negative transference, patients be-
come resentful or angry toward the doctor if their desires and expectations are not realized. This
may lead to noncompliance with medical advice. This doctor's reaction to the patient is unlikely
to berelated to dislike or fear of the patient.

1-D. Statements like "l can't stop smoking because I'll gain weight," or "when I'm sick, | only
want to eat junk food" are examples of the defense mechanisms of rationalization and regression,
respectively. In rationalization, a person distorts her perception of an event so that its negative
outcome seems reasonable, (i.e., because she feels unable to stop smoking), this patient claims
(and so she reasonably feels) that gaining weight is worse than smoking, alife-threatening habit.
In regression, ill patients revert to behavior patterns like those seen in someone of ayounger age,
(i.e., eating junk food). Defense mechanisms such as these are unconscious mental techniques
which decrease anxiety and help people to maintain a sense of equilibrium and self-esteem.

2-C. In Freud's structural theory, the mind is divided into the id, ego, and superego. Theid op-
erates completely on an unconscious level while the ego, and superego operate partly on an un-
conscious and partly on preconscious and conscious levels.

3-C. Theidis present at birth, the ego begins to develop immediately after birth, and the super-
ego is developed by about age 6 years.
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4-C. This patient who relates that she wakes up fully dressed at least twice aweek and receives
phone calls from men whom she does not remember meeting is exhibiting dissociatioe identity dis-
order (multiple personality disorder). Dissociation, separating part of one's consciousness from
real life events, is the defense mechanism used by individuals with this disorder. It islikely that
this patient met the men who have her phone number but does not remember meeting them be-
cause at that time she was showing another personality (see also Chapter 14).

5-D. Regression, going back to aless mature way of behaving, is the defense mechanism used
by this woman scheduled for surgery the next day who insists that her mother stay overnight in

the hospital with her.

6-B. Sublimation, expressing an unacceptable emotion in a socially acceptable way, is classified
as a mature defense mechanism. Denial, dissociation, regression, and intellectualization are all
classified as less mature defense mechanisms.

7-B. The patient who becomes very angry at his doctor for being late is showing a negative trans-
ference reaction. This excessive show of emotion is aresult of reexperiencing feelings about his
father's lateness for important family eventsin his relationship with the doctor. In positive trans-
ference, a patient has confidence in and may idealize the doctor. In countertransference, a doc-

tor's feelings about a patient who reminds her of a close friend or relative can interfere with her
medical judgement. The patient's reaction to the doctor is unlikely to be related to dislike of or
the doctor.

8-E. Primary process thinking is associated with pleasure seeking, disregards logic and reality,
has no concept of time, and is not accessible to the conscious mind. Secondary process thinking
islogical and is associated with reality.

9-B. Memory of the details of the Krebs cycle, while no longer in the forefront of the medical stu-
dent's mind, can be recalled relatively easily one week after the examination. This memory there-
fore resides in the preconscious mind. The unconscious mind contains repressed thoughts and
feelings, which are not available to the conscious mind. The conscious mind contains thoughts
that a person is currently aware of. See Explanation 10 (below) for definitions of the ego and
superego.

10-D. The superego is associated with moral values and conscience and controls impulses of the
id. Thisteenager who steals from family members and friends and tortures the family cat is
showing deficienciesin his superego. Children and adolescents under age 18 years who have poor
superego development have conduct disorder (see Chapter 15). The id contains instinctive sex-
ual and aggressive drives and is not influenced by external reality. The ego also controls the ex-
pression of theid, sustains satisfying interpersonal relationships and, through reality testing,
maintains a sense of reality about the body and the external world.

11-J. In displacement, the man's personally unacceptable angry feelings toward hiswife are
taken out on his dog.

12-1. In sublimation, the surgeon reroutes his unconscious, unacceptable wish for committing a
violent act to a socially acceptable route (cutting people during surgery).

13-E. Using projection, the husband attributes his unconscious, unacceptable sexual feelings to-
ward another woman to his wife.

14-G. In reaction formation, the man denies his unconscious fear of flying and embraces the op-
posite idea by stating that he loves airplanes.



Learning Theory

Typical Board Question

A 52-year-old woman has undergone three sessions of chemotherapy in ahospital. Before
the fourth session, she becomes nauseous when she enters the hospital lobby. Thispatient's
reaction is aresult of the type of learning best described as

A) operant conditioning
B) classical conditioning
Q) rsnhode_ling

D in

EE? bio?peed%ack

(Answer in "Answers and Explanations' at end of Chapter)

|I. Overvi ew

A. Learning is the acquisition of new behavior patterns.

B. Methods of learning include classical conditioning and operant condi-
tioning.

C. Classical and operant conditioning are the basis of behavioral treatment
techniques, such as systematic desensitization, aversive conditioning, flood-
ing, biofeedback, token economy, and cognitive therapy (see Chapter 16).

Il. Cassical Conditioning

A. Principles. In classical conditioning, a natural, or reflexive response
(behavior) is elicited by alearned stimulus (a cue from an internal or ex-
ternal event).

B. Elements of classical conditioning

1. An unconditioned stimulus is something that automatically, without
having to be learned, produces a response (e.g., the odor of food).

2. An unconditioned response is a natural, reflexive behavior that does
not have to be learned (e.g., salivation in response to the odor of food).
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3. A conditioned stimulusis something that produces a r esponse follow-
ing learning (e.g., the sound of the lunch bell).

4. A conditioned responseisabehavior that islearned by an association
that is made between a conditioned stimulus and the an unconditioned
stimulus (e.g., salivation in responseto the lunch bell).

C. Regponse acquisition, extinction, and stimulus generalization

I. In acquisition, the conditioned response (e.g., salivation in response to
the lunch bell) islearned.

2. In extinction, the conditioned response decreasesif the conditioned

stimulus (e.g., the sound of the lunch bell) isnever again paired with the
unconditioned stimulus (e.g., the odor of food).

3. In stimulus gener alization, a new stimulus (e.g., afire bell) that re-
sembles a conditioned stimulus (e.g., the lunch bell) causes a conditioned
response (e.g., salivation).

D. Aversive conditioning. An unwanted behavior (e.g., setting fires) is
paired with a painful, or aversive, stimulus (e.g., a painful electric shock).
An association is created between the unwanted behavior (fire-setting) and
the aver sive stimulus (pain) and the fire-setting ceases.

E. Learned helplessness

1. An animal receives a series of painful electric shocksfrom which it isun-
ableto escape.

2. By classical conditioning, the animal learnsthat thereisan association
between an aversive stimulus (e.g., painful electric shock) and thein-
ability to escape.

3. Subsequently, the animal makes no attempt to escape when shocked or
when faced with any new aver sive stimulus; instead the animal becomes
hopeless and apathetic.

4. Learned helplessnessin animals may be a model system for depression
(often characterized by hopelessness and apathy) in humans.

F. Imprinting isthe tendency of organismsto make an association with and
then follow thefirst thing they see after birth or hatching (in birds).

I11. Operant Conditioning

A. Principles

1. Behavior isdetermined by its consequences for the individual. The con-
sequence, or reinforcement, occursimmediately following a behavior.

2. In operant conditioning, a behavior that isnot part of theindividual's
natural repertoire can be learned through reward or punishment.
B. Features

1. Thelikelihood that a behavior will occur isincreased by reinforce-
ment and decreased by punishment. (Table 7-1)

a. Typesof reinforcement include:



Chapter 7

Table 7-1. Features of Operant Conditioning

Example: A mother would like her 8-year-old son to stop hitting his 6-year-old brother. She can
achieve this goal by using one of the following features of operant conditioning

Effect on
Feature Behavior Example
Positive Behavior is Child increases his
reinforcement increased kind behavior
by reward toward his younger
brother to get
praise from his
mother
Negative Behavior is Child increases his
reinforcement increased by kind behavior
avoidance or toward his younger
escape brother to avoid
being scolded
Punishment Behavior is Child decreases his
decreased by hitti nﬁ behavior
suppression after his mother
scolds him
Extinction Behavior is elim- Child stops his hitting

inated by non-
reinforcement

behavior when the
behavior isignored

by his mother

Learning Theory [/ J%

Comments

Reward or reinforcement
(praise) increases desired
behavior (kindness
toward brother)

A reward can be praise or
attention aswell asa
tangible reward

like money

Active avoidance of an
aversive stimulus (being
scolded) increases desired
behavior (kindness
toward brother)

Delivery of an oversive
stimulus (scolding)
decreases unwanted
behavior (hitting brother)
rapidly but not permanently

Extinction is more effective
than punishment for
long-term reductionin
unwanted behavior

There may be aninitial
increase in hitting behavior
beforeit disappears

(1) Positive reinforcement (reward) isthe introduction of aposi-
tive stimulus that results in an increase in the rate of behavior.

(2) Negative reinforcement (escape) is the removal of an aversive
stimulus that also resultsin an increase in the rate of behavior.

b. Punishment is the introduction of an aversive stimulus aimed at re-

ducing the rate of an unwanted behavior.

2. Extinction in operant conditioning is the gradual disappearance of a
learned behavior when reinforcement (reward) is withheld.
a. The pattern, or schedule, of reinforcement affects how quickly a
behavior islearned and how quickly a behavior becomes extinguished

when it is not rewarded (Table 7-2).

b. Resistance to extinction is the force which prevents the behavior
from disappearing when areward is withheld.
C. Shaping and modeling
1. Shaping involves rewarding closer and closer approximations of the
wanted behavior until the correct behavior is achieved (e.g., achild lear-
ing to write).
2. Modeling isatype of observational learning (e.g., an individual behaves
in amanner similar to that of someone she admires).
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Table 7-2. Schedules of Reinforc ment

Schedule

Reinforcement

Continuous

Example

Presented after A teenager receives a

every response

Fixed ratio

Presented after
adesignated
number of
responses

Fixed interval

Presented after
adesignated
amount of
time

Variableratio

Presented after
arandom and
unpredictable
number of
responses

Variable
interval

Presented after
arandom and
unpredictable
amount of
time

candy bar each time
she puts adollar
into avending
machine. One time
sheputsadollar in
and nothing comes
out. She never buys
candy from the
machine again.

A manispaid

$10 for every five
hats he makes.

He makes as many
hats as he can
during his shift.

A student has an

anatomy quiz every
Friday. He studies
for ten minutes on
Wednesday nights,
and for 2 hours on
Thursday nights.

After aslot machine

pays off $5 for a
single quarter, a
woman plays $50 in
quarters despite the
fact that she receives
no further payoffs.

After 5 minutes of

fishingin alake
aman catches a
large fish. He then
spends 4 hours
waiting for
another bite.

Effect on behavior

Behavior (putting in adollar
to receive candy) israpidly
learned but disappears
rapidly (has low resistance
to extinction) when not
reinforced (no candy

Comes out).

Fast response rate (many
hats are made quickly)

The response rate (studying)
increases toward end of each
the interval (week).

When graphed, the response
rate forms a scalloped

curve.

The behavior (playing the slot
machine) continues (is

highly resistant to

extinction) despite

the fact that it is only
reinforced (winning

money) after alarge but
variable number of responses

The behavior (fishing)
continues (is highly

resistant to extinction)
despite the fact that

itisonly reinforced

(afish is caught) after varying
certain time intervals



Review Test

Directions: Each of the numbered items or incompl ete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that is

best.

Questions 1-3

For the past year, pizza has been sold from a
white van outside a high school. The teenage
students complain that they are often embar-

rassed because their stomachs begin to growl

whenever they see any white vehicle, even on
weekends. The principal then bans the van
from selling pizza near the school and the stu-

dents stomachs stop growling at the sight of
white vehicles.

1. For this scenario, which element represents
the unconditioned response?

(A) Stomach growling in response to the
white van

Stomach growling in response to pizza
The white van

Pairing the white van with getting pizza
pizza

2. For this scenario, which element represents
the unconditioned stimulus?

(A) Stomach growling in response to the white
van

B) Stomach growling in response to pizza

)  Thewhitevan

Pairing the white van with getting pizza
E) pizza

3. For this scenario, which element represents
the conditioned stimulus?

(A) Stomach growling in response to the white
van

(B) Stomach growling in response to pizza
(C) Thewhitevan

(D) Pairing the white van with getting pizza
(

E) pizza

4. In the past, a child has on occasion received
money for cleaning his room. Despite the fact
that he has not received money for cleaning his
room for the past month, the child's room clean-
ing behavior continues (is resistant to extinc-
tion). This behavior is most likely to have been
learned using which of the following methods?

(A)
(B)

Continuous reinforcement
Fixed ratio reinforcement
(C) Fixedinterval reinforcement
(D) Variable ratio reinforcement
(E) Punishment

5. A 7-year-old child who likes and looks up to
her physician states that she wants to become
adoctor when she grows up. This behavior by
the child is an example of

(A) stimulus generalization
(B) modeling

(C) shaping

SD) imprinting

E) learned helplessness

6. A4-year-old child who has received beatings
in the past from which he could not escape, ap-
pears unresponsive and no longer triesto es-
cape new beatings. This behavior by the child
is an example of

(A) stimulus generalization
(B) modeling

(C) shaping

(D) imprinting

(E) learned helplessness

7. A 2-year-old child is afraid of nursesin
white uniforms. When his grandmother comes
to visit him wearing a white jacket, he begins
to cry. This behavior by the child is an example
of

A) stimulus generalization
(B) modeling

(C) shaping

(D) imprinting

(E) learned helplessness
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8. A father scolds his child when she hitsthe
dog. The child stops hitting the dog. This
change in the child's behavior is a result of

(A) punishment

(B) negative reinforcement
(C) positive reinforcement
(D) shaping

(E) classical conditioning

9. Although afather spanks his child when
she hits the dog, the child continues to hit the
dog. This child's hitting behavior is a result of

(A)  punishment

(B) negative reinforcement
(C) positive reinforcement
(D) shaping

(E) classical conditioning

10. A patient with diabetes increases her time
spent exercising in order to reduce the num-
ber of insulin injections she must receive. The
increased exercising behavior is aresult of

(A) punishment

(B) negative reinforcement
(C) positive reinforcement
(D) shaping

(E) classical conditioning

Questions 11-14

A child comes to the clinical laboratory to have
ablood sample drawn for the first time and has
apainful experience. The next time the child
returns for this procedure, she beginsto cry
when she smells the odor of antiseptic in the
clinic hallway. For each clinical scenario, select
the definition that best describesit.

11. The painful blood withdrawal procedure
at the child'sinitial visit can be called the

(A) unconditioned stimulus
(B) unconditioned response
(C) conditioned stimulus
(D) conditioned response

12. The antiseptic odor detected upon the
child's return can be called the

(A) unconditioned stimulus
(B) unconditioned response
(C) conditioned stimulus
(D) conditioned response

13. The child's crying upon the smell of anti-
septic can be called the

(A) unconditioned stimulus
(B) unconditioned response
(C) conditioned stimulus
(D) conditioned response

14. The child's crying when the blood sample
isdrawn can be called the

(A) unconditioned stimulus
(B) unconditioned response
(C) conditioned stimulus
(D) conditioned response

Answers and Explanations

TBQ-B. This common clinical phenomenon is an example of classical conditioning. In this ex-
ample, awoman comes into the hospital for an intravenous (1) chemotherapy treatment (un-
conditioned stimulus). The chemotherap¥ drug is toxic and she becomes nauseated after the
treatment (unconditioned response). The following month, when she enters the hospital obby
(conditioned stimulusl), she becomes nauseated (conditioned response). Thus, the hospital where
the treatments took place (the conditioned stimulus) has become paired with chemotherapy (the
unconditioned stimulus), which elicited nausea. Now, nausea (unconditioned response) can be
elicited by entering the hospital lobby (conditioned stimulus). In operant conditioning, behavior
is determined by its consequences. Modeling is atype of observational learning. Shaping involves
rewarding closer and closer approximations of the wanted behavior until the correct behavior is
achieved. Biofeedback is a treatment technique based on operant conditioning (see Chapter 17).

1-B. The unconditioned stimulus (the pizza) produces the unconditioned response (stomach
growling in response to the pizza). The unconditioned response is reflexive and automatic and
does not have to be learned.
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2-E. The unconditioned stimulus (pizza) is the only element here which by itself will elicit a nat-
ural Gl reflex (stomach growling).

3-C. The white van is an example of the conditioned stimulus. In this scenario, the conditioned
or learned stimulus causes the same response as the unconditioned or unlearned stimulus only
after it is paired with the pizza (stomach growling in response to pizza).

4-D. This child has received money at unpredictable times for cleaning his room. Behavior
learned in thisway (i.e., by variable ratio reinforcement), is very resistant to extinction and con-

tinues even when it Is not rewarded. Behavior learned by fixed schedules of reinforcement (ratio
or interval) are less resistant to extinction. Behavior learned by continuous reinforcement is least

resistant to extinction. Punishment is aversive and is aimed at suppressing an undesirable be-
havior.

5-B. This behavior is an example of modeling; the child wants to become like the doctor she ad-
mires. In stimulus generalization, a new stimulus that resembles a conditioned stimulus causes a
conditioned response. Shaping involves rewarding closer and closer approximations of the wanted
behavior until the correct behavior is achieved. In learned helplessness, an association is made be-
tween an aversive stimulus and the inability to escape. Imprinting is the tendency of organismsto
make an association with and then follow the first thing they see after birth or hatching.

6-E. In learned helplessness, an association is made between an aversive stimulus and the in-
ability to escape. Subsequently, the person makes no attempt to escape but instead becomes
hopeless and apathetic when faced with any new aversive stimulus. Learned helplessness may
be amodel system for the development of depression. Modeling is a type of observational learn-
ing. In stimulus generalization, a new stimulus that resembles a conditioned stimulus causes a
conditioned response. Shaping involves rewarding closer and closer approximations of the
wanted behavior until the correct behavior is achieved. Imprinting is the tendency of organisms
to make an association with and then follow the first thing they see after birth or hatching.

7-A. Stimulus generalization occurs when a new conditioned stimulus (the grandmother's white
jacket) that resembles the original conditioned stimulus (the nurse's white uniform) resultsin
the conditioned response (crying when he sees his grandmother). Habit is a general term which
refersto repetitive negative behavior, (i.e., smoking). Instrumental conditioning is another term
for operant conditioning which can also be described as learning by trial and error. Extinction is
the disappearance of alearned behavior when reinforcement is withheld.

8-A. Because the behavior (hitting the dog) decreased, the scolding that this child received is

punishment. Both negative and positive reinforcement increase behavior. Shaping involves re-

warding closer and closer approximations of the wanted behavior until the correct behavior is
achieved. In classical conditioning, a natural, or reflexive response (behavior) is elicited by a
learned stimulus (a cue from an internal or external event).

9-C. Because the behavior (hitting the dog) is increased, the scolding that this child received is
positive reinforcement. Both negative and positive reinforcement increase behavior. The reward
or reinforcement for this hitting behavior is most likely to be increased attention from the father.
Punishment decreases behavior. Shaping involves rewarding closer and closer approximations
of the wanted behavior until the correct behavior is achieved. In classical conditioning, a natural,
or reflexive response (behavior) is elicited by alearned stimulus (a cue from an internal or ex-
ternal event).

10-B. Because the behavior (exercise) isincreased to avoid something negative (insulin injec-
tions), thisis an example of negative reinforcement. Both negative and positive reinforcement
increase behavior. Punishment decreases behavior. Shaping involves rewarding closer and closer
approximations of the wanted behavior until the correct behavior is achieved. In classical condi-
tioning, a natural, or reflexive response (behavior) is elicited by alearned stimulus (a cue from
an internal or external event).

11-A. The painful blood withdrawal procedure is the unconditioned stimulus.
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12-C. The antiseptic odor in the clinic has become associated with the painful procedure and elic-
its the same response. It is therefore the conditioned stimulus.

13-D. The conditioned response, which is crying in response to the smell of the antiseptic, has
been learned.

14-B. Because crying in response to the pain of an injection is automatic and does not have to
be learned, it is the unconditioned response.



Clinical Assessment
of Intelligence, Personality,
and Achievement

Typi cal Board Question
A childin thefifth grade is functioni ngbmentally.at the level of achildinthe second grade.
What category of intellectual functionbest describes this child?

A) Severely retarded

B) Moderately retarded

C) Mildly retarded
Borderline

E) Norma

(See"Answers and Explanations' at end of Chapter)

. Overview of Psychol ogi cal Tests

A. Types of tests

1. Psychological tests are used to assess intelligence, achievement, person-
ality, and psychopathology

2. Thesetests are classified by functional area and by whether information
is gathered objectively or projectively.

B. Objective versus projective tests

1. Anobjective test isbased on questions that are easily scored and sta-
tistically analyzed.

2. A projective test requires the subject to interpret the questions. Re-
sponses are assumed to be based on the subject's motivational state and
defense mechanisms.

C. Individua versus group testing

1. Tests administered to one individual at atime allow careful observation
and evaluation of that particular person; atest battery looks at func-
tioning of an individual in a number of different functional areas.
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2. Testsgiven to agroup of people simultaneously have the advantages of
efficient administration, grading and statistical analysis.

[l1. Intelligence Tests

A. Intelligence and mental age

1. Intelligence is defined as the ability to understand abstract concepts; rea-
son; assimilate, recall, analyze, and organize information; and meet the
special needs of new situations.

2. Mental age (MA), as defined by Alfred Binet, reflects a person's level of
intellectual functioning. Chronological age (CA) isthe person's actual
ageinyears.

B. Intelligence quotient (1Q)

1. IQistheratio of MA to CA times 100: MA/CA x 100 =1Q. An 1Q of 100
means that the person's mental and chronological ages are equivalent.

2. The highest CA used to determine 1Q is 15 years.

3. 1Q isdetermined to alarge extent by genetics. However, poor nutrition
and illness during development can negatively affect 1Q.

4. 1Qisrelatively stable throughout life. In the absence of brain pathology,
an individual's 1Q is essentially the same in old age as in childhood.

5. Theresults of 1Q tests are influenced by a person's cultural background
and emotional response to testing situations.

C. Normal intelligence

1. Asstated above, an 1Q of 100 means that the MA and CA are approxi-
mately the same. Normal, or average, |Q isin the range of 90-109.

2. The standard deviation (see Chapter 26) in 1Q scoresis 15. A person with
an 1Q that is more than two standard deviations below the mean (1Q <
70) isusually considered mentally retarded (see Chapter 2). DSM-IV
classifications of mental retardation (the overlap or gap in categories
isrelated to differencesin testing instruments) are:

a. Mild (1Q 50-70)

b. Moderate (I1Q 35-55)
c. Severe (1Q 20-40)

d. Profound (1Q <20)

3. A score between 71 and 84 indicates borderline intellectual functioning.

4. A person with an 1Q more than two standard deviations above the mean
(1Q >130) has very superior intelligence.

D. Wechsler intelligence tests

1. The WechdlerAdult Intelligence Scale-Revised (WAIS-R) is the most com-
monly used | Q test.

2. The WAIS-R has 11 subtests: 6 verbal and 5 performance. The subtests
evaluate general information, comprehension, similarities, arithmetic, vo-
cabulary, picture assembly, picture completion, block design, object as-
sembly, digit span, and digit symbol.
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3. The Wechdler Intelligence Scale for Children-Revised (WISC-R) is used
to test intelligence in children 6-16Y 2 years of age.

4. The Wechdler Preschool and Primary Scale of Intelligence (WPPSI) is
used to test intelligence in children 4-6Y 2 years of age.

E. Related tests
-The Vineland Social Maturity Scale is used to evaluate skills for
daily living in mentally retarded (see Chapter 2) and other challenged
people (e.g., those with impaired vision or hearing).

[11. Achievement Tests

A. Uses

1. Achievement tests evaluate how well an individual has mastered spe-
cific subject areas such as reading and mathematics.

2. Thesetests are used for evaluation and career counseling in schools and
industry.
B. Specific achievement tests

1. The Wide-Range Achievement Test (WRAT), which is often used clini-
cally, evaluates arithmetic, reading, and spelling skills.

2. Achievement tests often used by school systems include the California,
lowa, Stanford, and Peabody Achievement Tests.

IV Personality Tests

A. Personality tests are used to evaluate psychopathology and personality
characteristics.

B. Commonly used personality tests are described in Table 8-1.

V Psychiatric Evaluation of the Patient
with Emotional Symptoms

A. Psychiatric history
-The patient's psychiatric history is taken as part of the medical history.
The psychiatric history includes guestions about mental illness, drug and
alcohol use, sexual activity, current living situation, and sources of stress.

B. The mental status examination and related instruments

1. The mental status examination evaluates an individual's current state of
mental functioning (Table 8-2).

2. The Folstein Mini-Mental State Examination is commonly used at the
bedside to follow improvement or deterioration in function (Table 8-3).

3. Objective rating scales of depression that are commonly used include the
Hamilton, Raskin, and Zung scales.

4. Terms used to describe psychophysiologic symptoms and mood in pa-
tients with psychiatric illness are listed in Table 8-4.
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Table 8-1. Personality Tests

Name of test Uses Characteristics Examples
Minnesota * Themost commonly ~ + Objective test "| avoid most social

Multiphasic used objective * Patients answer 566 situations’ (T or F)

PerF mality personality test true (T) or false (F) "I often feel jealous”

Inv-ntory + Useful for primary questions about (TorF)

KAPI-2 care physicians themselves "l like being
because no * Clinical scales active" (T or F)
traning is include depression,
required for paranoia, schizo-
administration phrenia and
and scoring hypochondriasis

+ Validity scales
identify trying to
look ill ("faking bad")
or trying to look well
("faking good")

Rorschach Test The most commonly Projective test
used projective Patients are asked
personality test to interpret 10
Used to identify bilaterally symmetrical
thought disorders ink blot designs, eg.
and defense "Describe what you
mechanisms seein thisfigure'
Thematic Stories are used to Projective test

Apperception evaluate Patients are asked

Test (TAT) uNCoNSCious to create verbal
emotions and scenarios based on 30
conflicts drawings depicting

ambiguous
situations, (eg., "Using
this picture, make up
astory that hasa
beginning, a middle,
and an end")
Sentence + Used to identify + Projective test "My mother. . ."
Completion worries and * Patients complete "l wish.. ."
Test (SCT) problems using sentences started "Most people.......

(Original source of Rorshach illustration: Kleinmuntz B:  Essentials of abnormal
Harper & Row, 1974. Original source of TAT illustration: Phares EJ, Clinical psyc
ods, and profession, 2nd edition. Homewood, IL, Dorsey, 1984. Both from KrebS D an

verbal associations

by the examiner

psychology. New York,
holt

ogy: Concepts, meth-
g)élackmea% R: Psy-

chology; A First Encounter. Harcourt, Brace, Jovanovich, 1988, p. 632. Used by permission of the publisher.)



Table 8-2. Variables Evaluated on the Mental Status Examination

Variable Patient example

General presentation: A 40-year-old male patient looks older than
Appearance his age, is well-groomed and seems
Behavior defensive when asked about his

Attitude toward the interviewer

Sensorium and cognition:
Level of consciousness
Orientation, memory, attention
Cognitive, spatial and abstraction
abilities

eech: ] ]
Volume, speed, articulation

Language deficiencies

Mood and affect:
Described (mood) and demonstrated
(affect) emotions
Match of emotions with current events

Thought:

Form or process of thought
Thought content (e.g., delusion)

experiences with drugs in the past

A 55-year-old female patient has a Glasgow
comascale score of 15 (see Table 8-4) is
oriented to person, place and time, is
attentive and shows normal memor
(cognitive ability), understanding of three
dimensional space (spatial ability) and
can tell you how an apple and an orange
are alike (abstraction ability)

A 24-year-old male patient speaks too
quickly and has a poor vocabulary

A 35-year-old male patient describes
feeling "low" and shows less external
expression of mood than expected
(depressed with arestricted affect)

A 40-year-old female patient tells you that
the Mafiais after her (delusion)

Perception: A 12-year-old girl tells you that the clothesin her
[llusion closet ook like a person isin there (illusion).
Hallucination She then describes hearing voices (hallucination)

Judgment and insight

Reliability

Control of aggressive and
sexual impulses

A 38-year-old woman tells you that she
would open a stamped letter found on the
sidewalk to see if it contained money. She
also says that she knows this would be
dishonest (normal, insightful response)

A 55-year-old patient correctly provides the details
of his previousillnesses (areliable patient)

A 35-year-old man tells you that he often
overreacts emotionally although thereis
little provocation (poor impulse contral)

Table 8-3. Folstein Mini-Mental State Examination

Skill evaluated ~ Sampleinstructionsto the patient Maximum score*
Orientation Tell me where you are and what day it is 10
Language Name the object that | am holding 8
Attention and Subtract 7 from 100 and then continue 5
calculation to subtract 7s
Registration Repeat the names of these three objects 3
Recall After 5 minutes, recall the names of these 3
three objects

Construction Copy thisdesign 1

*Maximum total score= 30; total score <25 suggests cognitive problems; total score <20 suggests significant
impairment. (Adapted from Fadem B, Simring S High-Yield Psychiatry. Baltimore, Williams & Wilkins,
1998, p9)
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Table 8-4. Psychophysiologie States

Mood

Euphoric mood: strong feelings of elation

Expansive mood: feelings of self-importance and generosity

Irritable mood: easily annoyed and quick to anger

Euthymic mood: normal mood, with no significant depression or elevation of mood
Dysphoric mood: subjectively unpleasant feeling

Anhedonic mood: inability to feel pleasure

Labile mood (mood swings): alternations between euphoric and dysphoric moods

Affect

Restricted affect: decreased display of emotional responses

Blunted affect: strongly decreased display of emotional responses

Flat affect: complete lack of emotional responses

Labile affect: sudden alterations in emotional responses not related to environmental events

Fear and Anxiety

Fear: fright caused by real danger

Anxiety: fright caused by imagined danger

Free floating anxiety: fright not associated with any specific cause

Consciousness and Attention

Normal: alert, can follow commands, normal verbal responses (Glasgow Coma Scale score of 15)
Clouding of consciousness: inability to respond normally to external events

Somnolence; abnormal sleepiness

Stupor: little or no response to environmental stimuli

Coma: total unconsciousness (Glasgow Coma Scale score of 3)



Review Test

Directions: Each of the numbered items or incompl ete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A child istested and found to have a mental
age of 12 years. The child's chronological ageis
10 years. What isthe 1Q of this child?

(A) 40
(B) 60
(C) 80
(D) 100
(E) 120

2. A child istested and is found to have an IQ
of 90. What category of intellectual function

best describes this child?

(A) Severely retarded
(B) Moderately retarded
(C) Mildly retarded
(D) Borderline

(E) Normal

3. A 29-year-old woman tells the doctor that
she often hears the voice of Abraham Lincoln
speaking directly to her. This woman is show-
ing a disorder of

A) perception
28) insight
(C) judgment
(D) mood

(E) affect

4. A 6-year-old child has an 1Q of 50. The men-
tal ability of thischild is equivalent to that of
achild aged

(A) 2years
(B) 3years
(C) 4years
(D) 5years
(E) 7years

5. A doctor is evaluating a 20-year-old female
patient. Which of the following characteristics
of the patient is best evaluated using the Min-
nesota Multiphasic Personality Inventory
(MMPI)?

(A) Skillsfor daily living

(B) Hypochondriasis

(C) Knowledge of general information
(D) Reading comprehension

(E) Intelligence

6. A 67-year-old male stroke patient has
scored 18 on the Folstein Mini-Mental State
Examination. From this score, what can the
doctor conclude about this patient?

(A) He hasalower than normal |1Q.
(B) He cannot read.

C) Heiscognitively impaired.

ng Heis"faking bad."

(E) Heisnormal.

7. You examine a severely depressed 75-year-
old woman. She relates to you that she feels so
low that she cannot enjoy anything in her life
and that even winning the state lottery would
not make her feel any better. The best descrip-
tion of this patient'smood is:

(A) anhedonic
(B) dysphoric
C) euthymic
éD) labile

(E) euphoric

8. For evaluating the self-care skills of a 22-

year-old woman with an 1Q of 60 for placement

in agroup home, what is the most appropriate
test?

(A) Thematic Ap'&erce_ption Test (TAT)

(B) Minnesota Multiphasic Personality In-
ventory (MMPI)

(C) Wechdler Intelligence Scale for Children-

Revised (WISC-R)

Rorschach Test

Vineland Social Maturity Scale

Wide Range Achievement Test (WRAT)

Folstein Mini-Mental State Examination

Glasgow Coma Scale

o

o3BT
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6-C. The Folstein Mini-Mental State Examination is used to evaluate a person's current state of
mental functioning. The total maximum score on this exam is 30. A total score <25 suggests some
cognitive problems while atotal score <20 indicates significant impairment. Therefore, with a
score of 18, you can conclude that this 67-year-old male stroke patient is cognitively impaired.

Thistest does not evaluate 1Q, reading skills, or whether the patient is making believe heisin
worse condition than he appears (i.e., "faking bad").

7-A. This severely depressed 75-year-old woman is showing anhedonia, the inability to feel plea-
sure, a characteristic of severe depression. Euphoric mood is an elated mood while euthymic
mood is a normal mood, with no significant depression or elevation. Dysphoric mood is a subjec-
tively unpleasant feeling. Labile moods (mood swings) are aterations between euphoric and dys-
thymic moods.

8-E. The Vineland Social Maturity Scale is the most appropriate test for evaluating the self-care
skills of a 22-year-old woman with an 1Q of 60 for placement in a group home.

9-D. The Rorschach Test, which utilizes bilaterally symmetrical ink blots, is the most appropri-
ate test to determine which defense mechanisms are used by a 25-year-old woman.

10-B. The Minnesota Multiphasic Personality Inventory (MMPI) is the most appropriate test for
use by aprimary care physician to evaluate depression in a 54-year-old male patient since it is
an objective test and no special training is required for administration and scoring.

11-G. The Folstein Mini-Mental State Examination is the most appropriate test to be used at
the bedside to follow deterioration or improvement in function in patients with suspected neu-
rological problems such as dementia.



Substance Abuse

Typical Board Question

Threedays after admission to the hospital for afractured hip dueto afall, a 63-year-old
woman begins to show an intense hand tremor and tachycardia. she tellsyou that she has
started to See spiders crawling on the walls and that she can feel them crawling on her
arms. Of the following; whst isthe most likely cause of this picture?

A) Alcohol use

Alcohol withdrawal
Heroin use

Heroin withdrawal

(E) Amphetamine withdrawal

See "Answers and Explanations' at end of Chapter

mo O

|. Substance Abuse, Dependence, Withdrawal,
Tolerance, and Demographics

A. Definitions
1. Substance abuseis a pattern of abnormal substance use that leadsto im-
pairment of occupational, physical, or social functioning.
2. Substance dependence is substance abuse plus withdrawal symptoms,
tolerance, or a pattern of repetitive use.

a. Withdrawal isthe development of physical or psychological symp-
toms after thereduction or cessation of intake of a substance.

b. Toleranceisthe need for increased amounts of the substance to
achieve the same positive psychological effect.

c. Crosstoleranceisthe development of toleranceto one substance as
theresult of using another substance.
B. Epidemiology and Demogr aphics

1. Caffeine, alcohal, nicotine, marijuana and, to a lesser extent, cocaine, am-
phetamines, and heroin, are the most commonly used and abused sub-
stancesin the United States (Table 9-1).
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Table 9-1. Epidemiology of Commonly Used Psychoactive Substances

Percentage of Population
that Used Substance

Substance InLast Year In Lifetime omments

Used more commonly than any other
psychoactive substance

10%-13% lifetime prevalence of abuse or
dependence

The male:female ratio of abusersisat

least 2:1

Higher rate of use occursin Native
Americans and Eskimos, the 21-34-year-old
age group, and residents of the Northeastern
states

The lowest rate of use occursin Utah
because the Mormon religion prohibits

alcohol use

Use hasincreased in women (female
smokers outnumber male smokers),
adolescents, and African-American adults
In adolescents, use among African-
Americansislower than in whites

Used more commonly than any other
illegal psychoactive drug

Use has increased recently in the 12-
25-year-old age group

3% 12% Used primarily by peoplein lower
socioeconomic groupsin its
inexpensive crack form
Used by people in higher socioeconomic
groupsin its expensive, pure form
Use has declined after peaking in 1985

Higher rate of use in professionals, people
who work late at night (e.g., musicians,
students), and 18- to 25-year-olds

Higher rate of use among peopleliving in
large cities
+ The malefemaleratio of usersis 3:1

2. The use of illegal substances is more common among young adults (18-25
year s of age) and is three times more common in males.

3. Classes of abused substances include stimulants, sedatives, opioids,
and hallucinogens.

[l. Stimulants

A. Overview
1. Stimulants are central nervous system activators that include caffeine,
nicotine, amphetamines and cocaine.
2. The effects of use and withdrawal of these substances can be found in
Table 9-2.
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Table 9-2. Effects of Use and Withdrawal of Stimulant Drugs

Substances Effects of Use Effects of Withdrawal
~ Psychological
Caffeine + Increased alertness & attention span ¢ Lethargy
Nicotine + Mild improvement in mood \ + Mild depression of mood
+ Agitation and insomnia
Physical
+ Decreased appetite + Increased appetite with
» Increased blood pressure and dight weight gain
heart rate (tachycardia) o + Fatique
» Increased gastrointestinal activity + Headache
o . Psychological .
Amphetamines  Significant elevation of mood + Significant depression of
Cocaine (lasting only 1 hour with cocaine) mood
Increased attention span + Strong psychological craving
Aggressiveness, impaired judgment %)eam ng afew days after
chotic symptoms (e.g., paranoid the last dose)
delusions with amphetamines o Irritability
and formication with cocaine)
Physical
+ Loss of appetite and weight Hunger (particularly with
« Agitation and insomnia amphetamines)
* Pupil dilation Pupil constriction
+ Increased ener Fatigue

' Tachycardia&ggther cardiovascular

effects which can be life-threatening
+ Seizures (particularly with cocaine)
+ Hypersexuality

B. Caffeineisfound in coffee (125 mg/cup), tea (65 mg/cup), cola (40 mg/cup),
nonprescription stimulants, and diet agents.

C. Nicotine is atoxic substance present in tobacco. Cigarette smoking de-
creases life expectancy more than the use of any other substance.

D. Amphetamines are used clinically and are also drugs of abuse.

1. They are medically indicated in the treatment of attention-deficit hyper-
activity disorder (ADHD) (see Chapter 14) and narcolepsy (see Chap-
ter 10). They are sometimes used to treat depression in the elderly and
terminally ill, and depression and obesity in patients who do not respond
to other treatments (see Chapter 12).

2. The most common clinically used amphetamines are dextroampheta-
mine (Dexedrine), methamphetamine (Desoxyn), and arelated com-
pound, methylphenidate (Ritalin).

3. "Speed”, "ice" (methamphetamine), and "ecstasy" [methylene dioxy-
methamphetamine (MDMA)] are street names for amphetamine com-
pounds.

E. Cocaine

1. "Crack" and "freebase" are smokable forms of cocaine; in pure form
cocaine is sniffed into the nostrils ("snorted").

2. Hyperactivity and growth retardation are seen in newborns of
mothers who used cocaine during pregnancy.
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3. Tactile hallucinations of bugs crawling on the skin (formication) is
seen with use of cocaine (" cocaine bugs").

F. Neurotransmitter associations

1. Stimulant drugswork primarily by increasing the availability of
dopamine (DA).

2. Amphetamine use causes therelease of DA. Cocaine blocksthere-
uptake of DA.

-Both therelease of DA and the block of DA reuptakeresult in increased
availability of this neurotransmitter in the synapse.

3. Increased availability of DA in the synapseis apparently involved in the
euphoric effects of stimulantsand opiates (the" reward" system of the
brain). Asin schizophrenia (see Chapter 11), increased DA availability
may also result in psychotic symptoms.

111. Sedatives

A. Overview

1. Sedatives are central nervous system depressants that include alco-
hol, barbiturates, and benzodiazepines.

2. Sedative agentswork primarily by increasing the activity of thein-
hibitory neurotransmitter y-aminobutyric acid (GABA).

3. Hospitalization of patientsfor withdrawal from sedativesis prudent; the
withdrawal syndrome may include seizuresand cardiovascular symp-
tomsthat could belife-threatening. The effects of use and withdrawal of
sedatives can be found in Table 9-3.

B. Alcohol
1. Acute associated problems

Table 9-3. Effects of Use and Withdrawal of Sedative Drugs

Substances Effects of use Effects of withdrawal
Psychological

Alcohol Mild elevation of mood + Mild depression of mood

Benzodiazepines Decreased anxiety + Increased anxiety

Barbiturates Somnolence + Insomnia

Behavioral disinhibition chotic symptoms (e.g.,

delusions and formication

+ Disorientation
Physical
+ Sedation + Tremor
+ Poor coordination + Seizures
» Respiratory depression + Cardiovascular symptoms,

such as tachycardia and
hypertension
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a Traffic accidents, homicide, suicide, and rape, are correlated
with the concurrent use of alcohol.

b. Child physical and sexual abuse, spou3e abuse, and elder abuse
are also associated with alcohol use.

. Chronic problems

a. Thiamine deficiency resulting in Wernicke and K orsakoff syn-
dromes (see Chapter 14) is associated with long term use of alcohol.

b. Liver dysfunction, gastrointestinal problems (e.g., ulcers), and re-
duced life expectancy are also seen in heavy users of alcohol.

c. Fetal alcohol syndrome (including facial abnormalities, reduced
height and weight, and mental retardation) is seen in the offspring of
women who drink during pregnancy.

d. A childhood history of problems such as attention-deficit hyperac-
tivity disorder and conduct disorder correlate with alcoholism in
the adult.

3. Intoxication

a Legal intoxication is defined as 0.08%-0.15% blood alcohol con-
centration, depending on individual state laws.

b. Coma occurs at a blood alcohol concentration of 0.40%-0.50% in non-
acoholics.

. Délirium tremens ("the DTS")

a. Alcohol withdrawal delirium (also called delirium tremens or
"the DTS") may occur during the first week of withdrawal from alco-
hol (most commonly on the third day of hospitalization). It usually oc-
cursin patients who have been drinking heavily for at least 5 years.

b. Delirium tremensislife threatening; the mortality rate is about 20%.

C. Barbiturates

1. Barbiturates are used medically as sleeping pills, sedatives, antianxi-

ety agents (tranquilizers), anticonvulsants, and anesthetics.

2. Frequently used and abused barbiturates include amobarbital, pento-

barbital, and secobarbital.

3. Barbiturates cause respiratory depression and have alow safety mar-

gin; they are the drugs most commonly taken to commit suicide.

D. Benzodiazepines

1. Benzodiazepines are used medically astranquilizers, sedatives, muscle

relaxants, anticonvulsants, and anesthetics, and to treat alcohol with-
drawal (particularly long-acting agents like chlordiazepoxide and di-
azepam. (See Chapter 16).

2. Benzodiazepines have a high safety margin unless taken with another

sedative, such as alcohol.

IV Opioids

A. Overview

1. Narcotics or opioid drugs include agents used medically as anal-

gesics (e.g., morphine) aswell as as drugs of abuse (e.g., heroin). The ef-
fects of use and withdrawal of some opioids can be found in Table 9-4.
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Table 9-4. Effects of Use and Withdrawal of Opioid Drugs

Substance Effects of use Effects of withdrawal
Psychological
Herain, Elevation of mood + Depression of mood
Methadone Relaxation v Anxiety
Other Opioids Somnolence * Insomnia
Physical
+ Sedation + Swesting and fever
+ Analgesia + Rhinorrhea (runnin nose;
+ Respiratory depression + Piloerection (goose bumps,
(overdose may be fatal) ' Yawnln%
+ Constipation + Stomach cramps and diarrhea
+ Pupil constriction + Pupil dilation

2. When compared to medically used opioids like morphine and methadone,
abused opioids such as heroin are more potent, cross the blood-brain
barrier more quickly, have afaster onset of action and have more eu-
phoric action.

3. In contrast to barbiturate withdrawal, which may be fatal, death from
withdrawal of opioidsisrare unless a serious physical illnessis present.

B. Methadone
Methadone and 1-al pha-acetylmethodol acetate (LAMM) are synthetic
opioids used to treat heroin addiction (see Table 9-8); both also cause
physical dependence and tolerance.
2. These legal opioids can be substituted for illegal opioids, such as heroin,
to prevent withdrawal symptoms.
3. Advantages over heroin
a. Methadone and LAMM are dispensed by federal health authorities.
b. They can be taken orally. The intravenous method of drug use em-
ployed by many heroin addicts may involve sharing contaminated
needles, thus contributing to AIDS and hepatitis B infection.
c. They have alonger duration of action.
d. They cause less euphoria and drowsiness, allowing people on

maintenance regimens to keep their jobs and avoid the criminal ac-
tivity that is necessary to maintain a costly heroin habit.

V Hallucinogens
A. Overview

1. Hallucinogens include lysergic acid diethylamide (L SD), phencyclidine
(PCP, "angel dust"), cannabis (tetrahydrocannabinol, marijuana, hashish),
psilocybin (from mushrooms) and mescaline (from cactus).

2. Hallucinogens promote altered states of consciousness.

3. Increased availability of serotonin is associated with the effects of some
of these agents (e.g., LSD). The effects of use and withdrawal of
hallucinogens can be found in Table 9-5.
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Table 9-5. Effects of Use and Withdrawal of Hallucinogenic Drugs

Substances Effects of use Effects of withdrawal
Psychological
Cannabis (marijuana, hashish) Altered perceptual states Few if any psychological
Lysergic acid diethylamide (auditory and visual withdrawal symptoms
(LSD hallucinations, alterations
Phencyclidine (PCP, "angel of body image, distortions
dust™) of time and space)
Psilocybin Elevation of mood
Mescaline Im,oajrment of memory (may
belong-term)
Reduced attention span

"Bad trips" ﬁpanic reactions
that may include psychotic
symptoms

"Flashbacks" (areexperience
of the sensations associated
with use in the absence of
the drug even months after

the last dose)
Physical
+ Impairment of complex motor + Few if any physical
activity withdrawal symptoms
+ Cardiovascular symptoms
+ Sweating
+ Tremor

B. Marijuana

Tetrahydrocannabinol (THC) isthe primary active compound found in
marijuana.

2. In low doses, marijuana increases appetite and relaxation and causes
conjunctival reddening.

3. Chronic users experience lung problems associated with smoking and
adecrease in motivation ("the amotivational syndrome") character-
ized by lack of desire to work and increased apathy.

4. Althoughillegal in the United States, at least two states permit limited
medical use to treat glaucoma and cancer-related nausea and vomiting.

C.LSD and PCP
1. LSD isingested and PCP is smoked in a marijuana or other cigarette.

2. While LSD and PCP both cause altered perception, in contrast to LSD,
episodes of violent behavior occur with PCP use.

3. Emergency department findings for PCP include hyperthermia and nys-
tagmus (vertical or horizontal abnormal eye movements).

4. Consumption of more than 20 mg of PCP may cause convulsions, coma,
and death.
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VI. Clinical Features of Substance Abuse

A. Laboratory findings can often confirm substance use (Table 9-6).

B. Emergency department (ED) findings. Changesin the pupil of the eye
and presence or absence of psychotic symptoms can quickly narrow the search
for the substance responsible for patients symptomsin the ED (Table 9-7).

VIl. Treatment

A. Treatment of substance abuse ranges from abstinence and peer support
groupsto drugsthat block withdrawal symptoms (Table 9-8).

B. Dual diagnosis or medically ill-chemically addicted (MICA) patientsre-
quiretreatment for both substance abuse and the comorbid psychiatricill-
ness (e.g., major depression), often on a special unit in the hospital.

cable 9-6. Laboratory Findings for Selected Drugs of Abuse

Elevated levelsin body
Class of Substance __ fluids (e.q., blood, urine)

Length of time after
use that substance
can be detected

Stimulants + Caotinine (nicotine metabolite) 1-2 days
+ Amphetamine 1-2 days
+ Benzoylecgonine (cocaine metabolite) 1-3 daysin occasional
users; 7-12 days
in heavy users
Sedatives +_Alcohoal Hours
+ Gamma- glutamyltransferase (GGT) Hours
+ Specific barbiturate or benzodiazepine 7 days or less
or its metabolites
3piates + Opiate other than methadone 0.5-1.5 hours
+ Methadone 2-3 days
Hallucinogens +_Cannabinoid metabolites 7-28 days
+ Serum glutamic-oxaloacetic transaminase | More than 7 days

(SGOT) level and creatinine phosphokinase
(CPK) (with PCP use)

PCP=phencyclidine

Table 9-7. Quick Emergency Department Identification of the Abused Substance

Emergency Department Seen with Seen with
Observation Use of Withdrawal from
Pupil dilation + Cocaine + Heroin
+ Amphetamines + Methadone
+ LSD + Alcohol
Pupil constriction * Heroin + Cocaine
+ Methadone « Amphetamines
Psychotic symptoms + Cocaine + Alcohol .
(i.e., hallucinations + Amphetamines + Benzodiazepines
and delusions) + Alcohol + Barbiturates

Hallucinogens
L SD=lysergic acid diethylamide
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Table 9-8. Treatment of Substance Use and Abuse
Substance Most effective treatment

Alcohol Alcoholics Anonymous (AA)
and other voluntary peer
support groups (12-step
programs)

Benzodiazepines  Hospitalization and gradual
and barbiturates  reduction in dosage of

the abused drug by substituting
long-acting barbiturates
(such as phenaobarbital)
for the more
commonly abused short-
acting types

Caffeine Elimination from the diet and
replacement with decaffeinated
beverages

Heroin Methadone or 1-alpha-
acetylmethodol acetate
(LAMM) maintenance program

Marijuana Abstinence

Nicotine Peer support group
(80% of abstainers relapse
within 2 years and only
66% relapse when members
of a peer support group;
45% of all smokers eventually
stop smoking)
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Other treatments

Disulfiram [Antabuse]to prevent

use (causes atoxic reaction when
alcohol isingested)

Benzodiazepines for withdrawal
symptoms

Thiamine (Vitamin B1) for immediate
emergency room treatment

Replacement with nonaddictive
antianxiety agent (i.e., buspirone
[Buspar]) or sleep agent (i.e.,
zolpidem [Ambien])

Analgesicsto control headache due
to withdrawal

Narcotics anonymous (NA) or other
12-step program

Naloxone (blocks opiate receptors) to
precipitate withdrawal and to
maintain abstinence

Clonidine for withdrawal symptoms

Education

Nicotine transdermal patch or
chewing gum
Antidepressants (particularly
bupropion [Zyban])



Review Test

Jerections: Each of the numbered items or incomplete statementsiin this section is followed by
'nswers or by completions of the statement. Select the one lettered answer or completion that

s best in each case.

. A 29-year-old man comes to the emergency
lepartment complaining of stomach cramps
nd diarrhea. He is sweating, has afever,
unny nose, and goose bumps on his skin. His
upils are dilated and he yawns frequently. Of
he following, what is the most likely cause of
hispictureis

A) Alcohol use

B) Alcohol withdrawal

0) Heroinuse

D) Heroin withdrawal

E) Amphetamine withdrawal

. After 20 years of smoking, a 45-year-old fe-
.iale patient has decided to quit. Of the follow-
ng, what physical effect is most likely to be
een as a result of this patient's withdrawal
rom nicotine?

Weight gain
3) Euphoria
J) Excitability
Delirium tremens
E) Long-term abstinence

. Which of the following drugs is the one most
equently abused in the United States?

Marijuana
3) Cocaine

Lysergic acid diethylamide (L SD)
Heroin

. A 20-year-old female patient tells the doctor
eat she has little interest in going back to
,hool or in getting ajob. She also reports that
ze often craves snack food and has gained
ver 10 poundsin the last 4 months. What sub
isthis patient is most likely to be using?

Phencyclidine (PCP)

3) Lysergic acid diethylamide (LSD)
Marijuana

)) Cocaine
Heroin

5. A 22-year-old student tells the doctor that
he has been using "speed" nightly. Which of the
followi ng complaintsis the patient most likely
to report”

(A) Increased fatigue

(B) Decreased pain threshold
%’:) Increased appetite

(D) Decreased body weight
(E) Decreased libido

6. A patient has been abusing heroin for the
past year. Which of the following is most likely
to characterize this patient?

(A)
(B)
©)
(D)
(E)

7. A person who usesillegal drugsis most
likely to be in what age range?

(A) 10-15years
(B) 15-18years
(C) 18-25years
(D) 25-35 years
(E) 35-45years

8. A 35-year-old patient who has abused drugs
in the past is brought to the emergency de-
partment with life-threatening cardiovascular
symptoms. The drug that this patient is most
likely to be withdrawing fromis

(A) phencyclidine (PCP)

(B) lysergic acid diethylamide (L SD)
(C) heroin

(D) secobarbital

(E) marijuana

16 years of age

Female gender

Small town resident

Anxious mood when using the drug
Elevated mood when using the drug

9. Amnestic disorder (Korsakoff syndrome) is
associated with long-term use of which sub-
stance?

(A)  Amphetamines

Alcohol

Barbiturates

Cocaine

Lysergic acid diethylamide (LSD)

C

—~———
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10. A doctor discovers that his 28-year-old pa-
tient is abusing cocaine. Which of the following
can he expect to seein this patient?

(A) Severe physical signs of withdrawal

(B) Little psychological craving in withdrawal
(C) Euphorialasting 3-4 days

(D) Hallucinations

(E) Sedation with use

11. A 20-year-old man who has been drinking
8 cups of coffee aday for the past week comes
in for aphysical examination. At thistime, this
man is most likely to show

(A) tachycardia

(B) decreased peristalsis
C) weight gain

ED) fatigue

(E) headache

12. A 40-year-old female patient who has been
taking a benzodiazepine in moderate doses
over the past five years, decidesto stop taking
the drug. When you see her two days after her
last dose, she is most likely to show

E,Ag hypersomnia
) tremor

(C) lethargy
(D) respiratory depression
(E) sedation

13. A 24-year-old patient is experiencing in-
tense hunger as well as tiredness and headache.
Heis most likely to be withdrawing from which
of the following substances?

(A) Alcohal

(B) Amphetamines

(C) Benzodiazepines
(D) Phencyclidine (PCP)
(E) Heroin

14. In the United States, the group in which
smoking currently shows the largest increase
are

(A) teenaged males

(B) middle-aged males
(C) teenaged females
(D) middle-aged females
(E) elderly females
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15. What is the major mechanism of action of
cocaine on neurotransmitter systemsin the
brain?

(A) Blocks reuptake of dopamine

(B) Blocksrelease of dopamine

(C) Blocks reuptake of serotonin

(D) Blocksrelease of serotonin

(E) Blocksrelease of norepinephrine

16. A32-year-old woman presents in the emer-
gency department. Sheis euphoric, is speaking
rapidly in an excited fashion, and her pupils
are dilated. One hour later, sheisin avery low
mood and shows little response to your pres-
ence. Use of which substance is most likely to
be responsible for these symptoms?

(A) Alcohol

(B) Secobarbital

(C) Cocaine

(D) Methylphenidate
(E) Caffeine

(F) Diazepam

(G) Heroin

(H) Marijuana

() Nicotine

(J) Phencyclidine (PCP)

17. A 32-year-old man is brought to a New
Y ork City hospital. He appears sedated, but
shows an elevated mood. A blood test reveals
the presence of HIV What substance is most
likely to be responsible for these symptoms?

Alcohol

Secobarbital
Cocaine
Methylphenidate
Caffeine

Diazepam

Heroin

Marijuana

Nicotine
Phencyclidine (PCP)

SEOULCEEE
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Answers and Explanations

TBQ-B. The most likely cause of tremor, tachycardia, and visual and tactile hallucinations (e.g.,
formication-the feeling of insects crawling on the skin) in this patient is alcohol withdrawal,
since use of alcohol during the past few days of hospitalization is unlikely. Her fractured hip may
have been sustained in afall while intoxicated. Heroin use and heroin and amphetetamine with-
drawal generally are not associated with psychotic symptoms.

1-D. The most likely cause of this patient's symptoms of sweating, stomach cramps, diarrhea,

fever, runny nose, goose bumps, yawning, and dilated pupils is heroin withdrawal. While alcohol
withdrawal may be associated with pupil dilation, alcohol use and withdrawal and amphetamine
withdrawal are less likely to cause this constellation of symptoms.

2-A. Weight gain commonly occurs following nicotine withdrawal. Mild depression of mood and
lethargy are also seen. Long term abstinence is uncommon in smokers; 80% of smokers who quit
relapse within two years. Delirium tremens occurs with withdrawal from alcohol.

3-A. Marijuanaisthe most frequently abused illegal drug in the United States. In the popula-
tion, 33% have used marijuana, 12% have used cocaine, 1.3% have used heroin and a smaller per-
centage have used phencyclidine (PCP) or lysergic acid diethylamide (L SD) at some time during
their lives.

4-C. The amotivational syndrome and increased appetite, particularly for snack foods, are char-
acteristic of chronic users of marijuana. Cocaine, heroin, phencyclidine (PCP), and lysergic acid
diethylamide (L SD) may cause work-related problems, but are less likely to increase appetite.

5-D. Like other stimulant drugs, amphetamines like "speed" reduce appetite; use can thus re-
sult in decreased body weight. Amphetamines also decrease fatigue, increase pain threshold, and
increase libido.

6-E. Heroin abusers show an elevated, relaxed mood. Abusers are most likely to be male, 26-34
years of age and livein large cities.

7-C. lllegal drug useis most common in people from 18-25 years of age.

8-D. This 35-year-old patient is most likely to be withdrawing from is secobarbital, a barbitu-
rate. Barbiturate withdrawal is associated with life-threatening cardiovascular symptoms.
There are few physical withdrawal symptoms associated with marijuana, phencyclidine (PCP),
or lysergic acid diethylamide (L SD), and those associated with heroin are uncomfortable but
rarely physically dangerous.

9f§| A i:wllnestic disorder (Korsakoffs syndrome) (see Chapter 14) is associated with long-term use
of alcohal.

10-D. Hallucinations and other symptoms of psychosis are seen with use of cocaine. The intense
euphoria produced by cocaine lasts onlﬁ/ up to 1 hour. Severe psychological craving for the drug
peaks 2-4 days after the last dose, although there may be few physiologic signs of withdrawal.
Cocaine intoxication is characterized by agitation and'irritability.

11-A. Tachycardia, increased peristalsis, increased energy, and decreased appetite are physical
effects of stimulants like caffeine. Headache may result from withdrawal, not use of stimulant
drugs.

12-B. Withdrawal from benzodiazepines is associated with tremor, insomnia, and anxiety. Res-
piratory depression and sedation are associated with use of, not withdrawal from sedative drugs.
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13-B. Tiredness and headache are seen with withdrawal from stimulants. While increased ap-
petite can be seen in withdrawal from all stimulants, intense hunger is most commonly seen with
withdrawal from amphetamines.

14-C. In the United States, the group in which smoking currently shows the largest increase are
teenaged females.

15-A. The major mechanism of action of cocaineisto block reuptake of dopamine, thereby in-
creasing its availability in the synapse. Increased availability of dopamineisinvolved in the "re-
ward" system of the brain and the euphoric effects of stimulants.

16-C. The fact that this patient has gone from euphoric and agitated to depressed and unre-
sponsive in only one hour and the finding of dilated pupils, indicate that she has used cocaine.

17-G. The presence of HIV aswell as signs of sedation and euphoria indicate that this patient
is an intravenous heroin abuser.
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Normal Sleep and
Sleep Disorders

Typi cal Board Question

A 22-year-old student in the middle of finals week tellsher doctor that for the last 2 weeks
she has been studying late into the night and has started to havetrouble falling asleep.
What is the doctor’'s most appropriate recommendation?

A) Exercise before bedtime

B) A large meal before bedtime

C) A glassof milk before bedtime

D) A fixed wake-up and bedtime schedule

E) A short-acting benzodiazepine at bedtime

(See" Answersand Explanations' at end of Chapter)

1. Normal Sl eep

A. Awake state. Beta and alpha waves characterize the el ectroencephal ogram
(EEG) of the awake individual (Table 10-1).

1. Betawaves over the frontal lobes are commonly seen with active men-
tal concentration.

2. Alphawaves over the occipital and parietal lobes are seen when a per-
son relaxes with closed eyes.

B. S Oeeg) state. During sleep, brain waves show distinctive changes (see Table
10-1).
1 Sleepisdividedinto REM (rapid eye movement) sleep and non-REM
sleep. Non-REM sleep consists of stages 1, 2, 3, and 4.
2. Mapping the transitions from one stage of sleep to another during the
night produces a structure known as sleep architecture (Figure 10-1).
a Sleep architecture changes with age. The elderly often have poor sleep
quality because aging is associated with reduced REM sleep, delta
sleep (stage 3-4 or slow-wave) and total sleep time and in-
creased nighttime awakenings (Table 10-2).
b. Sedative agents, such as barbiturates and, to a lesser extent, ben-

87
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Table 10-1. Characteristics of the Awake State and of Sleep Stages

Sleep Stage Associated EEG Pattern in ? Oejﬁ)g&rg& ts Characteristics
Beta Active mental
concentration
Awake
Alpha Relaxed with eyes

T dosd

Lightest stage of sleep
Theta characterized by
peacefulness, slowed

Stage 1 WMW 5% pulse and respiration,
decreased blood

pressure, and episodic
body movements

Sleep spindle and K-complex
T~ Largest percentage

Stage 2 45% of sleep time

Deepest, most relaxed
Delta (slow-wave sleep) stage of sleep; sleep

25% disorders, such as night
Stages 3 (decreases terrors, sleepwalking
and 4 with age) (somnambulism), and
bed-wetting (enuresis)
may occur

Dreaming; penile and
clitoral erection; increased

"Sawtooth", beta, alpha, and theta

i 0,
it G P reiration
: ood pressure; absence
(REM) steep with age) of skeletal muscle
movement
Awake Waking --Waking Waking
at end of

REM

- sleep cycle
RV rem=- rev= [l REM—-H L/ P

w g -Delta
Delta Delta

1 2 3 4 5 6
Hours of sleep

Figure 10-1. Sleep architecture in young adults. REM = rapid eye movement (Adapted from Wedding: Behavior
& Medicine. St. Louis, Mosby Year Book, 1995, p. 416)
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Table 10-2. Characteristics of Sleep in Depression and Aging
Normal young Depressed young Normal elderly
adult patients adult patients patients

Sleep measure
Percentage REM about 25% > 25% < 25%
REM latency about 90 minutes < 90 minutes —
REM pattern increased REM decreased REM
toward morning toward morning -
Percentage delta about 25% < 25% < 25%
- . 5 3 . > 3 il N i

REM= rapid eye movement

zodiazepines, are associated also with reduced REM sleep and
delta sleep.

c. Most delta sleep occurs during the first half of the sleep cycle.

d. Longest REM periods occur during the second half of the sleep
cycle.

3. During REM sleep, high levels of brain activity occur.

a. Averagetimetothefirst REM period after falling asleep (REM la-
tency) is 90 minutes.

b. REM periods of 10-40 minutes each occur about every 90 minutes
throughout the night.

c. A person who is deprived of REM sleep one night (e.g., because of in-
adequate sleep or repeated awakenings) has increased REM sleep the
next night (REM rebound).

d. Extended REM deprivation or total sleep deprivation may also result
in the transient display of psychopathology, usually anxiety or psy-
chotic symptoms.

e. REM isthe stage of sleep most commonly seen just before awak-
ening.

C. Neurotransmitters are involved in the production of sleep.

1. Increased levels of acetylcholine (Ach) increase both total sleep
time and REM dleep. Acetylcholine levels, total sleep timeand REM
sleep decrease in normal aging aswell asin Alzheimer's disease.

2. Increased levels of dopamine decrease total sleep time. Treatment
with antipsychotics, which block dopamine receptors, may improve sleep
in patients with psychotic symptoms.

3. Increased levels of norepinephrine decrease both total sleep time
and REM sleep.

4. Increased levels of serotonin increase both total sleep time and
delta sleep. Damage to the dorsal raphe nuclei, which produce sero-
tonin, decreases both of these measures.

11. Classification of Sleep Disorders
-The Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-
1V), classifies sleep disorders in two major categories.

A. Dyssomnias are characterized by problemsin the timing, quality, or amount
of sleep. They include insomnia, hypersomnia, narcolepsy, breathing-related
dleep disorder (sleep apnead), and circadian rhythm sleep disorder.
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B. Parasomnias ar e characterized by abnormalities in physiology or in be-
havior associated with sleep. They include sleepwalking, sleep terror disor-
der, and nightmare disorders (see Table 10-3).

C. Insomnia, breathing-related sleep disorder, and narcolepsy are described
below.

D. Other sleep disorders are described in Table 10-3.

[1l. Insomnia

A. Insomniais difficulty falling asleep or staying asleep that occurs 3
times per week for at least 1 month and leads to sleepiness during the day

Table 10-3. Other Sleep Disorders and Their Characteristics

Sleep Disorder Characteristics

Sleep terror disorder + Repetitive experiences of fright in which a person
(usually achild) screamsin fear during sleep
+ The person cannot be awakened and has no memory of
having a dream
Occurs during delta (slow-wave) sleep
Onset in adolescence may indicate temporal |obe epilepsy

-

Nightmare disorder + Repetitive, frightening dreams that cause nighttime
awakenings

The person usually can recall the nightmare
Occurs during REM dleep

Repetitive walking around during sleep

No memory of the episode

Beginsin childhood (usually 4-8 years of age)
Occurs during delta (slow-wave) sleep

Sleepwalking disorder

Circadian rhythm sleep disorder + Delayed sleep phase type involves falling asleep and
waking later than wanted

Jet lag type lasts 2-7 days after a change in time zones
Shift work type (e.g., in physician training) can result in
physician error

Repetitive, abrupt muscular contractions in the legs
from toesto hips

+ Causes nighttime awakenings

+ More common in the elderly

Nocturnal myoclonus

Restless leg syndrome * Uncomfortable sensation in the legs necessitating
frequent motion
* Causes difficulty falling asleep and nighttime awakenings
* More common in middle age

Kleine-Levin syndrome * Recurrent periods of hypersomnia and hyperphagia
(overeating), each lasting 1-3 weeks
* Rare, more common in adolescence; first attack usually
at age 10-21 years

Difficulty awakening fully after adequate sleep

Rare, must be differentiated from substance abuse or
other sleep disorder

* Associated with genetic factors

Sleep drunkenness

Menstrual-associated syndrome  * Hypersomnia and hyperphagia occurring only in the
premenstrual period
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or causes problemsfulfilling social or occupational abligations. It is present
in 30% of the population.

. Psychological causes of insomniainclude the affective and anxiety disor-

ders.

1. Major depressive disorder

a. Characteristics of the sleep pattern in depression
1) Normal sleep onset
2) Repeated nighttime awakenings
3) Wakingtoo early in the morning (terminal insomnia) isthe
most common sleep characteristic of depressed patients.

b. Characteristics of the sleep stagesin depression (see Table 10-2).
(1) Short REM latency (appearanceof REM within minutes of
falling asleep)
(2) Increased REM early in the sleep cycle and decreased REM
later in the sleep cycle (i.e., in the early morning hours) may lead
to waking too early in the morning.

(3) Long first REM period and increased total REM
(4) Reduced delta sleep

2. Bipolar disorder. Manic or hypomanic patients have trouble falling
asleep and need less sleep.

3. Anxious patients often have trouble falling asleep.

Physical causes of insomnia

1. Useof central nervous system (CNS) stimulants (e.g., caffeine) is
the most common cause of insomnia.

2. Withdrawal of drugswith sedating action (e.g., alcohol, benzodi-
azepines, opiates) can result in wakefulness.

3. Medical conditions causing pain also result in insomnia, asdo en-
docrine and metabolic disorders.

IV Breathing-related Sleep Disorder (Sleep Apnea)

A. Patientswith sleep apnea stop breathing for brief intervals. L ow oxygen

or high carbon dioxide level in the blood awakens the patient repeatedly
during the night, resulting in daytime sleepiness.

1. In patientswith central sleep apnea (more common in the elderly), lit-
tleor norespiratory effort occurs, resulting in less air reaching thelungs.

2. In patientswith obstructive sleep apnea, respiratory effort occurs, but
an airway obstruction preventsair from reaching the lungs. Obstructive
sleep apnea occursmost often in people 40-60 year s of age, and ismore
common in men (8:1 male-to-female ratio) and in the obese (pickwickian
syndrome). Patients often snore.

B. Sleep apnea occursin 1%-10% of the population and isrelated to de-

pression, headaches, and pulmonary hypertension. It also may result in
sudden death during sleep in the elderly and in infants.
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V Narcolepsy

A. Patients with narcolepsy have sleep attacks (i.e., fall asleep suddenly dur-
ing the day) despite having a normal amount of sleep at night.

B. Narcolepsy is also characterized by

1. Hypnagogic or hypnopompic hallucinations. These are strange per-
ceptual experiences which occur just as the patient falls asleep or wakes
up, respectively, and occur in 20%-40% of patients.

2. Short REM latency.

3. Cataplexy. Thisisasudden physical collapse caused by the loss of all mus-
cletone after a strong emotional stimulus, and occursin 70% of patients.

4. Sleep paralysis. Thisisthe inability to move the body for a few seconds
after waking, and occurs in 30%-50% of patients.

C. Narcolepsy is uncommon, occurring most frequently in adolescents and
young adults. There may be a genetic component.

V1. Treatment of Sleep Disorders

-The treatment of insomnia, breathing-related sleep disorder, and narcol epsy
are described in Table 10-4.

Table 10-4. Treatment of the Major Sleep Disorders

Disorder Treatment (in order of highest to lowest utility)

Insomnia Avoidance of caffeine, especially before bedtime
Development of a series of behaviors associated with bedtime (i.e.,
"adeep ritua" or "deep hygiene")
A fixed deeping and waking schedule
Daily exercise (but not just before sleep)
Relaxation techniques =~ o .
Psychoactive agents (i.e., limited use of benzodiazepines to establish
an effective sleep pattern and antidepressants or antipsychotics

if appropriate)
Breathing-related * Weight loss
sleep disorder * Continuous positive airway pressure (CPA PR-a device applied to
(obstructive sleep the face at nlgiht to gently move air into the fungs
apnea) + Uvulopalatoplasty

+ Tracheostomy (as alast resort)

Narcolepsy + Stimulant drugs (e.g., methylphenidate [Ritalin]; if cataplexy is
present, antidepressants may be added)
+ Timed daytime naps



Review Test

Directions: Each of the numbered items or incomplete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 45-year-old female patient reports that
over the last 3 months she has lost her appetite
and interest in her usual activities, and often
feels hopel ess and helpless. Which of the fol-
lowing would be most likely to characterize the
deep of this patient?

(A) Increased slow-wave sleep

(B) Lengthened REM latency

(C) Reduced percentage of REM sleep

(D) Shift in REM from the last part to the first
part of the sleep cycle

(E)

Short first REM period
2. During a sleep study a physician discovers
that a patient showstoo little REM sleep dur-
ing the night. In order to increase REM sleep
the physician should give the patient a med-
ication that increases circulating levels of

(A) serotonin

(B) norepinephrine
(C) acetylcholine
(D) dopamine

(E) histamine

3. During asleep study a male patient's elec-
troencephal ograph (EEG) shows primarily
sawtooth waves. Which of the following is most
likely to characterize this patient at thistime?

(A) Penileerection

(B) Movement of skeletal muscles
(C) Decreased blood pressure

(D) Decreased brain oxygen use
(E) Decreased pulse

4. During a sleep study afemale patient's elec-
troencephalogram (EEG) shows primarily
deltawaves. Which of the following is most
likely to characterize this patient at this time?

(A) Clitoral erection

(B) Paralysisof skeletal muscles
(C) Sleepwalking (somnambulism)
(D) Nightmares

(E) Increased brain oxygen use

5. An 85-year-old patient reports that he
sleeps poorly. Sleep in this patient is most
likely to be characterized by increased

(A) total deeptime

(B) REM Sleep

(C) nighttime awakenings
(D) stage 3 sleep

(E) staged deep

6. A woman reports that most nights during
the last year she has lain awake in bed for
more than 2 hours before she falls asleep. The
next day, sheistired and forgetful and often
makes mistakes at work. Of the following, the
most effective long-term treatment for this
woman is

(A) continuous positive airway pressure
(CPAP)

(B) an antipsychotic agent

(C) asedative agent

(D) astimulant agent

(E) development of a"deep ritual"

Questions 7 and 8

A 22-year-old medical student who goes to
sleep at 11:00 pm and wakes at 7:00 am falls
asleep in lab every day. He tells the doctor that
he sees strange images as he is falling asleep
and sometimes just as he wakes up. He has
had afew minor car accidents that occurred be-
cause he fell asleep while driving.

7. Of the following the most effective treat-
ment for this student is

(A) continuous positive airway pressure
(CPAP) )

B) an antipsychotic agent

C) asedative agent

D) astimulant agent

E) development of a"sleep ritual"

o~~~ —

8. Which of the following is this student most
likely to experience?

(A) Long REM latency
Auditory hallucinations
Tactile hallucinations
Delusions

Cataplexy

—_

B
C
D
E

—~ o~ —.
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Questions 9 and 10

A patient reports that he is sleepy all day de-
spite having 8 hours of sleep each night. His
wife reports that hisloud snoring keeps her
awake.

9. Of the following, the best treatment for this

patient is

(A) continuous positive airway pressure
(CPAP)

(B) an antipsychotic agent

(C) asedative agent

(D) astimulant agent

(E) development of a"sleep ritual”

10.b Of the following, this patient is most likely
to be

depressed

age 25 years

overweight

using a stimulant drug
withdrawing from a sedative drug

OwW >
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11. Sawtooth waves are most characteristic of
what sleep stage?

(A) Stage1

B) Stage?2

[Cg Stages 3 and 4
D) REM Seep

12. Sleep spindles and K-complexes are most
characteristic of what sleep stage?

A) Stage 1

B) Stage?2

C) Stages3and 4
D) REM dleep

13. Thetawaves are most characteristic of
vhat sleep stage?

A) Stage 1

B) Stage?2

C) Stages3and 4
D) REM dleep

4. What sleep stage takes up the Iargeﬂ per-
entage of sleep time in young adults?

F1) Stagel

B) Stage2

C) Stages3and4
D) REM sleep

15. Bedwetting is characteristic of what sleep
stage?

(A) Stagel

(B) Stage?2

(C) Stages3and4
(D) REM deep

16. A 5-year-old child often screams during the
night. His parents cannot awaken him and he
has no memory of these experiencesin the
morning. Which of the following sleep disor-
ders best matches this picture?

(A) Kleine-Levin syndrome

(B) Nightmare disorder

(C) Sleepterror disorder

(D) Sleep drunkenness

(E) Circadian rhythm sleep disorder
(F) Nocturnal myoclonus

(G) Restlessleg syndrome

17. Another 5-year-old child often screams
during the night. Although he seems upset, he
relates to his parents the details of his fright-
ening dreams. Which of the following sleep dis-
orders best matches this picture?

(A) Kleine-Levin syndrome

(B) Nightmare disorder

(C) Sleep terror disorder

(D) Sleep drunkenness

(E) Circadian rhythm sleep disorder
(F) Nocturnal myoclonus

(G) Restlessleg syndrome

18. The mother of a 13-year-old boy reports
that he has "bouts" of overeating and of over-
sleeping each lasting about 2 weeks. Which of
the following sleep disorders best matches this
picture?

(A) Kleine-Levin syndrome

(B) Nightmare disorder

(C) Sleep terror disorder

(D) Sleep drunkenness

(E) Circadian rhythm sleep disorder
(F) Nocturnal myoclonus

(G) Restlessleg syndrome



Answers and Explanations

TBQ-D. The most appropriate intervention for this 22-year-old student who is having tempo-
rary problems with sleep during finals week is to recommend a fixed wake-up and bedtime sched-
ule. Benzodiazepines are not appropriate because of their high abuse potential and possibility of
causing daytime sedation in this student during examinations. These agents also decrease sleep
quality by reducing REM and delta sleep. Exercise should be done early in the day; if done be-
fore bedtime it can be stimulating and cause wakefulness. A large meal before bedtime is more
likely to interfere with sleep than to help sleep. While many lay people believe that milk helps
induce sleep, this effect has never been proven scientifically.

1-D. Thiswoman islikely to be suffering from a major depressive episode (see Chapter 12). Ma-
jor depression is associated with a shift in REM from the last to the first part of the sleep cycle,
reduced slow wave sleep, shortened REM latency, greater percentage of REM, and long first REM
period.

2-C. Acetylcholine (ACh) isinvolved in both increasing REM sleep and increasing total sleep
time. Increased levels of dopamine decrease total sleep time. Increased levels of norepinephrine
decrease both total sleep time and REM dleep while increased levels of serotonin increase both
total sleep time and delta (slow-wave) sleep.

3-A. Sawtooth waves characterize REM sleep which also is associated with penile erection;
dreaming; increased pulse, respiration, and blood pressure; and paralysis of skeletal muscles.

4-C. Deltawaves characterize slegp stages 3 and 4 (slow-wave sleep) which also is associated
with somnambulism, night terrors, episodic body movements, and enuresis. Delta sleep isthe
deepest, most relaxed stage of sleep. Clitoral erection, paralysis of skeletal muscles, nightmares,
and increased brain oxygen use occur during REM sleep.

5-C. Sleep in the elderly is characterized by increased nighttime awakenings, decreased REM
sleep, decreased delta sleep (stages 3 and 4), and decreased total sleep time.

6-E. The most effective long-term treatment for this woman with insomniais the development
of a series of behaviors associated with bedtime (i.e., a"sleep ritual"). By the process of classical
conditioning (see Chapter 7) the sleep ritual then becomes associated with going to sleep. Sleep
rituals can include things like taking a warm bath, pulling down the blinds and listening to
soothing music. Continuous positive airway pressure is used to treat sleep apnea, stimulant
drugs are used to treat narcolepsy, and antipsychotics are used to treat psychotic symptoms.
Sedative drugs have a high abuse potential and, because they tend to reduce REM and delta
sleep, their use may result in sleep of poorer quality.

7-D, 8-E. Thismedical student who fallsasleep in lab every day despite a normal amount of
deep at night is probably suffering from narcolepsy. Of the listed choices, the most effective treat-

ment for narcolepsy is the administration of stimulant drugs such as dextroamphetamine. Seda-
tive drugs are not particularly useful for narcolepsy. In narcolepsy, short REM latency, sleep
paralysis, and cataplexy occur. The student's strange perceptual experiences as heisfalling
asleep and waking up are hypnogogic and hypnopompic hallucinations.

9-A, 10-C. This man who snores and reports that he is sleepy all day despite having 8 hours of
sleep each night is probably suffering from obstructive sleep apnea. Of the listed choices, the best
treatment for this patient is continuous positive airway pressure (CPAP). Since obesity is asso-
ciated with obstructive sleep apnea, other treatments for this patient would include weight loss.
Use of stimulants and withdrawal from sedatives are associated with wakefulness rather than
the daytime sleepiness seen here. Also, most sleep apnea patients are middle aged (age 40-60
years). Although depression and anxiety are associated with sleep problems, this man's snoring
indicates that his sleep problem is more likely to have a physical cause.
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11-D. Sawtooth waves are seen primarily in REM sleep.
12-B. Sleep spindles and K-complexes are seen primarily in stage 2 sleep.
13-A. Thetawaves are seen primarily in stage 1 sleep.

14-B. In young adults, 45% of total sleep timeis spent in stage 2 sleep. Five percent is spent in
stage 1, 25% in REM and 25% in delta sleep.

15-C. Bedwetting occurs in stage 3-4 (delta) sleep.

16-C. Thischild is experiencing sleep terrors which occur in delta sleep and are characterized
by screaming during the night and the inability to be awakened or to remember these experi-
ences in the morning.

17-B. This child is experiencing nightmare disorder which occurs during REM sleep. In contrast
to the child with sleep terror disorder, this child wakes up and can relate the nature of his fright-
ening dreams.

18-A. Thefact that patient is an adolescent, as well as the recurrent periods of hypersomnia and
hypotlarphagia each lasting 1-3 weeks, indicate that this patient is suffering from Kleine-Lenin
syndrome.
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Schizophrenia and
Other Psychotic Disorders

Typical Board Question

A 26-year-old medical student is brought to the emergency department by her husband.
The husband tells the doctor that hiswife, who has been studying for final examinations,
has shown odd behavior over the past two weeks. In particular, she told him that people
aretrying to poison her. The wife has no prior history of psychiatric disorder. What is the
most appropriate diagnosis for this patient?

Schizophrenia
Schizoaffective disorder
Schizophreniform disorder
Brief psychotic disorder
Delusional disorder
Shared delusional disorder

(See "Answers and Explanations’ at end of Chapter)

DEEEES

|. Schizophrenia

A. Overview

1. Schizophreniais a chronic (lasting at least 6 months), debilitating
mental disorder that is characterized by periods of loss of touch with
reality (psychosis), persistent disturbances of thought, behavior, appear-
ance and speech, abnormal affect, and social withdrawal.

2. Peak age of onset of schizophreniais 15-25 years of age for men and
25-35 years of age for women.

3. Schizophrenia occurs equally in men and women and equally in all
cultures and ethnic groups studied.

4. The patient shows intact memory capacity and is oriented to person,
place, and time.

B. Symptoms of schizophrenia can be classified as positive or negative.
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1. Positive symptoms ar e things additional to expected behavior and
include delusions, hallucinations, agitation, and talkativeness.

2. Negative symptoms ar e things missing from expected behavior
and include lack of mativation, social withdrawal, flattened affect, cogni-
tive distur bances, poor grooming, and poor speech content.

3. These classifications can be useful in predicting the effects of antipsy-

chotic medication.

a. Positive symptomsrespond well to most traditional antipsy-

chotic agents.

b. Negative symptoms respond better to atypical than to traditional
antipsychotics (see Chapter 16).

C. Course. Schizophrenia has 3 phases. prodromal, psychotic, and residual.

1. Prodromal signsand symptoms occur prior to thefirst psychotic episode
and include avoidance of social activities, physical complaints, and new

interest in religion, the occult, or philosophy.

2. In the psychotic phase, the patient loses touch with reality. Disorders
of perception, thought content, thought processes, and form of thought
(Table 11-1) occur during an acute psychotic episode.

3. Intheresidual phase (time period between psychotic episodes), the pa-
tient isin touch with reality but does not behave normally. Residual

rable 11-1. Symptoms of Psychosis: Disorders of Perception, Thought Content, Thought
°rocesses, and Form of Thought
Disorder of Symptom Definition Example
Perception [llusion Misperceptionof Interpreting the appearance
real external stimuli of acoat In adark closet as
aman
Hallucination  False sensory perception  Hearing voices when alonein
aroom
Chought Delusion False belief not shared The feeling of being followed
ontent by others by the FBI
|dea of reference False belief of being The feeling of being discussed
referred to by others by someone on television
'bought Impaired Problemsdiscerningthe ~ When asked what brought
)rocesses abgtraction essential qualities of her to the emergency room,
ability objects or relationships the patient says "an
. _ ambulance”
Neologisms Inventing new words The patient refersto her
doctor as the "medocrat"
Form of Loose Shift of ideas from one The patient begins to answer
hought associations subject to another in aquestion about her health
an unrelated way and then shiftsto a state-
o _ ment about baseball
Tangentiality  Getting further away The patient begins to answer

fromthe point as
speaking continues

aquestion about her own

health and ends up talking
about her sister's abortion
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signs and symptoms include social withdrawal, flat or inappropriate af-
fect, and peculiar thinking.
D. Prognosis

1. Schizophrenia usually involvesrepeated psychotic episodes and a chronic,
downhill course over years. Theillness often stabilizesin midlife.

2. Suicideiscommon in patients with schizophrenia. More than 50% at-
tempt suicide (often during post-psychotic depression or when having
hallucinations" commanding" them to harm themselves), and 10% of
those diein the attempt.

3. Theprognosisisbetter and the suiciderisk islower if the patient is
older at onset of illness, ismarried, has social relationships, isfemale,
has a good employment history, has mood symptoms, has positive symp-
toms, and hasfew relapses.

E. Etiology. While the etiology of schizophreniaisnot known, certain factors
have been implicated in its development.
1. Genetic factors
a. Schizophrenia occursin 1% of the population. Personswith a
close genetic relationship to a patient with schizophreniaare more
likely than those with a mor e distant relationship to develop the dis-
order (Table 11-2).

b. In some studies, markers on chromosome 6, 8 and 13 have been as-
sociated with schizophrenia.
2. Other factors
a. Theseason of birth isrelated to the incidence of schizophrenia.
M or e people with schizophrenia are born during cold weather
months (i.e., January through April in the northern hemisphere and
July through September in the southern hemisphere). One possible
explanation for thisfindingisviral infection of the mother during
the second trimester of pregnancy, since infections occur seasonally.

b. Nosocial or environmental factor causes schizophrenia. How-
ever, because patients with schizophreniatend to drift down the so-
cioeconomic scale asaresult of their social deficits (the " downward
drift" hypothesis), they are often found in lower socioeconomic
groups (e.g., homeless people).

F. Neural pathology

1. Anatomy

a. Abnormalities of the frontal lobes, as evidenced by decreased use
of glucose in the frontal lobes on positron emission tomography (PET)
scans are seen in the brains of schizophrenics.

b. Lateral and third ventricle enlargement, abnormal cerebral
symmetry, and changesin brain density also may be present.

Table 11-2. The Genetics of Schizophrenia
Approxiamt(()e

Group

The 8enera| population _ o . o 1%
Child who has one schizophrenic parent or sibling (or dizygotic twin) 12%
Child who has two schizophrenic parents 40%

Monozygotic twin of a schizophrenic person 20%
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2. Neurotransmitter and other abnormalities

a. The dopamine hypothesis of schizophrenia states that schizophrenia
results from excessive dopaminergic activity (e.g., excessive num-
ber of dopamine receptors, excessive concentration of dopamine, hy-
persensitivity of receptorsto dopamine). As evidence for this hypoth-
esis, stimulant drugs which increase dopamine availability (e.g.,
amphetamines and cocaine) can cause psychotic symptoms (see Chap-
ter 9). Laboratory tests may show elevated levels of homovanillic
acid (HVA), ametabolite of dopamine, in the body fluids of patients
with schizophrenia (see Chapter 4).

b. Serotonin hyperactivity isimplicated in schizophrenia because
hallucinogens that increase serotonin levels cause psychotic symp-
toms and because some new, effective antipsychotics like clozapine
(see Chapter 16) have anti- serotonergic-2 (5-HT?2) activity.

€. Eye movements are abnormal (e.g., poor smooth visual pursuit) in
50%-80% of schizophrenic patients and their relatives.

F Subtypes. The Diagnostic and Statistical Manual of Mental Disor-
ders, 4th edition (DSM-IV), lists five subtypes of schizophrenia (Table 11-3).

G. Differential Diagnosis

1. Medical illnesses that can cause psychotic symptoms and thus mimic
schizophrenia (i.e., psychatic disorder caused by a general medical condi-
tion) include neurologic infection, neoplasm, trauma, disease (e.g., Hunt-
ington's disease, multiple sclerosis), temporal |obe epilepsy, and endocrine
disorders (e.g., Cushing's syndrome, acute intermittent porphyria).

2. Medications that can cause psychotic symptoms include analgesics, an-
tibiotics, anticholinergics, antihistamines, antineoplastics, cardiac gly-
cosides (e.g., digitalis), and steroid hormones.

3. Psychiatric illnesses other than schizophrenia that may be associated

with psychotic symptoms include:
a. Other psychotic disorders (see below)
b. The manic phase of bipolar disorder (see Chapter 12)

cable 11-3. DSM-IV Subtypes of Schizophrenia

Subtype Characteristics

Disorganized + Poor grooming and disheveled personal appearance,
+ |nappropriate emational responses, disinhibition
+ Onset before 25 years of age

Catatonic + Stupor or agitation, lack of coherent speech

+ Bizarre posturing (waxy flexibility) .
+ Rare since the introduction of antipsychotic agents

Paranoid + Delusions of persecution

* Better functioning and older age at onset than other subtypes
UndiFferentiated + Characteristics of more than one subtype
lesidual * One previous schizophrenic episode

* Subsequent residual symptoms but no psychotic symptoms
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c. Cognitive disorders (e.g., delirium, dementia, and amnestic disorder)
(see Chapter 14).

d. Substance-related disorders (see Chapter 10).
H. Treatment

1. Pharmacologic treatments are the first line of treatment for schizo-
phrenia and include traditional antipsychotics [dopamine-2 (D 2)-receptor
antagonists] and atypical antipsychotic agents (see Chapter 16).

2. Psychological treatments, including individual, family, and group
psychotherapy (see Chapter 17), are useful to provide long-term sup-
port and to foster compliance with the drug regimen.

I1. Other Psychotic Disorders

A. Overview. Psychotic disorders are all characterized at some point during
their course by aloss of touch with reality. However, the other psychotic dis-
orders do not include all of the criteriarequired for the diagnosis of
schizophrenia.

B. Other psychotic disorders include (Table 11-4):

1. Brief psychotic disorder

2. Schizophreniform disorder

3. Schizoaffective disorder

4. Delusional disorder

5. Shared psychotic disorder (folie a deux)

Table 11-4. Schizophrenia and Other Psychotic Disorders

Disorder Characteristics Prognosis
Schizophrenia Psychotic and residual Lifelong social and
symptoms lasting >6 months occupational impairment
Brief psychotic Psychotic symptoms lasting 50%-80% recover
disorder > 1 day, but < 1 month; completely

often precipitating
psychosocial factors

Schizophreniform Psychotic and residual 33% recover completely
disorder symptoms lasting 1-6 months _ _

Schizoaffective Symptoms of a mood disorder Lifelong social and
disorder aswell as psychotic symptoms occupational impairment

(somewhat higher overall
level of functioning than
schizophrenia)

Delusional disorder Fixed, persistent, nonbizarre 50% recover completely;
delusional system [paranoidin ~ many have relatively
the persecutory type and romantic  normal social and

(often with a famous person) in occupational functioning
the erotomanic type]; few if any
other thought disorders
Shared delusional Development of delusionsin a 10%--40% recover completely
disorder (folie a deux) person in aclose relationship when separated from the
(e.0., spouse, child) with inducer
someone with delusional

disorder (theinducer)



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed
by answers or by completions of the statement. Select the one lettered answer or compl etion that

is best in each case.

Questions 1-3

A 28-year-old man who livesin a group home
says that his roommates are spying on him by
listening to him through the television set. For
this reason, he has changed roommates a num-

ber of times over the last 5 years. He dresses
strangely, shows poor grooming, and seems
preoccupied. He reports that has trouble pay-
ing attention to the doctor's questions because
"I am listening to Abraham Lincoln talking to
mein my head.”

1. Neuropsychological evaluation of this pa-
tient ismost likely to reveal

(A) memory impairment

(B) lack of orientation to person
(C) mental retardation

(D) frontal lobe dysfunction

(E) lack of orientation to place

2. Hearing the voice of Abraham Lincolnisan
example of

(A) anillusion

(B) aneologism

(C) ahalucination

(D) adelusion

(E) anideaof reference

3. Analysis of neurotransmitter availability in
the brain of this patient is most likely to reveal

(A) increased dopamine
(B) decreased dopamine
(C) increased acetylcholine
(D) decreased acetylcholine
(E) decreased serotonin

4. A 27-year-old schizophrenic patient shows
extreme psychomotor agitation to the point of
physical exhaustion. At times, he holds un-
usual uncomfortable-looking body positions.
This patient is most likely to be suffering from
which of the following subtypes of schizophre-
nia?

(A) Catatonic
B) Disorganized
C) Paranoid

D) Residual

E) Undifferentiated
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Questions 5-6

A 36-year-old schizophrenic patient tells you
that the government has been listening in on
al of his phone conversations for the past year.

5. This symptom indicates that the patient is
most likely to be suffering from which of the
following types of schizophrenia?

(A) Catatonic

(B) Disorganized
(C) Paranoid

(D) Residua

(E) Undifferentiated

6. Thisbelief isan example of adisorder of

(A) thought processes
(B) thought content
(C) form of thought
(D) perception

(E) affect

7. Which of the following symptoms of schizo-
phreniawill respond best to traditional an-
tipsychotic medication?

(A) Delusions
(B) Flattening of affect

Poor speech content
Lack of motivation
(

) Social withdrawal
8. Which of the following symptoms of schizo-
phreniawill respond best to atypical antipsy-
chotic medication?

(A) Halucinations
(B) Delusions

(C) Adgitation

(D) Talkativeness
(E) Social withdrawal

mooO

9. A 20-year-old woman tells you that some-
times she become frightened when her room is
dark because her computer looks like alion
lurking in the corner. Thisis an example of

(A) anillusion

(B) aneologism

(C) ahalucination

(D) adelusion

(E) anideaof reference
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10. A 53-year-old hospitalized schizophrenic
patient tells you that a newscaster was talking
about her when he said on television "A woman
was found shoplifting today". This patient's
statement is an example of

(A) anillusion

(B) aneologism

(C) ahallucination

(D) aflight of ideas

(E) anideaof reference

11. A 20-year-old man reports that he just
found out that his mother (whom he believed
had died when he was a child) has beenin an
institution for the past 15 years suffering from
schizophrenia. He asks what the chances are
that he will develop schizophrenia over the
course of hislife. The most correct answer is
approximately

A 1%
(B) 5%
C) 12%
(D) 50%
(E) 80%

12. Apatient reports that his 19-year-old iden-
tical twin brother has just been diagnosed with
schizophrenia and wants to know what the
likelihood is that he will develop this disorder.
The most correct answer is approximately

A 1%
(B) 5%
) 12%
(D) 50%
(E) 80%

13. The percentage of patients with schizo-
phrenia who attempt suicide is approximately

A) 1%
B) 5%
© 12%
(D) 50%
(E) 80%

14, Which of the following is most closely as-
sociated with a good prognosis in schizophre-
nia?

(A) Younger age of onset
Catatonic symptoms
Negative symptoms
Mood symptoms
Many relapses

noow
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15. The most common type of hallucination
seen in schizophreniais

(A) visual

(B) gustatory
(C) auditory

(D) olfactory

(E) hypnogogic

16. A 45-year-old man with a history of severe
depression and psychotic symptoms has held

different jobs, but none of them for more than
6 months. He is successfully treated for his se-

vere depressive symptoms, but he remains
withdrawn and odd. What is the most appro-

priate diagnosis for this patient?

(A) Schizophrenia

B) Schizoaffective disorder

C) Schizophreniform disorder
D) Brief psychotic disorder

E) Delusional disorder

F) Shared delusional disorder

17. A 68-year-old patient tells you that for the
last 15 years his neighbor has been trying to
get him evicted from his apartment by telling
lies about him to the landlord. The patient is
married and isretired from his job which he
held for over 30 years. What is the most ap-
propriate diagnosis for this patient?

A) Schizophrenia

éBg Schizoaffective disorder
(C) Schizophreniform disorder
(D) Brief psychotic disorder
(E) Delusional disorder

(F) Shared delusional disorder

18. A 60-year-old woman whose husband be-
lieves (in the absence of any evidence) that
their house is filled with radioactive dust, wor-
ries about her ability to clear the house of the
dust when he is hospitalized. What is the most
appropriate diagnosis for this woman?

(A

A~ S

) Schizophrenia

B) Schizoaffective disorder

C) Schizophreniform disorder
D) Brief psychotic disorder

E) Delusional disorder

F) Shared delusional disorder

Py



Answers and Explanations

TBQ-D. This patient is suffering from brief psychotic disorder. This disorder is characterized
by psychotic symptoms lasting > 1 day, but < 1 month; she has had symptoms for the past 2
weeks. Also, the stress of final examinationsis likely to be a precipitating psychosocial factor in
this patient. Schizoaffective disorder is characterized by symptoms of amood disorder as well as
psychotic symptoms and lifelong social and occupational impairment. In schizophrenia, psy-
chotic and residual symptoms last >6 months and there islifelong social and occupational im-
pairment. Schizophreniform disorder is characterized by psychotic and residual symptoms last-
ing 1-6 months. In delusional disorder, which often lasts for years, there is a fixed, nonbizarre
delusional system; few if any other thought disorders; and rel ttively normal social and occupa-
tional functioning. In shared delusional disorder, a person devel ops the same delusion as a per-
son with delusional disorder with whom they are in a close relationship.

1-D. This man who has dressed strangely, showed poor grooming, and had paranoid delusions
and auditory hallucinations over a prolonged period is most likely to be suffering from schizo-
phrenia. Neuropsychological evaluation of a schizophrenic patient is most likely to reveal frontal
lobe dysfunction. Schizophrenics usually show intact memory, orientation to person, place and
time, and normal intelligence.

2-C. Hearing the voice of Abraham Lincoln is an example of an auditory hallucination. Aniillu-
sion is amisperception of real external stimuli, adelusion is afalse belief not shared by others,
an idea of reference isthe false belief of being referred to by others and a neologism is an invented
new word. All of these phenomena can be seen in psychatic patients.

3-A. Analysis of neurotransmitter availability in the brain of this schizophrenic patient is most
likely to reveal increased dopamine or increased serotonin. Acetylcholineis not believed to be di-
rectly involved in the psychopathology of schizophrenia.

4-A. This patient who shows extreme psychomotor agitation and unusual uncomfortable-looking
body positionsis most likely to be suffering from catatonic schizophrenia. Disorganized schizo-
phreniais characterized by disinhibition, poor grooming and poor personal appearance, and in-
appropriate emotional rgons_es. Paranoid schizophreniais characterized by delusions of per-
secution; undifferentiated schizophrenia has the characteristics of more than one subtype. In
residual schizophrenia, there is one previous schizophrenic episode and residual symptoms but
no psychotic symptoms.

5-C. This patient is most likely to be suffering from paranoid schizophrenia which is character-
ized by delusions of persecution (also see Question 4).

6-B. This paranoid belief is a delusion, an example of a disorder of thought content. An idea of
reference is also an example of adisorder of thought content. Illusions and hallucinations are
disorders of perception and loose associations and tangentiality are disorders of form of thought.
Problems with affect or mood are characteristic of the affective disorders (see Chapter 12).

7-A. Delusions are positive symptoms of schizophrenia. Positive symptoms respond best to tra-
ditional antipsychotic. Flattening of affect, poor speech content, lack of motivation, and social
withdrawal are negative symptoms of schizophrenia and respond better to atypical antipsy-
-hotics.

B-E. Social withdrawal is a negative symptom of schizophrenia. Negative symptoms respond
best to atypical antipsychotic medication. Hallucinations, delusions, agitation, and talkativeness
are positive symptoms of schizophrenia.

9-A. Anillusion isamisperception of areal external stimulus (e.g., a computer looking like a
ion lurking in the corner in a darkened room). A hallucination is a false sensory perception and
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adelusion isafalse belief not shared by others. Anidea of referenceis the false belief of being
referred to by others and a neologism is an invented new word.

10-E. Anideaof referenceisthe fal;>e belief of being referred to by others (e.g., the President
talking about the patient on television) (see also answers to Questions 1 and 9).

11-C. The chance that the son (or other first degree relative) of a schizophrenic will develop
schizophrenia over the course of hislife is approximately 12%.

12-D. The chance that the identical twin of a schizophrenic will develop schizophrenia over the
course of hislifeis approximately 50%.

13-D. Approximately 50% of patients with schizophrenia attempt suicide at some point in their
lives.

14-D. Mood symptoms are associated with a good prognosis in schizophrenia. A good prognosis
is associated also with older age of onset, positive symptoms and few relapses. Catatonic symp-
toms are associated with a poor prognosis.

15-C. Auditory hallucinations are the most common type of hallucinations seen in schizophrenia.

16-B. This patient is suffering from schizoaffective disorder. This disorder is characterized by
symptoms of amood disorder as well as psychotic symptoms and lifelong socia and occupational
impairment (see also answer to TBQ).

17-E. This patient is suffering from delusional disorder, persecutory type. In this disorder there
is afixed, nonbizarre delusional system (paranoid in the persecutory type), few if any other
thought disorders and relatively normal social and occupational functioning (e.g., this patient is
married and held ajob for over 30 years) (see also answer to TBQ).

18-F This patient is suffering from shared delusional disorder. She has devel oped the same delu-
sion that her husband has (i.e., that their house is filled with radioactive dust). If separated for a
period of time from her husband (the inducer) her delusion will probably disappear (see also an-
swer to TBQ).
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Mood Disorders

Typical Board Question

A 35-year-old physician tells hisinternist that he has lost interest in playing in the bospi-
tal string quartet, an activity he formerly enjoyed. Hereportsthat over the past 3 months
he commonly wakes up afew hours before his alarm goes off and cannot fall back to sleep,
and haslost 12 pounds. He states " maybe everyone would be better off without me." He
saysthat although he haslots of achesand painsand often feelstired, he feels somewhat
better asthe day progresses. This patient is most likely to be suffering from

(A) dysthymic disorder

(B) major, depressive disorder
(C) bipolar disorder

(D) hypochondriasis

(E) cyclothymic disorder

(See" Answers and Explanations” at end of Chapter)

. Overview

A. Definitions

1. Themood or affective disordersare characterized by a primary
disturbancein internal emotional state causing subjective distress
and problemsin functioning.

2. Given the patient's current social and occupational situation he
or sheemotionally feels

-somewhat wor se than would be expected (dysthymia)
-very much wor se than would be expected (depr ession)
-somewhat better than would be expected (hypomania)
-very much better than would be expected (mania)

3. The categories of mood disordersare: major depressive disorder, bipo-
lar disorder (I and 1), dysthymic disorder, and cyclothymic disorder.
B. Epidemiology

1. Thereareno differencesin the occurrence of mood disor der s associated
with ethnicity, education, marital status, or income.
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2. Thelifetime prevalence of mood disordersis

a
b.
C.

Major depressive disorder: 5%-12% for men; 10%-20% for women
Bipolar disorder: 1% overall; no sex difference
Dysthymic disorder: 6% overall; up to 3 times more common in women

d. Cyclothymic disorder: lessthan 1% overall; no sex difference

|I. Classification of Mood Disorders

A. Major depressive disorder

1. Characteristics
a. Recurrent episodes of depression, each continuing for at least 2

b.

weeks.
Symptoms of depression are listed and described in Table 12-1.

2. Masked depression
a. Asmany as50% of depressed patients seem unaware of or deny de-

b.

pression and thus are said to have " masked depression.”

Patients with masked depression often visit primary care doctors
complaining of vague physical symptoms.

These complaints may be mistaken for hypochondriasis (see
Chapter 14).

In contrast to patients with hypochondriasis, depressed patients show
other symptoms of depression (i.e., severe weight loss, sleep problems)
in addition to their physical complaints.

3. Seasonal affective disorder (SAD)

1

2.

SAD isasubtype of major depressive disorder associated with the
winter season and short days.

Many SAD patientsimprovein response to full-spectrum light ex-
posure.

4, Suiciderisk

a.

b.

C.

Patients with major depressive disorder are at increased risk for sui-
cide.

Certain demographic, psychosocial, and physical factors affect this
risk (Table 12-2).

Thetop 6risk factorsfor suicide from highest to lowest risk are: 1) se-
riousprior suicide attempt, 2) age older than 45 years, 3) alco-
hol dependence, 4) history of rage and violent behavior, and 5) male
Sex.

B. Bipolar disorder

1. In bipolar disorder, there are episodes of both mania and depression
(bipolar | disorder) or both hypomania and depression (bipolar 1
disorder).

2. Thereisno simple manic disorder because depressive symptoms eventu-
ally occur. Therefore, one episode of symptoms of mania (see Table
12-1) or hypomania defines bipolar disorder.

3. In some patients, (e.g., poor patientswith low accessto health care) a
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Table 12-1. Symptoms of Depression and Mania

Type of Likelihood of
Episode Symptom occurrence
Depression  + Depressed mood (has feelings of sadness, ++++ Hallmark

hopel essness, helplessness, low self-esteem,
and excessive guilt)
+ Reduced interest or pleasure in most activities ++++
(in severe form thisis called anhedonia, the
inability to respond to pleasurable stimuli)

* Reduced energy and motivation ++++

+ Anxiety (is apprehensive about imagined dangers) ++++

+ Sleep problems (wakes frequently at night ++++
and too early in the morning)

+ Cognitive problems (has difficulty with memory +++

and concentration)
+ Psychomotor retardation (is slowed down)

(seen particularly in the elderly) or +++
agitation (is speeded up)

+ Decreased appetite (has lessinterest in food and +++
sex; in atypical depression, patients overeat)

+ Diurnal variation in symptoms (feelsworse in the ++
morning and better in the evening)

+ Suicidal ideation (has thoughts of killing himself) ++

+ Suicide (takes hisown life) +

+ Psychotic symptoms (has delusions of destruction +
and fatal illness)

Mania Elevated mood (has strong feelings of happiness ++++ Hallmark

and physical well-being)
Grandiosity and expansiveness (has feelings ++++
of self-importance)
Irritability and impulsivity (is easily bothered ++++
and quick to anger)
Disinhibition (shows uncharacteristic lack of ++++
modesty in dress or behavior)
Assaultiveness (cannot control aggressive impulses; ++++

has problems with the law)
Distractibility (cannot concentrate on relevant stimuli)  ++++

Flight of ideas (thoughts move rapidly from one ++++
to the other)

Pressured speech (seems compelled to

speak quickly)

Impaired judgment [provides unusual responses to ++++

hypothetical questions, (e.g., says she would

buy ablood bank if she inherited money)]

Delusions [has false beliefs which are often +++
grandiose (e.g., of power and influence)]

Approximate percentage of patients in which the sign or symptom is seen: +, less than 25%; ++, 50%; +++,
70%; ++++, more than 90%.



Chapter 12 Mood Disorders £ 111

Table 12-2. Risk Factors for Suicide (continued)

Category Factor Increased Risk Decreased Risk

neighborhood suicide of a
teen or after television shows
depicting teenage suicide)

Sex '

Occupation

Male sex (men successfully
commit suicide three times
more often than women)
Professional women
Physicians (especially
women and psychiatrists)
Dentists

Police officers

Attorneys

Musicians

Unemployed

+ Female sex (although
women attempt suicide
three times more often
than men)

+ Non-professionals

+ Employed

Race '

Caucasian; 66% of
successful suicides are
Caucasian males

+ Non-Caucasian

Religion '

Jewish
Protestant

+ Catholic
+ Muslim

Economic '
conditions

Economic recession or
depression

+ Strong economy

Lethality

Plan and '
means

A plan for suicide _ﬂe.g..,
decision to stockpile pills)
A means of committing
suicide (e.g., accessto a

gun

Sudden appearance of
peacefulnessin an
agitated, depressed
patient (he has reached
an internal decision to Kill
himself and is now calm)

+ No plan for suicide,

+ No means of suicide

Method

Shooting onesel f

Crashing one's vehicle
Hanging oneself

Jumping from a high place

+ Taking pills )
+ Slashing one's wrists

mood disorder with psychotic symptoms can become severe enough to be

mi sdiagnosed as schizophrenia.

a. Psychotic symptoms such as delusions can occur in depression (de-
pression with psychotic features) as well asin mania.

b. In contrast to schizophrenia and schizoaffective disorder in which pa-
tients are chronically impaired, in mood disorders the patient's mood
and functioning usually return to normal between episodes.

C. Dysthymic disorder and cyclothymic disorder

1. Dysthymic disorder involves dysthymia continuing over a 2-year pe-
riod with no discrete episodes of illness.

2. Cyclothymic disorder involves periods of hypomania and dysthymia
occurring over a 2-year period with no discrete episodes of illness.
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3. In contrast to major depressive disorder and bipolar disorder respec-
tively, dysthymic disorder and cyclothymic disorder are less severe,
nonepisodic, chronic, and never associated with psychosis.

Etiology

A. The biologic etiology of mood disorders includes:
1. Altered neurotransmitter activity (see Chapter 4).
2. A genetic component, strongest in bipolar disorder (Table 12-3).
3. Physical illness and related factors (Table 12-4).

4, Abnormalities of the limbic-hypothalamic-pituitary-adrenal axis (see
Chapter 5).
B. The psychosocial etiology of depression and dysthymia can include:
1. Loss of aparent in childhood,;
2. Loss of aspouse or child in adulthood;
3. Low self-esteem and negative interpretation of life events;

4. "Learned helplessness” (i.e., because attempts to escape bad situa-
tionsin the past have proven futile, the person now feels helpless; see
Chapter 7).

C. Psychosocia factors are not involved in the etiology of mania or hypo-
mania.

IV Treatment

A. Overview
1. Depression is successfully treated in most patients.

Table 12-3. The Genetics of Bipolar'Disorder

Group Approximate Occurrence(%)
The general population o ' o 1%

Child who has one bipolar parent or sibling (or dizygotic twin) 20%

Child who has two bipolar parents _ 60%

Monozygotic twin of a person with bipolar disorder 75%

Table 12-4. Differential diagnosis of depression

Medical Conditions Psychiatric and Pharmacologie conditions

Cancer, particularly pancresatic Schizophrenia éparticularly after an acute

and other gastrointestinal tumors psychotic episode)

Vird illness[e.g., pneumonia, Anxiety disorders

influenza, acquired immune Somatoform disorders

deficiency syndrome (AIDS)] Eating disorders _

Endocrinologic abnormalities, Drug and alcohol abuse (particularly use
articularly hypothyroidism of sedatives and withdrawal from stimulants
eurologicillness [e.g., Parkinson's Prescription drug use (e.g., reserpine, steroids,

disease, multiple sclerosis, stroke antihypertensives, antineoplastics)

(particularly left frontal)]
Nutritional deficiency _
Renal or cardiopulmonary disease
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2. Only about 25% of patients with depression seek and receive treat-
ment.
a. Patients do not seek treatment in part because Americans often be-
lieve that mental illness indicates personal failure or weakness.
b. Asin other illnesses, women are more likely than men to seek
treatment.
3. Untreated episodes of depression and mania are usually self-limiting
and last approximately 6-12 months and 3 months, respectively.
4. The most effective treatments for the mood disorders are pharma-
cologic.

. Pharmacologic treatment (see Chapter 16)

1. Treatment for depression and dysthymia includes antidepressant
agents, (i.e., heterocyclics, selective serotonin reuptake in-
hibitors (SSRIs) and monoamine oxidase inhibitors (MAOIs), and
stimulants).

2. Antimanics
aLithium and anticonvulants such as carbamazepine [ Tegretol] and
valproic acid [Depakene] are used to treat mania.
b. Antimanic agentsin doses similar to those used to treat bipolar dis-
order are the primary treatment for cyclothymic disorder.

. Psychological treatment (see Chapter 17)

1. Psychological treatment for depression and dysthymia includes psycho-
analytic, interpersonal, family, behavioral, and cognitive therapy.

2. Psychological treatment in conjunction with medication is more
effective than either type of treatment alone.

. Electroconvulsive therapy (ECT) (and see Chapter 16). The primary in-

dication for ECT ismajor depressive disorder. It is used when:
1. The symptoms do not respond to antidepressant medications.

2. Antidepressants are too dangerous or have intolerable side effects.
Thus, ECT may be particularly useful for elderly patients.

3. Rapid resolution of symptomsis necessary (i.e., the patient is acutely
suicidal).



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-3

A 22-year-old male college student is taken to
the emergency department by police because
he tried to enter a state office building to "have
a conference with the Governor" about con-
ducting a fund drive to "finance my cure for
cancer." When police prevent him from enter-
ing the building, he becomesiirritable and hos-
tile and resists attempts to restrain him.

1 Thispatient ismost likely to be suffering
from

(A) dysthymic disorder

B) major depressive disorder

C) bipolar disorder

D) hypochondriasis

E) cyclothymic disorder

2. The most effective long-term treatment for
this patient is

(A) aheterocyclic antidepressant

(B) lithium

(C) electroconvulsive therapy

(D) psychotherapy

(E) amonoamine oxidase inhibitor

3. The chances that this patient's identical
twin brother has or will develop the same dis-
order are about

(A) 1%

(B) 5%
(C) 25%
(D) 55%
(B) 75%

Questions 4 and 5

For the past 4 months, a 30-year-old woman
has seemed full of energy and optimism for no
obvious reason. For afew years before this,
friends say she was often pessimistic and
seemed tired and "washed out." Thereis no ev-
idence of athought disorder.

4. This patient is most likely to be suffering
from

(A) dysthymic disorder

(B) major depressive disorder

(C) bipolar disorder
(
(

(
(
(
(

D) hypochondriasis
E) cyclothymic disorder

5. The most effective long term treatment for
this patient is

(A) aheterocyclic antidepressant
B) lithium

C) electroconvulsive therapy

E
(D) psychotherapy
(E) amonoamine oxidase inhibitor

Questions 6 and 7

6. A severely depressed 52-year-old dentist is
referred to you for a physical examination. Of
the following signs and symptoms, which is
most likely to be seen in this patient?

(A) Weight gain

(B) Flight of ideas

(C) Auditory halucinations

(D) Feeling better in the morning than in the
evening

(E) Poor grooming

7. Analysis of neurotransmitter availability in
the brain of this patient is most likely to reveal

(A) increased dopamine

(B) decreased histamine
(C) increased acetylcholine
(D) decreased acetylcholine
(E) decreased serotonin

8. A 25-year-old male patient who is slow-
moving and has aflat affect is put on fluoxetine
[Prozac]. Within two weeks, the patient is
showing greatly increased activity level, flight
of ideas, and pressured speech. In this patient,
the medication has

(A) precipitated a manic episode
(B) had atoxic effect

(C) had adelayed effect

(D) increased anxiety

(E) increased depression

9. The percentage of depressed patients who
seek treatment for their symptoms is about

(A 1%
) 5%
C) 25%
D) 55%

(B
(
(
(E) 75%
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10. A 28-year-old man comesin complaining of 12, Thisman is at the lowest risk for suicide if
headaches and a variety of achesand pains heworksasa

which have been present for the past 6 months.

He deniesthat he is sad or hopeless, After a4-  (A) messenger

week trial of antidepressant medication, the  (B) Policeman

patient's physical complaints have disap- %%) Iphysié:rian

peared. This patient was probably G S“évn)':ist

(A) suffering from hypochondriasis _ ) . .

(B) suffering from dysthymic disorder 13. If this patient tries to commit suicide, the
(C) suffering from cyclothymic disorder method most likely to fail is

(D) suffering from masked depression (A) shooting himself with agun

(E) faking his symptoms for attention B) crashing his car

)
C) dashing hiswrists
D) jumping from a high place
E) hanging himself

Questions 11-13

A 65-year-old Catholic male patient has been
abusing alcohol for the past 15 years. His his-
tory reveals that hiswife recently asked him
for a separation.

(
(
(
(

11. Which of the following characteristicsis
this patient's greatest risk factor for suicide?

(A) Alcoholism

(B) Malesex

(C) Marital separation
(D) Religion

(E) Age

Answers and Explanations

TBQ-B. Thispatient is most likely to be suffering from major depressive disorder. Evidence for
thisisthat he haslost interest in his usual activities, wakes up too early in the morning, has
vague physical symptoms, shows diurnal variation in symptoms (worse in the morning), has lost
asignificant amount of weight and is showing suicidal ideation (e.g., "maybe everyone would be
better off without me"). Also, his symptoms have been present for a discrete, identified amount
of time. Dysthymic disorder involves mild or moderate depression most of the time occurring over
a 2-year period with no discrete episodes of illness. Bipolar disorder involves episodes of both ma-
nia and depression. Cyclothymic disorder involves episodes of hypomania and dysthymia occur-
ring over a 2-year period with no discrete episodes of illness. In hypochondriasis, patients believe
that normal body functions or minor illnesses are serious or life-threatening (see Chapter 13).

1-C, 2-B, 3-E. This patient is most likely to be suffering from bipolar | disorder. While this dis-
order involves episodes of both mania and depression, a single episode of mania defines theiill-
ness. The belief that one isimportant enough to demand a conference with the Governor and cure

cancer are grandiose delusions. Schizophrenic delusions are commonly paranoid in nature. Irri-
tability and hostility are also common in a manic episode (see also answer and explanation for
TBQ). Of the listed treatments, the one most effective for bipolar disorder is lithium. Hetero-

cyclic antidepressants, electroconvulsive therapy, monoamine oxidase inhibitors, and psy-
chotherapy are used primarily to treat depression. Antidepressants and psychotherapy are used
to treat dysthymia. The chance of the monozygotic twin of this bipolar patient developing the dis-

order is about 75%.

4-E, 5-B. This patient is probably suffering from cyclothymic disorder. This disorder involves pe-
riods of both hypomania (energy and optimism) and dysthymia (pessimism and feeling "washed
out") occurring over a 2-year period with no discrete episodes of illness. Of the listed treatments,
the one most effective for cyclothymic disorder, as for bipolar disorder, is lithium. Heterocyclic
antidepressants, electroconvulsive therapy, monoamine oxidase inhibitors and psychotherapy
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10. A 28-year-old man comesin complaining of 12. Thismanisat the lowest risk for suicide if
headaches and a variety of achesand pains heworksasa

which have been present for the past 6 months.

He deniesthat heis sad or hopeless. After a4-  (A) messenger

week trial of antidepressant medication, the (B) Policeman

I ; ; iean.  (C) physician

patient's physical complaints have disap %D) |

i i awyer
peared. This patient was probably (B deritist
(A) suffering from hypochondriasis . . _ o
(B) suffering from dysthymic disorder 13. If this patient tries to commit suicide, the
(C) suffering from cyclothymic disorder method most likely to fail is
(D) suffering from masked depression A) shooting himself with agun
(E) faking ﬁ|s symptoms for attention EB% crashi ng his car 9

: ) (C) dlashing hiswrists

Questions 11-13 (D) jumping from a high place

A 65-year-old Catholic male patient hasbeen (E) hanging himself
abusing alcohol for the past 15 years. His his-

tory reveals that hiswife recently asked him

for a separation.

11. Which of the following characteristicsis
this patient's greatest risk factor for suicide?

(A) Alcoholism

(B) Male sex

(C) Marital separation
(D) Religion

(E) Age

Answers and Explanations

TBQ-B. Thispatient is most likely to be suffering from major depressive disorder. Evidence for
thisisthat he haslost interest in his usual activities, wakes up too early in the morning, has
vague physical symptoms, shows diurnal variation in symptoms (worse in the morning), has lost
asignificant amount of weight and is showing suicidal ideation (e.g., "maybe everyone would be

better off without me"). Also, his symptoms have been present for a discrete, identified amount
of time. Dysthymic disorder involves mild or moderate depression most of the time occurring over
a 2-year period with no discrete episodes of illness. Bipolar disorder involves episodes of both ma-

nia and depression. Cyclothymic disorder involves episodes of hypomania and dysthymia occur-
ring over a 2-year period with no discrete episodes of illness. In hypochondriasis, patients believe

that normal body functions or minor illnesses are serious or life-threatening (see Chapter 13).

1-C, 2-B, 3-E. This patient is most likely to be suffering from bipolar | disorder. While this dis-
order involves episodes of both mania and depression, a single episode of mania defines theiill-
ness. The belief that one isimportant enough to demand a conference with the Governor and cure

cancer are grandiose delusions. Schizophrenic delusions are commonly paranoid in nature. Irri-
tability and hostility are also common in a manic episode (see also answer and explanation for
TBQ). Of the listed treatments, the one most effective for bipolar disorder is lithium. Hetero-

cyclic antidepressants, electroconvulsive therapy, monoamine oxidase inhibitors, and psy-
chotherapy are used primarily to treat depression. Antidepressants and psychotherapy are used
to treat dysthymia. The chance of the monozygotic twin of this bipolar patient developing the dis-

order is about 75%.

4-E, 5-B. This patient is probably suffering from cyclothymic disorder. This disorder involves pe-
riods of both hypomania (energy and optimism) and dysthymia (pessimism and feeling "washed
out") occurring over a 2-year period with no discrete episodes of illness. Of the listed treatments,
the one most effective for cyclothymic disorder, as for bipolar disorder, is lithium. Heterocyclic
antidepressants, electroconvulsive therapy, monoamine oxidase inhibitors and psychotherapy
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are primarily used to treat depression. Antidepressants and psychotherapy are used to treat dys-
thymia.

6-E, 7-E. This severely depressed dentist is likely to show poor grooming. She is also more likely
to show weight loss, and to feel better in the evening than in the morning. Auditory hallucina-
tions are common in schizophrenia but uncommon in depression. Flight of ideas is characteris-

tic of mania. Analysis of neurotransmitter availability in this patient is most likely to reveal de-
creased serotonin, commonly reflected in decreased plasma levels of its major metabolite 5-HIAA.

Increased dopamine is seen in schizophrenia and decreased acetylcholine is seen in Alzheimer's

disease.

8-A. In this depressed patient, the antidepressant fluoxetine has precipitated a manic episode
(i.e., greatly increased activity level, flight of ideas, and pressured speech). This indicates that
the patient has bipolar disorder rather than major depressive disorder. There is no evidence of
increased depression, increased anxiety, or adelayed or toxic effect in this patient.

9-C. Only about 25% of depressed patients seek treatment although treatment (antidepressants,
psychotherapy, electroconvulsive therapy) is effective in most depressed patients.

10-D. This patient's physical complaints (i.e., headaches and aches and pains) were relieved by
antidepressant medication. This indicates that these symptoms were manifestations of masked

(hidden) depression rather than hypochondriasis. There is no evidence in this patient for bipolar
disorder, dysthymic disorder, cyclothymic disorder or factitious disorder (i.e., fabricating symp-

toms for attention) (see Chapter 13).

11-E, 12-A, 13-C. Although male sex, acohol abuse and marital separation all are risk factors
for suicide, the highest risk factor of those mentioned is age. Catholic religion is associated with
areduced risk of suicide. Nonprofessionals are at alower suicide risk than professionals. Among
professionals, those at the highest risk for suicide are policemen, physicians, lawyers, and den-
tists. The method of suicide most likely to fail is slashing the wrists. Shooting, crashing a car,
jumping from a high place and hanging are more lethal methods of committing suicide.
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Anxiety, Sornatoform and
Factitious Disorders, and
Malingering

Typical Board Question

A 37-year-old woman who was raped 5 years ago has recurrent vivid memories of the inci-
dent accompanied by intense anxiety. These memories frequently intrude during her daily

activities, and nightmares about the event often wake her. Her symptoms intensified when
acoworker was raped 2 months ago. This patient's symptoms most closely suggest

EA) post-traumatic stress disorder
B) panic disorder

§C) adjustment disorder

D) acute stress disorder

(E) malingering

(See "Answers and Explanations” at end of Chapter)

|. Anxiety Disorders

A. Fear and anxiety
1. Fear isanormal reaction to a known, external source of danger.

2. In anxiety, the individual is frightened but the source of the danger is not
known, not recognized, or inadequate to account for the symptoms.

3. The physiologic manifestations of anxiety are similar to those of fear.

They include

a. Shakiness and sweating

b. Palpitations (subjective experience of tachycardia)

Tingling in the extremities and numbness around the mouth
Dizziness and syncope (fainting)

Mydriasis (pupil dilation)

Gastrointestinal and urinary disturbances (e.g., diarrhea and urinary
frequency.

h @ o ©
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B. Classification and occurrence of the anxiety disorders

3.

The DSM-1V classification of anxiety disordersincludes

a. Panic disorder (with or without agoraphobia)

b. Phobias (specific and social)

c. Obsessive-compulsive disorder (OCD)

d. Generalized anxiety disorder (GAD)

e. Post-traumatic stress disorder (PTSD)

f. Acute stress disorder (ASD)

Descriptions of these disorders can be found in Table 13-1. Adjustment
disorder isincluded in this table because it often must be distinguished
from post-traumatic stress disorder.

The anxiety disorders are the most commonly treated mental health
problems.

C. The organic basis of anxiety
1. Neurotransmittersinvolved in the development of anxiety include O-

aminobutyric acid (GABA) (decreased activity), serotonin (decreased ac-
tivity), and norepinephrine (increased activity) (see also Chapter 4).
The locus ceruleus (site of noradrenergic neurons), raphe nucleus
(site of serotonergic neurons), caudate nucleus (particularly in OCD)
temporal cortex and frontal cortex are brain areas likely to be involved
in anxiety disorders.

Organic causes of symptoms of anxiety include excessive caffeine in-
take, substance abuse, hyperthyroidism, vitamin B12 deficiency, hypo- or
hyperglycemia, cardiac arrhythmia, anemia, pulmonary disease, and
pheochromocytoma (an adrenal medullary tumor).

D. Treatment of the anxiety disorders

L

Antianxiety agents (and see Chapter 16) including benzodiazepines,

buspirone, and R-blockers, are used to treat the symptoms of anxiety.

a. Benzodiazepines (e.g., diazepam [Valium]), are fast-acting antianxi-
ety agents.

-Because they carry a high risk of dependence and addiction, they
are usually used for only alimited amount of time to treat
acute exacerbations of anxiety symptoms.

-Because they work quickly, benzodiazepines, particularly alprazo-
lam [Xanax], are used for emergency department treatment of
panic attacks.

b. Buspirone [BuSpar] isarelatively new antianxiety agent.

-Because of its low abuse potential, buspirone is useful aslong
term maintenance therapy for patients with GAD.

-Because it takes up to 2 weeks to work, buspirone has little im-
mediate effect on anxiety symptoms.

c. [3-blockers such as propranolol are used to control autonomic
symptoms (i.e., tachycardia) in anxiety disorders, particularly for
anxiety about performing in public or taking an examination.

Antidepressants

Antidepressants including monoamine oxidase inhibitors (MAQIs),

tricyclics and especially selective serotonin reuptake inhibitors (SS-

Rls) like fluoxetine (Prozac) are the most effective long-term (mainte-
nance) therapy for panic disorder and for OCD (see Chapter 16).
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Table 13-1. DSM-IV Classification of the Anxiety Disorders and Adjustment Disorder

Panic disorder (with or without agoraphobia)

+ Episodic (about twice weekly) periods of intense anxiety (panic attacks)

+ Cardiac and respiratory symptoms and the conviction that one is about to die

+ Sudden onset of symptoms, increasing in intensity over a period of approximately 10

minutes, and lasting about 30 minutes

Attacks can be induced by administration of sodium lactate or CO! (see Chapter 5)

Strong genetic component

More common in young women in their twenties

In panic disorder with agoraphaobia, characteristics and symptoms of panic disorder (see

above) are associated with fear of open places or situations in which the patient cannot

escape or obtain help (agoraphobia)

+ Panic disorder with agoraphobiait is associated with separation anxiety disorder in
childhood (see Chapter 15)

Phobias (specific and social)

+ In specific phobia, thereisanirrational fear of certain things (e.g., elevators, snakes, or
closed in areas)

+ Insocial phobia, there is an exaggerated fear of social situations (e.g., public speaking,
eating in public, using public restrooms)

+ Because of the fear, the patient avoids the object or situation

+ Avoidance leads to social and occupational problems

+ Phobias are the most common mental health problem

Obsessive-compulsive disorder (OCD)

+ Recurring intrusive feelings, thoughts, and images (obsessions) which cause anxiety

« Anxiety isrelieved in part by performing repetitive actions (compul sions)

+ A common obsession is avoidance of hand contamination

+ A common compulsion includes the need to wash the hands after touching things

+ Patients usually have insight (i.e., they realize that these thoughts and behaviors are
irrational and want to eliminate them)

« Usually startsin early adulthood, but may begin in childhood

+ Genetic factors are involved

+ Increased in first-degree relatives of Tourette's disorder patients

Generalized anxiety disorder

+ Persistent anxiety symptoms lasting 6 months or more

+ Gastrointestinal symptoms are common

« Symptoms are not related to a specific person or situation (i.e., free-floating anxiety)
+ Commonly starts during the third decade of life

Post-traumatic stress disorder (PTSD) and acute stress disorder (ASD)

+ Symptoms occurring after a catastrophic (life-threatening or potentially fatal) event (e.g.,
war, earthquake, serious accident, rape, robbery) affecting the patient or the patient's close
friend or relative

+ Symptoms include anxiety, recurrent nightmares, intrusive memories of the event
(flashbacks), increased startle response, hypervigilance, survivor's guilt, dissociation, and
social withdrawal

+ In PTSD, symptoms last for more than 1 month and can last for years

« In ASD, symptoms last only between 2 days and 4 weeks

Adjustment disorder

+ Emotional symptoms (e.g., anxiety, depression, conduct problems) causing social, school, or
work impairment occurring within 3 months and lasting less than 6 months after a serious
(but usually not life-threatening) life event (e.g., divorce, bankruptcy, changing
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3. Psychological treatment (see also Chapter 17)

a. Systematic desensitization with reciprocal inhibition and cognitive
therapy arethe most effective treatment for phobias and ar e useful
adjunctsto pharmacotherapy in other anxiety disorders.

b. Behavioral therapieslike flooding and implosion are also useful.

c. Support groups (e.g., victim survivor groups) are particularly useful
for ASD and PTSD.

IL Somatoform Disorders

A. Characteristics and classification
1. Somatoform disorders ar e characterized by physical symptoms with-
out sufficient organic cause.
2. The patient thinksthat the symptoms have an organic cause but they are
believed to be unconscious expr essions of unacceptable feelings.
3. Most somatoform disor der s are more common in women, although
hypochondriasis occurs equally in men and women.
4. The DSM-1V categories of somatoform disordersand their characteris-
ticsarelisted in Table 13-2.
B. Differential diagnosis
1. Themost important differential diagnosis of the somatoform disordersis
unidentified organic disease.
2. Factitious disorder, malingering (faking iliness) and masked depression
(see Chapter 12) also must be excluded.

C. Treatment

1. Treatment of somatoform disordersincludesindividual and group
psychotherapy. Useful strategiesfor treatment include

Table 13-2. DSM-IV Classification of the Somatoform Disorders
Classification Characteristics

Somatization disorder ¢

Hypochondriasis '

Conversion disorder ¢

Body dysmorphic '
disorder '

Pain disorder ¢

History of many physical complaints over yearsincluding at least
2 gastrointestinal symptoms (e.g., nausea), 4 pain symptoms, 1
sexua symptom (e.g., menstrua problems) and one pseudoneurctic
%/mptom (eg., paralysis)

nset before 30 years of age

Exaggerated concern with health and illness lasting > 6 months
Concern persists despite medical evaluation and reassurance
More common in middle and old age

Goes to many different doctors seeking help (*doctor shopping")
Sudden, dramatic loss of sensory or motor function (e.g.,
blindness, paralysis); often associated with a stressful event
More common in unsophisticated adolescents and_¥/oung adults
Patients appear relatively unworried ("la belle inditference")

Excessive focus on aminor or imagined physical defect
Onset usualy in the late teens

Intense, prolonged pain not explained completely by physical disease
Onset usualy in the 30s and 40s
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a. Forming a good physician-patient relationship (e.g., scheduling regu-
lar appointments, providing reassurance)

b. Identifying and decreasing the social difficultiesin the patient'slife
that may intensify the symptoms

2. Antianxiety agents, hypnosis, and behavioral relaxation therapy

may also be useful.

111. Factitious Disorder (Formerly Munchausen's Syndrome),
Factitious Disorder by Proxy, and Malingering

A. Characteristics

1. Whileindividuals with somatoform disorderstruly believe that they are
ill, patientswith factitious disordersand malingering feign mental or
physical illness or actually induce physical illnessin themselves or
othersfor psychological gain (factitious disorder) or tangible gain (ma-

lingering) (Table 13-3).

2. Patients often have worked in the medical field (e.g., nurses, technicians)
and know how to persuasively simulate an illness.

B. Feigned symptoms most commonly include abdominal pain, fever (by
heating the thermometer), blood in the urine (by adding blood from a nee-
dle stick), induction of tachycardia (by drug administration), skin lesions (by
injuring easily reached areas), and seizures.

Table 13-3. Factitious Disorder, Factitious Disorder by Proxy, and Malingering

Disorder

Factitious disorder (formerly
Munchausen syndrome)

Factitious disorder by proxy

Malingering

Characteristics

Conscious simulation of {)hysi cal or psychiatric
illness to gain attention from medical personnel
Undergoes unnecessary medical and surgical
procedures _

Has a"grid abdomen" (multiple crossed scars
from repeated surgeries)

Conscious simulation of illness in another
person, typically in achild by aparent, to
obtain attention from medical personnel
Isaform of child abuse (see also Chapter 18)
because the child undergoes unnecessary
medical and surgical procedures

Must be reported to child welfare authorities
(state socia service agency)

Conscious simulation or exaggeration of
physical or psychiatric ilinessfor financial (e.g.,
Insurance settlement) or other obvious gain
(e.9., avoiding incarceration)

Avoids treatment by medical personnel

Health complaints cease as soon as the desired
gain is obtained



Review Test

Directions: Each of the numbered items or incompl ete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-3

A 23-year-old female medical student comesto
the emergency room with increased heart rate,
sweating, and shortness of breath. Sheis con-
vinced that sheis having an asthma attack and
that she will suffocate. The symptoms started
suddenly during a car ride to school. She has no
history of asthma and, other than an increased
pulse rate, physical findings are normal.

1. Which of the following disorders best fits
thisclinical picture?

(A) Hypochondriasis
(B) Obsessive-compulsive disorder
Panic disorder
é 3 Generalized anxiety disorder
(E) Acute stress disorder
2. Of the following, the most effective immedi-
ate treatment for this patient is

(A) an antidepressant

(B) psychotherapy
éC) abenzodiazepine

D) buspirone
(E) aR-blocker

3. Of the following, the most effective long-
term treatment for this patient is

(A) an antidepressant
(B) psychotherapy
(C) abenzodiazepine
(D) buspirone

(E) aR-blocker

Questions 4-5

A 50-year-old man tells the doctor that he is
tired all day because he gets out of bed at least
20 times a night to check the locks on the doors
and to be sure the gas jets on the stove are
turned off.

4. Which of the following disorders best fits
thisclinical picture?

(A) Hypochondriasis

(B) Obsessive--compulsive disorder
(C) Panic disorder

(D) Generalized anxiety disorder
(E) Acute stress disorder
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5. Of the following, the most effective long-
term treatment for this patient is

(A) an antidepressant
(B) psychotherapy
(C) abenzodiazepine
(D) buspirone

(E) aR-blocker

Questions 6-8

A 45-year-old woman says that she frequently
feels"nervous" and often has an "upset stom-
ach" which includes heartburn, indigestion
and diarrhea. She has had this problem since
she was 25 years of age and notes that other
family members also are "tense and nervous."

6. Which of the following disorders best fits
this clinical picture?

(A) Hypochondriasis

(B) Obsessive-compulsive disorder
(C) Panic disorder

(D) Generalized anxiety disorder
(E) Acute stress disorder

7. Which of the following additional signs or
symptomsis this patient most likely to show?

(A) Flight of ideas

(B) Hallucinations

(C) Tingling in the extremities
(D) ldeas of reference

(E) Neologisms

8. The most effective long-term treatment for
this patient is

(A) An antidepressant
(B) psychotherapy
(C) aBenzodiazepines
SD; buspirone

E) aR-blocker
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9. A 39-year-old woman claims that she in-
jured her hand at work. She asserts that the
pain caused by her injury prevents her from
working. She has no further hand problems af -
ter she receives a $30,000 workmen's compen-
sation settlement. This clinical presentation is
an example of

(A) factitious disorder

(B) conversion disorder

C) factitious disorder by proxy
ED) somatization disorder

(E) malingering

10. Which of the following eventsis most
likely to result in post-traumatic stress disor-
der (PTSD)?

(A) Divorce

(B) Bankruptcy

(©) lllness

(D) Changing residence
(E) Robbery at knifepoint

Questions 11-12

A 39-year-old woman takes her 6-year-old son
to aphysician's office. She says that the child
often experiences episodes of breathing prob-
lems and abdominal pain. The child's medical
record shows many office visits and four ab-
dominal surgical procedures that resulted in
cross-hatched abdominal scarring although no
abnormalities were ever found. When the doc-
tor confronts the mother with the suspicion
that she is fabricating the illness in the child,
the mother angrily grabs the child and leaves
the office immediately.

11. Thisclinical presentation is an example of

(A) factitious disorder

B) conversion disorder

C) factitious disorder by proxy
éD) somatization disorder

(E) malingering

12. In this situation, what is the first thing the
physician should do?

(A) Takethe child aside and ask him how he
really feels
) Call apediatric pulmonologist to deter-
mine the cause of the dyspnea
) Call apediatric gastroenterologist to de-
termine the cause of the abdominal pain
(D) Notify the appropriate state social service
agency to report the physician's suspi-
cions
(E) Wait until the child's next visit before tak-
ing any action

Anxiety, Somatoform and Factitious Disorders, and Malingering /
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13. A 45-year-old woman has a 20-year history
of vague physical complaintsincluding nausea,
painful menses, and loss of feeling in her legs.
Physical examination and laboratory workup
are unremarkable. She saysthat she has al-
ways had physical problems but that her doc-
tors never seem to identify their cause. Which
disorder best fitsthis clinical picture?

(A) Post-traumatic stress disorder
(B) Hypochondriasis

gcg Obsessive-compulsive disorder
D) Panic disorder

) Somatization disorder

(F) Generalized anxiety disorder
(G) Body dysmorphic disorder
Conversion disorder

() Specific phobia

(J) Socia phobia

(K) Adjustment disorder

(L) Masked depression

14. Three months after moving, a teenager
who was formerly outgoing and a good student
seems sad, loses interest in friends, and begins
to do poor work in school. Which disorder best
fitsthisclinical picture?

(A) Post-traumatic stress disorder
B) Hypochondriasis

C) Obsessive-compulsive disorder
D) Panic disorder

E) Somatization disorder

F) Generalized anxiety disorder
G) Body dysmorphic disorder

H) Conversion disorder

1)  Specific phobia

J) Social phobia

K) Adjustment disorder

L) Masked depression

15. A 28-year-old woman experiences a sudden
loss of vision, but appears unconcerned. She re-
ports that just before the onset of her blind-
ness, she saw her 2-year-old child run out the
front door of their home. Physical examination
failsto reveal evidence of a physiologic prob-
lem. Which disorder best fits this clinical pic-
ture?

(A) Post-traumatic stress disorder
(B) Hypochondriasis

C) Obsessive-compulsive disorder
D) Panic disorder

E) Somatization disorder
Generalized anxiety disorder
) Body dysmorphic disorder

) Conversion disorder

1) Specific phobia

J) Socia phobia

K) Adjustment disorder

L) Masked depression
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16. A 41-year-old man says that he has been
"sickly" for most of hislife. He has seen many
doctors but is angry with most of them because
they ultimately referred him for psychological
help. He now fears that he has stomach cancer
because his stomach makes noises after he
eats. Physical examination is unremarkable.
Which disorder best fitsthis clinical picture?

(A) Post-traumatic stress disorder
(B) ngochondriasis o

(C) Obsessive-compulsive disorder
(D) Panic disorder

(E) Somatization disorder

(F) Generalized anxiety disorder
(G) Body dysmorphic disorder
Conversion disorder

(1) Specific phobia

(J) Socia phobia

(K) Adjustment disorder

(L) Masked depression

17. A 41-year-old man says that he has been
"sickly" for the past 3 months. He fears that he
has stomach cancer. The patient is unshaven
and appears thin and "slowed down." Physical
examination including a gastrointestinal
workup is unremarkable except that the pa-
tient haslost 15 pounds since hislast visit 1
year ago. Which disorder best fits thisclinical
picture?

(A) Post-traumatic stress disorder
(B) Hypochondriasis
) Obsessive-compulsive disorder
) Panic disorder
(E) Somatization disorder
Generalized anxiety disorder
) Body dysmorphic disorder
Conversion disorder
(I) Specific phobia
(J) Socia phobia
(K) Adjustment disorder
(L) Masked depression

18. A 28-year-old woman seeks facial recon-
structive surgery for her "sagging" eyelids. She
rarely goes out in the daytime because she be-
lieves that this characteristic makes her look
"like a grandmother.” On physical examina-
tion, her eyelids appear completely normal.
Which disorder best fitsthis clinical picture?

(A) Post-traumatic stress disorder
Hypochondriasis
Obsessive-compulsive disorder
Panic disorder

Somatization disorder
Generalized anxiety disorder
Body dysmorphic disorder
Conversion disorder

Specific phobia

Sacial phobia

Adjustment disorder

L) Masked depression
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19. A 29-year-old man is upset because he
must take a client to dinner in arestaurant. Al-
though he knows the client well, heis so afraid
of making a mess while eating that he says he
isnot hungry and sips from a glass of water in-
stead of ordering ameal. Which disorder best
fitsthisclinical picture?

(A) Post-traumatic stress disorder

B) H%pochondriasis
Obsessive-compulsive disorder

Panic disorder

Somatization disorder

Generalized anxiety disorder

Body dysmorphic disorder

Conversion disorder

Specific phobia

Social phobia

Adjustment disorder

Masked depression
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Answers and Explanations

TBQ-A. This patient is most likely to be suffering from post-traumatic stress disorder (PTSD)
characterized by symptoms of anxiety and intrusive memories and nightmares of thislife-
threatening rape. This disorder can last for many yearsin chronic form and may have been in-
tensified in this patient by reexperiencing her own rape through the rape of her coworker.

1-C, 2-C, 3-A. This patient is most likely to be suffering from panic disorder. Panic disorder is
characterized by panic attacks which include increased heart rate, dizziness, sweating, short-
ness of breath, and fainting, and the conviction that one is about to die. Attacks commonly occur
twice weekly and last about 30 minutes and are most common in young women. While the most
effective immediate treatment for this patient is a benzodiazepine because it works quickly, the
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most effective long-term (maintenance) treatment for this patient is an antidepressant, particu-
larly a selective serotonine-reuptake inhibitor (SSRI) like paroxetine [Paxil].

4-B, 5-A. This patient ismost likely to be suffering from obsessive-compulsive disorder (OCD).
Rechecking the locks on the doors and the gas jets are typical compulsions of OCD. Asfor the pa
tient with panic disorder (above), the most effective long-term treatment for this OCD patient is
an antidepressant, particularly a selective serotonin reuptake inhibitor (SSRI).

6-D, 7-C, 8-D. This patient is most likely to be suffering from generalized anxiety disorder
(GAD). This disorder includes chronic symptoms of anxiety (heartburn, indigestion, and diar-
rhea) over a prolonged period with no distinct attacks. Genetic factors are seen in the observa-
tion that other family members have similar problems with anxiety. Additional signs or symp-
toms of anxiety that this patient islikely to show include tingling in the extremities. Flight of
ideas, hallucinations, ideas of reference, and neologisms are psychotic symptoms which are not
seen in the anxiety disorders or the somatoform disorders. The most effective long-term treat-
ment for this patient is buspirone because, unlike benzodiazepines it does not cause dependence
or withdrawal symptoms with long-term use. Antidepressants, psychotherapy, and R-blockers
can be used as adjunctsto treat GAD but are not the most effective long-term treatments.

9-E. This presentation is an example of malingering, feigning illness for obvious gain (the
$30,000 workmen's compensation settlement). Evidence for thisis that the woman has no fur-
ther hand problems after she receives the money. In conversion disorder, somatization disorder,
factious disorder, and factitious disorder by proxy there is no obvious gain related to the symp-
toms.

10-E. Robbery at knifepoint, a life-threatening event, is most likely to result in post-traumatic

stress disorder (PTSD). While life events like divorce, bankruptcy, illness, and changing resi-
dence are stressful, they are not life-threatening. Psychological symptoms occurring after events
like these are more likely to be evidence of adjustment disorder, not PTSD or acute stress disor-

der (ASD).

11-C, 12-D. This presentation is an example of factitious disorder by proxy. The mother has
faked the child's illness (episodes of breathing problems and abdominal pain) for attention from
medical personnel. This faking has resulted in four abdominal surgical proceduresin which no
abnormalities were found, and the child now has a"grid abdomen." Since she knows sheislying,
the mother will become angry and flee when confronted with the truth. The first thing the physi-

cian must do is to notify the state social service agency since factitious disorder by proxy isaform
of child abuse. Waiting until the child's next visit before acting could result in the child's further
injury or even death. Calling in specialists may be done in the future but the physician must first
report his suspicionsto the state. It is not appropriate to take the child aside and ask him how
hereally feels. He probably has no knowledge of his mother's behavior.

13-E. Thiswoman with a 20-year history of unexplained vague and chronic physical complaints
is probably suffering from somatization disorder. This can be distinguished from hypochondria-
siswhich is an exaggeration of normal physical sensations and minor ailments.

14-K. Thisteenager who was formerly outgoing and a good student and now seems sad, loses in-

terest in friends, and begins to do poor work in school is probably suffering from adjustment dis-
order (with depressed mood). It islikely that he is having problems adjusting to his new school.
In cantrast. to adjustment disorder, masked depression has no obvious environmental cause and
the symptoms are often more severe (i.e., significant weight 10ss).

15-H. Thiswoman who experiences a sudden loss of vision triggered by seeing her child run out-
side, islikely to be suffering from conversion disorder. This disorder also may be characterized
by an apparent lack of concern about the symptoms (i.e., la belle indifference).

16-B. This man who says that he has been "sickly" for most of hislife and fears that he has stom-
ach cancer is probably suffering from hypochondriasis, exaggerated concern over normal physi-
cal sensations (e.g., stomach noises) and minor ailments. There are no physical findings or evi-
dence of depression in this patient.
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17-L. This man who says that has been "sickly" for the past 3 months and fears that he has stom-
ach cancer is probably suffering from masked depression. In contrast to the hypochondriacal man
in the previous question, evidence for depression in this patient includes the fact that, in addi-
tion to the somatic complaints, he shows symptoms of depression [e.g., he is ungroomed, appears
"slowed down" (psychomotor retardation), and has lost a significant amount of weight].

18-G. Thiswoman is probably suffering from l:_)ody dysmorphic disorder, which is characterized
by overconcern about a physical feature ("sagging” eyelids) despite normal appearance.

19-J. Thisman is probably suffering from social phobia. He is afraid of humiliating himself in a
public situation (i.e., eating dinner in front of othersin arestaurant).
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Other Psychiatric
Disorders

Typical Board Question

A 28-year-old stockbroker who is married and has 2 children usually dresses conserva-
tively. She receives aletter containing arecent photograph of herself in a sk|mﬁy black
leather outfit. She does not remember the man who signed the letter or posing for the pho-
tograph. Thi s woman is most likely to be suffering from

A) dissociative amnesia

B) dissociative fugue

C) dissociative identity disorder

D) depersonalization disorder

E) deredization

(See"Answers and Explanations' at end of Chapter)

I. Cognitive Disorders

A. Characteristics

1. Cognitive disorders (formerly called "organic mental syndromes") involve
problems in memory, orientation, level of consciousness, and other
cognitive functions.

a. These difficulties are due to abnormalities in neural chemistry,
structure, or physiology originating in the brain or secondary to
systemic illness.

b. Patients with cognitive disorders may show psychiatric symptoms
secondary to the cognitive problems (e.g., depression, anxiety,
paranoia, hallucinations, and delusions).

2. The mgjor cognitive disorders are delirium, dementia, and amnestic
disorder. Characteristics of these disorders can be found in Table 14-1.

B. Dementia of the Alzheimer's Type (Alzheimer's disease)
1. Diagnosis
a. Alzheimer'sisthe most common type of dementia and is diagnosed
when other obvious causes for the symptoms have been eliminated.
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Table 14-1. Characteristics and Etiology of the Cognitive Disorders

Characteristic Delirium

Dementia

Amnestic disorder
Loss of memory with

Impaired L oss of memory and few other cognitive
Hallmark CONSCiousness intellectual abilities problems
Etiology CNS disease Alzheimer's disease Thiamine deficiency
(e.g., Huntington's (about 55% of all due to long-term
or Parkinson's disease) dementias) alcohol abuse
CNS trauma Vascular disease (about  leading to destruc
CNSinfection 10% of all dementias) of mediotemporal
(e.g. meningitis) CNSdisease (e.g., lobe structures
Systemic disease Huntington's or (e.g., mammillary
(e.g., hepatic, Parkinson's disease) bodies)
cardiovascular) CNS trauma Temporal lobe
High fever CNSinfection (e.g., trauma, vascular
Substance abuse HIV or disease or infection
Substance Creutzfel dt-Jakob) (e.g., herpessim-
withdrawal plex encephalitis)
Occurrence More commonin More common in the Patients
children and the elderly commonly have a
elderly Seen in about 20% history of alcohol
Most common of individuals over 65 abuse
etiology of years of age (5% in
psychiatric severe form, 15% in
symptoms in medical mild form)
and surgical hospital
units
Associated Acute medical + No medical illness
physical illness * Little autonomic
findings Autonomic dysfunction
dysfunction + Normal EEG
Abnormal EEG
(fast wave activity
or generalized
slowing)
Associated Impaired Normal consciousness
psychological COoNsciousness No psychotic symptom sin early stages
findings Illusions or Depression
hallucinations Little diurnal variabil ity
(often visual and Confabulation (untru hs told to hide
disorganized) memory 10ss) in amne stic disorder
Anxiety with
psychomotor
agitation
"Sundowning"
(symptoms are
worse at night)
Course + Develops quickly + Develops slowly
* Fluctuating course + Progressive course
with lucid intervals
Treatment and + Removal of theunder- + No effective treatment
Prognosis lying medical problem + Pharmacotherapy and supportive therapy to

will allow the
symptoms to resolve

treat associated psychiat ric symptoms

+ Rarely reversible

CNS= central nervous system; EEG=electroencephalogram
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b. Patients show a gradual loss of memory and intellectual abili-
ties, inability to control impulses, and lack of judgment. Depression
and anxiety are often seen.

c. Laterintheillness, symptomsinclude confusion and psychosis that
progress to coma and death (usually within 8-10 years of diag-
nosis).

d. Because al are associated with aging and memory problems, it isim-
portant for patient management and prognosis to make the distinc-
tion between Alzheimer's and both pseudodementia (depression
that mimics dementia) and normal aging (Table 14-2).

. Genetic associations in dementia of the Alzheimer's type include

a Abnormalities of chromosome 21 (Down patients ultimately develop
Alzheimer's)

b. Abnormalities of chromosomes 1 and 14 (implicated particularly in
early onset Alzheimer's (i.e., occurring before 65 years of age)

c. Possession of at least one copy of the apolipoprotein E4 (apoE4)
gene on chromosome 19

d. Gender-thereisahigher occurrence of Alzheimer'sin women

. Neurophysiological factors

a. Decreased activity of acetylcholine (ACh) and reduced brain levels of
choline acetyltransferase (i.e., the enzyme needed to synthesize
ACh) are seen in Alzheimer's (see Chapter 4).

b. Abnormal processing of amyloid precursor protein.

. Gross anatomical changes occur in Alzheimer's.

a. Brain ventricles become enlarged.
b. Diffuse atrophy and flattened sulci appear.

. Microscopic anatomical changes occur in Alzheimer's.

a. Senile (amyloid) plagues and neurofibrillary tangles are seen
(seen also in Down syndrome and, to a lesser extent, in normal aging).

b. Loss of cholinergic neurons occurs in the basal forebrain.

c. Neurona loss and degeneration are seen in the hippocampus and cor-
tex.

. Alzheimer's has a progressive, irreversible, downhill course. The

most effectiveinitial interventions involve providing a structured en-
vironment including visual orienting cues. Such cues include labels
over the doors of rooms identifying their function; daily posting of the day
of the week, date, and year; daily written activity schedules, and practi-
cal safety measures (e.g., disconnecting the stove).

. Pharmacologie interventions include:

a. Acetylcholinesterase inhibitors[e.g., tacrine (Cognex) and
donepezil (Aricept)] to temporarily slow progression of the disease.
These agents cannot restore function aready |ost.

b. Psychotropic agents are used to treat associated symptoms of anx-
iety, depression, or psychosis.
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Table 14-2. Memory Problemsin the Elderly: Comparison of Dementia of the Alzheimer's

Type, Pseudodemenitia, and Normal Aging

N . Clinical Major Medical
Condition Etiology Example Manifestations  Interventions
Dementia of Bran A 65-year-old Severe memory Structured

the Alzheimer's dysfunction  former banker loss environment

Type cannot Other cognitive Acetylcholine-
remember to problems sterase
turn off the Decreasein 1Q inhibitors
gasjetson the Disruption of (e.g., tacrine)
stove nor can normal life Ultimately,
he name the nursing home
object in his placement
hand (a comb)

Pseudodementia  Depression A 65-year-old Moderate + Antide-
ﬁepr on of mood dentist cannot memory loss pressants
that mimics remember to Other cognitive  + Electro-
dementia) pay her hills. problems convulsive

Shealso No decrease therapy (ECT)
aﬁpears to be inlQ + Psychotherapy
physicall Disruption of
"dowed down" normal life
(psychomotor
retardation)
and sad
Normal aging Minor A 65-year-old Minor forget- No medical
changes woman fulness intervention
inthe forgets new Reductionin Practical and
normal phone numbers  the ability to emotional
aging brain  and names but learn new support from
functions well things quickly the physician
living on her No decrease
own inlQ
No disruption
of normal life

Personality Disorders (PDs)

A. Characteristics

1. Individuals with PDs show chronic, lifelong, rigid, unsuitable pat-
terns of relating to others that cause social and occupational problems
(i.e., few friends, job loss).

2. Persons with PDs generally are not aware that they are the cause of their
own problems (do not have "insight"), do not have frank psychotic
symptoms, and do not seek psychiatric help.

B. Classification

1. Personality disorders are categorized by the DSM -1V into clusters A
(paranoid, schizoid, schizotypal), B (histrionic, narcissistic, borderline,
and antisocial), and C (avoidant, obsessive-compulsive, dependent, and
passive aggressive)

2. Each cluster hasits own hallmark characteristics and genetic or familial
associations, (i.e., relatives of people with PDs have a higher likelihood
of having certain disorders) (Table 14-3).
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Table 14-3. DSM-1V Classification and Characteristics of the Personality Disorders
Personality Disorder Character igtics

Hallmark:
Genetic or familial

association:

Paranoid

Schizoid
Schizotypal

Hallmark:
Genetic or familial
association:

Histrionic

Narcissistic

Antisocial

Borderline

Hallmark:

Genetic or familial
association:

Avoidant

Obsessive-compulsive

Dependent

Passive-aggressive

CLUSTERA

Avoids social relationships, is "peculiar but not psychotic

Psychotic illnesses

Distrustful, suspicious, litigious
Attributes responsibility for own problemsto others

Long-standing pattern of voluntary social withdrawal
Peculiar appearance

Magical thinking (i.e., believing that one's thoughts can affect
the course of events)

Odd thought patterns and behavior

CLUSTER B

Dramatic, emotional, inconsistent

Mood disorders and substance abuse

.

.

Theatrical, extroverted, emotional, sexually provocative, "life of the
party”

In men, "Don Juan” dress and behavior

Cannot maintain intimate relationships

Pompous, with a sense of special entitlement
Lacks empathy for others

Refuses to conform to social norms and shows no concern for others
Associated with conduct disorder in childhood and criminal behavior
in adulthood ("psychopaths” or "sociopaths")

Erratic, impulsive, unstable behavior and mood

Feeling bored, alone and "empty"

Suicide attempts for relatively trivial reasons

Self-mutilation (cutting or burning oneself)

Mini-psychoatic episodes (i.e., brief periods of loss of contact with
reality)

CLUSTERC

Fearful, anxious

Anxiety disorders

Sensitive to rejection, socially withdrawn
Feelings of inferiority

Perfectionistic, orderly, inflexible
Indecisive

Allows other people to make decisions and assume responsibility
for them
Poor self-confidence

Procrastinates and is inefficient
Shows outward compliance, but feels inward defiance
Isno longer an official DSM-1V diagnosis
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C. Treatment

1. For those who seek help, individual and group psychotherapy may be

useful.

2. Pharmacotherapy can also be used to treat symptoms such as depression
and anxiety that may be associated with the PDs.

[Il. Dissociative Disorders

A. Characteristics

1. The dissociative disorders are characterized by abrupt but temporary

loss of memory (amnesia) or identity or by feelings of detachment
due to psychological factors.

2. Dissociative disorders are commonly related to disturbing emotional
experiences in the patient's recent or remote past.

3. Besides dissociative disorders, causes of amnesia may include physiolog-
ical factors such as head injury, substance abuse, sequelae of general
anesthesia, and dementia.

B. Classification and treatment

1. The DSM-IV categories of dissociative disorders are listed in Table

14-4.

2. Treatment of the dissociative disorders includes hypnosis and amo-
barbital sodium interviews (see Chapter 5) and long-term psycho-
analytically oriented psychotherapy (see Chapter 16) to recover
"lost" (repressed) memories of disturbing emotional experiences.

Table 14-4. bsM-1V Classification and Characteristics of Dissociative Disorders

Classification
Dissociative amnesia

Dissociative fugue

Dissociative identity
disorder (formeraI‘P(
multiple personality
disorder)

Depersonalization disorder

Characteristics

+ Failure to remember important information about oneself
+ Amnesia usualy resolvesin minutes or days but may last
years

Amnesia combined with sudden wandering from home and
taking on adifferent identity
* The personis not consciously aware that he has done this

At least two distinct personalities ("alters") in an individual
More common in women (particularly those sexually abused
in childhood)

Inaforensic .(e.gé,(jai ) setting, malingering and alcohol abuse
must be considered and excluded

» Recurrent, persistent feelings of detachment from one's
own body, the social situation, or the environment
(derealization)



Chapter 14

Other Psychiatric Disordersin Adults /

133

Table 14-5. Physical and Psychological Characteristics and Treatment of Anorexia Nervosa
and Bulimia Nervosa

Treatment (in

Physical Psychological order of highest to
Disorder  characteristics characteristics lowest utility)
Anorexia Extreme weight loss Refusal to eat Hospitalization
nervosa (15% or more of normal despite normal directed at reinstating
body weight) appetite because nutritional condition
Amenorrhea (3 or more of an overwhelming (starvation can result
consecutive missed fear of being obese in death) _
menstrual periods) Abnormal behavior Family therapy (aimed
Metabolic acidosis dealing with food particularly at the
Hypercholesterolemia (e.g., smulating mother-daughter
Mild anemia and eating) relationship)
leukopenia Lack of interest Psychoactive drugs
Lanugo (downy body in sex such as amitriptyline
hair on the trunk) Was a"perfect [Elavil] and
Melanosis coli child" (e.g., good cyproheptadine
(blackened area of the student) [Periactin]
colonif thereis Interfamily conflicts
laxative abuse) (e.g.; patient's
problem draws
attention away from
parental marital
problem or an
attempt to gain
control to separate
from the mother)
Excessive exercising
Bulimia Relatively normal Binge eating + Cognitiveand
nervosa  body weight (in secret) of high- behavioral therapies
Esophagea caorie foods, + Average to high doses
varices caused followed by of antidepressants
by repeated vomiting or other + Psychotherapy
vomiting purging behavior
Tooth enamel to avoid weight
erosion due to gain (binge eating
gastric acid in and purging also
the mouth occursin 50% of
Swelling or infection patients with
of the parotid glands anorexia nervosa)
Callouses on the Poor self-image
dorsal surface of the Distress over the
hand from the teeth binge eating
because the hand is Depression

used to induce gagging

Electrolyte disturbances
Menstrual irregularities

Excessive exercising
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IV Obesity and Eating Disorders

A. Obesity
1. Overview

a. Obesity isdefined as being more than 20% over ideal weight based
on common height and weight charts.

b. At least 25% of adultsin the United States are obese.

c. Genetic factors are most important in obesity; adult weight is
closer to that of biologic rather than of adoptive parents.

d. Obesity is more common in lower socioeconomic groups and is associ-
ated with increased risk for cardiorespiratory problems, hyperten-
sion, diabetes mellitus, and orthopedic problems.

2. Treatment
a. Most weight loss achieved using commercial dieting and weight loss
programs is regained within a 5-year-period.
b. Gastric stapling and other surgical techniques are initially effec-
tive but are of little value in maintaining long-term weight loss.
c. A combination of sensible dieting and exercise is the most effec-
tive to way to maintain long term weight loss.

B. Eating disorders: anorexia nervosa and bulimia nervosa

1. In anorexia nervosa and bulimia nervosa, the patient shows abnormal
behavior associated with food despite normal appetite.

2. Eating disorders are more common in women and in higher socio-
economic groups and are much more common in the United States
than in other developed countries.

3. Physical and psychological characteristics and treatment of anorexia
nervosa and bulimia can be found in Table 14-5.



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-2

A 75-year-old man is brought to the emergency
department after being burned in a house fire.
Thisisthe patient's third emergency visit in 2
months. His other visits occurred after hein-
haled natural gas when he left the stove on
without a flame and because he fell down the
stairs after wandering out of the house in the
middle of the night. There is no evidence of
physical illness and no history of substance
abuse. Hiswifeis distressed and begs the doc-
tor to let her husband come home.

1. Thispatient ismost likely to be suffering
from

(A) delirium

(B) pseudodementia

(C) dementiaof the Alzheimer's type
(D) dissociative fugue

(E) amnestic disorder

2. Of the following, the most effectiveinitia
intervention for this patient is

(A) antipsychotic medication

(B) provision of a structured environment
(C) antidepressant medication

(D) tacrine

(E) reassurance

3. A doctor conducts a yearly physical on anor-
mal 85-year-old patient. Which of the following
mental characteristicsis the doctor most likely
to seein this patient?

A) Impaired consciousness
2B§ Abnormal level of arousal
(C) Minor forgetfulness

(D) Psychosis

(E) Depression

4, The new pharmacological treatments for
Alzheimer's disease (donepezil and tacrine)
are effective because they act to

(A) increase dopamine availability
%2 decrease dopamine availability
é ) increase acetylcholine availability
(D) decrease acetylcholine availability
(E) decrease serotonin availability

5. A 43-year-old woman says that she feels as
if sheis"outside of herself' and iswatching her
life asthough it were a play. She knows that
this perception is only afeeling and that sheis
really living her life. Thiswoman is most likely
to be suffering from

(A) dissociative amnesia

(B) dissociative fugue

(C) dissociative identity disorder
(D) depersonalization disorder
(E) deredlization

Questions 6-7

A 78-year-old retired female physician reports
that she has been confused and forgetful over
the past 10 months. She also has difficulty
sleeping, her appetite is poor, and she has lost
12 pounds. Questioning revealsthat her 18-
year-old dog died 10 months ago.

6. Thiswoman ismost likely to be suffering
from

(A) delirium

(B) pseudodementia

(C) dementiaof the Alzheimer's type
(D) dissociative fugue

(E) amnestic disorder

7. Of the following, the most effective inter-
vention for this patient is

(A ) antipsychotic medication

(B) provision of astructured environment
% antidepressant medication
E )tacrine

(E) reassurance
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8. A 38-year-old man asks his doctor to refer
him to a physician who attended a top-rated
medical school. He says that he knows the doc-
tor will not be offended because he under-
stands that he is "better" than her other pa-
tients. Which of the following disorders best
fits this picture?

(A) Borderline personality disorder

(B) Histrionic personality disorder

(C) Obsessive-compulsive personality disorder
(D) Avoidant personality disorder

(E) Antisocial personality disorder

(F) Dependent personality disorder

G) Dissociative identity disorder

EHE Adjustment disorder

() Paranoid personality disorder

(J) Passive-aggressive personality disorder
(K) Narcissistic personality disorder

(L) Schizotypal personality disorder

9. A 20-year-old female college student tells
the doctor that because she was afraid to be
alone, she tried to commit suicide after a man
with whom she had had two dates did not call
her again. After the interview, shetellshim
that all of the other doctors she has seen were
terrible and that he is the only doctor who has
ever understood her problems. Which of the
following disorders best fits this picture?

(A) Borderline personality disorder

) Histrionic personality disorder

C) Obsessive-compulsive personality disorder
) Avoidant personality disorder

E) Antisocial personality disorder
Dependent personality disorder
Dissociative identity disorder
Adjustment disorder

) Paranoid personality disorder
Passive-aggressive personality disorder
Narcissistic personality disorder
Schizotypal personality disorder

M) Schizoid personality disorder

o
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10. A 28-year-old woman comes to the doctor's
office bringing gifts for the receptionist and the
nurses. When she hears that one of the nurses
has taken another job, she beginsto sob loudly.
When the doctor sees her, she reports that she
is so hot that she must have "afever of at least
106°." Which of the following disorders best fits
this picture?

(A) Borderline personality disorder
) Histrionic personality disorder
Obsessive-compulsive personality disorder
% Avoidant personality disorder
E) Antisocial personality disorder
F) Dependent personality disorder
) Dissociative identity disorder
) Adjustment disorder
) Paranoid personality disorder
Passive-aggressive personality disorder
K) Narcissistic personality disorder
) Schizotypal personality disorder
(M) Schizoid personality disorder

(B
b
(
(
G
(H
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(
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11. Two weeks after a 50-year-old, overweight,

hypertensive woman agreed to start an exer-
cise program, she gained 4 pounds. She reports
that she has not exercised yet because "the gym
was so crowded that | couldn't get in." Which of
the following disorders best fits this picture?

(A) Borderline personality disorder

(B) Histrionic personality disorder

(C) Ohbsessive-compulsive personality disorder
(D) Avoidant personality disorder

(E) Antisocial personality disorder

(F) Dependent personality disorder

(G) Dissociative identity disorder

(H) Adjustment disorder

() Paranoid personality disorder

(J) Passive-aggressive personality disorder
(K) Narcissistic personality disorder

(L) Schizotypal personality disorder

(M) Schizoid personality disorder
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12. The parents of a 26-year-old woman say
that they are concerned about her because she
has no friends and spends most of her time hik-
ing in the woods and working on her computer.
The doctor examines her and finds that sheis
content with her solitary life and has no evi-
dence of aformal thought disorder. Which of
the following disorders best fits this picture?

Other Psychiatric Disordersin Adults  /
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13. A 18-year-old gymnast who is currently 5
feet, 5 inchestall and weighs 100 poundstells
the doctor that she needs to lose another 15
pounds to pursue a career in the sport. Her
mood appears good. Findings on physical exam-
ination are normal except for excessive growth
of downy body hair. She reports that she has not
menstruated in more than 1 year. Which of the

following is most likely to characterize this
teenager?

(A) Lack of appetite

(B) Low socioeconomic group
(C) High sexual interest

(D) Conflict with her mother
(E) Poor school performance

A) Borderline personality disorder

583 Histrionic personality disorder

(C) Obsessive-compulsive personality disorder
(D) Avoidant personality disorder

(E) Antisocial personality disorder

(F) Dependent personality disorder

(G) Dissociative identity disorder

(H) Adjustment disorder

(I) Paranoid personality disorder

(J) Passive-aggressive personality disorder
(K) Narcissistic personality disorder

(L) Schizotypal personality disorder

(M) Schizoid personality disorder

Answers and Explanations

TBQ-C. This stockbroker is most likely to be suffering from dissociative identity disorder (for-
merly multiple personality disorder). She does not remember the man who signed the letter or
posing for the photograph because these events occurred when she was in another personality.
Dissociative amnesiainvolves a failure to remember important information about oneself and
dissociative fugue is amnesia combined with sudden wandering from home and taking on a dif-
ferent identity. Depersonalization disorder is a persistent feeling of detachment from one's own
body, the social situation or the environment (derealization). None of these disordersinvolves
multiple personalities.

1-C, 2-B. This patient is most likely to be suffering from dementia of the Alzheimer's type. He
is having accidents because heis forgetful (e.g., forgetting to turn off the gasjet) and wanders
out of the house because he does not know which is the closet or bathroom door and which is the
outside door. There is no evidence of amedical cause for his symptoms as there would be in delir-
ium. There is no evidence of depression as in pseudodementia or of a history of alcohol abuse as
in amnestic disorder. The most effective initial intervention for this patient is provision of a struc-

tured environment [e.g., giving the patient visual cues for orientation (labeling doors for func-

tion)] and taking practical measures (e.g., removing the gas stove). Medications and reassurance
may be useful for associated symptoms but that will not change the patient's forgetful and po-
tentially dangerous behavior.

3-C. This normal 85-year-old patient is likely to show minor forgetfulness, such as forgetting
new names and phone numbers. Impaired consciousness, psychosis, and abnormal level of
arousal are seen in delirium which is associated with a variety of physical illnesses. While seen
more commonly in the elderly than in younger people, depression is an illness (see Chapter 12)
not a natural consegquence of normal aging.

4-C. Low levels of acetylcholine (ACh) are associated with the symptoms of dementia of the
Alzheimer's type. The new pharmacological treatments for Alzheimer's, donepezil and tacrine,
are acetyleholinesterase inhibitors (i.e., they block the breakdown of ACh, increasing its avail-
ability). These agents can thus be effective in slowing down the progression of the illness, but not

in restoring function already lost.
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5-D. Thiswoman, who feels asif sheis"outside of herself' watching her life as though it were a
play is suffering from depersonalization disorder, a persistent feeling of detachment from one's
own body or the social situation. In contrast to some of the other dissociative disorders (see an-
swer to TBQ), and psychotic disorders (see Chapter 11) this woman knows that this perception
isonly afeeling and that sheisreally living her life.

6-B, 7-C. Thiswoman is most likely to be suffering from pseudodementia-depression which
mimics dementia. In the elderly, depression is often associated with cognitive problems as well
as sleep and eating problems. Strong evidence for depression is provided by the fact that this pa-
tient's symptoms began with the loss of an important relationship (i.e., the death of her dog).
Delirium and dementia are caused by physiological abnormalities. Dissociative fugue involves
wandering away from home and amnestic disorder is associated with a history of alcoholism. The
most effective intervention for this depressed patient is antidepressant medication. When the
medication relieves the depressive symptoms, her memory will improve. Antipsychotic medica-
tion, provision of a structured environment, tacrine, and simple reassurance are not appropriate
for this patient.

8-K. This 38-year-old man who asks to be referred to a physician who attended a top-rated med-
ical school because he is "better” than your other patients is demonstrating narcissistic person-
ality disorder.

9-A. This 20-year-old college student who made a suicide attempt after arelatively trivial rela-
tionship broke up and who uses splitting as a defense mechanism (e.g., all of the other doctors she
has seen were terrible and he is the best) is demonstrating borderline personality disorder.

10-B. This 28-year-old woman who brings gifts for the receptionist and the nurses because she
needs to have everyone like her is demonstrating histrionic personality disorder. Patients with
this personality disorder tend to exaggerate their physical symptoms for dramatic effect (e.g., "a
fever of at least 106°").

11-J. This 50-year-old woman who agreed to start an exercise program and then makes weak
excuses for her failure to follow the program is demonstrating passive-aggressive personality dis-
order. She really never intended to follow the doctor's exercise program (was inwardly defiant)
but agreed to do it (was outwardly compliant).

12-M. This 26-year-old woman who shows no evidence of athought disorder, has no friends, and
spends most of her time at solitary pursuits is demonstrating schizoid personality disorder. In
contrast to those with avoidant personality disorder, schizoid patients are content with their soli-
tary lifestyle.

13-D. Thisteenager is already underweight yet wants to lost more weight, and she has devel-
oped lanugo (growth of downy body hair) and amenorrhea (absence of menses). These symptoms
show that she is suffering from anorexia nervosa. Because gymnasts must be small and slim,
gymnasticsis the sport most closely associated with the development of anorexia nervosa
Anorexiais also characterized by family conflicts particularly with the mother, normal appetite,
high socioeconomic group, low sexual interest, good school performance and excessive exercising.
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Psychiatric Disorders
in Children

Typical Board Question

A 4-year-old child who has never sgoken voluntarily shows nointerest in or connection to
his parents, other adults, or other children. Hishearingis normal. His mother tells the doc-
tor that he persistently turns on the taps to watch the water running and that he screams
and struggles fiercely when she tries to dress him. which of the following disorders best
fitsthisclinical picture?

A) Autistic disorder
B) Rett's disorder L
C) Attention deficit hyperactivity disorder (ADHD)

D) Tourette's disorder
E) Selectivemutism

(See "Answers and Explanations' at end of Chapter)

|. Pervasive Developmental Disorders of Childhood

A. Overview

1. Pervasive developmental disordersare characterized by the failureto
acquire (e.g., autistic disorder, Asperger disorder) or the early loss (e.g.,
Rett's disorder, childhood disintegrative disorder) of social skillsand
language resulting in lifelong problemsin social and occupational
functioning.

2. Thesedisordersare not reversible. Treatment involves behavioral
therapy to increase social and communicative skills, decr ease behavior
problems (e.g., self-injury) and improve self-car e skills as well as sup-
portive therapy and counseling to parents.

3. Theprototype of these disordersisautistic disorder.

B. Autistic disorder

1. Characteristics of autistic disorder include
a. Severe problemswith communication (despite normal hearing)
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b. Significant problems forming social relationships (including those
with caregivers)

c. Repetitive behavior (e.g., spinning, self-injury)

d. Subnormal intelligence in most children

e. Unusual abilitiesin some children (e.g., exceptional memory or cal-
culation skills). These children are referred to as "savants.”

2. Occurrence
a Autistic disorder occursin about 5 children per 10,000.
b. It begins before 3 years of age.
¢. Thedisorder is much more common in boys.

3. Theetiology of autistic disorder includes
a. Cerebral dysfunction (no psychological causes have been identi-
fied)
b. A history of perinatal complications
c. A genetic component (e.g., the concordance rate for autism in
monozygotic twinsis 35% and is lower in dizygotic twins)

C. Other pervasive developmental disorders

|. Asperger disorder involves
a Significant problems forming social relationships
b. Repetitive behavior

C. In contrast to autistic disorder, in Asperger disorder thereis normal
cognitive development and little or no developmental language de-

lay.
2. Rett's disorder involves

a. Diminished social, verbal, and cognitive development after up
to 4 years of normal functioning

b. Occursonly ingirls
c. Stereotyped, hand-wringing movements
d. Mental retardation

3. Childhood disintegrative disorder involves

a. Diminished social, verbal, cognitive, and motor devel opment
after at least 2 years of normal functioning

b. Mental retardation

I1. Attention-Deficit Hyperactivity Disorder (ADHD) and
Disruptive Behavior Disorders of Childhood

A. Overview

1. ADHD and the disruptive behavior disorders (i.e., conduct disor-
der and oppositional defiant disorder) are characterized by inap-
propriate behavior that causes problemsin social relationships and
school performance.

2. Thereis no frank mental retardation.
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3. These disorders are not uncommon and ar e seen mor e often in boys.

4, Differential diagnosisincludes mood disorders and anxiety disor -
ders.

5. Characteristics of these disorders can befound in Table 15-1.

B. Etiology

1. Genetic factors areinvolved. Relatives of children with conduct disor-
der and ADHD have an increased incidence of these disorders and of an-
tisocial personality disorder and substance abuse.

2. Although evidence of serious structural problemsin thebrainisnot pre-
sent, children with conduct disorder and ADHD may have minor brain
dysfunction.

3. Substance abuse, serious marital discord, mood disordersand child
abuse ar e seen in some parents of children with these disorders.

C. Treatment
1. Pharmacologic treatment for ADHD consists of use of central nervous
system stimulantsincluding methylphenidate [Ritalin], dextroam-
phetamine sulfate [Dexedring], and pemoline [Cylert].

a. For ADHD, CNSstimulants apparently help to reduce activity
level and increase attention span and the ability to concentrate;
antidepr essants also may be useful.

b. Since stimulant drugs decr ease appetite (see Chapter 9), they may
inhibit growth and lead to failure to gain weight; both growth and
weight usually return to normal once the child stopstaking the med-
ication.

2. Family therapy isthe most effective treatment for conduct disorder and

oppositional defiant disorder (see Chapter 17).

Table 15-1. Characteristics of Attention-Deficit Hyperactivity Disorder and the Disruptive
Behavior Disorders

Attention-Deficit

Hyper activity Oppositional

Disorder (ADHD) Conduct Disorder Defiant Disorder
Hyper activity, limited Behavior that violates Behavior that, while defiant,
attention span, social norms (e.g., negative, and noncompliant,
Propensity for accidents torturing animals, does not grossly violate social
I mpulsiveness stealing, truancy, norms (e.g., anger, argumen-
Emotional lability settingfires) tativeness, resentment
Irritabilit Criminal behavior, toward authority figures)
History of excessive antisocial personality Remits by adulthood in 25%
crying, high sensitivity disorder, substance of children
to stimuli, and irregular abuse, and mood May progressto conduct
sleep patternsin infancy disorder in adulthood disor der
Hyperactivity isthefirst
symptom to disappear

asthe child getsolder
Most children show
remission in adolescence
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[11. Other Disorders of Childhood

A. Tourette' sdisorder

1. Tourette'sdisorder ischaracterized by involuntary movements and
vocalizations (tics), often including the involuntary use of profanity.
While these behaviors can be controlled briefly, they must ultimately be
expressed.

2. Thedisorder, which islifelong and chronic, begins befor e age 18, usu-
ally between the ages of 7 and 8.

3. Whilethe manifestations ar e behavioral, the etiology of Tourette'sis
neurological. It isbelieved to involve dysfunctional regulation of
dopaminein the caudate nucleus.

4. Thedisorder isthreetimes more common in males and hasa strong
genetic component.

5. Thereisageneticrelationship between Tourette'sand both ADHD
and obsessive-compulsive disorder (see Chapter 13).

6. Haloperidol and some other antipsychotic agents are the most effective
treatment for Tourette disorder.
B. Separation anxiety disorder

1. Oftenincorrectly called " school phobia," because the child refusesto go
to school, thisdisorder is characterized by an overwhelming fear of
loss of a major attachment figure, particularly the mother.

2. The child often complains of physical symptoms, (e.g., stomach pain or
headache) to avoid going to school and leaving the mother.

3. Individualswith a history of separation anxiety disorder in childhood are
at greater risk for anxiety disordersin adulthood, particularly ago-
raphobia.

C. Selective mutism

1. Children (more commonly girls) with thisrare disorder speak in some
social situations (e.g., at home) but not in others (e.g., at school); the
child may whisper or communicate with hand gestures.

2. Selective mutism must be distinguished from normal shyness.



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-2

Since the age of 8, a 13-year-old boy has shown
anumber of repetitive motor movements. He
recently has begun to have outbursts in which
he curses and shrieks. When asked if he can
control the vocalizations and movements he
says "For ashort time only; it islike holding
your breath-eventually you have to let it out."

1. Thischild ismost likely to be suffering from
(A

) autistic disorder
) Rett's disorder
) attention-deficit hyperactivity disorder

O >

E
(ADHD)

(D) Tourette's disorder

(E) selective mutism

2. The most effective treatment to reduce the
unwanted vocalizations and movementsis

(A) antipsychotic medication

(B) provision of a structured environment
(C) antidepressant medication

(D) tacrine

(E) reassurance

3. A 9-year-old boy with normal intelligence
has a history of fighting with other children
and catching and torturing birds, squirrels,
and rabbits. When asked why he engagesin
this behavior, he says "it'sjust fun." The best
description of this child's behavior is

(A) normal
(B) attention-deficit hyperactivity disorder
(ADHD)

(C) autistic disorder
(D) oppositional defiant disorder
(E) conduct disorder

Questions 4-6

A 9-year-old boy with normal intelligence fre-
quently getsinto trouble at school because he
interrupts the teacher, disturbs the other stu-
dents and cannot seem to sit still in class. How-
ever, the child works well and productively
when alone with his tutor.

4. The best description of this child's behavior is

(A) normal

(B) attention-deficit hyperactivity disorder
(ADHD)

(C) autistic disorder

(D) oppositional defiant disorder

(E) conduct disorder

5. Which of the following is most closely in-
volved in the etiology of this child's problem?

(A) Neurological dysfunction
Improper diet

Food allergy

Excessive punishment
Excessive leniency

LECEC)

(
(
(
6. The most effective treatment for this child
is

A) lithium

B) astimulant
C) an antidepressant
D)

asedative
(E) psychotherapy

7. A 3-year-old boy with normal intelligence

cannot seem to sit still for more than 15 min-

utes at atimein nursery school. He squirmsin

his seat and often gets out of his seat to walk

around. The best description for this child's be-

havior is

(A) normal

(B) attention-deficit hyperactivity disorder
(ADHD)

(C) autistic disorder

(D) oppositional defiant disorder

(E) conduct disorder



Answers and Explanations

TBQ-A. This child who has never spoken voluntarily and who shows no interest in or connec-

tion to his parents, other adults, or other children despite normal hearing is suffering from autis-

tic disorder, a pervasive developmental disorder of childhood. He turns on the tap to watch the
water running because, as with many autistic children, repetitive motion calms him. Any change
in his environment, such as being dressed, leads to intense discomfort, struggling, and scream-
ing. Selective mutism, speaking in some social situations but not in others, is associated with
otherwise normal development. Attention-deficit hyperactivity disorder (ADHD) involves normal

development of speech and social interaction but difficulty paying attention or sitting till. Rett's
disorder occurs after a period of normal function and only occursin girls. Tourette's disorder in-

volves unwanted vocalizations and motor tics but otherwise normal motor and social develop-

ment.

1-D, 2-A. Thischild ismost likely to be suffering from Tourette's disorder, a chronic neurologi-
cal condition with behavioral manifestations. The unwanted vocalizations and motor tics can be
controlled only briefly and then they must be expressed (see also answer to TBQ above). The most
effective treatment for this child is antipsychotic medication such as haloperidol. There is no ev-
idence that provision of a structured environment, antidepressant medication, or an acetyl-
cholinesterase inhibitor (i.e., tacrine) are helpful for control of motor or vocal tics. Reassurance
can help patients with many disorders but is not the most effective treatment for the symptoms
of Tourette's disorder.

3-E. This child is demonstrating conduct disorder. Children with this disorder have no concern
for othersor for animals (i.e., this child finds torturing animals "fun"). Children with conduct dis-
order generally have normal intelligence. They often set fires and are truant. Children with
attention-deficit hyperactivity disorder (ADHD) have trouble controlling their behavior but do not
intentionally cause harm. Children with oppositional defiant disorder have problems dealing
with authority figures but not with other children or animals. See TBQ for a discussion of autis-
tic disorder.

4-B, 5-A, 6-B. This 9-year-old boy who getsinto trouble at school because he disturbs the teacher
and the other students and cannot seem to sit still is suffering from attention-deficit hyperac-
tivity disorder (ADHD) (see aso answer to Question 3). Children with ADHD can often learn well
when there are few distractions (i.e., alone with atutor). ADHD is believed to result from neu-
rological dysfunction. Although anecdotal evidence has been put forward, scientific studies have
not revealed an association between ADHD and either improper diet (e.g., excessive sugar in-
take) or food allergy (e.g., to artificial colors or flavors). The disorder also is not aresult of par-
enting style (e.g., excessive punishment or leniency). However, in part because of their difficult
behavior, children with ADHD are more likely to be physically abused by parents. The most ef-
fective treatment for children with ADHD is use of central nervous system stimulants including
methylphenidate [Ritalin], dextroamphetamine sulfate [Dexedrine], and pemoline [Cylert].
Lithium is used to treat bipolar disorder, antidepressants are used primarily to treat depression,
and sedatives are used primarily to treat anxiety. While psychotherapy may help, it is not the
most effective treatment since the disorder is caused by neurological dysfunction.

7-A. The best description for this child's behavior isnormal. A normal 3-year-old child cannot be
expected to sit still for more than 15 minutes at atime (see also answer to Question 3). Normal
school age children should be able to sit till and pay attention for longer periods of time.
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Biologic Therapies:
Psychopharmacology and
Electroconvulsive Therapy

Typical Board Question

A 26-year-old man comes to the emergency department with elevated blood pressure,
sweating, headache, and vomiting. His companion tells you that the patient becameill at
a party where he ate pizza and drank punch. The drug that this patient is most likely to

betaking is

A) fluoxetine

B) lithium

C) nortriptyline
D ﬁhenel Zine

E) haloperidal

(See "Answers and Explanations’ at end of Chapter)

. Overview

A. Neurotransmitter abnormalities are involved in the etiology of many
psychiatric illnesses (e.g., psychotic disorders, mood disorders, anxiety dis-
orders) (see Chapter 4).

B. Normalization of such levels by pharmacologic agents can ameliorate
many of the symptoms of these disorders.

C. Psychopharmacologic agents also may be useful in the treatment of symp-
toms of certain medical conditions (e.g., gastrointestinal problems,
pain, seizures).

[1. Antipsychotic Agents

A. Overview

1. Antipsychotic agents (formerly called neuroleptics or major tranquilizers)
are used in the treatment of schizophrenia as well asin the treatment
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of psychotic symptoms associated with other psychiatric and physical
disorders.

2. Antipsychotics are also used medically to treat nausea, hiccups, in-
tense anxiety and agitation, and Tourette'sdisorder.

3. Although antipsychotics commonly ar e taken daily by mouth, noncom-
pliant patients can be treated with long-acting " depot” formssuch as
haloperidol decanoate administered intramuscularly every 4 weeks.

4. Antipsychotic agents can be classified as" traditional” or " atypical"
depending on their mode of action and side effect profile.

B. " Traditional" antipsychotic agents

1. Traditional antipsychotic agents act primarily by blocking central D2
receptors.

2. Although negative symptoms of schizophrenia, such aswithdrawal, may
improve with continued treatment, traditional antipsychotic agentsare
most effective against positive symptoms such as hallucinations
and delusions (see Chapter 11).

3. Traditional antipsychotics are classified according to their potency.
a. Low-potency agents, (e.g., chlorpromazine [Thorazine], and thiori-
dazine [Médllaril]) are associated primarily with non-neurologic ad-
ver se effects (Table 16-1).
b. High-potency agents, (e.g. haloperidol [Haldol], trifluoperazine
[Stelazine], pimozide [Orap] and perphenazine [Trilafon]) are associ-
ated primarily with neurologic adver se effects (see Table 16-1).

" Atypical" antipsychotic agents, (e.g., clozapine [Clozaril], risperidone
[Risperdal], olanzapine [Zyprexa], and quetiapine [Seroquel])

1. Atypical agentsare used to treat psychosisin patients who cannot use
traditional antipsychotics because of treatment resistance (inade-
quate clinical response to other agents) or adver se effects.

2. In contrast to traditional antipsychotic agents, a major mechanism of
action of atypical antipsychotics appearsto be on serotonergic sys
tems. They also affect dopaminergic systems, primarily as D4-receptor
antagonists.

3. Advantages of atypical agents over traditional agents
a. Atypical agents may be mor e effective when used to treat the neg-
ative, chronic, and refractory symptoms of schizophrenia (see Chap-
ter 11).
b. They arelesslikely to cause extrapyramidal symptoms, tardive
dyskinesia, and neuroleptic malignant syndrome.

4. Disadvantages of atypical agents
a. Atypical agents may increase the likelihood of hematologic problems,
such as agranulocytosis (with clozapine asthe most problematic
agent).
b. They may alsoincreasethelikelihood of seizuresand anticholiner-
gic side effects.



Table 16-1. Adverse Effects of Antipsychotic Agents

System

Adverse Effects

Non-neurological adverse effects. More common with traditional, low-potency agents

Circulatory

Endocrine

Hematologic

Hepatic

Dermatologic
Ophthalmologic

Anticholinergic

Antihistaminergic

Orthostatic (postural) hypotension

Electrocardiogram abnormalities

Thioridazine is most cardiotoxic in overdose

Increase in prolactin level results in gynecomastia (breast
enlargement), galactorrhea, erectile dysfunction, amenorrhea, and
decreased libido

L eukopenia; agranulocytosis (decreased number of certain white blood
cells, particularly polymorphonuclear leukocytes)

Usually occur in the first 3 months of treatment

Jaundice; elevated liver enzyme levels -

Usually occur in the first month of treatment

More common with chlorpromazine

Skin eruptions, photosensitivity, and blue-gray skin discoloration
More common with chlorpromazine

Irreversible retinal é)igmentation with thioridazine

Depositsin lens and cornea with chlorpromazine

Peripheral effects: Dry mouth, constipation, urinary retention, and
blurred vision

Central effects: Agitation and disorientation

Weight gain and sedation

Chlorpromazine is most sedating

Neurological adverse effects: More common with traditional high-potency agents

Extrapyramidal

Other

Pseudoparkinsonism (muscle rigidity, shuffling gait, resting tremor,
mask-like facial expression)

Akathisia (subjective feeling of motor restlessness)

Acute dystonia (prolonged muscular spasms; more common in men
under age 40)

Treat with anticholinergic (e.g., benztropine) or antihistaminergic
(e.g., diphenhydramine) agent

Tardive dyskinesia (abnormal writhing movements of the tongue,
face, and body; more common in women and after at least 6 months of
treatment); to treat, substitute low potency or atypical antipsychotic
agent

Neuroleptic malignant syndrome (high fever, sweating, increased
pulse and blood pressure, muscular rigidity; more common in men
and early in treatment; mortality rate about 20%); to treat, stop agent
and provide medical support

Decreased seizure threshold

1. Antidepressant Agents

A. Overview

1. Heterocyclic antidepressants (tricyclic and tetracyclic), selective
serotonin reuptake inhibitors (SSRIs), Mmonoamine oxidase in-
hibitors (MAOIs),and atypical antidepressants are used to treat de-
pression. These agents also have other clinical uses (Table 16-2).

2. While heterocyclics were once the mainstay of treatment, because of their
more positive side effect profile, SSRIs (e.g., fluoxetine [Prozac]) are
now used as first-line agents.

3. All antidepressants take about 3-6 weeks to work and all have equal
efficacy.
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Table 16-2. Antidepressant Agents (grouped alphabetically by category)

Agent Clinical Usesin Addition to
[brand name] Effects Depression

Heterocyclic Agents (HCAS)

Amytriptyline [Elavil] + Sedating + Depression with insomnia
+ Anticholinergic + Chronic pain
Clomipramine [Anafranil] Most serotonin-specific + Obsessive-compulsive disorder
of theHCAs (OCD)
Desipramine [Norpramin, + Least sedating of + Depression in the elderly
Pertofrane] the HCAs + Enuresis
¢ Least anticholinergic ¢ Eating disorders
of the HCAs
+ Stimulates appetite
Doxepin [Adapin, Sinequan] * Sedating, antihista- + Generalized anxiety disorder
minergic + Peptic ulcer disease
+ Anticholinergic
Imipramine [ToFranil] ¢ Likely to cause + Panic disorder with
orthostatic hypotension agoraphobia
+ Enuresis

+ Eating disorders

Maprotiline [Ludiomil] + Low cardiotoxicity + Anxiety with depressive
+ May cause seizures features
Nortriptyline [Aventyl, ¢ Lesast likely of theHCAs  « First choice for depressionin
Pamelor] to cause orthostatic the elderly
hypotension ¢+ Patients with cardiac diseases

Selective Serotonin Reuptake Inhibitors (SSRIs)

Fluoxetine [Prozac] + May cause agitation + OCD
and insomniainitially + Premature gjaculation
+ Sexual dysfunction + Panic disorder
+ May uniquely cause + Premenstrual syndrome
weight loss + Socia phobia (paroxative)
Paroxetine [Paxil] + Most serotonin-specific

and sedative of the SSRIs
+ Sexual dysfunction

Sertraline [Zol oft] * Most likely of the SSRIs
to cause gastrointestinal
disturbances (e.g., diarrhea)

+ Sexual dysfunction

Fluvoxamine [Luvox] + Currently indicated only
for OCD

Monoamine Oxidase Inhibitors (MAOIS)

Isocarboxazid [Marplan] Hyperadrenergic crisis * Atypica depression

Phenelzine [Nardil] precipitated by ingestion  + Pain disorders

Tranylcypromine |Parnate] of pressor aminesin + Eating disorders
tyramine-containing + Panic disorder
foods or sympatho- + Social phobia
mimetic drugs (phenelzine)

continued



Table 16-2. Antidepressant Agents (continued)

Agent
[brand name]

Effects

Clinical Uses in Addition to

Depression

Other Antidepressants

Amoxapine [Asendin]

Antidopaminer gic effects

(e.g., parkinsonian

symptoms, galactorrhea,

sexual dysfunction)
Most dangerousin
overdose

Depression with psychotic
features

Bupropion [Wellbutrin,
Zyban]

e o o e

Insomnia

Seizures

Sweating

Fewer adver se sexual
effects

Refractory depression
(inadequate clinical response
to other antidepressants)
Smoking cessation

Seasonal affective disorder
(SAD)

Adult attention-deficit

hyper activity disorder

Mirtazapine [Remeron]

Targets specific
serotonin receptors
and causes fewer
adver se effects

Refractory depression
Lack of appetite

Nefazodone [Serzone]

Related to trazodone,
but causes less
sedation and priapism

Refractory depression
Depression with anxiety
Insomnia

Trazodone [Desyrel]

Sedation
Priapism
Safein overdose

Insomnia

Venlafaxine [Effexor]

Serotonergic
Noradrenergic
Low cytochrome
P450 effects

Refractory depression
Generalized anxiety disorder

4. Antidepressant agents do not elevate mood in nondepr essed people
and have no abuse potential.
5. Stimulants, such as methylphenidate or dextroamphetamine, may
also be useful in treating depression. They work quickly, and thus may
help to improve mood in terminally ill or elderly patients. They are also
useful in patientswith depression refractory to other treatmentsand in
those at risk for the development of adver se effects of other agentsfor de-
pression. Disadvantagesinclude their addiction potential.
B. Heterocyclic Agents
1. Heterocyclic antidepr essants block reuptake of nor epinephrine
and serotonin at the synapse, increasing the availability of these neu-

rotransmittersand improving mood. (see Chapter 4)

a. These agents also block muscarinic acetylcholine receptors, resulting
in anticholiner gic effects, (e.g., dry mouth, blurred vision, urinere-
tention, constipation)

b. Histamine receptorsare also blocked by heter ocyclic agents, resulting
in antihistiminer gic effects (e.g., weight gain and sedation).
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2. Other adver se effectsinclude precipitation of manic episodesin potentially
bipolar patients, cardiovascular effects such asorthostatic hypotension,
neurologic effects such astremor, weight gain, and sexual dysfunction.

3. Heterocyclics are dangerousin overdose.

. SSRIs

1. SSRIsselectively block the reuptake of serotonin, increasing its
availability in the synapse and improving mood. (see Chapter 4)

2. SSRIs havelittle effect on dopamine, nor epinephrine, acetylchaline, or
histamine systems.

3. Because of this selectivity, SSRIs cause fewer side effectsand are
safer in overdose than heterocyclicsor MAOQOIs.

D. MAOIs

1. MAOIsinhibit the breakdown of neurotransmittersby monoamine oxi-
dase (MAO) inthebrain in anirreversible reaction, thereby increasing
norepinephrine and serotonin availability in the synapse and im-
proving mood.

2. These agentsmay be particularly useful in the treatment of atypical de-
pression (see Chapter 12) and treatment resistence to other agents.

3. A major drawback of use of MAOIsisa potentially fatal reaction when
they aretaken in conjunction with certain foods. Thisreaction oc-
curs because
a. MAO metabolizestyramine, a pressor, in the gastrointestinal tract.
b. If MAO isinhibited, ingestion of tyramine-rich foods (e.g., aged

cheese, beer, wine, broad beans, beef or chicken liver, and smoked or
pickled meats or fish) or sympathomimetic drugs (e.g., ephedrine,
methylphenidate [Ritalin], phenylephrine [Neo-Synephring], pseu-
doephedrine [Sudafed]) can increase tyramine levels.

c. Increasein tyramine can cause elevated blood pressure, sweating,
headache, and vomiting (i.e., a hypertensive crisis), which in turn
can lead to stroke and death.

4. MAOIsand SSRIsused together can cause a potentially life-threatening
drug-drug interaction, the serotonin syndrome, marked by autonomic
instability, hyperthermia, convulsions, coma, and death.

5. Other adverse effectsof MAOIsare similar to those of the heter ocyclics,
including danger in overdose.

IV Mood Stabilizers: Agents Used to Treat Mania

A. Lithium (carbonate and citrate)

1. Lithium isamood stabilizer which isused to prevent both the manic
and depressive phases of bipolar disorder.

2. 1t may be used also to increase the effectiveness of antidepr essant
agentsin depressiveillness and to control aggressive behavior. (see
Chapter 20)

3. Adverse effects of chronic use of lithium include
a. congenital abnormalities (particularly of the cardiovascular system)
b. hypothyroidism
c. tremor
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4.

5,

d. renal dysfunction

e. cardiac conduction problems

f. gastric distress

g. mild cognitive impairment

Lithium takes 2-3 weeks to work. Haloperidol is therefore the initial
treatment for psychotic symptoms in an acute manic episode.

Because of potential toxicity, blood levels of lithium must be main-
tained at 0.8-1.3 mEgL.

B. Anticonvulsants. Carbamazepine [ Tegretol] and Valproic Acid [De-
pakene, Depakote]

1

2,

3.

Anticonvulsants are also used to treat mania, particularly rapid cy-
cling bipolar disorder (i.e., more than 4 episodes annually) and mixed
episodes (mania and depression occurring at the same time).

Carbamazepine may be associated with severe adverse effects such as
aplastic anemia and agranulocytosis.

Valproic acid may be particularly useful for treating bipolar symptoms
resulting from cognitive disorders (see Chapter 14) and for prophylaxis
of migraine headaches.

4. Adverse effects of valproic acid include gastrointestinal and liver prob-

lems, congenital neural tube defects, and alopecia (hair 0ss).

V Antianxiety Agents. These agents are also known as
anxiolyticsor minor tranquilizers.

A. Benzodiazepines

L

These agents have a short, intermediate, or long onset and duration of
action and may be used to treat disorders other than anxiety disorders
(Table 16-3).

Their characteristics of action are related to their clinical indications and

their potential for abuse; for example, short-acting agents are good hyp-

notics (sleep inducers) but have a higher potential for abuse than longer
acting agents.

Benzodiazepines commonly cause sedation but have few other adverse
effects.

Tolerance and dependence may occur with chronic use of these
agents.

Flumazenil [Mazicon, Romazicon] is a benzodiazepine receptor antago-
nist which can reverse the effects of benzodiazepines in cases of overdose
or when used for asurgical procedure.

B. Nonbenzodiazepines

1.

Buspirone [BuSpar], an azaspirodecanedione, is not related to the ben-

zodiazepines.

a. In contrast to benzodiazepines, buspirone is nonsedating, and is not
associated with dependence, abuse, or withdrawal problems.

b. It isused primarily to treat conditions causing chronic anxiety in
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fable 16-3. Antianxiety Agents (grouped alphabetically by duration of action and category)

Agent Duration
brand name] of Action

Clinical Usesin Addition to Anxiety

Benzodiazepines

Chlorazepate [ Tranxene] Short

Lorazepam [Ativan] Short
Oxazepam [ Serax] Short
1'riazolam [Halcion] Short
Alprazolam [Xanax] Intermediate
remazepam [Restoril] Intermediate

Chlordiazepoxide [Librium] ~ Long

Management of partial seizures
chotic agitation, alcohol withdrawal
particularly for hallucinations), status
epilepticus (persistent seizures)
Alcohol withdrawal
Insomnia
Depression; panic disorder; social phobia
Insomnia

First choice for acohol withdrawal
(particularly for agitation and delirium)

Seizures, mania, social phobia, panic disorder,
aggression, adjuncts with mood stabilizers

Muscle relaxation, analgesia, anticonvulsant,
alcohol withdrawal (particularly for seizures)

Insomnia

Nonbenzodiazepines

Clonazepam [Klonopin] Long
Diazepam [Valium] Long
Flurazepam [Da mane] Long
Zolpidem (Ambien) Short
Buspirone (BuSpar) Very long

Insomnia

Anxiety in the elderly, generalized anxiety

disorder

which benzodiazepine dependence can become a problem (e.g., gen-
eralized anxiety disorder (see Chapter 13).

c. Buspirone takes up to 2 weeks to work and may not be acceptable
to patients who are accustomed to taking the fast acting benzodi-
azepines for their symptoms.

2. Zolpidem tartrate (Ambien) is a short acting agent unrelated to the
benzodiazepines and used primarily to treat insomnia.

3. Carbamates (e.g., meprobamate [Miltown]) are used only rarely be-
cause they have a greater potential for abuse and a lower therapeutic in-

dex than benzodiazepines.

V1. Electroconvulsive Therapy (ECT)

A. Usesof ECT

1. ECT providesrapid, effective, safe treatment for some psychiatric dis-

turbances.
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a. It ismost commonly used to treat major depressive disorder that
isrefractory to antidepr essants.

b. ECT may beindicated also for serious depressive symptoms from
any cause, particularly when rapid symptom resolution isimpera-
tive because of suiciderisk (see Chapter 12).

c. ECT isparticularly useful for treating depression in the elderly be-
cause it may be safer than long-term use of antidepressant agents.

2. ECT may alter neurotransmitter function in a manner similar to that of
treatment with antidepressant drugs.

B. Administration

1. ECT involvesinducing a generalized seizur e lasting 25-60 seconds by
passing an electric current acrossthe brain.

2. Prior to seizureinduction, the patient is premedicated (e.g., with at-
ropine) followed by general anesthesia and a muscle relaxant to prevent
injury during the seizure.

3. ECT can beunilateral (two electrodes placed on the nondominant hemi-

sphere) or bilateral (one electrode placed on each temple). With unilateral
ECT, therearefewer side effects but less efficacy than with bilateral ECT.

4. Improvement in mood typically begins after afew ECT treatments.
A maximum responseto ECT isusually seen after 5-10 treatments given
over a 2-3 week period.

B. Problems associated with ECT

1. Themajor adverse effect of ECT isretrograde amnesia (i.e., forget-
ting past events). In most patients, thismemory impair ment resolves
within 6 months after treatment concludes.

2. Increased intracranial pressureisthe major contraindication for
ECT.

3. Themortality rate associated with ECT is comparableto that associated
with theinduction of general anesthesia.



Review Test

Directions: Each of the numbered items or incompl ete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 25-year-old male schizophrenic patient
reports that he has difficulty staying awake
during the daytime and waking up in the
morning. The antipsychotic agent that this pa-
tient is most likely to be taking is

(A) haloperidol

(B) chlorpromazine
(C) perphenazine
(D) clozapine

(E) trifluoperazine

2. A 30-year-old male schizophrenic patient is
taking an antipsychotic agent which is helping
him to be more outgoing and sociable. How-
ever, the patient is experiencing seizures and a
blood test reveals agranulocytosis. The an-
tipsychotic agent that this patient is most
likely to betakingis:

(A) haloperidol

(B) chlorpromazine
(C) perphenazine
(D) clozapine

(E) trifluoperazine

Questions 3-4

A 54-year-old chronic schizophrenic patient
has begun to show involuntary chewing and
lip-smacking movements.

3. These signsindicate that the patient is ex-
periencing a side effect of antipsychotic med-
ication known as

(A) tardive dyskinesia

(B) neuroleptic malignant syndrome
(C) pseudoparkinsonism

(D) dystonia

(E) akathisia

4. The side effect described in Question 3 is
best treated initially

(A) by changing to alow potency antipsy-
chotic agent

B) with an antianxiety agent

C) with an antidepressant agent

D) with an anticonvulsant

E) by stopping the antipsychotic agent

—~—~————

Questions 5-6

5. A 25-year-old patient who has taken
haloperidol for the past 2 monthsis brought to
the hospital with atemperature of 104 °F, blood
pressure of 190/110, and muscular rigidity.
These signs indicate that the patient has an
antipsychotic medication side effect known as

(A) tardive dyskinesia

(B) neuroleptic malignant syndrome
(C) pseudoparkinsonism

(D) dystonia

(E) akathisia

6. The side effect described in Questions5is
best treated initially

(A) by changing to alow potency antipsy-
chotic agent

(B) with an antianxiety agent

(C) with an antidepressant agent

(D) with an anticonvulsant

(E) by stopping the antipsychotic agent

7. A 65-year-old patient taking haloperidol
[Haldol] develops aresting tremor, mask-like
facial expression, and difficulty initiating
movement. After reducing the haloperidol, the
next step the doctor should take to relieve
these symptoms is to give the patient

(A) ahigh potency antipsychotic agent
(B) an anticholinergic agent

(C) an antianxiety agent

(D) an antidepressant agent

(E) an antimanic agent

S. A 30-year old woman tells you that she must
drive over the route she takes home from work
each day at least three times to be sure that
she did not hit an animal in the road. Of the fol-
lowing, the most appropriate pharmacol ogical
treatment for this patient is:

(A) ahigh potency antipsychotic agent
an anticholinergic agent

an antianxiety agent

an antidepressant agent

an antimanic agent

P
nooZz
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9. A 45-year-old woman presents with the
symptoms of a major depressive episode. The
patient has never previously taken an antide-
pressant. Her physician decides to give her flu-
oxetine (Prozac). The most likely reason for
this choice is that when compared to a hetero-
cyclic antidepressant, fluoxetine

(A) is more effective

(B) worksfaster

(C) hasfewer side effects

(D) islesslikely to be abused
(E) islonger lasting

10. The best choice of antianxiety agent for a 40-
year-old woman with generalized anxiety disor-
der and a history of benzodiazepine abuseis

(A) triazolam
(B) flurazepam
(C) clonazepam
(D) buspirone
(E) chlordiazepoxide

11. A 40-year-old businessman who has been a
physician's patient for the past 5 years asks
her for a medication to help him sleep on an
overnight flight to Australia. The best antianx-
iety agent for thisuseis

(A) triazolam
(B) flurazepam
(C) clonazepam
(D) buspirone
(E) chlordiazepoxide

12. A 57-year-old male patient with a history
of alcoholism has decided to stop drinking. The
antianxiety agent most commonly used to treat
anxiety and agitation associated with the ini-
tial stages of alcohol withdrawal is

(A) triazolam

(B) flurazepam

(C) clonazepam

(D) buspirone

(E) chlordiazepoxide

13. Which of the following psychotropic agents
is most likely to be abused?

(A) Diazepam [Valium]
(B) Haloperidol [Haldol]
C) Fluoxetine [Prozac]
éD Buspirone [BuSpar]
(E) Lithium

155

14. An elderly, severely depressed, suicidal pa-
tient has not responded to any antidepressant
medication. The physician's most appropriate
next step isto recommend

(A) diazepam

(B) electroconvulsive therapy (ECT)
(C) psychotherapy

(D) buspirone (BuSpar)

(E) lithium

Questions 15-16

A 30-year-old patient is brought to the emer-
gency department after being found running
down the street naked. He is speaking very
quickly and tells you that he has just given his
clothing and all of his money to ahomeless
man. He states that God spoke to him and told
him to do this. His history revealsthat heisa
practicing attorney who is married with 3 chil-
dren.

15. The most effective immediate treatment
for this patient is

(A) lithium

(B) fluoxetine
(C) amitriptyline
(D) diazepam
(E) haloperidol

16. The most effective long term treatment for
this patient is

(A) lithium

(B) fluoxetine
(C) amitriptyline
(D) diazepam
(E) haoperidol

17. What is the most appropriate agent for a
doctor to recommend for a 34-year-old over-
weight, depressed patient who needs to take an
antidepressant but is afraid of gaining weight?

(A) Isocarboxazid

(B) Tranylcypromine
(C) Trazodone

(D) Doxepin

(E) Amoxapine

(F) Flvoxetine

(G) Desipramine
(H) Nortriptyline

1)  Amitriptyline
(9 Imipramine
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18. What is the antidepressant agent most  20. What is the most appropriate heterocyclic
likely to cause persistent erections (priapism)  antidepressant agent for an 82-year-old woman?

in a 40-year-old male patient? (A) Isocarboxazid

(A) Isocarboxazid (B) Tranylcypromine
(B) Tranylcypromine (C) Trazodone

(C) Trazodone (D) Doxepin

(D) Doxepin (E) Amoxapine

(E) Amoxapine (F) Flvoxetine

(F) Flvoxetine (G) Desipramine
(G) Desipramine (H) Nortriptyline
(H) Nortriptyline (I)  Amitriptyline
()  Amitriptyline (9 Imipramine

(J) Imipramine

19. Which of the following antidepressant
agentsis most likely to cause gynecomastiain
a45-year-old male patient?

(A) lIsocarboxazid
Tranylcypromine
Trazodone
Doxepin
Amoxapine
Flvoxetine
Desipramine
Nortriptyline
Amitriptyline
Imipramine

|
SSZoTTToT

Answers and Explanations

TBQ-D. This patient who becameill at a pizza party is most likely to be taking phenelzine, a
monoamine oxidase inhibitor (MAQI). These agents can cause a hypertensive crisisif certain foods
(e.g., aged cheese, smoked meats, beer and wine) are ingested. A patient who eatsin an unfamil-
iar place (e.g., a party) may unwittingly ingest forbidden foods. This patient unwittingly ate pizza
that probably contained aged Parmesan cheese and drank punch that probably contained wine.
Thisresulted in a hypertensive crisis (e.g., elevated blood pressure, sweating, headache, and vom-
iting). Fluoxetine, lithium, nortriptyline, and haloperidol do not interact negatively with food.

1-B. The antipsychotic agent that this somnolent patient is most likely to be taking is chlorpro-
mazine. Chlorpromazine is more sedating than haloperidol, perphenazine, clozapine, or triflu-
operazine.

2-D. The antipsychoatic agent that this patient is most likely to be taking is clozapine. Clozapine,
an atypical agent, is more effective against negative symptoms (e.g., withdrawal), but also is
more likely to cause seizures and agranulocytosis than traditional agents like haloperidol, chlor-
promazine, perphenazine or trifluoperazine.

3-A, 4-A. These involuntary chewing and lip smacking movements indicate that the patient has
developed tardive dyskinesia, a side effect of treatment with antipsychotic medication. Other
side effects particulary of high potency antipsychotic agents include neuroleptic malignant syn-
drome (high fever, sweating, increased pulse and blood pressure and muscular rigidity),
pseudoparkinsonism (muscle rigidity, shuffling gait, resting tremor, and mask-like facial ex-
pression), akathisia (a subjective feeling of motor restlessness) and dystonia (prolonged muscu-
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lar spasms). Tardive dyskinesia usually occurs after at least 6 months of starting a high potency
antipsychotic and is best treated by changing to alow potency or atypical agent; stopping the an-
tipsychotic medication will exacerbate the symptoms.

5.8, High body temperature and blood pressure and muscular rigidity indicate that the patient
has an antipsychotic medication side effect known as neuroleptic malignant syndrome (and see
answer to Question 3).

6-£. Neuroleptic malignant syndrome is seen with a high potency antipsychotic treatment and
is best relieved by stopping the antipsychotic medication and providing medical support. After
recovering from this life-threatening condition, the patient can be put on alow potency agent.

7-B. This patient is suffering from pseudoparkinsonism due to haloperidol treatment. After re-
ducing the haloperidol, the next step the doctor should take is to give the patient an anticholin-
ergic agent. Any antipsychotic (particularly high potency agents like haloperidol) can cause these
symptoms. Benzodiazepines, antidepressants and antimanic agents are not the next step in
treatment for this patient.

8-D. The most effective pharmacological treatment for this patient who is suffering from obses-
sive compulsive disorder is an antidepressant, particularly a selective serotonin reuptake in-
hibitor (see Chapter 13). Antipsychotics, antimanics, and antianxiety agents are less appropri-
ate than an antidepressant for this patient.

9-C. The doctor probably decidesto give this patient fluoxetine [Prozac] because, when compared
to a heterocyclic antidepressant, fluoxetine has fewer side effects. Heterocyclics and selective
serotonin reuptake inhibitors (SSRIs) like fluoxetine have equal efficacy, equivalent speed of ac-
tion, and equivalent length of action. Neither SSRIs, nor heterocyclics are likely to be abused.

10-D. The best choice of antianxiety agent for a 40-year-old patient with generalized anxiety dis-
order and a history of benzodiazepine abuse is buspirone, a non-benzodiazepine with avery low
abuse potential. All the other choices are benzodiazepines and thus all have more abuse potential.

11-A. Triazolam [Halcion], a short-acting, hypnotic benzodiazepine, is the best choice to aid sleep
on an overnight flight.

12-£. Becauseit islong acting and has arelatively low abuse potential for a benzodiazepine,
chlordiazepoxide is the antianxiety agent most commonly used to treat the anxiety and agitation
associated with the initial stages of alcohol withdrawal.

13-A. Of thelisted agents, benzodiazepines like diazepam are most likely to be abused. An-
tipsychotics such as haloperidol, antidepressants like fluoxetine, antimanics like lithium and
nonbenzodiazepines like buspirone (see answer to Question 10) have little or no abuse potential.

14-B. The most appropriate next step isto recommend a course of electroconvulsive therapy
(ECT) for this elderly, severely depressed patient. ECT is a safe, fast, effective treatment for ma-
jor depression. Diazepam, lithium, buspirone, and psychotherapy are much less likely to be ef-
fective for this patient.

15-E, 16-A. This patient's good employment and relationship history suggest that his psychotic
symptoms are an acute manifestation of a manic episode. While the most effective immediate
treatment for this patient is haloperidol to control his hallucinations and delusions, lithium,

which takes 2-3 weeks to work, would be more effective for long-term maintenance. Fluoxetine,
amitriptyline, and diazepam are not appropriate primary treatments for this bipolar patient.

17-F. Incontrast to most antidepressant agents which are associated with weight gain, fluoxe-
tine (Prozac) is associated with weight loss. Thusit is the most appropriate antidepressant agent
for apatient who is afraid of gaining weight.
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18-C. Trazadone isthe agent most likely to cause priapism in amale patient.

19-E. Amoxapine has antidopaminergic action and thus is the agent most likely to cause gy-
necomastia as well as parkinsonian symptoms in a male patient.

20-H. Because it has few cardiovascular effects and is unlikely to cause orthostatic hypotension,
nortriptyline is the most appropriate heterocyclic agent for this elderly patient. Fluoxetine, while
also appropriate, is an SSRI not a heteroyclic.
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Psychological Therapies

Typical Board Question

A 35-year-old manwhoisafraid of heightsisinstructed to stand in the observation tower
of the Empire State Building and look down until he is no longer afraid. Thismethod of
treatment isbest described as

A) implosion o

B) systematic desensitization

C) cognitive therapy

D) flooding

E) token economy

|. Psychoanalysis and Related Therapies

A. Overview

1. Psychoanalysisand related therapies (e.g., psychoanalytically-oriented
psychother apy, brief dynamic psychotherapy) ar e psychother apeutic
treatments based on Freud's concepts of the unconscious mind and
defense mechanisms (see Chapter 6).

2. Thecentral strategy of these therapiesisto uncover experiencesthat
arerepressed in the unconscious mind and integrate them into the
person's conscious mind and per sonality.

B. Techniquesthat are used to recover repressed experiencesinclude

1. Free association
a. In psychoanalysis, the person lieson a couch in areclined position
facing away from the therapist and says whatever comesto mind.
b. Intherapiesrelated to psychoanalysis, the person sitsin a chair and
talkswhile facing the ther apist.
2. Interpretation of dreamsisused to examine unconscious conflicts and
impulses.
3. Analysis of transference reactions (i.e., the person'sunconsciousre-
sponsesto the therapist) is used to examine important past relationships
(see Chapter 6).
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C. Peoplewho are appropriate for using psychoanalysis and related ther apies
should have the following char acteristics:

1. Areyounger than 40 years of age
2. Areintelligent and not psychotic

3. Have good relationships with others (e.g., no evidence of antisocial or
borderline personality disorder)

4. Have a stable life situation (e.g., not be in the midst of divor ce)
5. Havethetime and money to spend on treatment

D. In psychoanalysis, people receive treatment 4-5 times weekly for 3-4
years; related therapiesare briefer and more direct (e.g., brief dynamic psy-
chotherapy islimited to 12-40 weekly sessions).

|1. Behavioral and Cognitive Therapies

A. Behavioral and cognitive therapies are based on learning theory (i.e., re-
lieving the person's symptoms by unlear ning maladaptive behavior pat-
terns) (see Chapter 7).

B. In contrast to psychoanalysis and related therapies, the person'shistory and
unconscious conflictsareirrelevant and thus are not examined in be-
havioral and cognitive therapies.

C. Characteristics of specific behavioral and cognitive therapies (e.g., system-

atic desensitization, aver sive conditioning, flooding and implosion, token
economy, and biofeedback) can be found in Table 17-1.

[11. Other Therapies

Other therapiesinclude group, family, marital, supportive, and inter-
personal therapy. Specific uses of these therapies can be found in Table 17-2.

A. Group therapy

1. Groupswith therapists

a. Groups of about 8 people usually meet weekly for 1-2 hours.

b. Membersof the group provide the opportunity to expressfeelings as
well as feedback, support, and friendship to each other.

c. Thetherapist haslittleinput. He or she facilitates and observes
the membersinter personal interactions.

2. Leaderless groups

a. In aleaderlessgroup, no one person isin authority.

b. Members of the group provide each other with support and practi-
cal help for a shared problem (e.g., alcoholism, loss of a loved one, a
specific illness).

c. Twelve-step groupslike Narcotics Anonymous (NA) and Over eaters
Anonymous (OA) are based on the Alcoholics Anonymous (AA) lead-
erless group model.
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Table 17-1. Behavioral and Cognitive Therapies: Uses and Strategies

Most Common Use

Treatment of phobias
(irrational fears; see
Chapter 13)

Treatment of paraphilias or
addictions (e.g., pedophilia,
smoking)

Treatment of phobias

Strategy
Systematic desensitization

In the past, through the process of classical conditioning
(see Chapter 7), the person associated an

innocuous object with afear-provoking stimulus, until
the innocuous object became frightening.

In the present, increasing doses of the fear provoking
stimulus are paired with a relaxing stimulus to induce
arelaxation response.

Because one cannot simultaneously be fearful and
relaxed (reciprocal inhibition), the person shows less
anxiety when exposed to the fear-provoking stimulusin
the future.

Aversive conditioning

Classical conditioning is used to pair a maladaptive but
pleasurable stimulus with an aversive or painful
stimulus (e. g., a shock) so that the two become
associated.

The person ultimately stops engaging in the

mal adaptive behavior, because it automatically provokes
an unpleasant response.

Flooding and implosion

To increase positive behavior
in aperson who is severely
disorganized (e.g., psychotic),
autistic, or mentally retarded

To treat hypertension, Raynaud's
disease, migraine and
tension headaches, chronic
pain, fecal incontinence, and
temporomandibular joint pain

To treat mild to moderate
depression, somatoform
disorders, eating disorders

.

The person is exposed to an actual (flooding) or
imagined (implosion) overwhelming dose of the feared
stimulus.

Through the process of habituation the person becomes
accustomed to the stimulus and is no longer afraid.

Token economy

Through the process of operant conditioning (see
Chapter 7), desirable behavior (e. g., shaving, hair
combing) is differentially reinforced by areward or
positive reinforcement (e. g., the token).

The person increases the desirable behavior to gain the
reward.

Biofeedback

Through the process of operant conditioning, the
person is given ongoing physiologic information (e. g.,
blood pressure measurement) which acts as
reinforcement (~.g., when blood pressure drops).

The person uses this information along with relaxation
techniques to control visceral changes (e.g., heart rate,
blood pressure, smooth muscle tone).

Cognitive therapy

Weekly, for aslong as 25 weeks, the person is helped to
identify distorted, negative thoughts about himself.

The person replaces these negative thoughts with
positive, self-assuring thoughts and symptoms improve.
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Table 17-2. Uses of Group, Family, Marital, Interpersonal, and Supportive Therapies
Targeted population

Type of therapy
Group therapy

Family therapy

Marital therapy

Supportive therapy

Interpersonal therapy

People with a common problem (e.g., rape victims)

Peog:l)le with personality disorders or other interpersonal
problems

People who have trouble interacting with therapists as authority
figuresinindividua therapy

Children with behavioral problems
Familiesin conflict

People with eating disorders
People who abuse substances

Couples with communication problems
Couples with psychosexual problems
Couples with differences in values

People who are experiencing alife crisis _ .
Chronically mentally ill people dealing with ordinary life
situations

People with emotional difficulties due to problems with
interpersonal skills

B. Family therapy
1. Family systemstheory

a. Family therapy isbased on the family systemsidea that psy-
chopathology in one family member (i.e., theidentified patient) re-
flects dysfunction of the entire family system.

b. Because all members of the family cause behavioral changesin other
members, the family (not the identified patient) isreally the pa-

tient.

C. Strategiesof family therapy include identifying dyads (i.e., subsys-
tems between two family members), triangles (i.e., dysfunctional al-
liances between two family member s against a third member), and
boundaries (i.e., barriers between subsystems) which may betoo rigid
or too permeable.

2. Specific techniques are used in family therapy.

a. "Mutual accommodation" isencouraged. Thisisa processin which
family memberswork toward meeting each other's needs.

b. Normalizing boundaries between subsystems and reducing the
likelihood of trianglesisencouraged.

c. Redefining " blame" (i.e., encouraging family membersto reconsider
their own responsibility for problems) isanother important technique.

C. Supportive and inter per sonal therapy

1. Supportivetherapy isaimed not at insight into problems, but rather
at helping people feel protected and supported during life crises (e.g.,
seriousillness of aloved one). For chronically mentally ill people,
supportive therapy may be used over many years along with medication.

2. Based on theidea that psychiatric problemslike anxiety and depression

are based on difficultiesin dealing with others, inter personal ther -
apy aimsto develop interper sonal skillsin 12-16 weekly sessions.



Review Test

Directions Each of the numbered items or incompl ete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 30-year-old man who is afraid to ridein an
elevator is put into arelaxed state and then is
shown afilm of people entering elevatorsin a
high rise building. This method of treatment
is best described as

(A) implosion

(B) systematic desensitization
C) cognitive therapy

ED& flooding

(E) token economy

2. A 28-year-old woman joins ten other women
who have been abused by their husbands. The
women meet weekly and are led by a psy-
chotherapist who istrained in domestic vio-
lence issues. Thistype of therapy is best de-
scribed as

(A) group therapy

(B) leaderless group therapy

(C) brief dynamic psychotherapy
(D) family therapy

(E) supportive therapy

3. A 9-year-old boy who is angry and resentful
toward adults (oppositional defiant disorder;
see Chapter 15) meets with a therapist for 2
hours each week along with his parents and his
sister. Thistype of therapy is best described as

(A) group therapy

(B) leaderless group therapy
C) brief dynamic psychotherapy
ED) family therapy

(E) supportive therapy

4. Ten arthritis patients meet once per week to
talk with each other and to inform each other
of new devices and services to help disabled
people with everyday tasks. This type of ther-
apy is best described as

(A) group therapy

(B) leaderless group therapy
(C) brief dynamic psychotherapy
(D) family therapy

(E) supportive therapy

5. A 50-year-old male hypertensive patient is
given ongoing blood pressure readings as he
uses mental relaxation techniquesto try to
lower his blood pressure. This method of blood
pressure reduction is based primarily on

A) reciprocal inhibition

(

(B) classical conditioning
(C) aversive conditioning
(D) operant conditioning

(E) stimulus generalization

6. Each time she combs her hair and brushes
her teeth, an autistic woman receives a coupon
which can be exchanged for dessert in the cafe-

teria. Her grooming then improves. Which of
the following treatment techniques does this
exampleillustrate?

(A) Implosion

(B) Biofeedback

(C) Aversive conditioning

(D) Token economy

(E) Flooding o

(F) Systematic desensitization
(G) Cognitive therapy

7. A man who is afraid to drive istold to imag-
ine driving a car from the northernmost border
to the southernmost border of the state of New
Jersey. Which of the following treatment tech-
niques does this exampleillustrate?

(A) Implosion

Biofeedback

Aversive conditioning
Token economy

Flooding

Systematic desensitization
Cognitive therapy

P
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8. A 30-year-old depressed man istold to re-
place each self-deprecating thought with a
mental image of victory and praise. Which of
the following treatment techniques does this

9. A 42-year-old man with sexual interest in
children (pedophilia) is given an electric shock
each time he is shown a videotape of children.
Later, he feels tense around children, and

avoids them. Which of the following treatment

example illustrate? S i (
techniques does this example illustrate?

(A) Implosion _

(B) Biofeedback (A) Implosion

(C) Aversive conditioning (B) Biofeedback

(D) Token economy C) Aversive conditioning

(E) Flooding D) Token economy

(F) Systematic desensitization (E) Flooding -
(G) Cognitive therapy (F) Systematic desensitization

(G) Cognitive therapy

Answers and Explanations

TBQ-D. This method of treatment is best described as flooding, a treatment technique for pho-
biasin which a person is exposed to an overwhelming dose of the feared stimulus or situation-
in this case, heights. In implosion, a person is exposed to an imagined, rather than actual, over-

whelming dose of afeared stimulus or situation. In systematic desensitization, increasing doses
of the frightening stimulus are paired with arelaxing stimulus to provoke a relaxation response
in situationsinvolving the frightening stimulus. In cognitive therapy, a person is helped to iden-

tify distorted, negative thoughts and to replace them with positive, self-assuring thoughts. In to-

ken economy a person's desired behavior isreinforced by areward or positive reinforcement; the
person then increases the desired behavior in order to get the reward.

1-B. This method of treatment is best described as systematic desensitization. The film of peo-
ple entering elevatorsin ahigh rise building is alow level exposure to the feared stimulus. Later
on in treatment, the person will be encouraged to look into areal elevator and finally toridein
one. (See also the answer to the TBQ).

2-A. Thistype of therapy is best described as group therapy, atreatment technique in which peo-
ple with a common problem (e.g., victims of abuse), get together with a psychotherapist. In lead-
erless groups thereis no therapist or other person in authority; members of the group provide
each other with support and practical help for a shared problem. Brief dynamic psychotherapy
isaform of pwchoanaI?/ti_cal ly oriented therapy in which a person works with atherapist to gain
insight into the cause of his problems. In supportive therapy atherapist helps a person feel pro-
tected and supported during life crises.

3-D. Thistype of therapy in which a child with a behavior problem and his family meet with a
therapist is best described as family therapy. Family therapy is based on the idea that psy-
chopathology in one family member (i.e., the child) reflects dysfunction of the entire family sys-
tem (see also answer to Question 2).

4-B. Thistype of therapy in which patients with a particular illness (e.g., arthritis) meet for com-
munication and practical help is best described as |eaderless group therapy (and see answer to
question 2 above).

5-D. The technique described here (i.e., biofeedback) is based primarily on operant conditioning
(see Chapter 7 for adiscussion of classical conditioning, stimulus generalization, and operant
conditioning). Reciprocal inhibition is the mechanism which prevents one from feeling two op-
posing emotions at the same time (e.g., relaxation and fear, and is associated with systematic de-
sensitization). In aversive conditioning, classical conditioning is used to pair a maladaptive but
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pleasurable stimulus with an aversive or painful stimulus so that the two become associated and
the person stops engaging in the maladaptive behavior.

6-D. The treatment technique described here is token economy. The desirable behavior (e.g.,
grooming) is reinforced by areward (e. g., dessert) and the person increases her behavior to gain
the reward.

7-A. The treatment technique described here isimplosion, a treatment technique related to
flooding (see answer to TBQ above) in which the person isinstructed to imagine extensive expo-
sure to afeared stimulus (driving a car-or New Jersey, depending on your outlook) until heis
no longer afraid.

8-G. The treatment technique described here is cognitive therapy, a short-term behavioral treat-
ment technique in which the person is instructed to replace each negative thought with a posi-
tive mental image.

9-C. The treatment technique described here is aversive conditioning in which a maladaptive
but pleasurable stimulus (for this man, sexual interest in children) is paired with painful
stimulus (e.g., ashock) so that the two become associated. The person associates sexual
interest in children with pain and stops this maladaptive behavior.
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Typical Board Question

The daughter of a65-year-old Vietnamese woman brings her mother in for treatment of a
serious medical condition. The older woman, who lives in the same house with her daugh-
ter, js alert and' oriented. The necessary treatment regimen is quite complex and the older
woman does not speak' English. To best convey the needed information to this patient, the
physician should

(A) writetheinstructions down in English to be translated later
(B egpl ain the instructions to the daughter and have her monitor her mother's treatment
C) cdl in" atrandator to explain the instructions to the mother
L) ask the daughter to translate the instructions to the mother
" refer the patient to a doctor who speaks Vietnamese

(See "Answers and Explanations’ at end of Chapter)

|. Overview of the Family

A. Definition
1. A group of people related by blood, adoption, or marriage is a family.

2. Theinterpersonal relationshipsin families play a significant role in the
health of family members.

B. Nuclear and extended families

1. Thetraditional nuclear family includes a mother, afather, and de-
pendent children (i.e., under age 18) living together in one household.

2. The extended family includes family members such as grandparents,
aunts, uncles, and cousins who live outside of the household.

[1. Demographicsand Current Trends

A. Marriage and children

1. Inthe United States, the average age of first marriage is 24.5 yearsfor
women and 26.7 years for men.

2. More than 75% of people 30-54 years of age are married.
3. A good marriage is an important predictor of health. Married people are
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mentally and physically healthier and have higher self-esteem
than nonmarried people.

4. Approximately 40% of children live in families with two working par-
ents; only 23% of children live in the "traditional family” in which
the father works outside of the home and the mother remains at home.

5. Raising children is expensive. Thetotal cost of raising achild to age 17
in the United States is currently about $90,000-$180,000. An education
at a private college can add more than $80,000 to these figures.

6. About 25% of married couples are childless; half of these are childless by
choice.

B. Divorce and single-parent families

1. Closeto half of all marriages in the United States end in divorce.

a. Factors associated with divorce include short courtship, lack of fam-
ily support, premarital pregnancy, marriage during teenage years, di-
vorce in the family, differencesin religion or socioeconomic back-
ground, and serious illness or death of a child.

b. Divorced men are more likely to remarry than are divorced women.

c. Physicians have a higher divorce rate than people in other occu-
pations. Much of this difference may be due to the lifestyle and
stresses associated with a career in medicine.

2. Single-parent families
a. Single-parent families often have lower incomes and less social

support and, therefore, face increased chances of physical and men-
tal illness.

b. While many unmarried mothers belong to low socioeconomic groups,
the fastest growing population of single mothersis educated pro-
fessional women.

¢. Among single parent families, 87% are headed by women and 13%
are headed by men. Thisratio and the percentage of children livingin
single parent families vary by ethnic group (Table 18-1).

3. Children in single-parent families

a Children in single-parent families are at increased risk for fail-
ure in school, depression, drug abuse, suicide, criminal activity, and
divorce.

b. Even if the non-custodial parent does not provide financial support,

children who continue to have regular contact with that par-
ent have fewer of these problems than those who have no contact.

Table 18-1. Distribution by Ethnic Group of Members of Single Parent Familiesin the
United States

Approximate percentage ApProxi mate percentage of
r? eas(lj ggle parent families children (under 18 years of age)

Ethnic group by women living in single parent families
African American 95% 62%
Hispanic American 88% 33%
White American 83% 21%

All Americans 87% 28%
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4. Child custody

a. After divorce, thetypesof child custody that may be granted by the
courtsincludejoint, split, and sole custody; fathersareincreas-
ingly being granted joint or sole custody.

b. In sole custody, the child lives with one parent while the other has
visitation rights. Until quite recently, sole custody was the most com-
mon type of custody arrangement after divorce.

c. Injoint residential custody, which hasrecently become mor e pop-
ular, the child spends some time living with each parent.

d. In split custody, each parent has custody of at least one child.

[I1. Culturein the United States

A. Characteristics

[. In 1998, there wer e 269 million people in the United States. The pop-
ulation is made up of many minority subculturesaswell asalarge,
white middle class, which isthe major cultural influence (see Table

18-1).

2. Although many subcultures have formed the American culture, the cul-
ture seemsto have certain characteristics of its own.

a. Financial and personal independence are valued at all ages and
especially in the elderly. Most elderly Americans spend their last
yearsliving on their own; only about 20% live with family members
and about 5% livein nursing homes.

b. Emphasisisplaced on personal hygiene and cleanliness.

c. Thenuclear family with few children isvalued.

B. Cultureand illness

1. While ethnic groups are not homogeneous, (i.e., their member s have
different backgrounds and different reasonsfor emigrating), groups of-
ten have characteristic ways of dealing with illness.

2. Although the major psychiatric disorder s such as schizophrenia and de-
pression are seen to about the same extent in all cultures, the sorts of be-
havior considered abnormal may differ considerably by culture.

3. While differencesin presentation of symptoms may be dueto theindi-
vidual characteristics of a patient, they may also be dueto the charac-
teristics of the particular ethnic group.

4. A patient's belief system has much to do with compliance and response to
treatment. The physician must have respect for and work in the con-
text of such beliefsin order to help patients. For example:

a.

In certain ethnic groups, it isbelieved that illness can be cured by
eating certain foods. Therefore, if not contraindicated med-
ically, the doctor should attempt to make available the food the
ill patient believes can help him.

Theideathat an outside influence (i.e., a hex or a curseimposed

by the anger of an acquaintance or relative) can causeillnessis
seen in some ethnic groups. The doctor should not dismissthe pa-



170 / Behaviora Science

tient'sbelief, but rather should ask the patient who can help to
remove the curse and involve that person in the treatment plan.

C. Culture shock
1. Culture shock isa strong emotional response (which may involve psy-

chiatric symptoms) related to geographic relocation and the need to
adapt to unfamiliar social and cultural surroundings. Culture shock isre-
duced when groups of immigrants of a particular culturelivein the same
geographic area.

Y oung immigrant men appear to be at higher risk for culture shock
including psychiatric symptoms, such as paranoia and depression, than
other sex and age groups. Thisisin part because:

a. Young men losethe most status on leaving their cultureof origin,
b. Unlike othersin the group who can stay at home among familiar peo-

ple, young men often must get out into the new culture and earn
aliving.

[V Minority Subcultures

A. African Americans

1

2.

There are approximately 32 million African Americans (about 12% of the
total population).

The average income of African American familiesis only about half
that of white families. Thislower socioeconomic statusis associated
with decreased accessto health care servicesleading to increased
health risks.

When compared to white Americans, African Americans have:
a. A shorter life expectancy (see Table 3-1)

b. Higher ratesof hypertension, heart disease, stroke, obesity, asthma,
tuberculosis, diabetes, prostate cancer, and AIDS. (African American
men and women are 15 times and 5 times more likely to have AIDS
than white men and women respectively).

¢. Higher death ratesfrom heart disease and from all forms of cancer.

Religion and strong extended family networks play a major rolein
social and personal support among many African Americans. Thismay in
part explain why the overall suiciderateislower among African Amer-
icansthan among white Americans.

-Whilethe overall suiciderateislower, suicidein African-American
teenagers, oncerare, has morethan doubled in thelast 20 years. It is
now thethird leading cause of death in this group with homicide the
leading cause and accidents second. In white teenagers, accidentsare
the leading cause of death, with homocide second and suicide third.

B. Hispanic Americans

1

Overview

a. Asagroup, Hispanic Americans (those of Spanish-speaking back-
ground) place great value on the nuclear family and on nuclear fam-
ilieswith many children.
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b. Respect for the elderly isimportant. Younger people ar e ex-
pected to carefor elderly family members, to protect elderly rel-
atives from negative medical diagnoses, and, often, to make
medical decisions concerning the care of elderly relatives.

c. Hispanic Americans may seek health carefrom folk healers
(i.e., chamanes, curander os, espiritistas). Treatment provided by
these healer sincludes herbal or botanical medicines, magical
remedies, or specific changesin diet. Religious beliefs also play
an important rolein these treatments.

d. Hispanic-American women arelesslikely to get mammograms
than white or African-American women.

Thereareover 15 million Mexican Americansliving in the United
States, especially in the Southwest, making them the largest group of His-
panic Americans. Among some Mexican Americans, " hot" and " cold" in-
fluences are believed torelate toillness.

The second largest group of Hispanic Americansin the United Statesare
Puerto Rican Americans (2 million people). Most livein the North-
eastern states.

Thereareabout 5 million Hispanic Americans from places other than
M exico and Puerto Rico (e.g., Cuba, Central America, South America) in
the United States.

C. Asian Americans

1

The largest groups of Asian Americans are Chinese (1.5 million), Fil-
ipino (1.4 million), and Japanese (1.0 million) Americans.

Other Asian American groupsinclude Korean (0.8 million), Asian In-
dian (0.6 million), and Vietnamese (0.5 million) Americans.

Although many groups ar e assimilated, ethnic differences may still
result in different responsesto illness among different Asian-American
groups.

Characteristics of these culturesinclude the following:

a. Asin Hispanic-American cultures, adult Asian-American children
show strong respect for and are expected to care for their el-
derly parents, protect elderly relatives from negative medical diag-
noses, and make medical decisions about elderly relatives care.

b. Patients may express emotional pain asphysical illness.

¢. In some Asian American groups, the abdominal-thoracic area
rather than the brain isthought to be the spiritual core of the per-
son; thus, the concept of brain death and resulting organ transplant
are generally not well accepted.

d. Many Asian Americans metabolize alcohol differently from white
Americans. When alcohol is consumed, they accumulate more ac-
etaldehyde and show a characteristic flushing reaction.

e. Folk remediesare used to heal illness (e.g., in coining, acoin is
rubbed on the affected area; the resulting bruises are believed to aid
the patient). Injuries occurring as aresult of use of such remedies may
be mistaken by medical personnel for abuse.
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f. Asian Americans are at higher risk for stomach and liver cancer
than other Americans.

D. Native Americans. American Indians and Eskimos
1. There are about 2 million Native Americans in the United States.

2. Native Americans have their own program of medical care under the di-
rection of the Indian Health Service of the federal government.

3. Thedistinction between mental and physical illness may be blurred; en-
gaging in forbidden behavior and witchcraft are thought to result in illness.

4. In general, Native Americans have low incomes and high rates of
alcoholism and suicide.

V Other Subcultures

-Studies of Americans of European descent indicate that members of differ-
ent European groups may respond differently to illness. For example, Anglo-
Americans (those originating in English-speaking European countries, mostly
from Ireland) numbering about 47 million, are less emotional, more stoic, and
less vocal about pain and illness than members of groups of Mediterranean ori-
gin (e.g., Jewish and Italian). Therefore, Anglo-Americans may become very ill
before seeking treatment.



Review Test

Directions: Each of the numbered items or incomplete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 26-year-old woman and a 29-year-old man
get married after a 2-year engagement. They
are both Episcopalian and are both from mid-
die class families. Both sets of their parents are
divorced. Which of the following factors puts
this couple at highest risk for divorce?

) Their ages

(B) Thelength of their engagement
(C) Their parents marital histories
(D) Their socioeconomic backgrounds
(E) Their religious backgrounds

2. The principal of an elementary school istry-
ing to estimate how many of the school's stu-
dentslivein a"traditional" family situation. If
the school's population is representative of the
United States population, her best guessis ap-
proximately

(A) 5%
(B) 10%
©) 25%
(D) 45%
(E) 65%

3. Similarly, the principal's best guess about
how many children in the school livein single
parent families is approximately

(A) 5%
(B) 10%
©) 25%
(D) 45%
(E) 65%

4. A large extended family emigrates to the
United States. The person in the family who is
at highest risk for psychiatric symptoms after
the moveisthe

(A) 84-year-old great-grandfather
(B) 28-year-old uncle

(C) 36-year-old aunt

(D) 10-year-old sister

(E) 55-year-old grandmother

5. A 12-year-old child istold to write a report
about his "nuclear family." To do this task cor-
rectly, the report must contain information on
his

(A) 84-year-old great-grandfather

(B) 28-year-old uncle

(C) 36-year-old aunt

(D) 10-year-old sister

(E) 55-year-old grandmother

6. The percentage of Americanswho are Na-
tive Americansis approximately

A 1%

(B) 10%

(C) 15%

(D) 20%

(E) 30%

7. Which of these patientsis most likely to
spend the last years of her lifein anursing
home if she becomes incapacitated?

(A) An 80-year-old Anglo-American woman

(B) An 80-year-old Puerto Rican American
woman

(C) An 80-year-old Japanese American woman

(D) An 80-year-old Mexican American woman

(E) An 80-year-old Vietnamese American
woman

8. A physician has two 56-year-old male pa-
tients. One of them is African American and
oneiswhite. Statistically, the African Ameri-
can patient has alower likelihood of

(A) stroke

(B) asthma

gc) hypertension
D) suicide

(E) prostate cancer

9. Which of the following living situationsis

most common in the United States?

(A) A 34-year-old medical resident living with
his parents

(B) A 46-year-old divorced man living with his
10-year-old son

(C) A 65-year-old man living with his daugh-
ter and her husband

(D) A 46-year-old single man living aone

(E) A 46-year-old man living with hiswife and
children
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Answers and Explanations

TBQ-C. When the treatment regimen is complex and the patient does not speak English, the
physician's best choiceisto call in atranslator so that he can explain the instructions directly to
his patient (in this case, the elderly woman). Communicating as directly as possible with the pa-

tient is particularly important in cultures where adult children may protect an elderly relative
from a negative medical diagnosis (e.g., Asian and Hispanic cultures). Thus, in translating the
information, or monitoring the treatment, the daughter may not relay to the elderly patient the
complete picture. Writing the instructions down in English to be translated later is not appro-

priate because it is uncertain how and when the translation will be done. Since the doctor can

call in atrandator, there is no reason to refer the patient to another doctor. Patients expect to
receive care when they visit a physician, and referrals are usually made only for medical reasons.

1-C. Of thelisted factors, their parents histories of divorceisarisk factor for divorce for this
couple. Teenage, short courtship, and differences in socioeconomic and religious backgrounds
also put couples at risk for divorce.

2-C. Approximately 23% of American children livein a"traditional" family situation (the mother
stays home and the father works).

3-C. Approximately 28% of American children live in single-parent families.

4-B. Y oung immigrant men, such as the 28-year-old uncle, are at higher risk for psychiatric symp-
toms when entering a new culture than any other gender or age group. This is because they lose
the most status on leaving their old culture and because, unlike other groups which can stay at
home among their families, young men often must get out into the new culture and make a living.

5-D. The "nuclear family" consists of parents and dependent children (e.g., the boy's sister) liv-
ing in one household. The great-grandfather, uncle, aunt, and grandmother are part of the "ex-
tended family."

6-A. The percentage of Native Americansis approximately 1% of all Americans.

7-A. Asian and Hispanic Americans are more likely to be cared for by their adult children when
they become incapacitated than are Anglo-American patients.

8-D. Statistically, a middle-aged African-American patient has alower likelihood of suicide than
awhite patient of the same age. However, when compared to white patients, African American
patients have a higher likelihood of stroke, asthma, hypertension, and prostate cancer.

9-E. Of thelisted choices, a 46-year-old man living with his wife and children is the most common

living situation in the United States. While the divorce rate is high, most people in their 40's are
married, not single or divorced. It isrelatively uncommon to see a self-supporting adult like the 34-
year-old medical resident living with his parents. It is aso relatively uncommon to see a 65-year-

old man living with his children.
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Typical Board Question

A 45-year-old physician states that he has been living with another man in a stable, sex-
ual, love relationship for the past 10 years. This physician is most likely to have a history
in adolescence of

A) seduction by an older man
B) mental illness

D

Cg sexual fantasies about men
choosing to spend time alone

E) wanting sex change surgery
(See"Answers and Explanations' at end of Chapter)

1. Sexual

Devel opnent

A. Prenatal physical sexual development

1

2.

Differentiation of the gonadsis dependent on the presence or absence of
theY chromosome, which containsthetestis-deter mining factor gene.

The androgenic secretions of the testes direct the differentiation of male
internal and external genitalia.

a. In the absence of androgens during prenatal life, internal and ex-
ternal genitalia arefemale.

b. In androgen insensitivity syndrome (testicular feminization), de-
spitean XY genotype and testes which secrete androgen, a genetic
defect preventsthe body cells from responding to androgen resulting
in a female phenotype.

c. In the presence of excessive adrenal androgen secretion prenatally
(adrenogenital syndrome), female genitalia may be masculinized.

B. Prenatal psychological sexual development

1

Differential exposure to gonadal hormones during prenatal lifealsore-
sultsin gender differencesin certain brain areas (e.g., the hypo-
thalamus, anterior commissure, corpus callosum, and thalamus).

Gender identity, gender role, and sexual orientation (Table 19-1)
also may be affected by prenatal exposure to gonadal hormones.

a. Individuals with androgen insensitivity syndrome commonly have
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Table 19-1. Gender Identity, Gender Role, and Sexual Orientation

Term Definition Presumed Etiology Comments

Gender identity  Sense of self as Sex of assignment Developed by age
being male or and rearin 3years(see
femge Differentia exposure Chapter 1)

to prenatal sex May or may not
hormones ree with
physiological sex
or gender role(i.e.,
g_ender identity
isorder)

Gender role Expression of one's + Societal pressure to + Mayor may not
gender identity conform to sexual agree with gender
in society stereotypes [ entlt?/ or

physiological sex

Sexual Persistent and + Societal Preference for

orientation unchangi n? expectations people of either sex
preference for people  + Exposure to (bisexuality) is
of the same sex prenatal sex hormones much less common
(homosexual) or the than homosexuality
opposite sex or heterosexuality;
§heterosexual) most people have a
or love and sexual sexual preference
expression Homosexuality is

considered a
normal variant of
sexual expression

afemale gender identity and gender role and have sexual interest in
men.

. Individual s with adrenogenital syndrome commonly have afe-

male gender identity and gender role; about 1/3 have alesbian sex-
ual orientation.

. Individuals with gender identity disorder (transsexuality) have a

pervasive psychological feeling of being born into the body of the
wrong sex despite a body form normal for their physiological sex. Itis
associated with altered prenatal brain exposure to sex hormones. In
adulthood, these individuals commonly take sex hormones and seek
sex-change surgery.

II. The Biology of Sexuality in Adults

-In adults, alterations in circulating levels of gonadal hormones (estrogen, pro-
gesterone, and testosterone) can affect sexual interest and expression.

A. Hormones and behavior in women

1. Because estrogen is only minimally involved in libido, menopause (i.e.,
cessation of ovarian estrogen production) and aging do not re-
duce sex drive if awoman's general health is good (see also Chapter 3).

2. Testosterone is secreted by the adrenal glands (as well as the
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ovaries and testes) throughout adult life and is believed to play an im-
portant rolein sex drivein both men and women.

3. Progester one, which is contained in many oral contraceptives, may in-
hibit sexual interest and behavior in women.

Hor mones and behavior in men

1. Testosterone levelsin men generally are higher than necessary to
maintain normal sexual functioning.

2. Psychological and physical stress may decr ease testoster one levels.

3. Medical treatment with estrogens, progesterone, or antiandrogens
(e.g., totreat prostate cancer) blocks androgen receptorsresulting in de-
creased sexual interest and behavior.

Homosexuality (see Table 19-1)

1. Etiology

a. Theetiology of homosexuality isbelieved to berelated to alterations
in levels of prenatal sex hormones (i.e., increased androgensin fe-
males and decr eased androgensin males) resulting in anatomic
changesin some hypothalamic nuclei; sex hormone levelsin adult-
hood ar e indistinguishable from those of heter osexual people of the
same biological sex.

b. Evidencefor involvement of genetic factorsincludes markerson the

X chromosome and higher concordance rate in monozygotic than in
dizygotic twins.

c. Social factors, such as early sexual experiences, are not asso-
ciated with the etiology of homosexuality.

d. Because homosexuality isnot a dysfunction, no treatment is needed.
If needed, psychological intervention isaimed mainly at helping people
who ar e uncomfortable become comfortable with their sexual orienta-
tion.

2. Occurrence

a. Homosexuality is present in 3%-10% of men and 1%-5% of women.

b. There areno significant ethnic differencesin the occurrence of
homosexuality.

c. Most gay or lesbian people have experienced heter osexual sex, and
many have had children.

. The Sexual Response Cycle

1. Mastersand Johnson devised a four-stage model for sexual responsein
both men and women.

2. Stages of the sexual response cycle include excitement, plateau, or -
gasm, and resolution (Table 19-2).

3. Sexual dysfunctionsinvolve difficulty with one or more aspects of the sex-
ual response cycle.
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Table 19-2. Characteristics of the Stages of the Sexual Response Cyclein Men and Women
Men

Penile erection

Increased size and
upward movement

of the testes

Secretion of afew drops
of sperm-containing fluid

Women

Excitement Stage

Clitoral erection
Labial swelling
Vagina lubrication
Tenting effect (rising
of the uterusin the
pelvic cavity)

Plateau Stage

Contraction of the outer
one-third of the vagina,
forming the orgasmic
platform (enlargement
of the upper one-third

Both Men and Women

Increased pulse, blood
pressure, and respiration
Nipple erection

Further increase in pulse,
blood pressure, and
respiration

Flushing of the chest

and face

of the vagina)
Orgasm Stage

Contractions of the anal
hincter

+ Further increasein

pulse, blood pressure,

and respiration

Contractions of the '
uterus and vagina

Forcible expulsion of
seminal fluid

Resolution Stage

Muscle relaxation

Return of the sexual and
cardiovascular systemsto
the prestimulated state
over 10-15 minutes

Refractory, or resting,
eriod (length varies
e and physical
condition) when
restimulation is
not possible

Little or no refractory
period

Sexual Dysfunction

A. Characteristics

Sexual dysfunction can result from biological, psychological, or interper-

sonal causes or a combination of causes.

a Biological causes include an unidentified general medical condition
(e.g., diabetes can cause erectile dysfunction; pelvic adhesions can
cause dyspareunia), side effects of medication [e.g., selective sero-
tonin reuptake inhibitors (SSRIs) can cause delayed orgasm], sub-
stance abuse (e.g., alcohol use can cause erectile dysfunction) and
hormonal or neurotransmitter alterations.

b. Psychological causes include current relationship problems, stress,
depression, and anxiety (e.g., guilt, performance pressure). In men
with erectile disorder, the presence of morning erections, erec-
tions during masturbation, or erections during rapid eye movement
(REM) sleep suggests a psychological rather than aphysical cause.

2. Dysfunctions may have always been present (primary sexual dys-
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function), or they may occur after an interval when function has been
normal (secondary sexual dysfunction).
B. DSM-1V classifications of sexual dysfunctions

1. The sexual desire disorders are hypoactive sexual desire disorder and
sexual aversion disorder (disorders of the excitement phase).

2. The sexual arousal disorders are female sexual arousal disorder and
male erectile disorder (disorders of the excitement and plateau phases).

3. The orgasmic disorders are male orgasmic disorder, female orgasmic
disorder, and premature €jaculation (disorders of the orgasm phase).

4. The sexual pain disorders are dyspareunia and vaginismus (not due
to ageneral medical condition).

5. Table 19-3 shows characteristics of the sexual dysfunctions.

Table 19-3. Characteristics of the DSM-IV Sexual Dysfunctions
Characteristics

Disorder
Hypoactive sexual desire disorder

Sexual aversion disorder

Female sexual arousal disorder
Male erectile disorder (commonly

called "impotence”)

Orgasmic disorder (male
and female)

.

Premature gjaculation

Vaginismus

Dyspareunia

Decreased interest in sexua activity
Aversion to and avoidance of sexual activity

Inability to maintain vaginal lubrication until the
sex act 1s completed, despite adequate physical
stimulation (reported in as many as 20% of women)

Lifelong or primary (rare): Has never had an erection
sufficient for penetration

Acquired or secondary (the most common of all male
sexual disorders): Is currently unable to maintain
erections despite normal erections in the past
Situational (common): Has difficulty maintaining
erections in some situations, but not in others

Lifelong: Has never had an orgasm

Acquired: Is currently unable to achieve orgasm
despite adecwate genital stimulation and normal
orgasms in the past

Female orgasmic disorder is reported more often than
male organic disorder

E{'aculation occurs before the man would like it to
ateau phase of the sexual response cycleis short or
absent

Anxiety usually accompanies the problem

Is the second most common of all male sexual
disorders

Painful spasms occur in the outer one-third of the
\(ﬁ?l nal, which make intercourse or pelvic examination
ifficult

Persistent pain occurs in association with sexual
intercourse

Occurs much more commonly in women; can occur in
men
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Table 19-4. Sexual Paraphilias

Paraphilia
Exhibitionism

Fetishism
Transvestic fetishism

Frotteurism

Necrophilia
Pedophilia

Sexual sadism or
masochism

Telephone scatologia

Voyeurism

Obtaining sexual pleasure by

Reveali rég one's genitals to strangers so that they will be
shock

Using inanimate objects (e.g., women's shoes, rubber sheets)

Wearing women's clothing, particularly underclothing
(exclusive to heterosexual men)

Rubbing the penis against a clothed woman who is
nonconsenting and not aware

Engaging in sexual activity with dead bodies

Engaging in fantasies or actual behaviors with children (under
14 years of age) of the opposite or same sex; is the most
common paraphilia (the pedophile must be at |least 16 years
of age and 5 years older than the victim)

Giving (sadism) or receiving (masochism) physical pain or
humiliation

Making telephone calls to unsuspecting women and engaging
them in conversations of a sexual nature

Secretly watching other people (often by using binoculars)
undressing or engaging in sexua activity

V llIness, Injury, and Sexuality

A. Heart disease and myocardial infarction (M1)
1. Men who have a history of MI often have erectile dysfunction. Both
men and women who have a history of Ml may have decreased libido

due to side effects of cardiac medications and to fear that sexual ac-
tivity will cause another heart attack.

2. Generally, if exercise that raises the heart rate to 110-130 beats per
minute (i.e., exertion equal to climbing two flights of stairs) can be tol-
erated without severe shortness of breath or chest pain, sexual activity
can be resumed after a heart attack.

3. Sexual positions that produce the least exertion in the patient (e.g., the
partner in the superior position) are the safest after M.

B. Diabetes

1. One quarter to one half of all diabetic men (more commonly older pa-
tients) have erectile dysfunction. Orgasm and gjaculation are less
likely to be affected.

2. Themajor causes of erectile dysfunction in men with diabetes are vas-
cular changes and diabetic neuropathy caused by damage to blood
vessels and nerve tissue as a result of hyperglycemia.

a. Erectile problems generally occur severa years after diabetesis di-
agnosed but may be the first symptom of the disease.

b. Poor metabolic control of diabetesis related to increased incidence
of sexual problems.
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c. Although physiologic causes are most important, psychological fac-
torsmay also influence erectile problems associated with diabetes.

d. Sildenafil citrate (Viagra) isreported to be effective in diabetes-
related erectile disorders.

e. Although penileimplants may be used to treat erectile dysfunction,
diabetic men often have greater difficultiesin wound-healing and
greater susceptibility to infection.

C. Spinal cord injury
1. Spinal cord injuriesin men cause erectile and or gasmic dysfunction,
retrograde g aculation (into the bladder), reduced testoster one levels,
and decreased fertility.
2. Spinal cord injuriesin women cause problemswith vaginal lubrica-
tion, pelvic vasocongestion, and orgasm. Fertility isnot usually ad-
ver sely affected.

VI. Aging and Sexuality
A. Physical changes

-Alterationsin sexual functioning nor mally occur with the aging
process.

1. In men, these changesinclude slower erection, diminished intensity
of gjaculation, longer refractory period, and need for more direct
stimulation.

2. In women, these changesinclude vaginal thinning, shortening of
vaginal length, and vaginal dryness. These changes can be rever sed
with estrogen replacement therapy.

B. Sexual interest and activity

1. In spite of physical changes, societal attitudes, and loss of the sexual
partner duetoillnessor death, sexual interest usually does not
change significantly with increasing age.

2. Continued sexual activity is associated with good health. Prolonged ab-
stinence from sex leadsto faster physical atrophy of the genital organs
in old age (" useit or loseit").

VII. Drugs and Sexuality

A. Prescription drugs affect libido, erection, orgasm, g aculation, and other
sexual functions, often asa result of their effects on neurotransmitter sys-
tems (Table 19-5).

B. Prescription drugsthat lead to decreased sexual function include:
1. Antihypertensives, particularly a-adrenergic agonists (e.g., methyl-
dopa) and R-adrenergic blockers (e.g., propranolol); the fewest sexual

problems are found with use of angiotensin-converting enzyme (ACE) in-
hibitors (e.g., captopril).

2. Antidepressants, particularly SSRIslike fluoxetine since serotonin may
depress sexuality.

3. Antipsychaotics, particularly D2 receptor blockers
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Table 19-5. The Effects of Some Prescription Drugs on Sexuality

Associated neuro-
transmitter (T increased

Drug Type or | decreased

Effect (Representative Agent) availability)

Reduced libido Antidepressant (fluoxetine) T Serotonin
Antihypertensive Epropranolol% | Norepinephrine g
Antihypertensive (methyldopa) T Central norepinephrine or

Increased libido Antiparkinsonian (L-dopa) T Dopamine

Erectile dysfunction Antihypertensive (propranolol | Norepinephrine g
Antihypertensive émethyl dopag T Central norepinephrine a
Antidepressant (fluoxetine) T Serotonin
Antipsychotic (thioridazine) | Dopamine

Vaginal dryness Antihistamine (diphenhydraming) | Histamine
Anticholinergic (atropine) | Acetylcholine

Inhibited orgasm Antidepressant (fluoxetine) T Serotonin

(in men and women)

Priapism Antidepressant (trazodone) T Serotonin

Inhibited gjaculation Antidepressant ?;_quxeti ne) T Serotonin
Antipsychotic (thioridazine) | Dopamine

a. Dopamine may enhance sexuality; its blockade may decrease sex-
ual functioning.

b. Prolactin levelsincrease as aresult of dopamine blockade; this may
in turn depress sexuality.
C. Drugs of abuse

1. Alcohol and marijuanaincrease sexuality in the short term by de-
creasing psychological inhibitions.

a. With long-term use, alcohol may cause liver dysfunction, result-
ing in increased estrogen availability and sexual dysfunction in men.

b. Chronic use of marijuana may reduce testosterone levelsin men
and pituitary gonadotropin levelsin women.

2. Amphetamines and cocaine increase sexuality by stimulating dopamin-
ergic systems. Cocaine use is associated also with priapism (persistent
erection).

3. Heroin and methadone (to a lesser extent) are associated with sup-
pressed libido, retarded ejaculation, and failure to gjaculate.

4. Amyl nitrite is avasodilator that is used as an aphrodisiac to enhance
the sensation of orgasm; however, cardiovascular accidents may result
from its use.

VI1ll. The Human Immunodeficiency Virus (HIV) and Sexuality

A. Occurrence of HIV
1. Over 33 million people in the world are infected with HIV
a 95% of HIV infected peoplelivein Africa, Asia and Eastern Europe.
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Table 19-6. Route of Contact and Chance of Contracting the Human
Immunodeficiency Virus (HIV)

Infection route Approximate chance of contracting HIV
Sexual activity with an HIV infected person

Anal intercourse 1in10

Vaginal intercourse with an infected man 1in 200

Vaginal intercourse with an infected woman  1in 700

Direct contact with blood of an HIV-infected per son

Transfusion 1in 1.05(95in 100)
Needle sharing 1in 150
Needle stick 1in 200

HIV-positive mother to fetus

Mother to fetus (mother not taking AZT) lin4
Mother to fetus (mother taking AZT) <1in10

AZT= zidovudine; HIV=human immunodeficiency virus

b. Lessthan 1 million infected peoplelivein North America.
c. Lessthan 2 million infected peoplelivein Latin America and the
Caribbean and about 0.5 million livein Western Europe.

2. Thereisasex differencein the HIV viral load and the symptoms of ac-
quired immune deficiency syndrome (AIDS); a woman with the
same HIV viral load asa man islikely to develop full-blown AIDS
sooner than the man.

B. Transmission of HIV

1. Because of thelikelihood of tissue tearing leading to contact with the
blood supply, anal intercourseisthe sexual behavior that isriskiest
for transmitting HIV (Table 19-6).

2. Patientswho are HIV-positive must protect their sexual partners
from infection. If they fail to do so (i.e., do not use a condom) and the
physician has knowledge of such failure, the physician can inform the
threatened partner (see also Chapter 22).



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A 29-year-old woman says that she has al-
ways felt asif shewas "aman in the body of a
woman." Physical and pelvic examinations are
normal. Sheis sexually attracted to heterosex-
ual women and wants to wear men's clothes,
take male hormones, and undergo a mastec-
tomy and surgical sex reversal so that she can
live asaman. Thefinal diagnosisfor this pa-
tient ismost likely to be

(A) adrenogenital syndrome

(B) androgen insensitivity syndrome
(C) gender identity disorder

(D) transvestic fetishism

(E) normal

2. A 17-year-old woman comes to the doctor be-
cause she has never menstruated and because
she has discovered labial masses. Initial exam-
ination reveals atall, thin female with normal
external genitalia and breast development. A
pelvic examination is not performed. There are
no Barr bodies in the buccal smear. The final di-
agnosis for this patient is most likely to be

(A) adrenogenital syndrome

(B) androgen insensitivity syndrome
(C) gender identity disorder

(D) transvestic fetishism

(E) normal

3. A 35-year-old man must wear women's high
heels and lingerie to become aroused whenever
he has sexual intercourse with awoman. The fi-
nal diagnosis for this patient is most likely to be

(A) adrenogenital syndrome

(B) androgen insensitivity syndrome
(C) gender identity disorder

(D) transvestic fetishism

(E) normal

4. The best estimate of the occurrence of ho-
mosexuality in men is

(A) 0.5%-1%
(B) 3%-10%
(©) 12%-14%
(D) 15%-17%
(E) 20%-22%

5. A 50-year-old man shows breast enlarge-
ment after years of abusing a substance. The
substance he is most likely to have abused is

(A) alcohol

(B) marijuana
(C) heroin

(D) amphetamine
(E) amyl nitrite

Questions 6-7

A 34-year-old man has been taking fluoxetine
for treatment of depression for the past 4
months. His mood is now normal but he reports
that he is having sexual problems.

6. Which of the following sexual dysfunctions
isthis man most likely to report?

(A) Primary erectile disorder

B) Secondary erectile disorder
) Premature gjaculation

) Orgasmic disorder

) Dyspareunia

LEEE

7. The neurotransmitter ateration most likely
to be associated with this man's sexual problem
is

(A) increased dopamine

(B) decreased dopamine

(C) increased serotonin

(D) decreased serotonin

(E) decreased norepinephrine

8. A 30-year-old male patient who isHIV-pos-
itive asks the doctor what type of sexual be-
havior poses the most risk for transmitting
HIV to his partner. The doctor's best response
is

éAg anal intercourse

B) fellatio

(C) cunnilingus

ED; vaginal intercourse
kissing
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9. A husband and wife in their mid-30s state
that they are having sexual problems. During
the interview the doctor discovers that, while
their sex life had been good, the last time they
tried to have intercourse (4 weeks previously),
the husband could not maintain an erection.
Which of the following agentsis most likely to
have caused this sexual problem?

(A) Cocaine

(B) Propranolol

(C) Levodopa

(D) Amyl nitrate

(E) Dextroamphetamine

10. A 65-year-old married couple complain to
the doctor that their sex life is not what it used
to be. Which of the following problems are they
most likely to report?

(A) Premature gjaculation
(B) Vagina dryness

Ecg Shorter refractory period
D) Decreased sexual interest
(E) Vaginismus

11. A 32-year-old man complains that he has no
problem with erection, but that he usually has
an orgasm and ejacul ates before he achieves
vaginal penetration. This man's complaint

(A) isuncommon
Cg is associated with depression
) is associated with an absent excitement

phase

(D) can be effectively treated with intensive
psychotherapy

(E) can be effectively treated with the squeeze
technique

12. A 62-year-old patient complains of erectile
dysfunction. Which of the following illnessesis
most likely to be associated with this problem?

(A) Dementiaof the Alzheimer's type
) Untreated hypertension

C) Untreated diabetes

D) Myocardia infarction

(B
E
(E) Untreated schizophrenia

13. A25-year-old man masturbates by rubbing
against women in crowded buses. Thisman is
exhibiting which of the following paraphilias?

(A) Fetishism

(B) Exhibitionism

(C) Frotteurism

(D) Voyeurism

(E) Sexua masochism

14. The tenting effect beginsin which stage of
the sexual response cycle?

(A) Excitement
(B) Plateau
(C) Orgasm
(D) Resolution

15. Which stage of the sexual response cycle
shows the greatest difference between men and
women?

(A) Excitement
(B) Plateau
(C) Orgasm
(D) Resolution

16. Uterine contractions mainly occur in which
stage of the sexual response cycle?

(A) Excitement
(B) Plateau
(C) Orgasm
(D) Resolution

17. The sex flush commonly first occursin
which stage of the sexual response cycle?

(A) Excitement
(B) Plateau

(C) Orgasm

(D) Resolution

Answers and Explanations

TBQ-C. Like other men with a homosexual sexual orientation, this physician islikely to have a
history of sexual fantasies about men (heterosexual men commonly have a history of sexual fan-
tasies about women). Homosexuality is anormal variant of sexual expression and is biologically
based. Thereisno evidence that it is associated with a history in adolescence of seduction by an
older man, mental illness, or a preference for being alone. While people with gender identity dis-

order (feeling of being born into the wrong body) may seek sex change surgery, in homosexuality

there is no desire to change biological sex.



Chapter 19 Sexuaity / 187

1-C. Thefinal diagnosis for this patient who has always felt asif she was "aman in the body of

awoman" in the presence of a normal female body is most likely to be gender identity disorder.

Females with adrenogenital syndrome have masculinized genitalia and transvestic fetishists are

always male. People with androgen insensitivity syndrome are genetic males with female bodies

gwitg \évhich they are content), and sexual interest in men. See also the explanations to Questions
and 3.

2-B. Thefinal diagnosis for this patient who has a femal e phenotype despite a male genotype
(i.e., no Barr bodiesin the buccal smear) is most likely to be androgen insensitivity syndrome. In
this genetic defect, body cells do not respond to the androgen being produced by the testes re-
sulting in failure of physical masculinization. The masses noted by the patient are testes which
have descended into the labia. People with androgen insensitivity syndrome are heterosexual
with respect to phenotypic sex (i.e., women with sexual interest in men). See also the explana-
tionsto Questions 1 and 3.

3-D. Thefinal diagnosis for this patient who must wear women's clothes to become sexually
aroused is most likely to be transvestic fetishism. See also the explanations to Questions 1 and 2.

4-B. The best estimate of the occurrence of homosexuality in men is 3%-10%.

5-A. The substance that this 50-year-old man with breast enlargement is most likely to have
abused is alcohol. Long term use of alcohol damages the liver resulting in accumulation of es-

trogens and feminization of the body. Marijuana, heroin, amphetamine, and amyl nitrite are
much less likely to cause estrogen accumulation.

6-D. While they may be associated with loss of libido and erectile disorder, treatment with fluox-
etine and other selective serotonin reuptake inhibitors (SSRIs) is most likely to result in delayed
or absent orgasm (orgasmic disorder). That is why, although they do not yet have this Food and
Drug Administration (FDA) indication, the SSRIs are currently being used to treat premature
gjaculation. Dyspareuniais hot associated with SSRI treatment.

7-C. The neurotransmitter alteration most likely to be associated with delayed or absent orgasm
is increased serotonin resulting from treatment with the SSRI fluoxetine. Increased dopamine
tends to increase sexual interest and performance. Decreased dopamine, decreased serotonin,
and decreasted norepinephrine are less likely to be associated with delayed orgasm than in-
creased serotonin.

8-A. Because tissue tears providing access to the blood supply are more likely to occur in anal
intercourse, thisisthe type of sexual behavior which poses the most risk for transmitting HIV
While theoretically it is possible to transmit HIV by other sexual behaviors (e.g., fellatio, cun-
ni{i ngus, vaginal intercourse, and kissing), such transmission is much less likely than with anal
intercourse.

9-B. Of the listed agents, the one most likely to have caused erectile disorder is propranolol, an
antihypertensive medication (R-blocker). Cocaine, amphetamines, and L-dopa tend to increase
sexual interest and performance by elevating dopamine availability. Amyl nitrate (a vasodilator)
is used to enhance the sensation of orgasm.

10-B. This 65-year-old married couple is most likely to be having sexual problems because of
v$i nal dryness due to lack of estrogen after menopause. Aging is also characterized by alonger
refractory period and delayed ejaculation in men and decreased intensity of orgasm in men and

women. Although sexual behavior may decrease with aging because of these problems, sexual in-
terest remains about the same. Vaginismus is not particularly associated with aging.

11-E. This man is describing premature gjaculation, a common sexual dysfunction which can be
effectively treated with the squeeze technique (not psychotherapy). Premature gjaculation is as-
sociated with an absent plateau phase of the sexual response cycle and is not commonly associ-
ated with depression.

12-C. Untreated diabetesis most likely to be associated with erectile dysfunction in a 62-year -
old patient. Although the medications used to treat these conditions are associated wiltses/ r
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dysfunction, untreated cardiac problems, hypertension, and schizophrenia are not associated

with erectile dysfunction. Dementia of the Alzheimer type is not associated with erectile dys-
function. In fact, sexual expression may be the last form of communication between a couplein
which one partner has dementia of the Alzheimer type.

13-C. This man who masturbates by rubbing against women in crowded buses is exhibiting frot-
teurism. Exhibitionism involves a sexual preference for revealing one's genitals to unsuspecting
persons so that they will be shocked. Fetishism is a sexua preference for inanimate objects. Sex-

ual masochism is a preference for receiving physical pain or humiliation. VVoyeurism is a prefer-

ence for secretly watching people undressing or engaging in sexual activity.

14-A. The tenting effect begins during the excitement phase of the sexual response cycle.

15-D. Resolution shows the greatest difference between men and women. Men have aresting
(refractory) period when restimulation is not possible. Women are unlikely to have arefractory
period.

16-C. Uterine contractions occur mainly during the orgasm phase of the sexual response cycle.

17-B. The sex flush first appears during the plateau phase of the sexual response cycle in both
men and women.
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Aggression and Abuse

Typi cal Board Question

A 3-month-old infant is brought to the emer gency department unconscious. While no €x-
ternal injuries are seen, physical examination reveals a subdural hematoma and retinal
hemorrhages. The parentstell the physician that the child fell off his changing table. Af-
ter stabilizing the child, the emergency department physician should

A) contact the state child-protective service agency

B) question the parentsto determine if they have abused the child
C) inform the parentsthat he suspectsthat they have abused the child
D) abtain the parents permission to hospitalize the child

E) obtain the parentspermission to call a pediatric neurologist

(See" Answersand Explanations' at end of Chapter)

1 Aggr on

A. Social deter minants of aggression

1. Factorsassociated with increased aggression include poverty, frustra-
tion, physical pain, and exposureto aggression in the media (e.g., vio-
lence on television).

2. Homicide occurs more often in low socioeconomic populations and its
incidenceisincreasing. At least half of homicides ar e accomplished with
guns.

3. In African-American males 15-24 year s of age, homicideisthe lead-

ing cause of death; it isthe second leading cause of death (after acci-
dents) in white malesin this age group.

4. Children at risk for showing aggressive behavior in adulthood frequently
abuse animals, have low intelligence, and cannot defer gratification.
Their parentsfrequently display criminal behavior, abuse drugs and al-
cohol, and have physically or sexually abused them (or both).

B. Biological deter minants of aggression

1. Hormones
a. Androgens are closely associated with aggression; in most animal
species and human societies, males are mor e aggr essive than females;
homicide involving strangersis committed almost exclusively by
men.
189
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b.

Androgenic or anabolic steroids, often taken by body buildersto
increase muscle mass, can result in high levels of aggression and
even psychosis. Sever e depression frequently occurswith withdrawal
from these hor mones.

Estrogen, progester one, and antiandrogens, all of which block
androgen receptors, decrease sexual interest and behavior and may
be useful in treating male sex offenders.

2. Substances of abuse and their effect on aggression

a.

b.

L ow doses of alcohol and barbituratesinhibit aggression while
high dosesfacilitateit.

Whileintoxicated heroin users show little aggression, increased ag-
gression isassociated with the use of cocaine, amphetamines, and
phencyclidine (PCP).

3. Neural bases of aggression

a

Serotonin and y-aminobutyric acid (GABA) inhibit aggression, and
dopamine and norepinephrine facilitateit; low levels of the serotonin
metabolite 5-hydroxyindoleacetic acid (5-HIAA) are associated with
impulsive aggression (see Chapter 4).

Drugs used to treat inappropriate aggressivenessinclude antidepr es-
sants, benzodiazepines, antipsychotics, and antimanics (e.g., lithium,
used especially in adolescent boys).

Abnormalities of the brain (e.g., abnormal activity in the amyg-
dala and prepyriform area and psychomotor and temporal lobe
epilepsy) and lesions of the temporal lobe, frontal lobe, and hypothal-
amus ar e associated with increased aggression.

Violent people often have a history of head injury or show abnormal
electroencephalogram (EEG) readings.

I1. Abuse and Neglect of Children and the Elderly

A. Overview

1. Typesof child and elder abuse include physical abuse (e.g., the " bat-
tered child syndrome" ), emotional or physical neglect, and sexual
abuse. The elderly may also be exploited for monetary gain.

2. Abuse-related injuries must be differentiated from injuries obtained
during normal activity. Examples of non-abuseinjuriesin children in-
clude bruises and scrapes on the chin, forehead, knees, and elbows; or, in
the elderly, excessive skin bruising dueto aging.

3. Occurrence of abuse and characteristics and signs which indicate neglect
and abuse are shown in Table 20-1.

B. Sequelae of child abuse

1. Adultswho were abused as children are more likely to suffer from:

a

b.

Dissociative disorder s, (e.g. dissociative identity disorder)
(see Chapter 14)

Posttraumatic stress disorder and other anxiety disorders (see
Chapter 13)

Depression and substance abuse disor ders (see Chapter 12 and Chap-
ter 9)



Table 20-1. Physical Abuse of Children and Elders

Category

Annual
occurrence

Most likely
abuser

Characteristics
of the abused

Characteristics
of the abuser

Neglect

Bruises

Fractures and
burns

Other signs

Features of child abuse Features of elder abuse

Occurrence

At least 1 million

cases are reported

Most cases are not reported
2000-4000 abuse-related deaths
The closest family member

(e.g., the mother)

At least 1 million cases are
reported
Most cases are not reported

The closest family member (e.g.,
spouse, daughter, son, or other
relative) with whom the person
lives (and who is often supported
financially by the elder)

Characteristics of the Abused and the Abuser

Hyperactivity or mild physical
handicap; child is perceived
as slow or different

Premature, low-birthweight infant

Colicky or "fussy" infant
Physical resemblance to the
abuser's absent, rejecting,
or abusive partner

In 1/3 of cases, victims are younger
than 5 years of age; in 1/4 of cases,

victims are 5-9 years of age

Substance abuse

Poverty

Social isolation

Personal history of victimization
by caretaker or spouse

Signs of Abuse

Poor personal care and hygiene
(e.q., diaper rash, dirty hair)
Lack of needed nutrition

Particularly in areas not likely
to be injured during normal play,
such as buttocks or lower back
Belt or belt buckle marks

Fractures at different

stages of healing

Spiral fractures caused

by twisting the limbs

Cigarette burns

Wrist or ankle rope burns caused
by tying to abed or chair

Burns on the feet or buttocks
due to immersion in hot water

Internal abdominal injuries
(e.g., ruptured spleen)

"Shaken baby" syndrome (i.e.,
retinal detachment or hemor-
rhage, and subdural hematoma
caused by shaking the infant

to stop it from crying)

Some degree of worsening
cognitive impairment (e.g.,
dementia of the Alzheimer's type)
Physical dependence on others
Does not report the abuse, but
instead saysthat he fell and
injured himself

Substance abuse
Poverty
Social isolation

Poor personal care and hygiene
(e.g., urine odor in incontinent
person), lack of medication or
health aids (e.g., eyeglasses,
dentures)

Lack of needed nutrition

Often bilateral and often on
the arms from being grabbed

Fractures at different stages
of healing

Spiral fractures caused by
twisting the limbs

Cigarette and other burns
Wrist or ankle rope burns
caused by tying to abed or
chair

Internal abdominal injuries
(e.g., ruptured spleen)

Evidence of depleted personal
finances (their money was spent
by the abuser and other family
members)

Head and neck injuries
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2. People abused in childhood also are at substantially greater risk for abus-
ing their own children.

C. Sexual abuse of children
1. Signs
a. Sexually transmitted diseases (STDs) in children are signs of sex-

b.
c.

d.

ual abuse; children do not contract STDsthrough casual contact; with
an infected person or with their bedclothes, towels, or toilet seats.

Genital or anal trauma also are signs of sexual abuse.

Young children have only a vague knowledge about sexual activities,
specific knowledge about sexual acts (e.g., fellatio) in a young child
often indicatesthat the child has been sexually abused.

Recurrent urinary tract infections and excessive initiation of
sexual activity with friends also are signs of sexual abuse.

2. Occurrence
a. Sexual abuse of children isnow being reported more frequently than

b.

C.

in the past; at least 250,000 cases arereported annually.
Most sexually abused children are 9-12 year s of age, and 25% are
younger than 8 yearsold.

Approximately 25% of all women and 12% of all men report sexual
abuse at sometimeduring their childhood and adolescence.

3. Characteristics of the sexual abuser

a.

M ost abusers are male and known to the child (e.g., uncle, father,
mother's boyfriend, family acquaintance); fewer than 5% of sexual
abusersare strangersto the child.

b. Alcohol and drugs are commonly used by the abuser.

The abuser typically hasmarital problemsand no appropriate al-
ternate sexual partner; occasionally, heisa pedophile (i.e., he
preferschildren to appropriate sexual partners) (see Chapter 19).

I1l. Physical and Sexual Abuse of Domestic Partners

A. Occurrence

1. Domestic abuseisa common reason that women come to a hospital
emergency room. The abuser isalmost always male.

2. The abused woman may not report to the police or leave the abuser
because she has nowher e to go and because he has threatened to Kill
her if shereportsor leaves him. (In fact, she doeshave a greatly in-
creased risk of being killed by her abusive partner if sheleaves.)

B. Physical evidence of domestic abuse

1. Thevictim commonly has bruises (e.g., blackened eyes, bruiseson the
breasts) and broken bones.

2. In pregnant women (who have a higher risk of being abused), thein-
juriesare often in the " baby zone" (i.e., the breasts and abdomen).

C. Thecycle of abuseincludesthree phases:
1. Buildup of tension in the abuser
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2. Abusive behavior (battering)
3. Apologetic and loving behavior by the abuser toward the victim

D. Characteristics of abusers and abused partners
1. Abusers often use alcohol or drugs, are impulsive, have alow toler-
ance for frustration, and displace their angry feelings onto their partner.
2. The abused partner is often emotionally or financially dependent on
the abuser, pregnant, and blames herself for the abuse.

3. Both the abuser and the abused commonly have low self-esteem.

N Role .-)f the Physician in Suspected Child, Elder, and
Domestic Partner Abuse

A. Child and elder abuse

1. According to the law in every state, physicians must report suspected
physical or sexual abuse of achild or elderly person (if the elderly
person appears to be physically or mentally impaired) to the appropriate
family social service agency (e.g., State child-protective service or state
adult-protective service) before or in conjunction with treatment of
the patient.

2. The physician is not required to tell the suspected abuser of the
child or impaired elder that she suspects abuse.

3. The physician does not need family consent to hospitalize the abused
child or elderly person for protection or treatment.
B. Domestic partner abuse

1. Direct reporting by the physician of domestic partner abuseis
not appropriate because the victim is usually a competent adult.

2. A physician who suspects domestic partner abuse should provide emo-
tional support to the abused partner, refer her to an appropriate shelter
or program, and encourage her to report the case to law enforcement of -
ficids.

V Sexual Aggression: Rape and Related Crimes

A. Definitions. Rape is acrime of violence, not of passion, and is known
legally as "sexual assault,” or "aggravated sexual assault."

1. Rape involves sexual contact without consent.
2. Vaginal penetration by a penis, finger, or other object may occur.
3. Erection and gjaculation do not have to occur.

4. Sodomy is defined as the insertion of the penisinto the oral or anal ori-
fice. The victim may be male or female.

B. Legal considerations

1. Because rapists may use condoms to avoid contracting human immu-
nodeficiency virus (HIV), or to avoid DNA identification, or because
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rapists may have difficulty with erection or gaculation, ssmen may not
be present in the vagina of a rape victim.
2. Avictim isnot required to prove that sheresisted therapist for him

to be convicted. A rapist was convicted recently even though the victim
asked him to use a condom.

3. Certain information about the victim (e.g., previous sexual activity, " se-
ductive"' clothing worn at thetime of the attack) is generally not admis-
sibleasevidencein rapetrials.

4. In almost every state, husbands can be prosecuted for raping their
wives. It isillegal to force anyoneto engage in sexual activity. Even if a
woman consentsto go on a date with a man and consentsto sexual ac-
tivity not involving inter cour se, a man can be prosecuted for rape (" date
rape").

5. Consensual sex may be considered rape (" statutory rape") if the victim
isyounger than 16 or 18 yearsold (depending on state law) or is physi-
cally or mentally handicapped.

Characteristics of therapist and victim

1. Therapist
a. Rapistsareusually younger than 25 years of age.
b. They are usually the samerace asthe victim.
c. They areusually known to thevictim.
d. Alcohol use by therapist occursin at least one third of rape cases.

2. Thevictim
a. Rapevictimsare most typically between 16-24 years of age.
b. Rapemost commonly occursinside the victim's home.

c. Vaginal injuriesmay be absent, particularly in parous women
(those who have had children).

. The sequelae of rape

1. For avariety of reasons, including shame, fear of retaliation, and the dif-
ficultiesinvolved in substantiating rape charges, only 25% of all rapes
arereported to the police.

2. Others may commonly blame the victim in rape cases.

3. Thelength of the emotional recovery period after rapevaries, but iscom-
monly at least 1 year. Posttraumatic stress disorder sometimes oc-
cursafter rape (see Chapter 14).

4. Themost effective type of counseling is group therapy with other rape
victims.

E. The Role of the Physician in Rape Cases

1. Immediately after therape, the physician should
a. Takethepatient'shistory in a supportive manner, and should not
question the patient'sveracity or judgment.
b. Perform ageneral physical examination and conduct laboratory
tests (e.g., culturesfor sexually transmitted diseases from the vagina,
anus, and pharynx; test for presence of semen).
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c. Prescribe prophylactic antibiotics and postcoital contraceptive
measur es (e.g., diethylstilbestrol) if appropriate.

d. Encour age the patient to notify the police. The doctor is not required
to notify the police if the woman is a competent adult.

2. Upto 6 weeks after the rape

a. Discuss with the patient the emotional and physical sequelae of
the rape (e.g., suicidal thoughts, vaginal bleeding) and, if needed, re-
fer her for long-term counseling or a support group.

b. Doa pregnancy test and repeat other |aboratory tests if appropri-
ate.



Review Test

Directions: Each of the numbered items or incomplete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1 A 4-year-old girl tells the physician that her
mother's boyfriend asked her to touch his pe-
nis. Physical examination of the child is unre-
markable. The next thing that the physician
should doisto

(A) contact the state child-protective service
agency

(B) contact the child's biological father

(C) speak to the boyfriend about the child's re-
mark

(D) contact a child psychiatrist to determine if
the child istelling the truth

(E) question the child at length to determine
if sheistelling the truth

2. A 33-year-old single woman who has a 4-
year-old child comes to the emergency room
and reports that she was raped by a man she
was on a date with 2 days ago. The physical ex-
amination shows no physical evidence of rape
(i.e., no injuries, no semen). She appears anx-
ious, disheveled, and "spacey" It is most likely
that this woman

(A) isdelusiona

(B) ismalingering

(C) is suffering from hypochondriasis

(D) is suffering from conversion disorder

(E) has been raped and the rapist used a con-
dom

3. A 7-year-old child and her mother both have
chlamydia. The child'sinfection is most likely
to be the result of

(A) sleeping in the same bed as the mother
(B) sexual abuse

(C) masturbation

(D) using the mother's towel

(E) bathing in the mother's bathtub

4. Which of the following injuriesin a 4-year-
old child ismost likely to be the result of abuse?

(A) Cut chin

(B) Bilateral bruises on the knees
(C) Scraped forehead

(D) Cut elbow

(E) Ruptured spleen

5. A 93-year-old mildly demented woman who
lives with her daughter attends a day care pro-
gram from 9:00 am-1:00 pm. From 1:00-4:00
pin a neighbor (who has an alcoholic son and
an unemployed son) takes care of the elderly
woman. The woman is brought to the emer-
gency room by her daughter with injuries that
suggest physical abuse. The person most likely
to have abused thiswoman is

(A) aday care program worker

(B) the neighbor's acoholic son

(C) the neighbor

(D) the woman's own daughter

(E) the neighbor's unemployed son

6. An 18-year-old retarded woman with an 1Q
of 50 agrees to have sexual intercourse with
the 18-year-old president of the high school se-
nior class. Sexual intercourse between these
two peopleis best described as

(A) consensual sex
(B) statutory rape
gcg sodomy

D) child abuse
(E) sexua abuse



Answers and Explanations

TBQ-A. After stabilizing the infant, the emergency department physician should contact the
state child-protective service agency to report suspected child abuse. Subdural hematoma, reti-
nal hemorrhage and retinal detachment are signs of the "shaken baby syndrome,” aform of child
abuse in which an adult shakes a child to stop its crying. The shaken child may have no exter-
nal injuries. Parents commonly make up some explanation for the injuries such as "the child fell."
The physician must report any suspicion of abuse to the appropriate authority but does not have
to question the parents or inform them of his suspicions. Similarly, when a physician suspects
child physical or sexual abuse he does not need a parent's permission to examine, hospitalize, or
treat the child or to consult with a specialist.

1-A. Asin the TBQ, when a child of any age reports inappropriate sexual touching, the physi-
cian must call the state child-protective service agency. This example demonstrates that a child
may show no physical signs of sexual abuse. The physician must assume that patients (even
young ones) are telling the truth. The physician does not need to talk to the child at length, con-
sult & child psychiatrist, or talk to the mother's boyfriend to confirm the story. The state agency
will handle these matters. The child's biological father is not relevant to the situation at thistime.

2-E. Itismost likely that this woman has been raped by the man she went out with ("date rape").

Because there is no semen, the rapist may have used a condom. Parous women like this patient

may show no physical signs of rape. Rape victims may appear anxious, disheveled, and
"spacey"(i.e., showing dissociation). Patients rarely lie to doctors. There is no indication that this
woman is lying for obvious gain (malingering) or is delusional or suffering from hypochondriasis
or conversion disorder.

3-B. The child's chlamydia infection is most likely to be the result of sexual abuse. Sleeping in
the same bed as the mother, masturbation, using the mother's towel, or bathing in the mother's
bathtub are unlikely ways to contract a sexually transmitted disease.

4-E. Aninternal injury like aruptured spleen is most likely to be the result of abuse in a 4-year-
old child. Chin, knee, forehead, and elbow injuries are more likely to have been obtained during
normal play.

5-D. A close relative who cares for the person (i.e., the daughter) is most likely to have abused
this elderly demented woman. Although no excuse for abuse, this may be due in part to the
stresses associated with caring for a demented elderly person. Unrelated people such as care-

takers (even if alcoholic or unemployed) are much less likely than a close relative to abuse an el-

derly person.

6-B. Even though both are legally of adult age, sexual intercourse between this retarded person
and a non-retarded person is best described as statutory rape. Because the woman has impaired
mental functioning (i.e., amental age of 7.5 years, per Chapter 2), she may not fully understand

the meaning of her consent in this context. Consensual sex implies that both people have the abil-
ity to decide to interact. Sodomy is oral-penile or anal-penile contact. Child abuse and sexual

abuse are not the best identifiers for the behavior described here.
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The Doctor-Patient
Relationship

Typical Board Question

When a doctor prescribed fluoxetine (Prozac] for a 35-year-old male patient, she exPIai ned
the major side effects of the drug. Four months later, the patient asks her whether fluoxe-
tine has any side effects. The doctor's best response is to say

A) "The side effects are nervousness, insomnia, and sexual dysfunction.
B) " i will have the nurse go over the side effects with you again."

C) "Why do you ask?'

D) "Would you like meto check for possible side effects?"

E) "The side effects are minor; do not worry."

(See "Answers and Explanations” at end of Chapter)

. Medical Practice

A. Seeking medical care

1. Patients behavior when ill and their expectations of doctors are influ-
enced by their culture (see Chapter 18), their previous experiences with
medical care, their physical and mental condition, and their personality
styles (not necessarily personality disorders) (Table 21-1).

2. Only about one third of individuals with symptoms seek medical
care; most people contend with illnesses at home with over-the-counter
medications and home treatment.

B. Seeking psychiatric care

1. In the United States, there is a stigmato having a psychiatric illness.
Psychiatric symptoms are considered by many Americans to indicate
"moral weakness" or alack of self control. Because of this stigma,
many patients fail to seek help.

2. It isimportant for patients to seek help since there is a strong correla-
tion between psychological illness and physical illness. Morbidity
rates and mortality rates are much higher in patients who need psychi-
atric attention.
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Table 21-1. Patient Personality Style and Behavioral Characteristics During IlIness
Personality style ehavioral characteristics during illness

Dependent

b Hasaneed to be cared for by others, resulting in the
desire for excessive attention from the physician
during an illness

Obsessive-compulsive and Type A Fear loss of control and may in turn become

controlling during illness _

Characterized by time pressure (i.e., feels rushed most
of the time) and competitiveness _ .
M_aﬁ also show hostility which is associated specifically
with the development of coronary artery disease

Histrionic

+ May be dramatic, emotionally changeable, and
approach the physician in an inappropriate sexual
fashion during illness

Narcissistic

Has a perfect self-image which is threatened by illness
Often feels superior to others and therefore may
request that only the "top" physicians be involved in
treatment

Paranoid

Often blames the physician for theillness
Isoverly sensitive to a perceived lack of attention or
caring from the physician

Passive-aggressive

Asksfor help but then does not comply with the
physician's advice

Schizoid

+ Becomes even more withdrawn during illness

C."Thesick role"

1. A person assumesa particular rolein society and certain behavioral pat-

ternswhen heisill (the" sick role," described by T. Parsons). The sick role
includes exemption from usual responsibilities and expectation of
car e by othersaswell asworking towar ds becoming healthy, and cooper -
ating with health care personnel in getting well.

. Criticsof thesick roletheory argue that it applies only to middle-class

patientswith acute physical illness, and that it emphasizesthe power of
the doctor and undervaluestheindividual's social support network in
getting well.

D. Telling patientsthe truth

1. Inthe United States, adult patients generally aretold the complete

truth about the diagnosis, the treatment and its side effects and the
prognosis of their illness. Falsely reassuring or patronizing state-
mentsin response to patient questions, (e.g., " do not worry about any-
thing, we will take good care of you") are not appropriate.

. Information about theillness must be given directly to the patient

and not relayed to the patient through relatives.

a. With the patient's permission, the physician can tell relativesthisin-
formation in conjunction with or after telling the patient.

b. Relieving thefearsof closerelatives of a serioudly ill patient can bol-
ster the support system and thus help the patient.
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E. Special situations

1. Patientsmay be afraid to ask questions about issuesthat are embar -
rassing (e.g., sexual problems) or fear-provoking (e.g., laboratory re-
sults). A doctor should not try to guess what istroubling a patient; it is
the doctor'sresponsibility to ask about such issuesin an open-ended fash-
ion (seelll A 2b) and addressthem truthfully and fully with the patient.

2. Doctorshavethe primary responsibility for dealing with complianceis-
sues (see |l below), aswell aswith angry, seductive, or complaining
behavior by their patients (Table 21-2). Referralsto other doctor s should
be reserved only for medical and psychiatric problems outside of the
range of the expertise of the treating physician.

Table 21-2. Dr. Fadem's Do's and Do Not's for Answering USMLE Questions Involving
Common Problems in the Doctor-Patient Relationship

Problem Do
Angry patient « Do acknowledge the

Do not
+ Do not take the patient's anger

Seductive patient

Non-compliant
patient

Suicidal patient

Complaining
patient

patient's anger

Do call in achaperone
when you are with

the patient

Do gather information
using direct rather

than open-ended questions
Do set limits on the

behavior that you will tolerate

Do examine the patient's
willingness to change his
health-threatening behavior
(e.g., smoking); if heisnot
willing, you must address
that issue

Do identify the real reason
for the patient's refusal to
comply or to consent to a
needed intervention and
address it

Do assess the seriousness
of the threat

Do suggest that the
patient remain in the
hospital voluntarily, if
the threat is serious

Do encourage the patient

to speak to the other

doctor directly if the

patient complains about
arelationship with

another doctor

Do speak to your own office
staff if the patient hasa
complaint about one of them

personadly (the patient is
probably fearful about becoming
dependent as well as of being ill)

Do not refuse to see the patient
Do not refer the patient to
another doctor

Do not attempt to scare the
patient into complying (e.g.,
showing frightening photographs
of untreated illness)

Do not refer the patient to
another doctor

Do not release a hospitalized
patient who is athreat to himself
[patients who are a threat to self
or others can be held
involuntarily (see Chapter 23)]

Do not intervene in the patient's
relationship with another doctor
unless there is amedical reason
todo so

Do not blame the patient for
problems with office staff
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Table 21-3. Compliance with M edical Advice

Factor s Associated with
Increased Compliance

Good physician-patient
relationship

Patient feelsill and
usual activities are

disrupted by the illness

Short time spent in
the waiting room

Belief that the benefits
of care outweigh its
financial and time costs

Factor s Associated with

Decreased Compliance Comments

Poor physician-patient
relationship

Patient experiences
few symptoms
and little
disruption of usua
activities

Long time spent in
the waiting room

Belief that financial
and time costs of care
outweigh its benefits

Written diagnosis and
instructions for
treatment

Verbal diagnosisand
instructions for
treatment

-

Acuteillness

Chronic illness

Recommending only one
behavioral change
at atime

Recommending
multiple behavioral
changes at once

Simple treatment Complex treatment '
schedule schedule

Older physician Y ounger physician

Peer support Little peer support

Liking the doctor is the most
important factor in compliance;
it is even more important than
the doctor's technical skill
Physicians perceived as
unapproachable have low
compliance from patients

In asymptomatic illnesses such

as hypertension, only about half of
patients initially comply with
treatment

Many asymptomatic patients who
initially complied have stopped
complying within 1 year of
diagnosis

Patients kept waiting get angry
and then fail to comply

The "Health Belief Model"
of health care

Patients often forget what is

said during a visit to the doctor
because they are anxious

Asking the patient to repeat your
verbal instructions can improve
understanding and thus increase
compliance

Chronically ill people see doctors
more often but are more critical
of them than acutely ill people

To increase compliance, instruct the
patient to make one change (e.g.,
stop smoking) this month, and make
another change (e.g., go on a diet)
next month.

Recommending too many changes at
once will reduce the likelihood that
the patient will make any changes

Compliance is higher with medi-
cations that require once daily
dosing, preferably with ameal
Patients are more likely to forget
to take medications requiring
frequent or between meal dosing

Usually young physician age is
only an issuefor patientsin
theinitial stages of treatment

Membership in a group of people
with asimilar problem [(e.g.,
smoking (see Chapter 9)] can
increase compliance
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11. Compliance

A. Patient characteristics associated with compliance

1. Compliance is the extent to which a patient follows the instructions of the
physician such as taking medications on schedule, having a needed
medical test or surgical procedure and following directions for changes
in life-style such as diet or exercise.

2. Patients unconscioustransference reactions to their doctors, which are

Table 21-4. Aims of the Clinical Interview and Interviewing Techniques

Aim Technique Specific use Example
To establish rapport Support and To express the "You must have really
empathy physician's interest, been frightened when
understanding, you realized you were
and concern for going to fall."
the patient
Validation To give value and "Many people would feel
credence to the the same way if they
patient's feelings had been injured asyou
were."

To maximize Facilitation To encourage the "And then what
information patient to elaborate happened?"
gathering Oh an answer; can

be averbal question
or body language
such asaquizzical
expression
Reflection To encourage "Y ou said that your pain
elaboration of the increased after lifting
answer by repeating the package?"
part of the
patient's previous
response
Silence Toincreasethe patient's ~ Waiting silently for the
responsiveness patient to speak

To clarify Confrontation To call the patient's "Y ou say that you are not
information attention to worried about

inconsistenciesin tomorrow's surgery,

Recapitulation

his or her responses
or body language

Tosumup all of the
information obtained
during the interview
to ensure that the
doctor understands
the information
provided by the patient

but you seem really
nervousto me."

"Let's go over what
happened. You fell last
night and hurt your side.
Y ou husband called 911.
The paramedics came
but the pain got worse
until they gaveyou a
shot in the emergency
room."

Adapted from Fadem and Simring, High Yield Psychiatry, Williams & Wilkins, 1998.
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based in childhood parent-child relationships, can increase or decrease
compliance (see Chapter 6).

3. Only about one-third of patients comply with treatment, one-third
comply some of thetime, and one-third do not comply with treatment.

B. Factorsthat increase and decr ease compliance

1. Complianceisnot related to patient intelligence, education, sex, re-
ligion, race, socioeconomic status, or marital status.

2. Factors associated with compliance arelisted in Table 21-3.

[11. The Clinica Interview

A. Communication skills

1. Patient compliance with medical advice, detection of both physical and
psychological problems, and patient satisfaction with the physician are
improved by good doctor-patient communication.

2. One of themost important skillsfor a physician to haveis how tointer-
view patients. In theinterview, the physician must first establish trust
in and rapport with the patient and then gather physical, psycholog-
ical, and social information to identify the patient's problem.

3. Theinterview servesto obtain the patient's psychiatric history in-
cluding information about prior mental problems, drug and alcohol use,
sexual activity, current living situation, and sour ces of stress.

B. Specific interviewing techniques
1. Direct questions. Direct questions are used to elicit specific informa-
tion quickly from a patient in an emergency situation (e.g., " Have you
been shot?") or when the patient is seductive, or overly talkative.
2. Open-ended questions
a. Although direct questions can elicit information quickly, open-ended
types of questionsare morelikely to aid in obtaining infor mation about
the patient, and not close off potential areas of pertinent infor mation.
b. Using open-ended questions (e.g., " What bringsyou in today?"), the
interviewer giveslittle structureto the patient and encouragesthe
patient to speak freely.
3. Table 21-4 listsaims of the clinical interview and gives examples of some
specific interviewing techniques.



Review Test

Directions: Each of the numbered items or incomplete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-2

A 38-year-old salesman who previously had a
myocardial infarction, comes to the doctor's of -

fice for aroutine visit. On seeing the doctor, he

angrily exclaims, "What is the matter with this
place? | can never find a parking space around

here!" He then insists on making a phone call

while the doctor waits to examine him.

1. Most appropriately, the physician should
now say

"l cannot examine you until you calm
down."

"Areyou always this angry?"

"Y ou seem upset.”

"Would you like areferral to another doc-
tor?'

"I will reschedule your appointment for
another day."

>

m oow

2. The personality type that best describes
this patient is

A. histrionic

B. narcissistic

C. obsessive-compulsive
D. passive-aggressive

E. dependent
Questions 3-4

A patient comes to the doctor's office wearing a
low-cut blouse. She comes up very closeto him
and begins to ask him questions about his per-
sonal life.

3. The doctor's most appropriate behavior isto

A. refuseto examine her but give her an-
other appointment

call in a chaperone

use only open-ended questions in inter-
viewing her

refer her to another doctor

ask her about her personal life

mo Ow

4. The personality type that best describes this
patient is

A. histrionic

B. narcissistic

C. obsessive-compulsive
D. passive-aggressive
E. dependent

5. A 46-year-old man comes to the emergency
department complaining of chest pain. Which
of the following statements will elicit the most
information from this patient?

A.  "Point to the area of pain in your chest."

B. "Tell meabout the paininyour chest.”

C. "Tell meabout the pain."

D. "Haveyou been to a physician within the
past 6 months?"

E. "Isthereahistory of heart disease in your
family?'

6. A 50-year-old woman presents with a com-
plaint of gastric distress. She seems agitated
and says that she is afraid she has cirrhosis of
the liver but then stops speaking. Which of the
following will best encourage her to continue
speaking?

"Please go on."

"How much liquor do you drink?"

"Do you drink?"

"Why did you wait so long to come in?"
"l see that the situation upsets you."

moo®>

7. On the day heisto receive the results of a
biopsy, a patient tells the doctor that he feels
fine. However, the doctor notices that the pa-
tient is pale, sweaty, and shaky. Which of the
following is the most appropriate statement for
the doctor to make?

A. "Tell meagain about the pain in your
back."

"How do you feel?'

"You'll be fine."

"Y ou look frightened."

"How do you feel about being in the hos-
pital?'

moo wm



206 / Behavioral Science

8. Patients are most likely to comply with med-
ical advice for which of the following reasons?

The illness has few symptoms.

The patient likes the doctor.

The doctor is young.

Theillnessis chronic.

The treatment schedule is complex.

moow>

9. AB0-year-old African-American male patient

who is well-educated has a herniated disc. The
characteristic of this patient most likely to in-

crease his compliance with the treatment plan
ishis

A. race

B. socioeconomic status
C. back pain

D. education

E. gender

10. The"sick role" as described by Parsons

applies mainly to low socioeconomic groups
overvalues people's social support net-
works

includes lack of cooperation with health
care workers

includes exemption from usual responsi-

bilities

E. appliesmainly to chronicillness

o 0O wr

11. A 34-year-old father of two children smokes
two packs of cigarettes a day but believes that
smoking does not cause him harm. Instead, he
believes that smoking prevents him from get-
ting colds. To get him to smoke less, the physi-
cian should first

A. recommend a smoking cessation support
group

recommend a nicotine patch

show him photographs of the lungs of pa-
tients with lung cancer

determine how willing he is to stop smok-

m O Ow

in
teﬂ him his children will be fatherless if
he continues smoking

12. A patient whose father died of prostate
cancer says that he cannot take a prostate-
specific antigen test because "the needle will
leave amark." The doctor's most appropriate be-
havior isto

A. speak to hiswife and ask her to convince
him to have the test

B. reassure him that the needle mark will
fade with time

C. show him photographs of patients with
untreated prostate cancer

D. reassure him that whatever the outcome
of the test, he can be cured

E. discuss hisfeelings about his father'sill-
ness with the patient

13. The parents of acritically ill 6-year-old pa-
tient tell the doctor that when the child became
ill, his 14-year-old brother started to behave
badly in school and at home. The younger
child's doctor, should

A. refer the teenager to an adolescent psy-
chologist

B. speak to the teenager as soon as possible

C. speak to the teenager when the younger
child is out of danger

D. tell the parentsthat the patient isthe
younger child, not the teenager

E. tell the parentsto concentrate on the
younger child



Answers and Explanations

TBQ-C. The doctor's best response is to say, "Why do you ask?," an open-ended question meant
to encourage the patient to speak freely. It islikely that the patient is having sexual side effects,
common with fluoxetine, and is uncomfortable about discussing them. It is not appropriate to
just repeat the possible side effects, reassure the patient, or have the nurse do the doctor's work
by talking to the patient (see al'so Table 23-1).

1-C. Before examining this patient, the physician should acknowledge his anger by saying "Y ou
seem upset.” While directed at the doctor viathe parking problem, the patient's anger is more
likely to be related to his anxiety about having a seriousillness. Treating him in a childlike way
(i.e., telling him that he cannot be examined until he calms down) will further anger him. The
doctor is are responsible for dealing with illness-related emotional needs and problems of pa-
tients. There is no reason to refer this patient to another physician.

2-C. The personality type that best describes this patient is obsessive-compulsive. Obsessive-
compulsive patients fear loss of control and may in turn become controlling (i.e., having the doc-
tor wait while he makes a phone call) during illness.

3-B. The doctor's most appropriate behavior isto call in a chaperone when dealing with this se-
ductive patient. Refusing to treat her, asking about her personal life, and referring her to another
physician are not appropriate. For seductive patients, closed-ended questions which limit re-
sponsiveness are often more appropriate than open-ended questions.

4-A. The personality type that best describes this patient is histrionic. Histrionic patients are
dramatic and may behave in a sexually inappropriate fashion to get attention during illness.
Characteristics of other personality types and disorders can be found in Chapter 14.

5-C. The most open-ended of these questions, "Tell me about the pain," gives little structure to
the patient and can therefore elicit the most information.

6-A. The interview technique known as facilitation is used by the interviewer to encourage the
patient to elaborate on an answer. The phrase, "Please go on," is afacilitative statement.

7-D. The physician's statement, "Y ou look frightened," demonstrates the interviewing technique
of confrontation which calls the patient's attention to the inconsistency in his response and his
body language and helps him to express his fears.

8-B. Patients are most likely to comply with medical advice because they like the doctor. Com-
pliance is also associated with symptomatic illnesses, older doctors, acute illnesses, and simple

treatment schedules.

9-C. Thefact that he is experiencing pain is most likely to increase this patient's compliance with
the treatment plan. There is no clear association between compliance and race, socioeconomic
status, education, or gender.

10-D. The"sick role" apPI ies mainly to middle-class patients with acute physical illnesses. It in-
cludes the expectation or care by others, lack of responsibility for becoming ill, and exemption
from one's usual responsibilities. It undervalues social support networks.

11-D. In order to get this patient to smoke less, the physician should first determine how will-
ing heisto stop smoking. A support group or nicotine patch are only useful for motivated pa-
tients. This patient is not motivated, in fact, he believes that smoking helps him avoid colds. Scar-
ing patients about the consequences of their behavior is not appropriate or effectivein gaining
compliance.

207
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12-E. The doctor's most appropriate behavior with this patient who refuses a needed test isto
determine the basis of his refusal-probably his feelings about his father's fatal illness. The rea-
son he refuses to have the test probably has little to do with the mark it will leave. Telling him
that he can be cured is patronizing, inappropriate, and possibly untrue. Speaking to his wife also
is not appropriate; doctors should deal directly with patients whenever possible. Scaring patients
about the consequences of their behavior is not appropriate or effective in gaining compliance

(seedso Table 23-1).

13-B. The younger child's doctor should speak to the teenager as soon as possible to provide in-

formation and relieve hisfears. 7 his teenager is likely to be frightened about his sibling'siliness
and the changed behavior of his parents. Adolescents often "act out" when fearful or depressed
(see Chapter 6). It isthe doctor's role to deal with problemsin the patient's support system to re-
duce stress and thus help in recovery. There is usually no need to refer family membersto men-

tal health professionals. Waiting until the younger child is out of danger will needlessly prolong

the older child's problem and further stress the family.
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Psychosomatic Medicine

Typical Board uestion

A 45-year-old man has aroutine Kearly physical examination. While taking the history, the
doctor determines that during the last year, the patient took out a substantial mortgage
and moved to a new house. During the move, he fell and sustained a head injury requirin
him to be hospitalized. While recuperating, he and his wife of 10 years went on a2-w
vacation. He recovered coma||3I etely, but after the vacation, the couple separated. According
to the Holmes and Rahe scale, which of these social experiences puts this man at the high-
est risk for physical illnessin the present year?

EA; Taking out alarge mortgage
B) Changing residence

C) Sustaining aseriousinjury

D) Going on vacation

E) Obtaning amarital separation

(See "Answers and Explanations' at end of Chapter)

. Stressand Health

A. Psychological factors affecting health

-Psychological factors may initiate or exacer bate symptoms of medical
disorders (psychosomatic symptoms) involving almost all body systems.
These factorsinclude:

1. Poor health behavior (e.g., smoking, failureto exercise)
2. Maladaptive personality styles (e.g., type A personality) (see Chapter
21).

3. Chronic or acutelife stressdue to emotional (e.g., depression), social
(e.g., divorce), or economic (e.g., job loss) problems.

B. M echanisms of the physiologic effects of stress

1. Acuteor chroniclife stressleadsto activation of the autonomic
nervous system, which in turn affects cardiovascular and respiratory
changes.

2. Stress also leadsto altered levels of neurotransmitters (e.g., sero-
tonin, norepinephrine), which result in changesin mood and behavior.

3. Stresscan increase the release of adrenocorticotropic hor mone

209
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(ACTH), which leads to the release of cortisol, ultimately resulting in de-
pression of the immune system as measured by decreased lymphocyte
response to mitogens and impaired function of natural killer (NK) cells.

C. Stressful life events

-High levels of stressin a patient'slife may be related to an increased
likelihood of medical and psychiatric illness.

1. The Social Readjustment Rating Scale by Holmes and Rahe (which
also includes "positive" events like holidays) ranks the effects of life
events (Table 22-1). Events with the highest scores require people to
make the most "social readjustment” in their lives.

2. The need for socia readjustment is directly correlated with increased
risk of medical and psychiatric illness; in studies by Holmes and Rahe,
80% of patients with a score of 300 pointsin agiven year became
ill during the next year.

. Psychological Stressin Hospitalized Patients

A. Overview

1. Not uncommonly, medical and surgical patients have concurrent psycho-
logical problems. These problems cause psychological stress which can
exacerbate the patient's physical disorder.

2. Usually, the treating physician handles these problems by organizing
the patient's social support systems and by using specific psy-
chotropic medications.

3. For severe psychiatric problems (e.g., psychotic symptoms) in hospital-
ized patients, consultation-liaison (CL) psychiatrists may be called.

Table22-1. M gﬁnitude of Stress Associated With Selected Life Events According to the

Holmesand R

e Social Readjustment Rating Scale

Relative Stressfulness ~ Life Event (exact point value)

Very

High

high Death of a spouse (100)
Divorce (73)
Marital separation (65)
Death of a close family member (63)

Major personal loss of health dueto illness or injury (53)
Marriage (50)

Job loss (47)

Retirement (f45) _

Major loss of health of a close family member (44)

Birth or adoption of a child (39)

Moderate » Assuming major debt (e.g., taki ?gg())ut amortgage) (31)

Low

+ Promotion or demotion at work
+ Child leaving home (29)

+ Changing residence (20)
* Vacation (15)
+ Magjor holiday (12)
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B. Problems of hospitalized patients

1

Common psychological complaintsin hospitalized patientsinclude anxi-
ety, sleep disorders, and disorientation, often asaresult of delirium (see
Chapter 14).

Patientswho are at the greatest risk for such problemsinclude those
undergoing surgery, those on renal dialysis, and those who are being
treated in the intensive care unit (ICU) or coronary care unit (CCU).

C. Surgical patients

1

Patients undergoing surgery who are at greatest psychological and med-
ical risk arethose who believe that they will not survive surgery as
well asthose who do not admit that they areworried before surgery.

Toreducerisk, the doctor should encourage patientsto take a posi-
tive attitude and to talk about their fearsand explain to patients
what they can expect during and after the procedure (e.g., mechanical
support, pain).

D. Patientsundergoing renal dialysis

1

2.

Patients on renal dialysisareat increased risk for psychological prob-
lems (e.g., depression, suicide, and sexual dysfunction) in part because
their lives depend on other people and on machines.

Psychological and medical risk can bereduced through the use of in-
home dialysis units, which cause less disruption of the patient'slife.

E.ICU or CCU patients

1

Patientstreated in the ICU or CCU are at increased risk for depression
and delirium (1CU psychosis).

Because these patients have life-threatening illnesses, their clinical
stability isparticularly vulnerableto psychological symptoms.

Psychological and medical risk can be reduced by enhancing sensory
and social input (e.g., encour aging the patient to talk) and allowing the
patient to control the environment (e.g., lighting, pain medication) as
much as possible.

I11. Patients With Chronic Pain

A. Psychosocial factors

2.

Chronic pain (pain lasting >6 months) isa commonly encountered
complaint of patients. It may be associated with physical factors, psy-
chological factors, or a combination of both.

a. Decreased tolerancefor pain isassociated with depression, anxi-
ety, and life stressin adulthood and physical and sexual abusein
childhood.

b. Pain tolerance can be increased through biofeedback, physical ther-
apy, hypnosis, psychotherapy, meditation, and relaxation training.

Depression may predispose a person to develop chronic pain. More com-
monly, chronic pain resultsin depression.



212

/

Behavioral Science

3.

Religious, cultural, and ethnic factors may influence the patient's ex-
pression of pain and the responses of the patient's support systemsto
the pain (see Chapter 18).

4. Psychological " benefits' (secondary gain) of chronic pain include atten-

tion from others, financial gain, and justification of inability to establish
social relationships.

. Treating pain
1.

Pain relief in pain caused by physical illnessis best achieved by anal-
gesics (e.g., opiates) or nerve-blocking surgical procedures.

. Antidepressants, particularly tricyclics, are useful in the management

of pain.

a. Antidepressants are most useful for patientswith arthritis, facial
pain, and headache.

b. Their analgesic effect may be the result of stimulation of efferent
inhibitory pain pathways.

c. Although they have direct analgesic effects, antidepr essants also may
decrease pain indirectly by improving symptoms of depression.

According to the gate control theory, the perception of pain can be

blocked by electric stimulation of large-diameter afferent nerves. Some
patients are helped by thistreatment.

. Patientswith pain caused by physical illness also benefit from behav-

ioral, cognitive, and other psychological therapies (see Chapter
17), by needing less pain medication, becoming mor e active, and showing
increased attemptsto return toa normal lifestyle.

. Programs of pain treatment
1

Scheduled administration of an analgesic before the patient re-
questsit (e.g., every 3 hours) is mor e effective than medication admin-
istered when the patient requestsit (on demand). Scheduled adminis-
tration separatesthe experience of pain from thereceipt of medication.

Many patientswith chronic pain are under medicated because the
physician fearsthat the patient will become addicted to opiates. How-
ever, recent evidence showsthat patientswith chronic pain easily dis-
continue the use of opiates asthe pain remits.

Pain patients are at much higher risk for depression than they arefor
drug addiction.

. Pain in children
. Children feel pain and remember pain as much asadults do.
. Children who experience pain due to a procedure have a higher risk of

mor bidity and mortality and a slower recovery from the procedure.

The most useful ways of administering pain medicationsto children are
orally (e.g., a Fentanyl "lollipop"), transdermally (e.g., a skin cream to
prevent pain from injectionsor spinal taps) or via patient-controlled
analgesia.
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IV Patients with Acquired Immune Deficiency Syndrome (AIDS)

A. Psychological stressors. AIDS and human immunodeficiency virus (HIV)-
positive patients must deal with particular psychological stressors not seen
together in other disorders.

1. These stressorsinclude having afatal illness, feeling guilt about how
they contracted the illness (e.g., sex with multiple partners, intravenous
drug use) and about possibly infecting others, and being met with fear
of contagion from medical personnel, family, and friends.

2. HIV-positive homosexual patients may be forced to "come out" (i.e.,
reveal their sexual orientation) to others.

3. Depression iscommonly seen in AIDS patients.
4. Medical and psychological counseling can reduce medical and psycho-
logical risk for HIV-positive patients.
B. Contagion

1. Only atotal of about 50 medical personnel (mostly laboratory workers,
less than 10 doctors) have contracted HIV from patientsin this country.

2. If they comply with methods of infection control, HIV-positive physicians
pose no risk to their patients. In the United States, no physician-to-
patient transmission of HIV has ever been confirmed.

3. Doctors can identify HIV-positive patients to those they put at imminent
risk (e.g., sexua partners)(see Chapter 23).



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-2

A 35-year-old woman with a herniated disc has
been suffering from back pain for the past two
years. To help control her pain she takes an
opiate-based medication daily.

1. Which of the following is most likely to be
true about this patient?

(A) Sheisat high risk for drug addiction

(B) Psychological therapieswill not benefit her

(C) Her expression of painis related exclu-
sively to the extent of her pain

(D) Sheisat highrisk for depression

(E) Sheisreceiving too much pain medication

2. Psychological stress engendered by this pa-
tient's pain ismost likely to result in increased

(A) lymphocyte response to mitogens

(B) release of adrenocorticotropic hormone
(ACTH)

(C) function of natural killer cells

(D) function of the immune system

(E) cortisol suppression

3. Inthe United States, the number of physi-
cians who have contracted HIV from patientsis

(A) between 0 and 50

(B) between 51 and 100
(C) between 101 and 200
(D) between 201 and 300
(E) more than 300

4. In the United States, the number of pa-
tients confirmed to have contracted HIV from
physiciansis

(A) between 0 and 50

(B) between 51 and 100
(C) between 101 and 200
(D) between 201 and 300
(E) more than 300

Questions 5-6

A 65-year-old male patient is scheduled for car-
diac surgery. After the surgery he will bein the
intensive care unit (ICU) for about 12 hours
and will require a mechanical ventilator.

5. To reduce this patient's likelihood of psy-
chological problemsin the ICU, the physician
should

(A) severely limit visits from family

(B) reduce exposure to ambient light

(C) explain the need for and function of the
mechanical ventilator

(D) discourage communication between pa-
tient and staff

(E) havethe nurses control the patient's light-
ing level

6. During his stay in the intensive care unit
(ICU) after surgery, this patient is most likely
to experience which of the following disorders?

(A) Panic disorder

(B) Obsessive-compulsive disorder
(C) Hypochondriasis

(D) Sometization disorder

(E) Delirium



Answers and Explanations

TBQ-E. According to the Holmes and Rahe scale, marital separation puts this man at the high-
est risk for physical illness thisyear. The events in this man'slife in decreasing order of stress-
fulness are: marital separation, serious head injury, large mortgage, changing residence, and go-
ing on vacation.

1-D. Thischronic pain patient is at high risk for depression but at relatively low risk for drug
addiction. Pain patients tend to be undermedicated; it is more likely that this patient is receiv-
ing too little rather than too much pain medication. Psychological therapies can be of significant
benefit to chronic pain patients. This patient's expression of pain isrelated not only to the extent
of her pain, but also to religious, cultural, and ethnic factors.

2-B. Psychological stress engendered by this patient's pain is likely to result in increased release
of adrenocorticotropic hormone (ACTH) and cortisol. Thisin turn results in decreased function
of the immune system as reflected in decreased lymphocyte response to mitogens and function of
natura killer cells.

3-A. In the United States, fewer than 10 physicians have contracted HIV from patients.
4-A. In the United States, no physician-to-patient transmission of HIV has been confirmed.

5-C. To reduce this patient's likelihood of psychological problemsin the intensive care unit
(ICV), the physician should explain the need for and function of the mechanical ventilator and
any other mechanical support that he will need. The physician should also encourage visits from
family and communication between patient and staff. The patient should also be encouraged to
control aspects of his environment (e.g., lighting level). Outside stimuli (e.g., light) should bein-

creased rather than decreased.

6-E. Because of the disorienting nature of the intensive care unit (ICU), delirium is commonly
seen in ICU patients. Panic disorder, obsessive-compulsive disorder, hypochondriasis, and som-
atization disorder are no more common in |CU patients than in the general population.
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Legal and Ethical Issues in
Medicine

Typi cal ' Board Question

A legally competent 65-year-old man signs a document that statesthat he does not want
any measures taken to prolong his life should he go into a persistent vegetative state. Five
days |ater he has a stroke. He goes into a comaand requires life support. Extensive evalu-
ation reveals that he will never recover consciousness. The patient's wife Urges the physi-
cian to keep her husband aive. The physician should

A) ?et acourt order to start life su%)ort ]

B)- Tollow the wishes of the wife and start life support

(@3] carr¥out the patient's prior request and not provide life support

(D) ask the patient's adult children for permission to continue life support
(E) turn the case over to the ethics committee of -the hospital

(See"Answers and Explanations' at end of Chapter)

|. Legal Competence

A. Definition

1. To belegally competent to make health care decisions, a patient must
understand the risks, benefits, and likely outcome of such decisions.

2. All adults (persons 18 years of age and older) are assumed to be legally
competent to make health care decisions for themselves.

B. Minors

1. Minors (persons younger than 18 years of age) usually are not consid-
ered legally competent.

2. "Emancipated minors' are people under 18 years of age who meet at
least one of the criteria below. Emancipated minors are considered com-
petent adults and can give consent for their own medical care.

a. They are self-supporting or in the military.
b. They are married.
c. They have children whom they care for.
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C. Questions of competence

1. If an adult's competenceisin question (e.g., a mentally retarded or de-
mented person), a judge (not the patient's family or physician) makes
the determination of competence. Doctor s ar e often consulted by the
judge for information about whether the patient hasthe capacity to make
health care decisions.

2. A person may meet the legal standard for competence to accept or
refuse medical treatment even if sheismentally ill or retarded or is
incompetent in other areas of her life (e.g., with finances).

[l. Informed Consent

A. Overview

-With the exception of life-threatening emergencies, physicians must ob-
tain consent from competent, infor med adult patients befor e proceeding
with any medical or surgical treatment.

1. Although a signature may not be required for minor medical procedures,
patients usually sign a document of consent for major medical proce-
duresor for surgery.

2. Other hospital personnel (e.g., nurses) usually cannot obtain in-
formed consent.

B. Components of informed consent

1. Before patients can give consent to betreated by a doctor, they must be
informed of and under stand the health implications of their diag-
nosis.

2. Patients must also be infor med of the health risks and benefits of
treatment and the alter nativesto treatment.

3. Patients must know the likely outcome if they do not consent to the
treatment.

4. They also must be informed that they can withdraw consent for treat-
ment at any time befor e the procedur e (even on the way to the oper at-
ing room after preanesthetic medication has been administer ed).

C. Special situations

1. Competent patients havetheright to refuseto consent to a needed
test or procedurefor religiousor other reasons even if their health will
suffer or death will result from such refusal.

2. Although medical or surgical intervention may be necessary to protect
the health or life of the fetus, a competent pregnant woman hasthe
right to refuse such intervention (e.g., cesarean section) even if the fe-
tuswill die or be serioudly injured without the treatment.

3. Whileall of the medical findings are generally provided to a patient, a
doctor doesnot haveto relay the findingsimmediately if the doctor be-
lieves such knowledge will adver sely affect the patient's health
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(e.g., acoronary patient). The doctor can delay telling the patient the
diagnosis until the patient indicatesthat heisready to receive the
news.

4. The opinions of family membersasto whether to tell the patient the
diagnosis and prognosis are not relevant. At the patient'srequest,
family member s may be present when the doctor providesthe diagno-
Sis.

D. Unexpected findings

-1f an unexpected finding during surgery necessitates a non-emer gency
procedure for which the patient has not given consent (e.g., biopsy of an
unsuspected ovarian malignancy found during a tubal ligation), the pa
tient must wake up and give informed consent before the additional
procedur e can be performed.

E. Treatment of minors|i.e., people younger than 18 year s of age, unless
emancipated (seel.B.2)]
1. Only the parent or legal guardian can give consent for surgical or med-
ical treatment of aminor.
2. Parental consent isnot required in the treatment of minorsin thefol-
lowing instances:

a. Emergency situations (i.e., when the parent or guardian cannot be
located and a delay in treatment can potentially harm the child)

Treatment of sexually transmitted diseases (STDs)
Prescription of contraceptives

Medical care during pregnhancy

e. Treatment of drug and alcohol dependence

3. About 80% of the states require parental consent when a minor seeksan
abortion.

4. A court order can be abtained from ajudge (within hoursif necessary)
if achild hasalife-threateningillness or accident and the parent or
guardian refusesto consent to an established (but not an experi-
mental) medical procedurefor religious or other reasons.

oo o

I1l. Confidentiality

A. Although physicians ar e expected ethically to maintain patient confi-
dentiality, they are not required to do so if:

1. Their patient is suspected of child or elder abuse
2. Their patient hasa significant risk of suicide
3. Their patient posesa seriousthreat to another person.

B. Intervention by the physician if the patient poses a threat
1. Thephysician must first ascertain the credibility of thethreat or danger.
2. If thethreat or danger iscredible, the doctor must notify the appropri-
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ate law enforcement officials or social service agency and warn thein-
tended victim (the Tar asoff decision).

IV Reportable IlInesses

A. Most statesrequire physiciansto report certain infectiousillnessesto their
state health departments (reportable ilinesses). State health departments
report theseillnessesto the federal Centersfor Disease Control and Pre-
vention (CDC) for statistical purposes.

B. Requirements as to which specific illnesses are reportable may vary from
stateto state:

1. In all states, varicella, hepatitis, measles, mumps, rubella, salmo-
nellosis, shigellosis, and tuber culosis are reportable.

2. Sexually transmitted diseases (STDs) which arereportablein all states
include acquired immune deficiency syndrome (AIDS) (but not HIV-
positive statusin all states), syphilis, and gonorrhea.

3. Chlamydia and genital herpesare not reportable in most states.

V Ethical Issues Involving HIV Infection

A. HIV-positive colleagues

-Doctorsare not required to inform either patients or the medical es-
tablishment about another doctor's HIV-positive status since, if the doc-
tor follows proceduresfor infection control, he posesnorisk to his pa-
tients (see Chapter 22).

B. HIV-positive patients

1. Ethically, adoctor cannot refuseto treat HIV-positive patients because
of fear of infection. Thereisno legal requirement for a doctor totreat any
patient.

2. A pregnant patient at high risk for HIV infection cannot be tested for
thevirusor treated [(e.g., with zidovudine (AZT)] against her will even if
the fetus could be adver sely affected by such refusal.

3. Doctorsarenot required to maintain confidentiality when an HIV-positive
patient habitually putsanother person at risk by engaging in un-
protected sex (seelll, B above).

VI. Involuntary and Voluntary Psychiatric Hospitalization

-Under certain circumstancesthat vary according to state law, patients with
psychiatric disorder swho are a danger to themselves or others may be hos-
pitalized against their will (involuntary hospitalization).

A. In psychiatric emergency situations, patients who will not or cannot
agreeto be hospitalized may be hospitalized against their will or without

consent with the certification of one or two physicians, for up to 60 days
(depending on state law) before a court hearing.
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B. Even if a psychiatric patient chooses voluntarily to be hospitalized, he
may berequired to wait 24-48 hour s before he is permitted to sign out

against medical advice.

C. Patientswho are confined to mental health facilities, whether voluntarily

or involuntarily, havetheright to receive treatment and to refuse
treatment (e.g., medication, electroconvulsive therapy).

VII. Advance Directives

A. Overview

|. Advancedirectives areinstructions given by patientsin anticipation of

the need for a medical decision. A durable power of attorney and a

living will are examples of advance directives.

a. A durablepower of attorney isa document in which a competent
per son designates another person (e.g., spouse, friend) as her le-
gal representative (i.e., health care proxy) to make decisions about her
health care when she can no longer do so.

b. Alivingwill isa document in which a competent person gives direc-
tionsfor hisfuture health careif he becomesincompetent to make de-
cisionswhen he needs care.

2. Health carefacilities that receive M edicar e payments (most hospitals
and nursing homes) arerequired to ask patientswhether they have
advance directives and, if necessary, help patientsto write them. They
must also inform patients of their right to refuse treatment or resusci-
tation.

B. Surrogates

1. If an incompetent patient does not have an advance directive, health
care providersor family members (surrogates) must deter mine what
the patient would have done if she were competent (the substi-
tuted judgment standard). The personal wishes of surrogatesareir-
relevant to the medical decision.

2. Evenif ahealth care proxy or surrogate has been making decisions for
an incompetent patient, if the patient regains function (competence)
even briefly or intermittently, sheregainstheright during those periods
to make decisions about her health care.

VIll. Death and Euthanasia

A. Legal standard of death

1. In the United States, the legal standard of death (when car diorespiratory
criteriaarenot met) isirreversible cessation of all functions of the
entire brain, including the brain stem.

2. If the patient isdead according to the legal standard, the physician isau-
thorized to remove life support. A court order or relative's permission
isnot necessary.
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3. Physicians certify the cause of death (e.g., natural, suicide, accident)

and sign the death certificate.

. Euthanasia

According to medical codes of ethics (e.g., those of the American Medical As-
sociation and medical specialty organizations), euthanasia (mercy killing)
isacriminal act and is never appropriate.

1. Physician-assisted suicide is not strictly legal in any state, but is not

generally an indictable offense as long as the physician does not actually
perform the killing (i.e., the patient injects himself).

-Dr. Jack Kevorkian recently challenged the law in Michigan regarding
physician-assisted suicide by actually administering alethal injection
to a patient himself and was convicted of murder.

2. Under some circumstances, food, water, and medical care can be withheld

from aterminally ill patient who has no reasonable prospect of re-
covery but is not legally dead.

3. If acompetent patient requests cessation of artificial life support,

it is both legal and ethical for a physician to comply with this request.
Such action by the physician is not considered euthanasia.

IX. Medical Malpractice

A. Overview

1. Medical malpractice occurs when harm comes to a patient as a result of

actions or inactions of a physician. The elements of malpractice (the 4

"D"g) are:

a. Dereliction, or negligence (i.e., deviation from normal standards of
care), of a

b. Duty (i.e., thereis an established physician-patient relationship) that
causes

c. Damages (i.e., injury)

d. Directly to the patient (i.e., the damages were caused by the negli-
gence, not by another factor).

. Surgeons (including obstetricians) and anesthesiologists are the spe-

cialists most likely to be sued for malpractice. Psychiatrists and family
practitioners are the least likely to be sued.

. Malpracticeisatort, or civil wrong, not acrime. A finding for the plain-

tiff (the patient) results in afinancial award to the patient from the de-
fendant physician or hisinsurance carrier, not ajail term or loss of li-
cense.

. Recently there has been an increase in the number of malpractice claims.

Thisincrease is due mainly to a breakdown of the traditional physi-

cian-patient relationship because of:

a. Technological advances in medicine, which reduce personal con-
tact with the doctor.
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b. Limitson time for personal interaction and physician autonomy,
partly as aresult of the growth of managed care.

B. Damages. The patient may be awarded compensatory damages only, or
both compensatory and punitive damages.

1. Compensatory damages are given to reimburse the patient for med-
ical bills or lost salary and to compensate the patient for pain and suf-

fering.
2. Punitive damages are awarded to the patient to punish the physi-
cian and set an example for the medical community. Punitive damages

arerare and are awarded only in cases of wanton carelessness or gross
negligence (e.g., adrunk doctor who cuts avital nerve).

C. Sexual relationships with patients

1. Sexual relationships with current or former patients are inappropri-
ate and are prohibited by the ethical standards of most specialty
boards.

2. Patients who claim that they had a sexual relationship with a physician
may file an ethics complaint or a medical malpractice complaint,
or both.

X. Impaired Physicians

A. Causes of impairment in physicians include
1. Drug or alcohol abuse
2. Physical or mental illness
3. Impairment in functioning associated with old age

B. Reporting of an impaired colleague, medical student, or resident is an eth-
ical requirement because patients must be protected and the impaired col-
league must be helped. The legal requirement for reporting impaired col-
leagues varies among states.

1. Animpaired medical student should be reported to the dean of the
medical school or the dean of students.

2. Animpaired resident or attending physician should be reported to
the person directly in charge of him, (e.g., the residency training director
or the chief of the medical staff, respectively).

3. A licensed physician should report an impaired colleague to the state
licensing board or the impaired physicians program, usually part of the
state medical society.

XI. Answering USMLE Legal and Ethical I1ssues Questions

-Table 23-1 provides "Do's" and "Do Not's" for answering questions on the
USMLE involving legal and ethical issues.
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Table 23-1. Dr. Fadem's"Do's" and "Do Not's" for Answering USMLE Ethical

and Legal Questions
Do

+ Do tell patients the complete truth
about their illness and prognosis

+ Do tell patients the truth about your
qualifications (e.g., "I am athird-year
medical student")

+ Do speak to competent adult patients
directly

+ Do ask patients to consent to their
own treatment

+ Do encourage competent patients to
make their own health care choices
(i.e., be autonomous)

+ Do take care of your patient yourself

+ Do spend time with your patient

+ Do make health care decisions based on
what is best for the health of the patient

+ Do discuss with a pregnant patient the
practical issues of having and caring
for the child

+ Do encourage a pregnant patient to
make her own decision about whether
or not to have an abortion

+ Do provide medically needed analgesiato
aterminaly ill patient eveniif it coinciden-
tally may shorten the patient's life

Do Not
+ Do not "cover up" the truth about a patient's

condition

Do not "cover up" the true status of medical
students or residents (e.g., "l am a member
of the doctor's team™)

Do not discuss issues concerning patients
with their relatives (e.g., spouse, adult
children) or anyone else (e.g., insurance
companies) without the patient's permission

Do not ask arelative for consent to treat a
patient unless the relative has a durable
power of attorney or isthe legal guardian

Do not try to "scare" patients into consenting
to any medical test (e.g., mammogram) or
surgical procedure (e.g., coronary bypass)

Do not refer your patient (no matter how
difficult or offensive) to another student,
resident, or doctor

Do not delegate your responsibilities (e.g.,
giving patients lengthy medical instructions)
to office staff (e.g., nurses)

Do not make health care decisions based on
expense in time or money

Do not advise a patient to have an abortion
(unless she is at medical risk) no matter what
the age of the mother (e.g., teenage) or the
condition of the fetus (e.g., Down syndrome)

Do not accede to the demand of the pregnant
woman's own parents to perform an abortion
(even if the patient is mentally retarded)

Do not administer an analgesia overdose
with the purpose of shortening aterminally
ill patient's life.



Review Test

Directions. Each of the numbered items or incomplete statementsin this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A competent 30 year-old patient who is 38
weeks' pregnant reuses to have a cesarean de-
livery despite the fact that without the surgery
the fetus will probably die. Both her physician
and a consultation-liaison psychiatrist have
failed to convince her to have the surgery. The
most appropriate action for her physician to
take at thistimeisto

(A) get permission from the patient's husband
to do the surgery

(B) ask ajudgetoissue acourt order to do the
surgery

(C) tell the patient that she can be criminally
prosecuted if the child dies

(D) deliver the child vaginally

(E) refer the patient to another doctor

2. A 19-year-old man who is HIV-positive tells
his physician that he is regularly having un-
protected sex with his 18-year-old girlfriend.
The girlfriend does not know the patient's HIV
status. At thistime his physician should

(A) inform state health authorities about the
patient's HIV status

(B) keep the information about the patient's
HIV status confidential

(C) inform the girlfriend of the patient's HIV
status

(D) inform the girlfriend's parents of the pa-
tient's HIV status

(E) advisethe girlfriend not to have unpro-
tected sex with the patient

3. A 15-year-old patient who has contracted
chlamydia consults her family physician. Prior
to treating her infection, the physician should

EAg notify her parents
notify her sexual partner
(C) get written permission from her parents
ED; counsel her on safe sex practices
report the case to state health authorities

4. A clearly competent 50-year-old woman who
has religious beliefs that preclude blood trans-
fusion is scheduled for major surgery. Prior to
the surgery, she state. that the physician is not
to give her a blood transfusion, Plthough she
may need it during surgery. If atransfusion be-
comes necessary during surgery, the physician
should

(A) replace lost body fluids but not give the
woman the transfusion
B) get acourt order to do the transfusion
C) get permission from the woman's family
to do the transfusion
) give the woman the transfusion but not
tell her about it
E) givethewoman the transfusion and in-
form her of it when she recovers from the
anesthetic

=)

(
(
(
(

5. A 30-year-old man and his 10-year-old son
areinjured in atrain crash. Both of them need
surgery within the next 12 hours. The father is
clearly mentally competent but refuses the
surgery for both himself and his son. The
physician should

(A) get acourt order for the surgery on the
child but do not operate on the father
) get acourt order for the surgery fe - both
the father and child
C) get permission for the surgery for both the
father and child from the mother

) have the father moved to another hospital
E) follow the father's wishes and do not op-

erate on either the father or the son
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6. A 60-year-old man has a suspicious mass
biopsied. Heis clearly mentally competent but
has been very depressed over hiswife's recent
death. His daughter asks the doctor not to tell
the patient the diagnosis if the results show a
malignancy because she fears that he will kill
himself. If the mass proves to be malignant, the
doctor should

(A) follow the daughter's wishes and not tell
the patient the diagnosis

B) tell the patient the diagnosisimmediately

% ) tell the patient not to worry and that he
will be well cared for

(D) ask the patient when he would like to re-
ceive the diagnosis

(E) bhave the daughter tell the patient the di-
agnosis

7. A 10-year-old boy who was injured during
gym class is brought to the emergency depart-
ment. He has a severe laceration that requires
immediate suturing. His parents are on vaca-
tion and cannot be located and an aunt is
babysitting for the child. The most appropriate
action for the physician to take isto

(A) obtain consent from the aunt

(B) obtain consent from the gym teacher

(C) suture the laceration without obtaining

consent

(D) keep the patient comfortable until you
reach the parents

(E) obtain consent from the child himself

8. On his surgery rotation, medical student X
frequently smells alcohol on the breath of
medical student Y The most appropriate ac-
tion for medical student X to take isto

(A) talk to medical student Y about his drink-
ing on the floor

(B) warn medical student Y that he will bere-
ported if he continues to drink on the floor

(C) report medical student Y to the dean of
students

(D) report medical student Y to the police

(E) ask that medical student Y be transferred
to another rotation site

9. A surgeon to whom an internist has regu-
larly referred patients tells the internist in
confidence that he (the surgeon) is HIV posi-
tive. The most appropriate action for the in-
ternist to takeisto

(A) stop referring patients to the surgeon

(B) report the surgeon to the state health au-
thorities

(C) report the surgeon to the hospital admin-
istration

(D) continue to refer patients to the surgeon

(E) continueto refer patients to the surgeon
but first tell them about his HIV status

10. A 25-year-old man who is HIV-positive
comes to a doctor's office for treatment of askin
lesion. Because sheis afraid of infection, the
doctor refuses to treat him. This doctor's re-
fusal to treat the patient is best described as

(A) unethical andillegal
(B) ethical and lega

(C) unethical but legal
(D) ethical but illegal

11. A legally competent, terminally ill 70-year-

old patient on life support asks her physician
to turn off the machines and let her die. The
doctor follows the patient's wishes and discon-

tinues life support. The physician's action is
best described as

(A) unethical andillegal
(B) ethical and legad

(C) unethical but legal
(D) ethical butillegal

12. A clearly competent, pregnant 25-year-old
woman tells her obstetrician that over the past
year she has abused intravenous drugs and
has had at least 10 sexual partners. The doctor
suggests that she be tested for HIV but shere-
fuses. The most appropriate action for the doc-
tor to takeisto

(A) perform the test without the patient's
knowledge

(B) give her a prescription for zidovudine
(AZT)

(C) refer her to another obstetrician

(D) notein her chart that she has refused to
be tested and continue caring for her

(E) ask thefather of the child for permission
to test the patient

13. A married 17-year-old woman sustains
brain damage after an unsuccessful suicide
attempt. Sheisin a comaand requires life sup-
port. Clinical examination and electroen-
cephalogram (EEG) reveal irreversible cessa-
tion of brain function. Her father insists that the
physician not withdraw life support. The most
appropriate action for the doctor to takeisto

(A) withdraw life support

(B) do nothing

(C) getacourt order to withdraw life support

(D) get the patient’'s husband to authorize
withdrawal of life support

(E) get the patient's mother to authorize
withdrawal of life support
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14. A 55-year-old woman undergoes surgery to  15. A 35-year-old man who has paranoid type
repair atorn knee ligament. After the surgery,  schizophreniaand livesin a subway station is
she has partial paralysis of the affected legand  brought to the emergency department. This pa-
sues the surgeon for malpractice. The lawsuit  tient can be hospitalized against his will if he
will be successful if the patient can prove that (A) isdirty and disheveled

(A) the physician did not follow theusual  (B) is malnourished
standards of professional care (C) has attempted to push a passenger onto
the train tracks
D)

(B) the paralysis is permanent

(C) the physician was not board-certifiedin (D) ishearing voices

orthopedic surgery (E) believesthe FBI islistening to his conver-
(D) her sexual function is negatively affected sations

by the paralysis

(E) shewill lose asignificant amount of time
from work because of the paralysis

Answers and Explanations

TBQ-C. Because the patient isin a persistent vegetative state, the physician should carry out
the patient's request and not provide life support. This decision is based on the patient's prior in-
structions as put forth in his living will. The wife's or adult children's wishes are not relevant to
this decision. Under these circumstances, the patient's wishes are clear, and there is no need to
approach the court or the ethics committee of the hospital.

1-D. The most appropriate action for the physician to take is to deliver the child vaginally. Com-
petent pregnant women, like all competent adults, can refuse medical treatment, even if the fe-
tuswill die as aresult. Neither the patient's husband (even if he isthe father) nor the court has
the right to alter this decision. Trying to frighten the patient by telling her that she can be crim-
inally prosecuted if the child dies or referring her to another doctor are not appropriate actions.

2-C. The physician should inform the patient's girlfriend (but not her parents) about his infec-
tion. The usual standards of doctor-patient confidentiality do not apply here since the patient's
failure to use condoms poses a significant threat to his girlfriend's life (Tarasoff decision). If the
patient is using condoms, the doctor does not have to inform his partner of his HIV-positive sta-

tus. However, even if he is using condoms, the doctor should encourage the patient to disclose his
medical condition to his sexual partner. Not all states require reporting of HIV-positive patients.

3-D. Prior to treating the patient, the physician should counsel her on safe sexual practices.
There is no need to break doctor-patient confidentiality by telling the sexual partner since
chlamydia is not life-threatening. Parental consent is not required for treating minors in cases
of sexually transmitted disease, pregnancy, and substance abuse. Chlamydiais not generally "re-
portable" to state health authorities.

4-A. The physician can use alternative means of replacing lost body fluids but should not give
the patient a blood transfusion. Legally competent patients may refuse treatment even if death
will result. Getting a court order or obtaining permission from the woman's family to do the

transfusion are not appropriate or ethical actions. Failing to tell a patient the truth, (i.e., giving

the woman the transfusion but not telling her about it), or going against a competent patient's
expressed wishes (i.e., informing her of the transfusion when she recovers from the anesthetic),

are never appropriate.

5-A. As noted above, a patient who is legally competent can refuse lifesaving treatment for him-
self for religious or other reasons, even if death will be the outcome. However, a parent (or
guardian) cannot refuse lifesaving treatment for his child for any reason. When thereistime, a
court order should be obtained before treatment is started. In an emergency, the physician can
proceed without a court order. Competent patients (i.e., the father) can refuse treatment for
themselves even if death or injury will result.
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6-D. Before this patient's cancer can be treated, he must be informed of the diagnosis. Since
there is some question about his emotional state, asking the patient when he would like to re-
ceive the diagnosis is the best choice. Only the doctor (not a family member) should tell the pa-
tient the results of a medical test. If the doctor believes that the patient's health will be adversely
affected by the news of a malignancy, she can delay telling the patient the diagnosis until heis
ready to receive the biopsy report. The opinions of family members as to whether to tell the pa-
tient the diagnosis and prognosis are not relevant.

7-C. Only the parent can give consent for surgical or medical treatment of aminor. In an emer-
gency such asthis, if the parent or guardian cannot be located, treatment may proceed without
consent. The babysitting aunt and gym teacher have no legal standing to make health care de-
cisionsfor this child. Waiting to act until the parents are reached could be harmful to the child.

8-C. The most appropriate action for medical student X to take is to report medical student Y to
the dean of students. Reporting of an impaired colleague is required ethically because patients
must be protected and the impaired colleague must be helped. Even if medical student X talks
to or warns medical student Y about his drinking, there is no guarantee that Y will listen and
that the patients will be protected. Reporting Y to the police is not appropriate.

9-D. The most appropriate action for the internist to take is to continue to refer patients to the
surgeon without mentioning his HIV status, provided that the surgeon is physically and men-
tally competent to treat patients and he complies with precautions for infection control. Physi-
cian-to-patient transmission of HIV has never been confirmed in the United States. Doctors are
not required to inform either patients or the medical establishment about another doctor's HIV-
positive status.

10-C. It isunethical but not illegal for doctors to refuse to treat patients because of fear of in-
fection.

11-B. If acompetent patient requests cessation of artificial life support, it is both legal and eth-
ical for aphysician to comply with this request.

12-D. The most appropriate action for the doctor to take isto note in the patient's chart that she
has refused to be tested and continue to care for her. Although providing zidovudine (AZT) to an
HIV-positive woman during pregnancy can significantly reduce the danger of HIV transmission
to the unborn child (see Table 19-6), a pregnant woman has the right to refuse medical tests or
treatment even if the fetus will die or be seriously injured as aresullt.

13-A. The most appropriate action for the doctor to take is to withdraw life support. If a patient
islegally dead ("brain dead"), the physician is authorized to remove life support without a court
order or consent from family.

14-A. The lawsuit will be successful if the patient can prove that the physician did not follow the
usual standards of professional care. An unfavorable outcome alone (e.g., paralysis of the leg as
an unavoidable complication of the surgical procedure) or negative effects on functioning because
of the injury do not constitute malpractice. Licensed physicians are legally allowed to perform
any medical or surgical procedure; they do not have to be boarded in a specialty.

15-C. This patient can be hospitalized involuntarily if he poses a significant danger to himself
or to others. Trying to push a passenger onto the tracks is such a danger. Self-neglect (e.g., poor

%roomi n% mal nutrition) or psychotic symptoms (e.g., hearing voices or having delusions-see
hapter 11) are not grounds for involuntary hospitalization unless they constitute a significant,

imminent danger to this patient's life.
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Health Care In the
United States

Typical Board uestion

A first-year resident who has recently starting working in a hospital emergency depart-
ment sees 4 patients during his first hour on the service. Which of these patientsis likely
to be the most. ill when first seen by the resident?

(A) A 45-year-old man from alow socioeconomic group

B) A 45-year-old woman from alow socioeconomic group
C) A 45-year-old man from ahigh socioeconomic group

D) A 45-year-old woman from a high socioeconomic group

(See "Answers and Explanations' at end of Chapter)

|. Health Care Delivery Systems

A. Hospitals

1. The United States has too many hospitals (over 6,000) and too many
hospital beds (about 1,000,000). Currently, approximately 33% of hospi-
tal beds (especialy in city hospitals) are unoccupied.

2. Most staysin general hospitals average 6-7 days. Length of stay is de-
creasing because of the increase in managed care. Types of hospitals and
their ownership are listed in Table 24-1.

B. Nursing homes and other health care facilities

1. There are currently about 25,000 nursing homes with a capacity of 1.5
million beds. Because of the aging of the population, these numbers are
increasing.

2. Rehabilitation centers, visiting nurses associations, and hospices provide
alternatives to hospital and nursing home care (Table 24-2).
C. Physicians

1. Currently, there are 126 medical schools and 16 colleges of osteo-
pathic medicine in the United States, graduating annually over 15,000
medical doctors (M.D.s) and 1800 doctors of osteopathy (D.O.s). Both
M.D.sand D.O.s are correctly called "physicians.”

229
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Table 24-1. Types of Hospitals in the United States
Ownership
Private owners,

Hospital type
Voluntary (not-for-profit)

For-profit

Municipal

Psychiatric (long-term)

Veterans Administration
(VA) and military

churches, universities

Investors

City governments

State governments

Federal government

Table 24-2. Other Health Care Facilities
Services provided

Type of care or facility

Nursing home (skilled
care facility,
intermediate care
facility, or residentia
facility-these types
vary in the level of
nursing care provided)

Rehabilitation centers
and halfway houses

Visiting nurse associations

Hospice organizations

Long-term care

Room and board
Assistance with self care
Nursing care

Short-term care
Room and board

Nursing care, physical
and occupational
therapy, and social
work services
Caregivenina
patient's own home

Supportive careto
terminally ill patients
(i.e., those expected to
live less than 6 months)
and their families using
physicians, nurses, social
workers, and volunteers
Careusualy givenina
patient's own home

Comments

Most hospitals arein this
category

Oriented toward general or to
specialty care

About 12% of all hospitals are
in this category

Often are teaching hospitals
affiliated with medical schools

Numbers are decreasing due to
the success of psychoactive
medication leading to
deinstitutionalization

Reserved for those who have
served (veterans) or are
currently serving in the
military

Comments

+ Cost ranges from about
$35,000-$75,000 per year
depending on geographical
areaand level of nursing
care provided

Goadl isto help hospitalized
patients reenter society.

Funded by Medicare
Serves as aless expensive
alternative to hospital-
ization or nursing home
placement

Funded by Medicare

Goal isto allow patient to
die at home to be with
their families and preserve
their dignity

Pain medication is used
liberally
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a. Training and practice are essentially the samefor D.O.sasfor M.D.s;
however, the philosophy of osteopathic medicine stressesthe inter-
relatedness of body systems and the use of musculoskeletal ma-
nipulation in the diagnosis and treatment of physical illness.

b. Thereare currently about 650,000 physiciansin the United States;
about 35,000 of these are D.O.s and 140,000 ar e foreign medical
school graduates.

C. Overall, physicians earn an aver age salary of $200,000 annually.
Psychiatrists, pediatricians, and family practitionerstypically earn
less than this average figure and surgeonstypically earn more.

2. Primary care physicians, including family practitioners, internists, and
pediatricians, provide initial careto patients and account for at least one
third of all physicians. Thisnumber isincreasing and is expected to
reach one half of all physicians. The number of specialistsis decreasing.

3. Theratio of physiciansto patientsishigher in the Northeastern
statesand in Californiathan in the Southern and Mountain states.

4. Peoplein the United States aver age about 5 visitsto physicians per
year. Thisissignificantly fewer yearly visits than peoplein developed
countrieswith systems of gover nment-funded medical care.

a. High-income patientsare more likely to seek treatment and to

visit private doctor's officesthan are low-income patients.

b. Low-income patients are more likely to seek treatment in hospital
emer gency departments and to delay seeking treatment, in part be-
cause of the cost. I1Inesses often become mor e sever e when patients
delay seeking treatment.

Women are more likely to seek treatment than men.

d. Children and the elderly are more likely to seek treatment than peo-

ple of other ages.

5. Seventy-five percent of peoplevisit physiciansin a given year. In all age
groups, the most common medical conditionsfor which treatment is
sought are upper respiratory ailmentsand injuries.

o

11. Costs of Health Care

A. Health Care Expenditures

1. Health care expendituresin the United States will soon make up over
15% of the gross domestic product (GDP), morethan in any other
industrialized society.

2. Health care expenditures have increased because of the increasing age
of the population, advancesin medical technology, and the availability
of health caretothe poor and elderly through Medicaid and Medicare, re-
spectively.

B. Allocation of health care funds

-The origins of health care expenses and the sour ces of payment for health
carearelisted in Table 24-3.
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Table 24-3. Health Care Expenses and Payment

Sour ces of payment for health care

Origin of health care expenses expenses (in decreasing order of
(in decreasing order of magnitude) magnitude)

Hospitals Federal government

Doctor's fees State governments

Nursing homes Private health insurance
Medications and medical supplies Individuals

Mental health services Other

Dental and other care

I1l. Health Care Insurance

A. Overview

The United Statesisthe only industrialized country that does not have
publicly mandated health care insurance coverage funded by the
government for all citizens. Thisisone reason that the United States
has higher infant mortality rates and lower life expectancies than
many other developed countries.

2. MostAmericans must obtain health insurance through their employer
or on their own. About 15% of Americans have no health insurance and
must pay the costs of health care themselves. The percentage of unin-
sured peopleisincreasing.

3 Certain citizens (e.g., the elderly and the poor) have gover nment-

funded health careinsurance through Medicare and Medicaid, re-
spectively (see 111. E).

Private health insurers

1. Blue Crosg/Blue Shield (BC/BS), a nonprofit private insurance car -
rier, isregulated by insurance agenciesin each state and paysfor hospi-
tal costs (Blue Cross) and physician fees and diagnostic tests (Blue
Shield) for 30%-50% of working peoplein the United States.

2. Individuals can also contract with one of approximately 1000 other pri-
vateinsurancecarriers, such as Aetna or Prudential.

Fee-for-service car e ver sus managed care

1. Whichever theinsurance carrier, patients usually can choose either atra-
ditional fee-for-service indemnity plan or a managed care plan.
a. A traditional fee-for-service indemnity plan hasno restrictions on
provider choice or referrals. It also commonly has higher premiums.
b. A managed care plan hasrestrictionson provider choice and refer-

ralsand lower premiums. Approximately 50% of BC/BS subscribers
areenrolled in amanaged care plan.

2. Many insurance plans have a deductible (e.g., the amount the patient
must pay out-of-pocket before the insurance company beginsto cover ex-
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penses), Or a co-payment (i.e., a percentage, typically 20%, of the total bill
that the patient must pay), or both.

D. Managed care

1. Managed care describes a health care delivery system in which all as-

pects of an individual's health care are coordinated or managed by a
group of providersto enhance cost effectiveness.

. Although cost is controlled in managed care, patientsarerestricted in

their choice of a doctor. Thus, while the number of managed care plansis
increasing, managed car e is mor e popular with the gover nment
than with the public.

. Because fewer patient visitsresult in lower costs, the philosophy of man-

aged care stresses primary, secondary, and tertiary prevention
(Table 24-4) rather than acute treatment.

. Types of managed car e plansincluding health maintenance or ganizations

(HMOQs), independent practice associations (1PAs), preferred provider or-
ganizations (PPOs) and point of service (POS) plansaredescribed in
Table 24-5.

. Federal and state-funded insurance cover age
1. Medicareand Medicaid are government-funded programsthat provide

medical insuranceto certain groups of people. Eligibility requirements
and cover age provided by these programsare outlined in Table 24-6.

2. Diagnosis-related groups (DRGs) are used by Medicar e to pay hospi-

tal bills. The amount paid isbased on an estimate of the cost of hospital-
ization for each illnessrather than the actual chargesincurred.

Table 24-4. Primary, Secondary, and Tertiary Prevention in Health Care

Types of prevention  Goal xamples

Primary To reduce the incidence of Immunization of infants to
adisorder by reducing prevent infectiousillnesses
its associated risk factors Improved obstetrical careto

avoid premature birth and its
associated problems

Secondary

To reduce the prevalence of i Early identification and

an existing disorder by treatment of otitis mediain

decreasing its severity children to prevent hearing loss
Mammography for the early
identification and treatment of
breast cancer

Tertiary To reduce the prevalence of Physical therapy for stroke
problems caused by an patients so that they can care for
existing disorder themselves

Occupational training for
mentally retarded persons so
that they can gain the skills
needed to join the work force
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Table 24-5. Managed Care Plans

Type of plan

Health Maintenance
Organization
(HMO) (staff model
or closed panel)

HMO [Independent
Practice Association
(IPA) model]

Preferred Provider
Organization (PPO)

Point of Service Plan
(POS)

Definition

Physicians and other health
care personnel are paid a
salary to provide medical
services to agroup of people
who are enrolled voluntarily
and who pay an annual
premium

HMOs may operate their own
hospitals and clinics

Services include hospitalization,

physician services,
preventive medicine
services, and often dental,
eye, and podiatric care

Physiciansin private
practice are hired by an
HMO to provide services
to HMO patients

About 65% of HMOs
have IPA components

A third-party payor (e.g., a
union trust fund, insurance
company, or corporation)
contracts with physicians
in private practice and with
hospitals to provide medical
careto its subscribers
Participants choose
physicians from alisting

of member practitioners
(the network)

Physicians in the network
receive capitation for

each patient they see

Variant of a PPO in which
athird party payor
contracts with physicians
in private practice to
provide medical care to
its subscribers

Physicians in the network
receive capitation for each
patient they see

Comments

These plans are the most
restrictive for the patient in
terms of choice of doctor
Patient isassigned a
"gatekeeper” (aprimary
care doctor from within the
network who decides if and
when a patient needs to see
aspecialist)

Private practice physicians
receive afee, or capitation,
for each HMO patient they
see

These plans guarantee
doctorsin private practice a
certain volume of patients
By paying alarger share of
the cost, patients can
choose adoctor who is

not in the network

Thereis no "gatekeeper"
physician

Aswith a PPO, patients
can choose a doctor who is
not in the network by
paying an extrafee
Aswith an HMO, thereis
a"gatekeeper” physician
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Table 24-6. Medicare and Medicaid

Source of Funding  Eligibility
Medicare
The federal People eligible for social
overnment security benefits (e.g.,
through the those 7 65 years of age
social security regardless of income)
system) People of any age with
chronic disabilities

or debilitating illness
Covers about 34 million
people

Coverage

Part A: Inpatient hospital costs, home
health care, medically necessar
nursing home care for alimited time
after hospitalization, hospice care
Part B: Dialysis, physical therapy,
laboratory tests, out-patient hospital
care, physician bills, ambulance
service, medical equipment (Part B
isoptional and has a 20% co-payment
and a $100 deductible)

Neither Part A nor Part B covers
outpatient prescription drugs or
long-term nursing home care

Medicaid (MediCal in California)

Both federal and Indigent (very low
state governments income) people .
(thestate Onethird of al monies
contribution is are alocated for nursing
determined by home care for indigent

average per capita elderly people
incor??e ol? the%:)ate) COVlel’S about 25 million
people

IV Demographics of Health
A. Lifestyle, habits, and attitudes

Inpatient and outpatient

hospital costs

Physician services )

Home health care, hospice care
Laboratory tests, dialysis, therapy
Ambulance service, medical
equipment

Prescription drugs

Long-term nursing home care

1. Lifestyle and poor dietary and other habits, particularly smoking and
drinking alcohoal, are responsible for about 70% of physical and men-
tal illness. For example, alcohol abuse isrelated to liver dysfunction and

to increased suicide risk.

2. Social attitudes involving health care issues also affect health care de-
livery. For example, although organ transplants can save many lives, fewer
transplant procedures are done than are needed. Thisis primarily because
there are not enough people willing to donate their organs at death.

B. Socioeconomic status and health

1. Socioeconomic status is determined primarily by occupation, with sec-
ondary emphasis on educational level; it is also associated with place

of residence and with income.

2. People in low socioeconomic groups typically have decreased life ex-
pectancy and poorer mental and physical health.

3. Approximately 85% of people in low socioeconomic groups are African-
American or Hispanic American (see also Chapter 18).

C. Gender and health

1. Men have shorter life expectancies and are more likely to have heart dis-

ease than women.
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Table 24-7. Leading Causes of Death by Age Group (across sex and ethnic group)
Age group Causes of death (in decreasing order of frequency)
Infants (< 1 year of age) Congenital anomalies

Prematurity, low birth weight
Sudden infant death syndrome (SIDS)

Children (1-4 years of age) Accidents .
Congenital anomalies _ _
Cancer (primarily leukemiaand CNS malignancies)

Children (5- 14 years of age) Accidents (most by failure to use seat belts)
Cancer (primarily leukemia and CNS malignancies)
Homicide and legal intervention

Suicide
Adolescents and young adults ~ Accidents (most in motor vehicles)
(15- 24 years of age) Homicide and legal intervention
Suicide
Adults (25- 44 years of age Accidents
Lits (25-4¢ yearsofage) - AECICe S ion
Cancer
Adults (45- 64 years of age) Cancer
Heart disease
Accidents
Elderly (65 years of age Heart disease
andover) Cancer
Stroke
All ages combined Heart disease

Cancer (lung, breast and prostate, and colorectal, in
decreasing order)
Stroke

CNS=central nervous system; HIV=human immunodeficiency virus

2. While they have less heart disease overall, women are more likely than
men to die during their first heart attack.

3. Women are also at higher risk than men for developing
a. Autoimmune diseases (75% percent of victims),
b. Smoking-related illnesses like lung cancer
c¢. AIDS (when they are aready HIV positive and have the same vi-

ral load as a man).
D. Age and health

1. Thelikelihood of physical and mental illness and hospitalization in-
creases with age.

2. Although the elderly comprise only 12% of the population, they cur-
rently incur over 30% of all health care costs; thisfigure is expected to
rise to 50% by the year 2020.

E. Causes of death

-The death rate for adults is lower now than in previous years. The |ead-
ing causes of death differ by age group (Table 24-7).



Review Test

Directions. Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. Of the following patients, the one likely to
use the least Medicare services and funds dur-
ing hisor her lifetimeisa(n)

(A) African-American man
(B) African-American woman
(C) white man

(D) white woman

(E) Native-American man

Questions 2-3

A 45-year-old stockbroker with three children
must choose a health insurance plan at work.

2. In which of the following plans will she have
the most choice in choosing a doctor?

(A) A health maintenance organization (HMO)
(B) A preferred provider organization (PPO)
(C) A point of service (POS) plan

(D) A fee-for-service plan

3. Inwhich of the following plans will she have
e least choice in choosing a doctor?

th

(A) A health maintenance organization (HMO)
(B) A preferred provider organization (PPO)
(C) A point of service (POS) plan

(D) A fee-for-service plan

4. Parents bring their 8-year-old child in for a
school physical. Both of the parents smoke cig-
arettes. The child plays soccer, swims, and bi-
cycles. In order to protect the child'slife and
health, which is the most important suggestion
the doctor can give the parents?

(A) Stop smoking to reduce the child's expo-
sure to secondhand smoke

(B) Put smoke alarms in the home

(C) Have the child wear a helmet while bicy-
cling

(D) Learn cardiopulmonary resuscitation

(E) Besurethe child wears a seatbelt in the
car

5. A first-year resident who has recently start-
ing working in a hospital emergency depart-
ment sees 4 patients during hisfirst hour on
the service. Which of these patientsislikely to
be healthiest when first seen by the resident?

(A) A 45-year-old man from alow socioeco-
nomic group

(B) A 45-year-old woman from a low socioeco-
nomic group

(C) A 45-year-old man from a high socioeco-
nomic group

(D) A 45-year-old woman from a high socio-
economic group

6. Parents bring their 2-year old to a well-child
clinic. In order to protect the child's life and
health, the most important suggestion the doc-
tor can giveisto tell the parentsto

EA; keep ipecac in the medicine cabinet

B) put smoke alarmsin the home

(C) observe safety measuresin (i.e., "safe
proof") the home

(D) learn cardiopulmonary resuscitation

(E) have the child immunized against measles,
mumps, and rubella

7. In the United States, the percentage of the
gross domestic product spent on health careis
about

(A) 1%
(B) 8%
©) 15%
(D) 30%
(E) 50%

8. In the United States, the largest percentage
of personal health care expensesis paid by
which of the following sources?

(A) Thefederal government
(B) State governments

(C) Municipal governments
(D) Private health insurance
(E) Persona funds
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9. In the United States, the largest percentage
of health care expendituresisfor

(A) physician fees

(B) nursing home care
(C) medications

(D) hospital care

(E) dental services

10. A mother brings her infant daughter to the
doctor for a checkup. The most common cause
of death in infants between birth and 1 year of
ageis

(A) leukemia

(B) sudden infant death syndrome (SIDS)

(C) congenital anomalies

(D) accidents

(E) respiratory distress syndrome

Questions 11-12

A 70-year-old female patient is hospitalized for
afractured hip. The patient, who has $100,000
in savings, was brought to the hospital by am-

bulance. She stayed in the hospital for 5 days
and required physical therapy and a "walker"

for help with mobility for the next 6 weeks.

11. This patient can expect that Medicare Part
A will cover which of the following costs related
to thisinjury?

(A) Inpatient hospital care
(B) The"walker"

(C) Ambulance service

(D) Physician bills

(E) Physical therapy

12. After 6 months at homeit is determined
that this patient is unable to care for herself
and requires care in anursing home, probably
for the rest of her life. Which of the following
will pay for the first few years of this care?

A) Medicare Part A
Medicare Part B
Blue Cross

Blue Shield

The patient's savings

B
C
D

P

E

—~
—a N

13. Which of the following are the three lead-
ing causes of death in the United Statesin or-
der of magnitude (higher to lower)?

(A) AIDS, heart disease, cancer
(B) Heart disease, cancer, stroke
(C) Cancer, heart disease, AIDS
(D) Heart disease, cancer, AIDS
(E) Stroke, heart disease, cancer

14. In women in the United States, which is
the most common cause of cancer death?

(A) Cervica cancer
(B) Colorectal cancer
(C) Breast cancer
(D) Lung cancer

(E) Uterine cancer

15. Most patients in the United States can ex-
pect to receive care in which of the following
types of hospital?

(A) For-profit
(B) Voluntary
(C) Federa
(D) Municipal
() State

16. An educational program is developed to
teach mentally ill adults skills necessary to get
them into the employment force. This program
is an example of

(A) primary prevention
(B) secondary prevention
(C) tertiary prevention
(D) managed care



Answers and Explanations

TBQ-A. A man from alow socioeconomic group is likely to be most ill when the resident first
sees him. Thisis because low-income patients and male patients are more likely to delay seek-
ing treatment due to costs and attitudes, respectively. Delay in seeking treatment commonly re-
sultsin more severeillness.

1-A. Medicare pays for health care services for persons 65 years of age and older and others who
are eligible to receive Social Security benefits. Because statistically heislikely to have a shorter
life than a white or Native-American man, an African-American woman, or a white woman, an
African-American man is likely to use the least Medicare services over the course of hislifetime
(see Table 3-1).

2-D, 3-A. Patients have the most choice in choosing a doctor in a traditional fee-for-servicein-

demnity plan. In thistype of plan there are no restrictions on provider choice or referrals. Man-
aged care plans [e.g., health maintenance organizations (HMOs), preferred provider organiza-

tions (PPOs), and point of service (POS) plans] have restrictions on doctor choice. Patients have
the least choice in choosing a doctor in a health maintenance organization (HMO). HMOs are the
most restrictive of managed care plans for the patient in terms of choice of doctor. Rather than
choosing a doctor from the network as in the PPO and POS, in HMOs the patient is assigned a
doctor.

4-E. While house fires, bicycling accidents, and drowning are causes of death in children, fail-
ure to wear seatbeltsisthe major cause of accidental death in children 4-14 years of age. Sec-
ondhand smoke has not been shown statistically to be of significant danger to life.

5-D. A woman from a high socioeconomic group is likely to be healthiest when the resident first
sees her. Women and people from higher socioeconomic groups are more likely to seek treatment
and therefore to be less ill when first seen by a doctor than men and people from low socioeco-
nomic groups (see also Explanation to TBQ).

6-C. While accidental poisoning, house fires, and drowning are causes of death in children, ac-
cidents in the home are a more important cause of accidental death in children 1-4 years of age.
Infectious illnesses due to lack of immunization are not common causes of death in American
children.

7-C. The percentage of the gross domestic product (GDP) spent on health care is about 15%, a
percentage that is larger than that of any other developed country.

8-A. Thelargest percentage of personal health care expenses are paid by the federal govern-
ment. In decreasing order, other sources of payment for health care expenses are state govern-
ments, private health insurance and personal funds. Municipal governments pay arelatively
small percentage of these expenses.

9-D. In the United States, most health care expenditures are for hospital care. In decreasing or-
der, other sources of health care expenses are physician fees, nursing home care, medications,
mental health services, and dental services.

10-C. The most common cause of death in infants up to 1 year of age is congenital anomalies.
Prematurity and low birth weight, sudden infant death syndrome (SIDS), and respiratory dis-
tress syndrome are the second, third, and fourth leading causes of death in this age group.

11-A, 12-E. Medicare PartAwill cover inpatient hospital costs. Part B covers ambulance services,

physician fees, medical equipment (the "walker"), and therapy. The patient herself is responsible
for long-term nursing home costs. Neither Part A nor Part B of Medicare nor Blue Cross/Blue
Shield will cover long term nursing home costs. After the patient's $100,000 is exhausted (proba-
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bly within 3 years at $35,000-$75,000 per year), she will be poor and therefore eligible for Med-
icaid. Medicaid pays for nursing home care and all other health care for poor people.

13-B. The leading cause of death in the United Statesis heart disease, followed by cancer and
stroke.

14-D. In women, as in men, the most common cause of cancer death in the United Statesis can-
cer of the lung. In women, thisisfollowed by breast cancer and colorectal cancer. The number of
women getting lung cancer is increasing with increased smoking ratesin women.

15-B. Most hospital care in the United States is provided by voluntary (not-for-profit) hospitals.

16-C. This educati anal program for mentally ill adultsis an example of tertiary prevention. Ter-
tiary prevention isaimed at reducing the prevalence of p °oblems caused by an existing disorder,
mental illnessin this case. Primary prevention is aimed at reducing the occurrence or incidence
of disorder by reducing its associated risk factors (e.g., immunization against measles). Secondary
prevention is aimed at reducing the prevalence of an existing disorder by reducing its severity,
(e.g., early identification and treatment of breast cancer using mammography). Managed careis
asystem of health care in which all aspects of health care are coordinated by providers to control
costs.
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Typical Board Question

A study is desi?ned to compare a new medication for Crohn's disease with a standard med-
ication. Each of 50 Crohn's disease patients is allowed to decide which of these two treatment
groupsto join. The major reason that the results of thisstudy may not be valid is because of

A) selection bias

B) recal bias

sampling bias

D) differences in the sizes of the two groups
E) the small number of patientsin the study

(See"Answers and Explanations' at end of Chapter)

. Epidemiology-Incidence and Prevalence

-Epidemiology isthe study of the factors determining the occurrence and distrib-
ution of diseasesin human populations.

A. Incidence

-Incidencerateisthe number of individualswho develop anillnessin a
given time period (commonly 1 year) divided by thetotal number of in-
dividualsat risk for theillnessduring that time period [e.g., the number of
intravenous (V) drug abusers newly diagnosed as HIV-positive in 2001di-
vided by the number of 1V drug abusersin the population during 2001].

B. Prevalence

-Prevalenceratio isthe number of individualsin the population who
havean illness (e.g., are HIV-positive) divided by thetotal population.

1. Point prevalenceisthe number of individualswho have an ilinessat a
specific point in time (e.g., the number of people who are HIV-positive on
August 31, 2001 divided by thetotal population on that date).

2. Period prevalenceisthe number of individuals who have an illness
during a specific time period (e.g., the number of people who are HIV-pos-
itivein 2001 divided by the total population mid-year in 2001).

C. Relationship between incidence and prevalence

1. Prevalenceisequal toincidencerate multiplied by the average duration
of the disease process (if incidence and duration ar e stable).

241
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2. Prevalenceisgreater than incidenceif the diseaseislong term. For ex-
ample, because diabetes lasts a lifetime its prevalence is much higher
than itsincidence. In contrast, the prevalence of influenza, an acuteill-
ness, is approximately equal to the incidence.

Il. Research Study Design

A. Cohort studies

1. Cohort studies begin with the identification of specific populations (co-
horts), who arefree of theillness under investigation at the start of the
study.

2. Following assessment of exposureto arisk factor [avariablelinked tothe
cause of an illness (e.g., smoking)], incidence rates of illness between ex-
posed and nonexposed member s of a cohort are compared.

-An example of a cohort study would be one that followed healthy adults
from early adulthood through middle age to compar e the health of
those who smoke ver susthose who do not smoke.

3. Cohort studies can be prospective (taking placein the present time) or
historical (some activities have taken placein the past).

4. A clinical treatment trial isa special type of cohort study in which
member s of a cohort with a specificillness are given one treatment and
other members of the cohort are given another treatment or a placebo.
Theresults of the two treatments are then compar ed.

-An example of aclinical treatment trial would be onein which the dif-
ferencesin survival rates between men with lung cancer who receive a
new drug and men with lung cancer who receive a standard drug are
compared.

. Case-control studies

1. Case-control studies begin with the identification of subjectswho have a
specific disorder (cases) and subjectswho do not have that disorder (con-
trols).

2. Information on the prior exposure of casesand controlstorisk factorsis
then obtained.

-An example of a case-contr ol study would be one in which the smoking
histories of women with and without breast cancer are compared.

. Cross-sectional studies

1. Cross-sectional studies begin when information is collected from a group
of individualswho provide a" snapshot" in time of disease activity.

2. Such studies can provide information on therelationship between risk
factorsand health status of a group of individuals at one specific point in
time (e.g., arandom telephone sampleisdoneto deter mine if men who
smoke have mor e back pain than men who do not smoke). They can also
be used to calculate the prevalence of a disease in a population.
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111. Quanti fyi ng Ri sk

-Relative risk, attributable risk, and the odds (or odds risk) ratio are measures
used to quantify risk in population studies. Relative risk and attributable risk
are calculated for cohort studies, while the oddsratio is calculated for case-
control studies.

A. Relative risk. Relative risk compares the incidence rate of a disorder
among individuals exposed to arisk factor (e.g., smoking) with the incidence
rate of the disorder in nonexposed individuals.

1. For example, the incidence rate of lung cancer among smokersin New
Jersey is 20/1000, while the incidence rate of lung cancer among non-
smokersin New Jersey is 2/1000. Therefore, the chance of getting lung
cancer (the relative risk) for this New Jersey population is 20/1000 di-
vided by 2/1000, or 10.

2. A relative risk of 10 meansthat in New Jersey, if an individual smokes,
his or her risk of getting lung cancer is 10 times that of a non-smoker.

B. Attributable risk

1. Attributable risk is useful for determining what would happen in a study
population if the risk factor was removed (e.g., determining how common
lung cancer would be in a study if people did not smoke).

2. To calculate attributable risk, the incidence rate of the illnessin nonex-
posed individuals is subtracted from the incidence rate of theillnessin
those who have been exposed to arisk factor.

3. For the example above, the risk of lung cancer attributable to smoking
(the attributable risk) in this New Jersey population is 20/1000 minus
2/1000 or 18/1000.

C. Oddsratio

-Since incidence data are not available in a case-control study, the odds
ratio can be used as an estimate of relative risk when a disease is un-
common (Example 25-1).

Example 25-1. Calculating the Odds Ratio

Of 200 patients in the hospital, 50 have lung cancer. Of these 50 patients, 45 are smokers.
Of the remaining 150 hospitalized patients who do not have lung cancer, 60 are smokers.
Use thisinformation to calculate the odds ratio for smoking and'the risk of lung cancer.

Smokers Nonsmokers
People with lung cancer A=45 B=5
People without [ung cancer C=60 D=90

OddsRatio = %)%% (5)(60) =135

An oddsratio of 13.5 means that the risk of lung cancer is 13.5 times higher in people
who smoke than in those who do not smoke.
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IV Bias, Reliability, and Validity

-To be useful, testing instruments must be bias-free, reliable, and valid (i.e., sen-
sitive and specific).

A. Bias

1. A biased test or study isone constructed so that one outcomeismore
likely to occur than another. Selection, recall, or sampling bias can
flaw all types of research studies.

2. Selection bias
a. Selection biascan occur if subjectsare permitted to choose whether to
gointoadrugor aplacebo group rather than being assigned ran-
domly.
-For example, if in a study on the effectiveness of estrogen replace-
ment therapy on menopausal symptoms, menopausal women who

have many hot flashes are more likely to choose the estrogen group
rather than the placebo group because they want relief. Thus,

women with mor e symptoms end up in the estrogen group, making
it more difficult to show a positive effect of estrogen.

b. Selection bias can also occur if, rather than making random assign-
ments, the investigator purposely chooses which patientsgo into the
drug group and which patients go into the placebo group.

-For example, a physician investigator, believing that a new drug for
relief of menopausal symptoms being tested in clinical trialswill be
effective, will put all of her most serious casesinto the new drug
group. Thus, women with more symptomsend up in the new drug
group, making -t moredifficult to show a positive effect of the new
drug.

3. Recall bias. In recall bias, knowledge of the presence of a disorder alters
the way the subject remembershisor her history.

-For example, if mothersof children with cleft palate over estimate how
much medication they took during pregnancy, the over estimation can
make it appear (erroneously) that certain medicationsarerelated to
formation of cleft palate defor mities.

4. Sampling bias. In samp ' ing bias, subjectswho volunteer to bein a study
may not be representative of the population being studied. Factorsunre-
lated to the subject of the study may have led them to volunteer, but could
also distinguish the subjectsfrom the rest of the population. Because of
these factors, theresults of the study may not be generalizableto the en-
tire population.

-For example, if college students who volunteer for an experiment on
the physiological bases of sexual response are mor e sexually active
than studentswho do not volunteer, the students who volunteered may
not be representative of the entire population of college students; thus
the data are not generalizable.

B. Reducing bias

Blind studies, placebos, crossover studies, and randomized studies ar e used
toreduce bias.
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. Blind studies. The expectations of patients can influence the effective-

ness of treatment. Blind studies attempt to reduce this influence.

a. In asingle-blind study, the subject does not know what treatment he
or sheisreceiving.

b. In adouble-blind study, neither the subject nor the clinician-evalua-
tor knows what treatment the subject is receiving.

. Placebo responses

a. Inablind drug study, a patient may receive a placebo (an inactive sub-
stance) rather than the active drug.

b. People receiving the placebo are the control group; those receiving
the active drug are the experimental group.

c. Atleast one-third of patients respond to treatment with placebos (the
placebo effect); in psychiatric illnesses, the placebo effect is even
greater (see also Chapter 4).

. Crossover studies

a. In acrossover study, subjectsin Group 1 first receive the drug and
subjectsin Group 2 first receive the placebo.

b. Later in the crossover study, the groups switch-those in Group 1 re-
ceive the placebo, and those in Group 2 receive the drug.

c. Because subjectsin both groups receive both drug and placebo, each
subject acts as his or her own control.

. Randomization

-In order to ensure that the proportion of sicker and healthier peopleis
the same in the treatment and control (placebo) groups, patients are
randomly assigned to the groups. The number of patientsin each group
does not have to be equal.

C. Reliability and validity

1. Reliability refersto the reproducibility of results.

a. Interrater reliability is a measure of whether the results of the test
are similar when the tost is administered by a different rater or ex-
aminer.

b. Test-retest reliability is ameasure *f whether the results of the
test are similar when the person is tested a second or third time.

2. Validity isameasure of whether the test assesses what it was designed

to assess (e.g., does anew 1Q test really measure |Q or doesit instead
measure educational level) (see Chapter 8). Sensitivity and specificity are
components of validity.

D. Sensitivity and specificity (Example 25-2)

1. Sensitivity measures how well atest identifiestruly ill people.

a. True positives areill people whom atest has correctly identified as
beingill.

b. Falsenegatives areill people whom atest has incorrectly identified
as being well.

c. Sengitivity is calculated by dividing the number of true positives by
the sum of the number of true positives and false negatives.
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Example 25-2.  Sensitivity, Specificity, Predictive Value, and Prevalence

A new blood test to detect the presence of HIV was given to 1000 patients. Although 200
of the patients were actual Ig/_infected with the virus, the test was positive in only 160 pa-
tients (true +); the other 40 infected patients had negative tests galse -) and thus were
not identified by this new test. Of the 800 patients who were not infected, the test was
negative in 720 patients (true -) and positive in 80 patients (false +).

Use the following information to calcul ate sensitivity, specificiéy, positive predicitive
value, and negative predicitive value of this new blood test and the prevalence of HIV in
this population.

~ Patients Patients
infected with not infected

HIV with HIV Total patients
Positive HIV blood test 160 (true +) 80 (false +) 240 (those with + test)
Negative HIV blood test 40 (false-)  72Q (true -) 760 (those with - test)
Total patients 200 800 1000
Sensitivity = 160 (true +) +40 (flse-) 200 - 800%
. 120 (true-) 120
Specificity = 720 (true-) + 80 (false+) - 800 - 0%
160 (frue +) 160
Positive predl ctivevalue = 160 (true +) +80 (fa]se +) 240 66.67%
120 (true-) 720
Negative predictive value = 7o (true-) + 40 (false) 760 94.7%
200 (total of thase infected)
Prevalence= 1000 (total patients) = 200%

2. Specificity measures how well atest identifiestruly well people.
a. Truenegatives are well people whom atest has correctly identified
asbeing well.
b. False positives are well people whom atest hasincorrectly identi-
fied asbeingill.
c. Specificity iscalculated by dividing the number of true negatives by
the sum of the number of true negatives and false positives.

E. Predictive value (see Example 25-2)
1. Thepredictivevalue of atest isa measure of the percentage of test re-
sultsthat match the actual diagnosis.

a. Positive predictive value isthe probability that someone with a
positive test actually hastheillness. It iscalculated by dividing the
number of true positives by the sum of the number of true positives
and false positives.

b. Negative predictive valueisthe probability that a person with a
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Example 25-3.  Clinical Probability

After 3yearsof clinical trials of anew medication to treat erectile dysfunction, it is de-
termined that 20% of patients taking the new medication develop hypertension. If two
patients (patients A and B) take the drug, calculate the following probabilities.

1. The probability that both patient A and patient B will develop hypertension:

Thisis calculated téy multiplying the probability of A developing hypertension kéy the proba-
bility of patient B developing hypertension (the multiplication rule for independent events)

The probability of A developing hypertension = 0.20.
The probability of B developing hypertension = 0.20.
The probability of both A and B developing hypertension =0.20 x 0.20 = 0.04

2. The grobability that at least one of the two patients (either A or B or both A
and B) will develop hypertension.

Thisis calculated by adding the probability of A developing hypertension to the probabil-
ity of B developing hypertension and then subtractln? the probability of both A and B de-
veloping hypertension (see 1. above) (the addition rule).

=0.20+0.20-0.04=0.36.

3. The probability that neither patient A nor patient B will develop hyperten-
sion:
Thisis calculated by multiplying the probability of patient A being normotensive by the

robability of patient B bei ng normotensive: probability (normotensive) = probability
Ehypertenswe): =0.80 x 0.80=0.64.

negative test is actually well. It is calculated by dividing the number
of true negatives by the sum of the number of true negatives and false
negatives.

2. If the prevalence of a disease in the population is low, even tests with very
high sensitivity and specificity will have low positive predictive value.

V Clinical Probability and Attack Rate

A. Clinical probability isthe number of times an event actually occurs di-
vided by the number of times the event can occur (Example 25-3).

B. Attack rate isatype of incidence rate used to describe disease outbreaks. It
is calculated by dividing the number of people who become ill during a study
period by the number of people at risk during the study period.

-For example, if 20 out of 40 people who drank apple juice and 10 out of 50
people who drank orange juice becomeill after apicnic, the attack rateis
50% for apple juice and 20% for orange juice.



Review Test

Directions: Each of the numbered items or incomplete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

Questions 1-2

A town in the western United States has a pop-
ulation of 1200. In 1998, 200 residents of the
town are diagnosed with a disease. In 1999, 100
residents of the town are discovered to have the
same disease. The disease islifelong and
chronic but not fatal.

1. Theincidence rate of this disease in 1999
among this town's population is

(A) 100/1200
(B) 200/1200
(C) 300/1200
(D) 100/1000
(E) 300/1000

2. The prevalencerate of this diseasein 1999
among the town's population is

(A) 100/1200
(B) 200/1200
(C) 300/1200
(D) 100/1000
(E) 300/1000

3. Inwhich of the following infectious illnesses
is prevalence most likely to exceed incidence?

(A) Measles
(B) Influenza
(C) Leprosy
(D) Rubella
(E) Rabies

4, A study is designed to determine the rela-
tionship between emotional stress and ulcers.
To do this, the researchers used hospital
records of patients diagnosed with peptic ulcer
disease and patients diagnosed with other dis-
orders over the period from July 1988-July
1998. The amount of emotional stress each pa-
tient was exposed to was determined from
these records. This study is best described as a

(A) cohort study

(B) cross-sectionals study
(C) case-control study
(D) historical cohort study
(E) clinical treatment trial

5. A study is done to determine the effective-
ness of a new antihistamine. To do this, 25 al-
lergic patients are assigned to one of two
groups, the new drug (13 patients) or a placebo
(12 patients). The patients are then followed
over a6-month period. This study is best de-
scribed as a

(A) cohort study

(B) cross-sectional study
(C) case-control study

(D) historical cohort study
(E

clinical treatment tria

6. After anew antidepressant has been on the
market for 5 years, it is determined that of
2,400 people who have taken the drug, 360
complained of persistent nausea. If a physician
has 2 patients on this antidepressant, the
probability that both of them will experience
persistent nausea is approximately

(A) .02
(B) .09
(C) .24
(D) .30
(E) .64

7. Anintelligence quotient (1Q) test has high
interrater reliability. This means that

(A) thetest involves structured interviews
(B) anew assessment strategy is being used

(C) thetest actually measures |Q and not ed-
ucational level
(
(

—_— N

D) theresultsare very similar when the test
is administered a second time

E) theresultsarevery similar when the test
is administered by a different examiner

8. There are 100,000 people in Hobart, Tas-
mania. On January 1, 2000, 50 of these people
have stomach cancer. Fifty divided by 100,000
on that date givesthe

(A) point prevalence
(B) period prevalence
(C) incidencerate
(D) oddsratio

(E) relativerisk
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9. A patient has a new test for tuberculosis. Al-
though the patient is infected, the test does not
detect the presence of the bacillus. Thisis
known as

(A) afalse positive result
(B) afalse negative result
C) atrue positive result
E g atrue negative result
(E) apredictive result

Questions 10-12

A study is undertaken to determine if prenatal
exposure to marijuana is associated with low
birth weight in infants. Mothers of 50 infants
weighing less than 51bs (low birth weight) and
50 infants weighing more than 7 |bs (normal

birth weight) were questioned about their use
of marijuana during pregnancy. The study
found that 20 mothers of low birth weight in-
fants and 2 mothers of normal birth weight in-

fants used the drug during pregnancy.

10. In this study, the odds ratio associated with
smoking marijuana during pregnancy is

A) 2
(B) 16
(C) 20
(D) 30
(E) 48

11. Anoddsratio of X, calculated in the pre-
ceding question, means that

(A) theincidence of low birth weight in infants
whaose mothers smoke marijuanais X

(B) an infant whose mother uses marijuana
during pregnancy is X times as likely to be
of low birth weight as an infant whose
mother does not use the drug

(C) achild hasa /X chance of being born of low
birth weight if its mother uses marijuana

(D) therisk of low birth weight in infants
whose mothers use marijuanais no dif-
ferent from that of infants whose mothers
do not use the drug

(E) the prevalence of low birth weight inin-
fants whose mothers smoke marijuanais X
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12. Thisstudy is best described as a

cohort study
cross-sectional study
case-control study
historical cohort study
clinical treatment trial

P,
ocozs=

13. A case-control study is done to determine if
elderly demented patients are more likely to be
injured at home than elderly patients who are
not demented. The results of the study show an
odds ratio of 3. Thisfigure means that when
compared to nondemented elderly patients, de-
mented elderly patients

(A) should be institutionalized

(B) have one-third the risk of injury
(C) havethe samerisk of injury

(D) should be kept at home

(E) havethreetimestherisk of injury

Questions 14-15

14. A blood test to detect prostate cancer was
given to 1000 male members of alarge HMO. Al-
though 50 of the men actually had prostate can-
cer, the test was positive in only 15; the other 35
patients with prostate cancer had negative
tests. Of the 950 men without prostate cancer,
the test was positive in 200 men and negative in
750. The specificity of thistest is approximately

C) 48%
(D) 79%
(E) 86%

15. The positive predictive value of this blood
testis
) %
B) 14%
) 21%



Answers and Explanations

TBQ-A. The major reason that the results of this study are not valid is because of selection bias
(i.e,, the subjects were able to choose which group to go into). If very ill people were more likely
to choose the standard treatment, people in the experimental treatment group (who were health-
ier to begin with) would have had a better outcome. In recall bias, knowledge of the presence of
adisorder alters the way subjects remember their histories. In sampling bias, subjects choose to
be in a study because of factors which may be unrelated to the subject of the study but which
distinguish them from the rest of the population. A study can be valid even though two groups
may be of different sizes or there is a small number of patientsin a study.

1-D, 2-C. The incidence rate of the disease in 1999 is 100/1000, the number who were diagnosed
with the illness divided by the number of people at risk for the illness. Because the 200 people
who got the disease in 1998 are no longer at risk for getting the illness in 1999, the denominator
in the equation (number of people at risk) is 1000 (rather than 1200). The prevaence rate of this
diseasein 1999 is 300/1200. This figure represented the people who were diagnosed in 1999 (100)
plus the people who were diagnosed in 1998 and still have the disease. (200) divided by the total
population at risk (1200).

3-C. Inleprosy, along-lasting infectious ilIness, the number of people in the population who have
the illness (prevalence) is likely to exceed the number newly developing the illnessin a given year
(incidence). Measles, influenza, rubella, and rabies are shorter-lasting illnesses than leprosy.

4-C. Case-control studies begin with the identification of subjects who have a specific disorder
(cases-i.e., ulcer patients) and subjects who do not have that disorder (controls-i.e., those di-
agnosed with other disorders). Information on the prior exposure of cases and controlsto risk fac-
torsisthen obtained. In this case-control study, the investigators used cases (ulcer patients) and
controls (patients with other disorders) and looked into their histories (hospital records), to de-
termine the occurrence of the risk factor (i.e., emotional stress) in each group. Cohort studies be-
gin with the identification of specific populations (cohorts), who are free of illness at the start of
the study and can be prospective (taking place in the present time) or historical (some activities
have taken place in the past). Clinical treatment trials are cohort studies in which members of
a cohort with a specific illness are given one treatment and other members of the cohort are given
another treatment or a placebo. The results of the two treatments are then compared. Cross-
sectional studies involve the collection of information on a disease and risk factorsin a population
at one point in time.

5-E. Thisstudy is best described as a clinical treatment trial-a study in which a cohort receiv-
ing a new antihistamine is compared with a cohort receiving a placebo (see also the explanation

for Question 4).

6-A. The probability of both patients (A and B) on this antidepressant experiencing nausea
equals the probability of A experiencing nausea (360/2400 = 0.15) times the probability of B ex-
periencing nausea (360/2400 = 0.15) = 0.15 x 0.15 =.0225.

7-E. Interrater reliability is a measure of how similar test findings are when used by two dif-
ferent examiners.

8-A. Paint prevalence is the number of people who have an illness at a specific point in time (i.e.,

January 1, 2000) divided by the total population at that time. Incidence rate is the number of in-

dividuals who develop an illnessin a given time period (commonly 1 year) divided by the total

number of individuals at risk for the illness during that time period. Period prevalence is the
number of individuals who have an illness during a specific time period. Relative risk compares
the incidence rate of a disorder among individuals exposed to arisk factor (e.g., smoking) with
the incidence rate of the disorder in nonexposed individuals. The odds ratio is an estimate of the
relative risk in case-control studies.

250
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9-B. A false negative result occursif atest does not detect tuberculosis in someone who truly is
infected. True positives are ill people whom atest has correctly identified as being ill. True neg-
atives are well people whom atest has correctly identified as being well. False positives are well
people whom atest has incorrectly identified as beingill.

10-B, 11-B, 12-C. The oddsratio is 16 and is calculated as follows:

Mother smoked Mother did not

marijuana smoke marijuana
Low birth weight babies A=20 B=30
Normal birth weight babies C=2 D =48

Oddsratio = (A)(D)/(B)(C) or (20)(48)/(30)(2) = 960/60 = 16

The oddsratio of 16 means that an infant whose mother uses marijuana during pregnancy is 16
times as likely to be of low birth weight as an infant whose mother does not use the drug. This
study is best described as a case-control study; the risk factor hereis fetal exposure to marijuana
(see also the explanation for Question 4).

13-E. An oddsratio of 3 means that when compared to nondemented elderly persons, demented
elderly persons have three times the risk of injury. This number does not indicate whether or not

certain people should be institutionalized.

14-D, 15-A. Calculations shown below indicate that the specificity of this blood test is 79%.

Those who have Those who do not

prostate cancer have prostate cancer Total
Positive blood test 15 (true +) 200 (false +) 215
Negative blood test 35 (false-) 750 (true -) 785
Total patients 50 950 1000

Specificity: 750 (true -)/[ 750 (true -) + 200 (false +)] = 0.789 or 78.9%
The calculations shown below indicate that the positive predictive value of thistest is 7%.
Positive predictive value: 15 (true +)/(15 + 200) (those with + test) = 0.07 or 7.0%.
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Statistical Analyses

Typical Board Question

240+ .
240
220 . [ ]

200 L] ¥ .
180 B
160 : 4
140

USMLE Step 1 Score -~

20 30 40 50 60 70 80 90 100+
Parental Income

Which of the following is the correlation coefficient (r) between parental income (given in
thousands of dollars per year) and USMLE Step 1 scores &S shown by these data

A) +1.40
B) +0.60
C) 0

D) -.25
E) -.75

(See"Answers and Explanations’ at end of Chapter)

|. Elements of Statistical Analyses

A. Variables

A variable is a quantity that can change under different experimental
situations; variables may be independent or dependent.

1. Anindependent variable is a predictive factor which has an impact on
a dependent variable (e.g., the amount of fat in the diet).

2. A dependent variable is the outcome that reflects the effects of chang-
ing the independent variable (e.g., body weight under different dietary

fat regimens).



254

/

Example:

Behavioral Science

B. Measures of dispersion

Standard deviation (6) is the average distance of observations from
their mean. Standard deviation is calculated by squaring each variation,
or deviation from the mean in a group of scores, then adding the squared
deviations; this sum is then divided by the number of scoresin the group
minus 1, and the square root of the result is determined.

2. A standard normal value, or z score, is the difference between an indi-
vidual variable and the population mean in units of standard deviation.

Z =A score in the distribution - The mean score of the distribution
The standard deviation of the distribution

3. Standard error isthe standard deviation divided by the square root of
the number of scoresin asample.

. Measures of central tendency

I. The mean isthe average and is obtained by adding a group of numbers
and then dividing by the quantity of numbersin the group.

2. The median, or the 50th percentile value, isthe middle value in a se-
quentially ordered group of numbers (i.e., the value which divides the
data set into two equal groups).

3. The mode isthe value that appears most often in a group of numbers.

. Normal distribution

-A normal distribution, also referred to as a gaussian or bell-shaped
distribution, is atheoretical distribution of scoresin which the mean, me-
dian, and mode are equal .

1. The highest point in the distribution of scoresisthe modal peak. In abi-
modal distribution, there are two modal peaks (e.g., two distinct popu-
lations).

2. Inanormal distribution, approximately 68% of the population scores fall
within one standard deviation of the mean; approximately 95% of scores
fall within two, and 99.7% of scoresfall within three standard deviations
of the mean (Figure 26-1).

. Skewed distributions

-In a skewed distribution, the modal peak shiftsto one side (Figure 26-2).

1. In apositively skewed distribution (skewed to the right), the tail is to-
ward the right and the modal peak is toward the left side (i.e., scores clus-
ter toward the low end).

2. In anegatively skewed distribution (skewed to the left), the tail is to-
ward the left and the modal peak istoward the right side (i.e., scores clus-
ter toward the high end).

I1. Hypothesis Testing

A. A hypothesisis a statement based on inference, existing literature, or pre-

liminary studies that postulates a difference existing between two groups.
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0.15%

Area under the curve

Figure 26-1. The normal (gaussian) distribution. The number of standard deviations (-3 to +3) from the mean
is shown on the x-axis. The percentage of the population that falls under the curve within each standard deviation
is shown. (From Fadem B, High-Yield Behavioral Science, Baltimore, Williams & Wilkins, 1996, p 101)

The possibility that this difference occurred by chance is tested using sta-
tistical procedures.

B. The null hypothesis, which postulates that no difference exists between two
groups, can either be rejected or not rejected following statistical analysis.

-Example of the null hypothesis:

1. A group of 20 patients who have similar systolic blood pressures at the
beginning of astudy (Time 1) is divided into two groups of 10 patients
each. One group is given daily doses of an experimental drug meant to
lower blood pressure (experimental group); the other group is given daily
doses of a placebo (placebo group). Blood pressure is measured 2 weeks
later (Time 2).

2. The null hypothesis assumes that there are no significant differencesin
blood pressure between the two groups at Time 2.

3. If, at Time 2, patients in the experimental group show systolic blood pres-
sures similar to those in the placebo group, the null hypothesis (i.e., there
is no significant difference between the groups) is not rejected.

4. If, a Time 2, patients in the experimental group have significantly lower
or higher blood pressures than those in the placebo group, the null hy-
pothesisis rejected.

C. Alpha (a) and beta ((3)
1. aisapreset level of significance, usually set at 0.05 by convention.
2. Power (1 minus gy isthe ability to detect a difference between groups if

it istruly there. The larger the sample size, the more power aresearcher
has to detect this difference.

D. Typel (a) and type 11 ((3) error
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Figure 26-2. Frequency distributions. (From Fadem B, High-Yield Behavioral Science, Baltimore, Williams &
wilkins, 1996, p 102)

1. A typel error occurs when the null hypothesisisrejected although it is
true (e.g., the drug really does not lower blood pressure).
2. A typell error occurs when the null hypothesisis not rejected although

itisfalse (e.g., the drug really does lower blood pressure) but there may
not have been enough power to detect this difference.

E. Statistical probability

1. The p (probability) value is the chance of atypel error occurring. If ap
valueis equal to or less than 0.05, the preset alevel, it isunlikely that a
type | error has been made (i.e., atypel error is made 5 or fewer times
out of 100 attempts).

2. Ap value equal to or less than 0.05 (e.g., p < 0.01) is generally consid-
ered to be statistically significant.
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I11. Specific Statistical Tests

-Statistical tests are used to analyze data from medical studies. The re-
sults of statistical tests tell whether to reject or not reject the null hy-
pothesis. Statistical tests can be parametric or nonparametric.

A. Parametric statistical tests for continuous data

1. Parametric tests are commonly used to evaluate the presence of statisti-
cally significant differences between groups when the distribution of
scoresin a population is normal and when the sample sizeislarge.

2. Commonly used parametric statistical tests include t-tests and analysis
of variance (ANOVA), and linear correlation (Example 26-1).

3. Linear correlation isthe degree of relationship between two continu-
ous variables which can be assessed using linear correlation coefficients
(r) that range between -1 and +1.

Example 26-1. Commonly Used Statistical Tests

A consumer group would like to evaluate the success of three different commercial
weight loss programs. To do this, subjects are assigned to one of three programs é%roup
A, group B, and group C. The average weight of the subjectsisnot s é]nlflcantly Iffer-
ent at the start of the study (Time 1). Each group follows a different diet regimen. At
Time 1 and at the end of the 6-week study (gl' ime 2), the subjects are weighed and their
blood pressure meansurements are obtained. Examples of how statistical tests can be
used to analyze the results of this study are given below.

t-test: Difference between the means of two samples
Independent (nonpaired) test: Tests the mean difference in body weights of sub-
jectsin group A and subjectsin group B at Time 1 (i.e., two groups of subjects are sam-
pled on one occasion).

Dependent (paired) test: Tests the mean difference in body weights of peoplein
group A at Time 1 and Time 2 (i.e., the same people are sampled on two occasions).

Analysis of variance: Differences between the means of more than two samples.

One-way analysis: Tests the mean differencesin body weights of subjectsin group A,
group B, and group C at Time 2 (i.e., one variable: group).

Two-way analysis: Tests the mean differences in body weights of men and women
and in body weights of group A, group B, and group C a Time 2 (i.e., two variables:
sex and group)

Correlation: The mutual relation between two continuous variables

Tests the relation between blood pressure and body weight in all subjectsat Time 2.

Chi-square test: Differences between frequencies in a sample

Tests the difference among the percentage of subjects with body weight of 140 |bs or less
ingroup A, B,and C at Time 2.
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a. If the two variables move in the same direction, p is positive (e.g., as

height increases, body weight increases, or, as calorie intake de-
creases, body weight decreases).

b. If the two variables move in opposite directions, p is hegative (e.g.,
as time spent exercising increases, body weight decreases).
B. Nonparametric statistical tests

1. If the distribution of scoresin a population is not normal or if the sample
sizeis small, nonparametric statistical tests are used to evaluate the
presence of statistically significant differences between groups.

2. Commonly used nonparametric statistical tests include Wilcoxon's (rank
sum and signed-rank), Mann-Whitney or Kruschal-Wallis tests.

C. Categorical tests

-To analyze categorical data or compare proportions, the chi-square (see
Example 26-1) or Fisher's Exact tests are used.



Review Test

1. Analysis of the data from alarge research
study reveals ap value of 0.001. These results
indicate that the researcher

(A) hascommitted atype | error

(B) hascommitted atypell error

C) canreject the null hypothesis
ED) cannot reject the null hypothesis
(E) has biased the study

Questions 2-3

On agross anatomy quiz, test scores of 10, 10,
10, 70, 40, 20, and 90 are obtained by seven
studentsin a laboratory group.

2. Which of the following correctly describes
these quiz scores?

(A) Positively skewed

) A normal distribution

) Negatively skewed

D) The mode is higher than the mean
E) Themodeisequal to the mean

(B
(C
(

(

3. The median of these quiz scoresis
(A) 10

(B) 20

(C

(

(

NN

40
D) 70
E) 9%

Questions 4-5

Systolic blood pressure is normally distributed
with a mean of 120 mm Hg and a standard de-
viation of 10.

v

4. What percentage of people would be ex-
pected to have systolic blood pressure at or
above 140 mm Hg?

(A) 1.9%
(B) 2.5%
(C) 135%
(D) 34.0%
(E) 64.2%

5. In apopulation of 500 people, how many
would be expected to have systolic blood pres-
sure between 110 mm Hg and 120 mm Hg?

(A) 80
(B) 100
(©) 125
(D) 170
(E) 250

6. Which of the following statistical testsis
most appropriately used to evaluate the differ-
ence in the percentage of women who lose
weight on a protein-sparing diet versus the per-
centage who lose weight on a high-protein diet?

(A) Paired t-test

(B) Analysisof variance
(C) Chi-square test

(D) Correlation

(E) Independent t-test

~

7. Which of the following statistical testsis
most appropriately used to evaluate differ-
ences between initial body weight and final
body weight for each woman on a protein-spar-
ing diet?

A) Paired t-test

B) Analysisof variance
C) Chi-sguare test

D) Correlation

E) Independent t-test

8. Which of the following statistical testsis
most appropriately used to evaluate the rela-
tionship between body weight and systolic blood
pressure in agroup of 25-year-old women?

(A) Paired t-test

(B) Analysis of variance
(C) Chi-square test
(D) Correlation

(E) Independent t-test

9. In astudy to determine the usefulness of a
new antihypertensive medication, 12 hyper-
tensive patients are given the new drug and 10
hypertensive patients are given a placebo. The
dependent variable in this study is

(A) the experimenter's bias
(B) giving the patients the drug
C) giving the patients a placebo
SD) the patients blood pressure following
treatment with the drug or placebo
(E) thedaily variability in the patients' blood
pressure before the drug treatment
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Answers and Explanations

TBQ-B. The correlation between parental income and USMLE Step 1 scores as shown by these
datais positive (+) (i.e., as parental income increases, scores increase). Since a correlation coef-
ficient (r) cannot be more than +1 the only possible answer is + 0.60.

1-C. With ap value of 0.001 (which is smaller than the preset alevel of 0.05), the findings are
statistically significant and the researcher can reject the null hypothesis. A type | error occurs
when the null hypothesisisrejected although it istrue. A type Il error occurs when the null hy-
pothesisis not rejected although it isfalse. There is no evidence of atype | or type |l error or that
the researcher has biased the study (see Chapter 25).

2-A, 3-B. Because of all the low scores, the distribution of these test scoresis skewed to the right
(positively skewed). Also, the mode (10) of these scores is lower than the mean 35.7, a charac-
teristic of a positively skewed distribution. In a negatively skewed distribution (skewed to the
left), the tail istoward the left (i.e., scores cluster toward the high end). In anormal distribution,
the mean, median, and mode are equal. When they are sequentially ordered, the median (mid-
die value) of these scoresis 20.

4-B, 5-D. Systolic blood pressure of 140 mmHg is 2 standard deviations above the mean (120
mmHg). The area under the curve between 2 and 3 standard deviations above the mean is about
2.35% plus about 0.15% (everything above 3 standard deviations). Thus, a total of about 2.50%
of the people will have blood pressure of 140 mmHg and above. Systolic blood pressure between
110-120 mmHg is one standard deviation below the mean. The percentage of peoPIe inthisarea
on anormal curve is 34%. Thus, 34% of 500 people, or 170 people, will have systolic blood pres-

surein the range of 110-120 mmHg.

6-C. The chi-square test is used to examine differences between frequencies in a sample-in this
case, the percentage of women who lose weight on a protein-sparing diet versus the percentage
of women who |lose weight on a high-protein diet.

7-A. Thet-test is used to examine differences between means of two samples. Thisis an exam-
ple of apaired t-test because the same women are examined on two different occasions.

8-D. Correlation is used to examine the relationship between two continuous variables-in this
case, systolic blood pressure and body weight.

9-D. The dependent variable is a measure of the outcome of an experiment. In this case, blood
pressure following treatment with the drug or placebo is the dependent variable. The indepen-
dent variable is a characteristic that an experimenter examines to see if it changes the outcome.
In this case, giving the patient a drug or placebo is the independent variable.



Comprehensive Examination

Directions Each of the numbered items or incompl ete statements in this section is followed by
answers or by completions of the statement. Select the one lettered answer or completion that

is best in each case.

1. A mother brings her 3-year-old son to the
pediatrician for awell-child checkup. The doc-
tor observes that the child relates well to her
and is able to speak in complete sentences. In
speaking to the mother, the doctor determines
that the child cannot ride atricycle, nor does
he play cooperatively with other children. Se-

lect the best description of this child's develop-

ment in language, motor, and social skills, re-

Spectively.

(A) Normal, normal, delayed
(B) Normal, delayed, normal
(C) Delayed, normal, normal
Delayed, delayed, normal
(E) Normal, normal, normal
(F) Delayed, delayed, delayed
(G) Normal, delayed, delayed

2. The parents of a 17-year-old young woman
with Down syndrome and an intelligence quo-
tient (1Q) of 70 bring her in for a school physi-
cal. The physical isrequired for admission to a
highly recommended specia education co-ed
boarding school. The parents are worried about
sending her to the school because they are
afraid that she will get pregnant. Although she
has been on oral contraceptives for the past
year, her mother must often remind her to take
them. The parents ask for the physician's ad-
vice. The doctor's most appropriate recommen-
dationis

(A) todoatubal ligation

(B) to do an oophorectomy

(C) toenroll her inalocal day school so that
she can live at home

(D) to prescribe along-acting contraceptive

(E) tosend her to the boarding school and
take no further action

ear-old child with an intelligence quo-
tlent (Ié) of 50 ismost likely to be ableto do

which of the following?

(A) Read asentence

(B) Identify colors

(C) Copy atriangle

(D) Ridea2-wheeled bicycle

(E) Understand the moral difference between
right and wrong

4. A physician diagnoses genital herpesin a
16-year-old male high school student. Prior to
treating him, the physician should

(A) notify his parents

(B) get permission from his parents

(C) notify his sexual partner(s)

(D) recommend that he tell his sexual partners
(E) notify the appropriate state agency

5. A 14-year-old boy tells his physician that he
masturbates every day. He is doing well in
school and is the captain of the school basket-
ball team. The doctor's next move should be to

(A) notify his parents

(B) refer him to an adolescent psychologist

(C) reassure him that his behavior is normal

(D) tell him to become more involved in school
sports

(E) measure hislevel of circulating testos-
terone

6. A 49-year-old sexually active woman tells
her physician that she is experiencing hot
flashes and has not menstruated in 4 months.
She asks the doctor when she can discontinue
use of birth control. The physician's most cor-
rect responseis

(A) 6 months after the last menstrual period
(B) 1 year after the last menstrual period

C) dfter age 55

ED) immediately

(E) when the hot flashes subside

7."Head Start," an early-intervention enrich-
ment program for normal but disadvantaged
preschoolers, is aimed at reducing the likeli-
hood of school failure in grade school. "Head
Start” is an example of

A) primary prevention

%Bg secondary prevention

Ecg tertiary prevention

D) systematic desensitization
(E) behavior modification
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8. Of thefollowing people, which oneislikely
to use the most Medicare services and funds
during his or her lifetime?

(A) African-American male smoker
African-American female smoker
African-American male nonsmoker
African-American female nonsmoker
White male smoker

White female smoker

White male nonsmoker

White femal e nonsmoker

9. A child uses about 10 individua words,
climbs stairs using one foot at atime, can stack
3 blocks and runs from but quickly returnsto
his mother. This child's age is most likely to be

AAAAAAA
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A. 8 months

B. 12 months
C. 18 months
D. 36 months
E. 48 months

10. Of the following, the most likely reason for
aphysician to be sued for malpractice is that
the physician

(A) prescribed a medication incorrectly

(B) had poor rapport with a patient

(C) did an unsuccessful surgery

(D) canceled an appointment with a patient
(E) made apoor medical decision

11. A65-year-old woman signs a document that
gives her husband durable power of attorney.
Five days later she has a stroke, goesinto a
coma, and enters a persistent vegetative state.
The most appropriate action for the physician to
takeisto

(A) getacourt order to start life support

(B) follow the wishes of the husband

(3 not provide life support

E ) contact the women's adult children

(E) turn the case over to the ethics committee
of the hospital

12. The majority of elderly Americans spend
most of the last 5 years of their lives

(A) inanursing home
(B) with family

(C) ontheir own

(D) inahospice

(E) inahospital

13. The husband of an 85-year-old patient with
dementia of the Alzheimer's type tells the doc-
tor that he isworried because the patient keeps
wandering out the front door of the house. Of
the following, the most appropriate recommen-
dation for the doctor to makeisto

(A) userestraints

(B) label all the doors

EC) prescribe diazepam

D) prescribe donepezil [Aricept]

(E) place the patient in a nursing home

14, An 8-year-old child with normal intelli-

gence reads, communicates well, and gets along
well with the other children in school. However,

he often argues with the teacher. His parents
tell the doctor that he often seems angry toward
them and rarely follows their rules. The best

description for this child's behavior is

(A) normal o .

(B) attention-deficit hyperactivity disorder
(ADHD)

(C) autistic disorder

(D) oppositional defiant disorder

(E) conduct disorder

15. Which of the following agentsis most useful
to treat a 28-year-old male patient who experi-
ences cataplexy, hypnagogic hallucinations, and
avery short rapid eye movement (REM) la-
tency?

(A) A benzodiazepine

(B) A barbiturate

(©) Anamphetamine

(D) An antipsychotic

(E) An antidepressant

16. A woman who had a normal delivery 2
days ago tells her doctor that she feels sad and
cries for no reason. She appears well-groomed
and is taking congratulatory calls and visits
from friends and family. Her physician should

(A) tell her to stop worrying

(B) have her call his office daily over the next
two weeks to report how sheisfeeling

(C) recommend a consultation with a psychi-
atrist

(D) prescribe an antidepressant

(E) prescribe a benzodiazepine

17. Although transplants can save many lives,
there are fewer transplants done than are
needed. Of the following, the primary reason
for thisis because

(A) thereare not enough donors

(B) patients are usually too ill to withstand
surgery

(C) transplants are too expensive

(D) transplants have a high chance of rejec-
tion

(E) the drugs used to prevent rejection are too
toxic



18. A 22-year-old medical student has a parotid
gland abscess and an excessive number of den-
tal caries. Sheis of normal weight for her
height, but seems distressed when the doctor
questions her about her eating habits. This
young woman is most likely to be suffering from

(A) bulimianervosa

(B) anorexianervosa

(C) conversion disorder

(D) avoidant personality disorder

(E) passive-aggressive personality disorder

19. After a 20-year-old woman ingests wine
and cheese she is brought to the emergency de-
partment in a hypertensive crisis. The pre-
scription drug most likely to have caused this
problemis

(A) an antidepressant agent

B) an antipsychotic agent

C) an antimanic agent

D) abenzodiazepine

E) abarbiturate

20. Which of the following patientsis at high-
est risk for suicide?

(A) A 55-year-old divorced woman

(B) A 55-year-old divorced man

C) A 55-year-old married woman

?D{ A 55-year-old married man

(E) A 55-year-old widowed woman

21. Which of the following is most likely to be
seen in 50-year-old women in all cultures?

(A) The"empty-nest" syndrome

(B) Depression

(C) Anxiety

}D)) Insomnia
E) Hot flashes

—~—~—~——

22. Patients commonly prefer selective sero-
tonin reuptake inhibitors (SSRIs) to tricyclic an-
tidepressants because SSRIs are more likely to

(A) elevate mood

(B) work quickly

E% lower blood pressure
) enhance sleep

(E) bewell tolerated

23. A 28-year-old man who is afraid to drive a
car istaught relaxation techniques and is then
shown a photograph of acar. Later in treat-
ment, he is exposed to toy cars, then to real
cars. Finally, he drives a car. This treatment
technique is best described as

(A) implosion

(B) biofeedback

(C) aversive conditioning

(D) token economy

(E) flooding

(F) systematic desensitization
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(G) cognitive therapy

24. A 59-year-old male patient has just recov-
ered from a myocardial infarction. During a
follow-up examination he asks the physician
what is the best position for sexual intercourse
with hiswife. The physician's best recommen-
dationis

(A) facetoface, lying on their sides

(B) faceto face, female superior

C) facetoface, male superior

?D{ male behind female, lying on their sides
(E) avoid sexual activity for at least 1 year

25. A mildly demented 83-year-old man is
brought to the emergency department by his
daughter with whom he lives. He smells of
urine, is undernourished, and has bruises on
both of his arms and abrasions on one wrist. He
denies that anyone has harmed him. The most
appropriate first action for the doctor to take
after treating the patient isto

(A) speak to the daughter about the possibil-
ity that the man has been abused

(B) send him home with his daughter

(C) contact the appropriate state social ser-
vice agency

(D) order a neurological evaluation

(E) release the patient into the care of an-
other relative

26. Of the following, the ethnic group with the
lo gest life expecianey 1s

(A) Asian Americans
(B) African Americans
(C) White Americans
(D) Native Americans

27. In the United States, which of the follow-
ing is the most common belief concerning men-
tal illness?

(A) Itistherapeutic to discuss your internal
emotional problems with others

(B) Mental illness signifies personal weak-
ness

(C) Unconscious conflicts can be manifested
as physical illness

(D) Mentally ill people have good self control

(E) Mentaly ill people usually seek help
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28. A 30-year-old man presents with a severe
headache. During the interview, he states that
he believes that his headache started when his
neighbors came into his home and harassed
him while he was sleeping the previous night,
as they have done many timesin the past. The
patient has no history of psychiatric illness. He
has good social and work relationships. Except
for his comments about the neighbors, his
thoughts seem clear, logical, and appropriate.
The most likely diagnosis for this man is

(A) schizophrenia
(B) bipolar disorder
EC) delusional disorder
D) schizoaffective disorder
(E) schizoid personality disorder

29. A 26-year-old woman tells her friends and
family that she is pregnant with Michael Jack-
son's child. She has never met the singer and 2
pregnancy tests are negative. There is no other
evidence of athought disorder. Thiswoman is
most likely to be suffering from

(A) schizophrenia

(B) bipolar disorder

(C) delusional disorder

(D) somatization disorder

(E) schizoid personality disorder

30. A 40-year-old woman goes to her gynecolo-
gist for ayearly checkup. Which of the follow-
ing ismost likely to cause death in awoman of
this age?

(A) Pregnancy

(B) Anintrauterine device
(C) Oral contraceptives
(D) Barrier contraceptives
(E) A progesterone implant

31. A 29-year-old male patient with psoriasis
on his hands and arms asks his doctor how to
deal with the reaction of people when they see
the rash. The doctor's best response is

(A) "Act like nothing iswrong"

(B) "Wear long-deeved shirts'

(C) "Tell peoplethat it is not contagious"
(D) "Stay at home as much as possible"

(E) "Tell peoplethat it is not their business’

32. The usual standards of doctor-patient con-

fidentiality would apply to which of the follow-

ing patients?

(A) A man who tells his physician that he
plans to shoot his partner

(B) A bereaved woman who tells her physi-
cian that she has had thoughts of suicide

(C) A man who tells his physician that he has
been sexually abusing his 10-year-old step-
daughter

(D) An HIV-positive man who is engaging in
sexual intercourse without condoms

(E) A depressed woman who tells her physi-
cian that she has saved up 50 secobarbital
tablets and wantsto die

33. Doctor A isaware that doctor B has made
a serious mistake in treating a very ill hospi-
talized patient. Most appropriately, Doctor A
should

(A) talk to Doctor B about his lapse

(B) warn Doctor B that he will be reported if
he continues to make mistakes

(C) report Doctor B's action to Dr. B's superior
at the hospital

(D) report Doctor B's action to the police

(E) recommend that Doctor B be transferred
to another hospital

34. To evaluate unconscious conflicts in a 20-
year-old man using drawings depicting am-
biguous social situations, which isthe most ap-
propriate test?

(A) Thematic Apperception Test (TAT)

(B) Minnesota Multiphasic Personality Inven-
tory (MMPI)

(C) Wechder Intelligence Scale for Children-
Revised (WISC-R)

(D) Rorschach Test

(E) Vineland Social Maturity Scale

(F) Wide Range Achievement Test (WRAT)
(G) Folstein Mini-Mental State Examination
(H) Glasgow Coma Scale

35. The basic defense mechanism on which all
others are based, and which is used to prevent
unacceptable emotions from reaching aware-
ness, is known as

(A) repression

(B) sublimation

(C) dissociation

(D) regression

(E) intellectualization

36. Aninfant's ability to roll over from belly to
back usually begins at what age?

(A) 0-3 months
(B) 5-6 months
(C) 7-10 months
(D) 11-15 months
(E) 16-30 months

C
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37. A patient in the emergency department
has just been involved in a car accident. The
doctor suspects that she has been drinking. For
the patient to be declared legally intoxicated,
her blood alcohol concentration (BAC) must
fall into which of the following ranges?

(A) 0.05%:-0.09%
(B) 0.08%-0.15%
(C) 0.40%-0.50%
D) 1.5%-2.0%
E) 2.5%-3.0%

38. Of the following agents, which is the most
appropriate heterocyclic antidepressant for a
45-year-old air traffic controller who must stay
aert on thejob?

(A) socarboxazid
) Tranylcypromine
(C) Trazodone
Doxepin
(E) Amoxapine
( Fluoxetine
Desipramine
(H) Nortriptyline
(1) Amitriptyline
(J) Imipramine
39. A 70-year-old woman reports that she has
difficulty sleeping through the night because of
Wsi stent muscular contractionsin her legs.
hich of the following sleep disorders best
matches this picture?

(A) Kleine-Levin syndrome

(8) Nightmare disorder

(C) Sleep terror disorder

(D) Sleep drunkenness

(E) Circadian rhythm sleep disorder
(F) Nocturnal myoclonus

(G) Restlessleg syndrome

40. A pilot whose plane is about to crash ex-

lains the technical details of the engine mal-
unction to his copilot. The defense mechanism
that the pilot isusing is

(A) repression

(B) sublimation

(C) dissociation

(D) regression

(E) intellectualization

41. Most children begin to walk without assis-
tance at what age?

(A) 0-3 months
(B) 5-6 months
(¢) 7-10 months

(D) 11-15 months
(E)’ 16-30 months

Comprehensiue Examination / 265

42. A 40-year-old woman with tension head-
aches has the tension in the frontalis muscle
measured regularly. The readings are projected
to her on a computer screen. Sheis then taught
to use mental techniques to decrease muscle
tension. Which of the following treatment tech-
niques does this example illustrate?

(A) Implosion

(B) Biofeedback

(C) Aversive conditioning
(D) Token economy

(E) Flooding

(F) Systemic desensitization
(G) Cognitive therapy

43. A patient reports that despite the fact that
he goesto sleep at 11:00 pm and wakes up at
7:00 am, he does not feel fully awake until
about noon each day. His wife states that he
appears to be sleeping soundly at night. The

atient denies substance abuse. Which of the
ollowing sleep disorders best matches this pic-
ture?

(A) Kleine-Levin syndrome

(B) Nightmare disorder

(C) Sleep terror disorder

D) Sleep drunkenness

EEg Circadian rhythm sleep disorder
(F) Nocturnal myoclonus

(G) Restlessleg syndrome

44, A 33-year-old patient tells you that he
drinks at least 10 cups of coffee per day. Of the
following effects, which is most likely in this

patient?

A) Blood pressure reduction
EB) Lethargy
(C) Tachycardia

3 Decreased gastric acid secretion
(E) Depressed mood

45. The social smile commonly first appears at
what age?

(A) 0-3months
(B) 5-6 months
(C) 7-10 months
(D) 11-15months
(E) 16-30 months
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46. To evaluate reading and arithmetic skillsin
a 30-year-old hospitalized male patient, which
isthe most appropriate test?

(A)  Thematic A

(B) Minnesota
tory MMP!)

) Wechsler Intelllgence Scale for Children-
Rewsed (WISC-R)

(D) Rorschach Test

(E) Vineland Social Maturity Scale

(F) Wide Range Achievement Test (WRAT)

(

(

eﬁtlon Test (TAT)
ultiphasic Personality Inven-

) Folstein Mini-Mental State Examination
) Glasgow Coma Scale

47. Slow-waves are characteristic of what
sleep stage?

(A) Stagel

(B) Stage?2

© Stag% 3and 4 (delta)

(D) REM dleep

48. Normal infants begin visually following
faces and objects with their eyes (tracking) at
what age?

A) 0-3 months

gB) 5-6 months

(C) 7-10 months

(D) 11-15 months

(E) 16-30 months

49. A65-year-old physician who has been given
adiagnosis of terminal pancreatic cancer re-
peatedly discusses the technical aspects of his
case with other physiciansin the hospital. The
defense mechanism this physicianisusing is

(A) acting out
B) sublimation
Ecg denial
(D) regression
(E) intellectualization
(F) reaction formation

50. An anxious, depressed teenager stealsa
car. The defense mechanism that this teenager
isusingis

(A) acting out

(B) sublimation

(C) denid

(D) regression

(E) intellectualization
(F) reaction formation

51. A 50-year-old hospitalized patient has just
received adiagnosis of breast cancer. She states
that the biopsy wasin error and checks out of
the hospital against the advice of her physician.
The defense mechanism that this patient is us-
ingis

(A) acting out

(B) sublimation

(C) denial

(D) regression

(E) intellectualization

(F) reaction formation

52. A patient, although she isangry at her doc-
tor because he canceled her previous appoint-
ment at the last minute, tells him at her next
appointment that she really likes histie. The
defense mechanism that this patient isusing is

(A) acting out
(B) sublimation
(B denial
) regression
(E) intellectualization
(F) reaction formation

53. A 28-year-old woman who works as an an-
i mal caretaker lives with her elderly aunt and
rarely socializes. She reports that, although
she would like to have friends, when coworkers
ask her to join them for breaks, she refuses be-
cause sheis afraid that they will not like her.
This behavior is most closely associated with
which of the following personality disorders?

(A) Passive-aggressive personality disorder
(B) Schizotypal personality disorder

(C) Antisocial personality disorder

(D) Paranoid personality disorder

(E) Schizoid personality disorder

(F) Obsessive-compulsive personality disorder
(G) Avoidant personality disorder

(H) Histrionic personality disorder

54. A 35-year-old man comesto the physician's
office dressed all in bright yellow. He reports
that his mild earache felt like "aknifein his
ear" and saysthat he feels so hot that he "must
be dying." This behavior is most closely associ-
ated with which of the following personality
disorders?

) Passive-aggressive personality disorder
) Schizotypal personality disorder
(C) Antisocia personality disorder
) Paranoid personality disorder
(E) Schizoid personality disorder
(F) Obsessive-compulsive personality disorder
(G) Avoidant personality disorder
(H) Histrionic personality disorder



55. A 24-year-old patient is experiencing in-
tense hunger as well as tiredness and headache.
This patient is most likely to be withdrawing
from which of the following agents?

(A) Alcohol

(B) Secobarbital

(C) Phencyclidine (PCP)

(D) Amphetamine

EE} Lysergic acid diethylamide (LSD)
F) Diazepam

(G) Herain

(H) Marijuana

56. A 40-year-old man with ahistory of de-
pression and insomniais brought to the emer-
gency department with signs of severe respira-

tory depression. The drug most likely to be
responsible for these symptomsis

(A) Alcohal

(B) Secobarbital

C) Phencyclidine (PCP)

E % Amphetamine

(E) Lysergic acid diethylamide (L SD)
(F) Diazepam

(G) Herain

Marijuana

57. The police bring a 25-year-old man to the
hospital in a coma. His girlfriend tells the
physician that prior to having a convulsion and
fainting, he became combative, showed strange
darting eye movements, and said that he felt
his body expanding and floating up to the ceil-
ing. Of the following, the drug most likely to be
responsible for these symptomsis

(A) acohol

(B) secobarbital
(C) phencyclidine (PCP)

(D) amphetamine

(E) lysergic acid diethylamide (L SD)
(F) diazepam

(G) herain

(H) marijuana

58. A patient who has been a heavy coffee
drinker is hospitalized and not permitted to
take anything by mouth. Which of the follow-
ing is the patient most likely to demonstrate
the day after hospitalization?

(A) Excitement

(B) Euphoria

(C) Headache

(D) Decreased appetite
(E) Pupil dilation
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59. To evaluate level of consciousness and at-
tention in a 50-year-old femal e stroke patient,
which of the following is the most appropriate
test?

A Thematic A tion Test (TAT)
Minnesota ultl asic Personality Inven-
tory (MMPI)

(C) Wechdler Intelligence Scale for Children-
Revised (WISC-R)

(D) Rorschach Test

(E) Vineland Social Maturity Scale

(F) Wide Range Achievement Test (WRAT)

(G) Glasgow Coma Scale

60. The electroencephalogram of a 28-year-old
patient shows mainly alpha waves. This pa-
tient ismost likely to be

(A) awake and concentrating

(B) awake, relaxed, with eyes closed
(C) in Stage 1 sleep

(D) in Stage 4 sleep

(E) in REM sleep

61. A 24-year-old woman experiences pelvic
pain when she and her boyfriend attempt to
have sexual intercourse. No abnormalities are
found during pelvic examination. This woman
is most likely to be suffering from

(A) fetishism

(B) functional vaginismus

(C) sexual aversion disorder

(D) orgasmic disorder

(E) functional dyspareunia

(F) female sexual arousal disorder
(G) hypoactive sexual desire

62. A 65-year-old woman whose husband died
3 weeks before cries much of the time and
sleeps poorly. Also, she states that she thinks
that she saw her husband walking down the
street the day before. The most appropriate
first action by her physicianisto

(A) recommend avacation

(B) provide support and reassurance

(C) prescribe antipsychotic medication
(D) prescribe antidepressant medication
(E) recommend a psychiatric evaluation

63. Which of the following individuals has the
highest nisk far ewvelogimg; schizophrenia?

(A) Thedizygotic twin of aschizophrenic per-
son

(B) The child of two schizophrenic parents

(C) The monozygotic twin of a schizophrenic
person

(D) The child of one schizophrenic parent

(E) A child raised in an institutional setting
when neither biological parent was schizo-
phrenic
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64. Which of the following statements is most
likely to be evidence of psychotic featuresin a
severely depressed 49-year-old man?

(A) "1 am an inadequate person"

(B) "1 am aworthless human being"

(C) "I will never get better"

(D) "I am afailurein my profession"

(E) "I am personally responsible for the crash
of Pan Am Flight 800"

65. A 7-year-old child requires a blood trans-
fusion within 24 hours for alife-threatening
injury. If, for religious reasons, the parents
refuse to allow the transfusion, the physician
should

(A) givethe child the transfusion immedi-
ately

(B) obtain a court order and then give the
child the transfusion

(C) obtain permission from another family
member

(D) have the child moved to another hospital

(E) follow the parents instructions and do not
give the child the transfusion

(@)

66. A patient who has suffered a major psy-
chological stressis examined because of severe
hearing loss. No medical cause can be found.
Which of the following is likely to be true about
this patient?

(A) The patient isold

B) The patient is male

C) The patient iswell educated

D) The patient's hearing loss appeared sud-
denly

E) The patient isvery upset about the hear-
ing loss

(
(
(

67. Long-term psychiatric hospitalsin the
United States are owned and operated primar-

ily by

(A) universities

(B) private investors

(C) state governments

(D) municipal governments
(E) thefederal government

68. A 60-year-old janitor from New Y ork whose
wife died recently isfound in Akron, Ohio,

working as a salesman. He does not know how
he arrived there. This man is probably suffer-

ing from

(A) dissociative amnesia

(B) dissociative fugue

(C) somatization disorder

(D) conversion disorder

(E) depersonalization disorder

69. Which of the following conditions com-
monly becomes apparent in the fourth or fifth
decade of life?

(A) Dementia of the Alzheimer's type
(B) Klinefelter's syndrome

(C) Turner's syndrome

(D) Tourette's disorder

(E) Huntington's disease

70. During an ophthalmologic examination, a
30-year-old schizophrenic female patient is
found to have retinal pigmentation. This pa-
tient is most likely to be taking which one of
the following antipsychotic agents?

(A) Chlorpromazine
(B) Haloperidol

(C) Perphenazine
(D) Trifluoperazine
(E) Thioridazine

71. A normal 24-year-old woman in hon-REM
deep islikely to show which of the following?

(A) Dreaming

(B) Increased pulse

(C) Clitora erection

(D) Skeletal muscle relaxation

(E) Deltawaves on the electroencephal ogram

72. Of the following disorders, the one to show
the largest sex differenceis

(A) cyclothymic disorder

(B) major depressive disorder
(C) bipolar disorder

%Dg hypochondriasis

E) schizophrenia

73. Negative predictive value is the probabil-
ity that a person with a

(A) negativetest isactually well

(B) positive test is actually well

(C) negativetest is actually ill

(D) positivetest isactually ill )

(E) positivetest will eventually show signs of
theillness

74. In alaboratory study, it is shown that the
uterus risesin the pelvic cavity during sexual
activity. In which stage of the sexual response
cycle does this phenomenon first occur?

(A) Excitement
(B) Plateau
(C) Orgasm
(D) Emission
(E) Resolution



75. A married couple tells the physician that
their sex life has been poor because the hus-
band gjaculates too quickly. The doctor tells
them that the "squeeze technique" would be
helpful. In this technique the person who ap-
pliesthe "squeeze" is

(A) the husband

(B) thewife

(C) thephysician
(D) asextherapist
(E) asex surrogate

76. Which of the following statistical testsis
most appropriately used to evaluate differ-
ences among mean body weights of women in
three different age groups?

A endent (paired) t-test
(B) Cﬁlpsquare ggﬂ )
B Analysis of variance
) Independent (unpaired) t-test
(E) Fisher'sexact test

77. A 39-year-old man (who has never before
had problems with erections) begins to have
difficulty achieving an erection during sexual
activity with hiswife. The very first time he
had trouble maintaining an erection was at a
beach party when he had "too much to drink."
This man is suffering from which of the follow-
ing sexual dysfunctions?

(A) Primary erectile dysfunction
(B) Secondary erectile dysfunction
(C) Sexual aversion disorder

(D) Orgasmic disorder

(E) Dyspareunia

(F) Hypoactive sexual desire

78. A study was carried out to determine
whether exposure to liquid crystal display
(LCD) computer screensin the first trimester
of pregnancy resultsin miscarriage. To do this,
50 women who had miscarriages and 100
women who carried to term were questioned
the day after miscarriage or delivery, respec-
tively, about their exposure to LCDs during
pregnancy. If 10 women who had miscarriages
and 8 women who carried to term used LCDs
during their pregnancies, the odds-risk ratio
associated with LCDs in pregnancy is approx-
imately

(A) 1 9
(B) 2

(@) 10 0
(D) 204
(E) 46
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79. In a cohort study, the ratio of the incidence
rate of miscarriage among women who use lig-
uid crystal display (LCD) computer screensto
the incidence rate of miscarriage among women
who do not use LCD computer screensisthe

(A) attributable risk
@ odds-risk ratio
) incidenc~rate
(D) prevalenceratio
(E) relativerisk

Questions 80 and 81

In astudy, the incidence rate of tuberculosisin
people who have someone living in their home
with tuberculosisis 5 per 1000. The incidence
rate of tuberculosisin people who have no one
living in their home with tuberculosisis 0.5 per
1000.

80. What istherisk for getting tuberculosis at-
tributable to living with someone who has tu-
berculosis (attributable risk)?

(A) 15

(B) 45

(C) 75

(D) 95

(E) 10.0

81. How many times higher istherisk of get-
ting tuberculosis for people who live with a pa-
tient with tubercul osis than for people who do
not live with atuberculosis patient (the relative
risk)?

A) 1 5

(B) 4

(@] 7. 5

(D) 95

(E) 100

82. To estimate the relative risk in a case-con-
trol study, which of the following is calculated?

(A) Attributable risk
(B) Odds-risk ratio
(C) Incidencerate

(D) Prevalenceratio
(E) Sensitivity

83. A 50-year-old female high school teacher
reports that she has been "feeling very low" for
the past 3 months. She often misses work be-
cause she feelstired and hopeless and has
trouble sleeping. When the doctor questions
her she says"Doctor, the Lord callsall his chil-
dren home." This patient is most likely to be
suffering from

(A) cyclothymic disorder
major depressive disorder
bipolar disorder
hypochondriasis
schizophrenia

/-V\,-\A
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84. A 32-year-old man survives aplane crashin
which four passengers died. Two weeks after the
crash he has difficulty remembering aspects of
the event. He also feelsisolated and distant
from others. This patient is most likely to be suf-
fering from which of the following disorders?

(A) Post-traumatic stress disorder (PTSD)
(B) Generalized anxiety disorder

(C) Obsessive-compulsive disorder (OCD)
(D) Panic disorder

(E) Acute stressdisorder

85. One year after she was robbed at knifepoint
in the street, a 28-year-old woman jumps at
every loud noise, has nightmares about the rob-
bery, and is anxious much of the time. Of the fol-
lowing, the best diagnosis for this patient is

(A) post-traumatic stress disorder (PTSD)
(B) generalized anxiety disorder

Ecg obsessive-compulsive disorder (OCD)
D) panic disorder

(E) acute stress disorder

86. At theclose of alonginterview with an el-
derly male patient, the physician says, "Let's
seeif | have taken all of the information cor-

rectly," and then sums up the information that
the patient has given. Thisinterviewing tech-
nique is known as

A) confrontation
EBg validation
(C) recapitulation
(D) facilitation

(E) reflection

(F) direct question
(G) support

87. "Many people feel the way you do when
they first need hospitalization” is an example
of the interview technique known as

(A) empathy

B) validation

C) recapitulation
D) facilitation
E) reflection

F) direct question
G) support

88. After a patient has described his symp-
toms and the time of day that they intensify,
the interviewer says, "Y ou say that you felt the
pain more in the evening?' This questionisan
example of the interview technique known as

(A) confrontation
(B) validation
(C) recapitulation
(D) facilitation

(E) reflection

(F) direct question
(G) support

P

89. "You say that you are not nervous, but you
are sweating and shaking and seem very upset
to me" is an example of the interviewing tech-
nique known as

(A) confrontation
(B) validation

(C) recapitulation
(D) facilitation

(E) reflection

(F) direct question
(G) support

90. A patient relates to the doctor, "If | am
seated at a table in the center of arestaurant
rather than against the wall, | suddenly get
dizzy and feel like | cannot breathe.” This pa-
tient is describing a(n)

(A) hallucination
(B) delusion

(C) illusion

(D) panic attack

91. A patient relates to the doctor, "Last week, |
thought | saw my father who died last year go
around the corner." This patient is describing

a(n)

(A) hallucination
(B) delusion

(C) illusion

(D) panic attack

92. The most appropriate method to deter-
mine in what part of the brain oxygen is used
during the translation of awritten passage
from French to English is

(A) computed tomography (CT)
(B) dexamethasone suppression test (DST)
(C) evoked potentials
((ED) electroencephal ogram (EEG)
) galvanic skin resonse
(F) positron emission tomography (PET)

93. The most appropriate diagnostic technique
to evaluate hearing loss in a 3-month-old infant
is

(A) computed tomography (CT)

(B) dexamethasone suppression test (DST)
(C) evoked potentials

(D) electroencephalogram (EEG)

(E) galvanic skin response

(F) positron emission tomography (PET)



94. A 42-year-old woman pretends that sheis
paralyzed following an automobile accident in
order to collect money from the insurance com-
pany. Thiswoman is demonstrating

(A) psychogenicfugue

(B) deredlization

(C) factitious disorder

(D) malingering

(E) conversion disorder

(F) multiple personality disorder
(G) depersonalization disorder
(H) body dysmorphic disorder

95. A 42-year-old woman pretends that sheis
paralyzed following an automobile accident in
order to gain attention from her doctor. This
patient is demonstrating

(A) psychogenic fugue
derealization

factitious disorder
malingering

conversion disorder

(F) muiltiple personality disorder
G) depersonalization disorder
(H) body dysmorphic disorder

—~———
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96. A 54-year-old woman who is depressed
awakens at 4:00 am every morning and cannot
fall back asleep. Sheisthen tired all day. This
woman which of the following sleep disorders

(A) narcolepsy

(B) Kleine-Levin syndrome
(C) insomnia

(D) obstructive sleep apnea
(E) dleep terror disorder

97. A 40-year-old man who is overweight re-
ports that he feelstired all day despite having
8 hours of sleep each night. This man's problem
indicates that he is suffering from

(A) narcolepsy
(B) Kleine-Levin syndrome

(C) insomnia
(D) obstructive sleep apnea
(E) sleep terror disorder

98. A patient reports, in a dispassionate way,

that she has no sensation in her left arm. Phys-
ical examination failsto reveal evidence of a
physiological problem. This patient is most
likely to be suffering from

(A) hypochondriasis

(B) body dysmorphie disorder
(C) conversion disorder

(D) somatization disorder

(E) somatoform pain disorder
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99. Despite the doctor's reassurances and neg-
ative biopsies of 5 different moles, a 45-year-
old patient appears very worried and tells the
doctor that he believes that his remaining
moles should be biopsied because they are
"probably melanomas." Of the following, this
patient is most likely to be suffering from

(A) hypochondriasis

(B) body dysmorphic disorder
(C) conversion disorder

(D) somatization disorder

(E) somatoform pain disorder

100. A dog learns to turn a doorknob with its
teeth because this behavior has been rewarded
with atreat. Thisis an example of the type of
learning best described as

(A) operant conditioning

(B) aversive conditioning

(C) spontaneous recovery

(D) modeling

(E) stimulus generalization

101. Each time a 35-year-old man receives
physical therapy for a shoulder injury, hispain
lessens. This makes him return for more phys-
ical therapy sessions. Thisis an example of
which of the following?

(A) Implosion
(B) Stimulus generalization

(C) Systematic desensitization
D) Flooding
E) Intermittent reinforcement

(

(

(F) Fixed ratio reinforcement
(G) Negative reinforcement

102. A 75-year-old woman who lives alone de-
velops ahigh fever and is brought to the hos-
pital by a neighbor. Although the woman can
state her name, sheis not oriented to place or
time and mistakes the orderly for her nephew.
Thiswoman is most likely to be suffering from

(A) depression (pseudodementia)

(B) Tourette's disorder

(C) dementiaof the Alzheimer'stype

(D) delirium

(E) amnestic disorder (Korsakoff's syndrome)

103. A 19-year-old man is brought to the hos-
pital by the police. The policeman states that
when stopped for a minor traffic violation, the
man cursed at him and showed bizarre gri-
macing. Thisyoung man is most likely to be
suffering from

(A) depression (pseudodementia)

(B) Tourette's disorder

(C) dementiaof the Alzheimer'stype

(D) delirium

(E) amnestic disorder (Korsakoff's syndrome)
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104. A 63-year-old female patient cannot iden-
tify the man sitting next to her (her husband).
Physical examination is unremarkable and
there isno history of drug or alcohol abuse. The
patient is alert and seems to be paying attention
to the doctor. This patient is most likely to be
suffering from

(A) depression (pseudodementia)

(B) Tourette's disorder

(C) dementiaof the Alzheimer'stype

(D) delirium

(E) amnestic disorder (Korsakoff's syndrome)
105. "I will go to church every day if only | can

get rid of thisillness' is an example of which of
the following stages of dying?

106. A mother puts a bitter substance on her
9-year-old son's fingernails in order to break
his nail-biting habit. Thisis an example of the
type of learning best described as

(A) operant conditioning
(B) aversive conditioning
(C) spontaneous recovery
(D) modeling

(E) stimulus generalization

107. A 29-year-old woman comes to the physi-
cian with symptoms of anxiety which have been
present for over 2 years and have no obvious
precipitating event. The patient has never pre-
vioudly taken an antianxiety agent. Of the fol-
lowing psychoactive agents, the best choice for

thiswoman is

(A) Denia

(B) Anger (A) diazepam (Valium)
(C) Bargaining (B) haloperidol (Haldol)
(D) Depression (C) fluoxetine (Prozac)
(E) Acceptance (D) buspirone (BuSpar)

(E) lithium

Answers and Explanations

1-B. Most normal 3-year-old children can ride atricycle, can speak in complete but short sen-
tences, and can play in parallel with (next to) other children. They generally do not play coop-
eratively with other children until about 4 years of age. Thus, this child may be delayed in mo-
tor skills but isnormal in language and social skills.

2-D. The parent's concerns are real. Therefore, to take no further action is not an acceptable choice
for the doctor. The doctor's most appropriate recommendation is to recommend a long-acting con-
traceptive for this young woman. Permanent forms of birth control such as tubal ligation or
oophorectomy are not appropriate. Preventing her from going to the school for fear of pregnancy
could limit the social, academic, and employment potential of this young woman.

3-B. Using the intelligence quotient (1Q) formula[i.e., mental age (MA)/chronological age (CA)
x 100 = 1Q] the MA of thischild is3 years (MA/6 x 100 = 50). Like anormal 3-year-old child,
someone with amental age of 3 years can identify colors but cannot read, copy atriangle, ride
a 2-wheeled bicycle, or understand the moral difference between right and wrong.

4-D. Prior to treating the 16-year-old patient, the physician should recommend that he tell his
sexual partner(s). There is no need to break doctor-patient confidentiality by telling the sexual

partner(s) since theillnessis not life-threatening. Parents do not have to be told or to give per-
mission to treat sexually transmitted diseases in minors. Herpesis not generally reportable to
state or federal health authorities.

5-C. The doctor should reassure this 14-year-old boy that masturbation is normal. Any amount of
masturbation is normal, provided it does not prevent a person from having an active, successful
life. Thereis no dysfunction in this boy and it is not appropriate to notify his parents, refer him to
apsychologist, or to measure his testosterone level.

6-B. One year after the last menstrual period signals the end of menopause, when the use of
birth control can be discontinued. The age of menopause and the occurrence of hot flashes vary
considerably among women and thus cannot be used to predict the end of fertility.
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7-A. "Head Start" and educational programs like it are examples of primary prevention, mech-
anisms to reduce the incidence of aproblem (e.g., school failure) by reducing its associated risk
factors (e.g., lack of educational enrichment).

8-H. Because Medicare coverage lasts for life and because she has the longest life expectancy, a
white female nonsmoker is likely to use more Medicare services and funds than men, African-
Americans and smokers during her lifetime.

9-C. Thischild ismost likely to be 18 months of age. At this age, children can use about 10 words,
climb stairs one foot at atime and stack 3 blocks. They also show "rapprochement,” the tendency
to run away from but then to rapidly return to their primary caregiver.

10-B. The most likely reason for a physician to be sued for malpractice is that the physician had
poor rapport with a patient. The doctor-patient relationship is the most important factor in
whether or not a patient will sue a doctor. The doctor's medical or surgical skills have relatively
little to do with whether or not the doctor will be sued by a patient.

11-B. The most appropriate action for the physician is to follow the wishes of the husband. In
this example, the husband can decide whether or not to continue life support since he has as-
sumed the power to speak for the patient by virtue of the "durable power of attorney."

12-C. Most elderly Americans spend the last 5 years of their lives living on their own in their
own residences. Approximately 5% end up in nursing homes and 20% live with family. Hospice
careisaimed at people expected to die within 6 months. Hospital stays average only 6-7 days.

13-B. The most effective intervention for this 85-year-old patient with dementia of the
Alzheimer's type who wanders out of the house isto label all the doors. She may wander out be-
cause she no longer knows where each door leads. Medications can be helpful for associated
symptoms (i.e., diazepam for anxiety) and to delay further decline (donepezil) but cannot replace
lost function. Nursing home placement should only be considered if the patient cannot be kept
at home. Long-term use of restraintsis never appropriate.

14-D. Since this child's major problem is with authority figures like his parents and teachers, the
best description for this child's behavior is oppositional defiant disorder. He reads and communi-

cates well and there is no evidence for attention-deficity hyperactivity disorder (ADHD) or autistic
disorder. He relates well to the other children in school so there is no clear evidence for conduct dis-
order.

15-C. Cataplexy, hypnagogic hallucinations and a very short rapid eye movement (REM) latency
indicate that this patient is suffering from narcolepsy. Amphetamines (but not benzodiazepines,
barbiturates, antipsychotics, or antidepressants) are indicated in the treatment of narcolepsy.

16-B. The doctor's most appropriate action is to have this patient call the doctor's office daily over
the next few weeks to report how she is feeling. Thiswoman is currently suffering from the "baby

blues’ (i.e., sadness for no obvious reason after a normal delivery). There is no specific treatment
for baby blues and the symptoms usually disappear within one week. However, because some
women with the baby blues go on to develop a major depressive episode requiring treatment, the
doctor should speak to this patient daily until her symptoms remit.

17-A. Fewer transplants are done than are needed primarily because there are not enough peo-
ple willing to donate their organs at death.

18-A. Thisyoung woman is most likely to be suffering from bulimia nervosa, an eating disorder
characterized by binge eating and purging but normal body weight. Parotid gland enlargement
and abscesses and dental caries are seen in bulimia as aresult of the forced vomiting.

19-A. The prescription drug most likely to have caused this problem is an antidepressant agent,
namely a monoamine Oxidase inhibitor (MAQI). These agents block the breakdown of tyramine (a
pressor) in the gastrointestinal tract, resulting in elevated blood pressure and other life-threaten-
ing symptoms following ingestion of tyramine-rich foods (e.g. cheese and red wine).
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20-B. Being divorced and being male are high risk factors for suicide.

21-E. Because the cause is physiological, hot flashes are the symptom of menopause most likely
to be seen in 50-year-old women in all cultures.

22-E. Patients commonly prefer selective serotonin reuptake inhibitors (SSRIs) to tricyclic anti-
depressants because SSRIs have fewer side effects and thus are more likely to be well tolerated.
Both groups of antidepressants have similar action on mood and sleep. All take 3-4 weeks to work
and neither group is particularly effective at lowering blood pressure.

23-F. Thistreatment technique in which a phobic patient is taught relaxation techniques and is
then exposed to increased "doses' of the feared object is best described as systemic desensitiza-
tion.

24-B. Because it islikely to cause the least exertion for the patient, the physician's best recom-
mendation is face to face, female superior (woman on the top). To enhance the patient's recovery,
the couple should be encouraged to return to their normal activities (including sex) as soon as
possible. Avoiding sexual activity can delay the patient's recovery.

25-C. Poor physical care, bruises, and abrasions in this demented elderly patient indicate that
he has been neglected and abused. Even though he denies that anyone has harmed him, the most
likely abuser is his daughter. Therefore, the most appropriate action for the doctor to take after
treating this patient is to contact the appropriate state social service agency. Asin cases of child
abuse, speaking to the likely abuser about the doctor's concerns is not necessary. The doctor also
cannot send the patient home with the likely abuser or with another relative. The social service
agency will deal with the patient's ultimate placement. If necessary, a neurological evaluation
can be done at alater date.

26-A. Asian Americans have a longer life expectancy (82 years for men; 86 years for women) than
African Americans (66 years for men; 74 years for women), White Americans (74 years for men; 80
years for women), or Native Americans (71 years for men; 79 years for women).

27-B. While some Americans may understand that it is therapeutic to discuss your internal

emotional problems with others or that unconscious conflicts can be manifested as physical

illness, much of the population of the United States believes that mental illnessis a sign of
personal weakness or faillure. Many also believe that mentally ill people have poor self control.

For these and other reasons, many mentally ill people do not seek help.

28-C. In persons with delusional disorder (paranoid type), delusions are present without ab-
normal thought processes. Absence of affective symptoms makes the diagnosis of bipolar disor-
der and schizoaffective disorder unlikely. Social withdrawal but no frank delusions characterize
schizoid personality disorder.

29-C. Thiswoman who believes that she is pregnant with the child of a celebrity is probably suf-
fering from delusional disorder (erotomanic type).

30-A. Pregnancy ismore likely to cause death in this 40-year-old woman than any contraceptive
technique.

31-C. The doctor's best response is " Tell people that it is not contagious.” It is better to face the
problem than to act like nothing is wrong or to put people off by telling them it is not their busi-

ness. The patient should be encouraged to get into the world and deal with the problem openly
rather than to avoid questions by wearing long-sleeved shirts or by staying at home.

32-B. The usual standards of doctor-patient confidentiality apply to the bereaved woman who has
not expressed a plan and is currently not at high risk to kill herself. In contrast, the depressed
woman who tells her physician that she has saved up 50 secobarbital tablets (has a suicidal plan)
and wantsto dieis at high risk to kill herself. Other exceptions to confidentiality include patients
who commit child abuse, put their sexual partners at risk for HIV infection, or indicate that they
plan to harm someone.
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33-C. The most appropriate action for Doctor A to take isto report Dr. B to his or her superior
at the hospital. Reporting of alapse by a colleague is required ethically because patients must
be protected. Talking to Doctor B about his lapse, warning him, reporting to the police, or
recommending atransfer may not accomplish the goal of protecting patients.

34-A. The Thematic Apperception Test (TAT) utilizes drawings depicting ambiguous social situ-
ations to evaluate unconscious conflicts in patients.

35-A. Repression, the defense mechanism in use when unacceptable emotions are prevented from
reaching awareness, is the defense mechanism on which all others are based.

36-B. Infants begin to roll over from back to belly and belly to back at about 5 months of age.

37-B. Legal intoxication is defined by blood alcohol concentrations of 0.08-0.15%, depending on
individual state law.

38-G. Desipramine is non-sedating and thus is the most appropriate heterocyclic antidepressant
for someone who must stay alert on the job. While fluoxetine is also hon-sedating, it is a selec-
tive serotonin reuptake inhibitor (SSRI), not a heterocyclic agent.

39-F. This elderly woman who reports that she has difficulty sleeping through the night because
of muscular contractionsin her legsis probably suffering from nocturnal myoclonus.

40-E. Intellectualization, using the mind's higher functions to avoid experiencing emotion asso-
ciated with the likelihood of crashing, is the defense mechanism used by this pilot.

41-D. Children usually begin to walk unassisted between 11 and 15 months of age.

42-B. The treatment technique described here is biofeedback. In this treatment, the patient is
given ongoing physiologic information about the tension in the frontalis muscle and learns to use
mental techniques to control thistension.

43-D. This patient who has afull night's sleep but does not feel fully awake until hours after he
first wakes up is suffering from sleep drunkenness. This condition is rare and the diagnosis can
only be made in the absence of other more common problems during sleep (i.e., Sleep apnea) or
substance abuse.

44-C. Tachycardia (increased heart rate) is seen. with the use of all of the stimulant drugs, in-
cluding caffeine. Stimulant drugs also tend to increase energy, blood pressure and gastric acid
secretion, and to improve mood.

45-A. The social smile commonly first appears at 5-7 weeks of age in normal infants.

46-F. The Wide Range Achievement Test (WRAT) is used clinically to evaluate reading, arith-
metic and other school-related skillsin patients.

47-C. Slow waves are characteristic of delta sleep (stages 3 and 4).
48-A. Infants can visually track a human face and objects starting at birth.
49-E. Like the pilot in questions 40, this physician, who has been given a diagnosis of terminal

ancreatic cancer, is using the defense mechanism of intellectualization (i.e., heisusing hisintel-
ect to avoid experiencing the frightening emotions associated with hisillness).

50-A. By acting out, the teenager's unacceptabl e anxious and depressed feelings are expressed
in actions (stealing a car).

51-C. By using denial, this woman unconsciously refusesto believe what to her isthe intolerable
fact that she has breast cancer.

52-F. This patient is using the defense mechanism of reaction formation, which involves adopt-
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ing behavior (i.e., complimenting the doctor) that is the opposite of the way she really feels (i.e.,
anger towards the doctor).

53-G. Thiswoman is most likely to be suffering from an avoidant personality disorder. Because
sheis overly sensitive to rejection, she has become socially withdrawn. In contrast to the schizoid
patient who prefers being alone, this patient isinterested in meeting people but is unable to do so
because of her shyness, inferiority complex, and timidity.

54-H. This behavior is most closely associated with the histrionic personality disorder. Persons
with this disorder are dramatic and call attention to themselves with dress and behavior.

55-D.. Intense hunger, tiredness, and headache are all signs of withdrawal from amphetamine.

56-B. The history of insomniaindicates that this patient may have been given a prescription for
secobarbital [Seconal]. His history of depression indicates that he may have taken an overdose
of the drug in a suicide attempt.

57-C. Phencyclidine (PCP) use, like other hallucinogens, results in feelings of altered body state.
In contrast to use of lysergic acid diethylamide (L SD), increased aggressivity is seen with PCP
use. Use of PCP aso resultsin nystagmus (i.e., abnormal horizontal or vertical eye movements).

58-C. Withdrawal from caffeine and other stimulant drugs is associated with headache, lethargy,
fdepr.on, Iand increased appetite. Pupil dilation is associated with use of, rather than withdrawal
rom, stimulants.

59-G. The Glasgow Coma Scale is used to evaluate level of consciousness and attention in pa-
tients.

60-B. Alphawaves are associated with the awake relaxed state with eyes closed.

61-E. Thiswoman is probably suffering from functional dyspareunia (i.e., physically unex-
plainable pain with sexual intercourse).

62-B. Within the first 2 months of an important loss, people may respond intensely (e.g., they may
even have theillusion that they see the dead person). The physician should provide support and
reassurance since this patient probably is experiencing a normal grief reaction. While limited use
of benzodiazepines for sleep is appropriate, antipsychotic or antidepressant medications are not
indicated as treatment for normal grief.

63-C. The monozygotic twin of a schizophrenic person has about a 50% chance of developing the
disorder. The child of one schizophrenic parent or the dizygotic twin of a schizophrenic patient
has about a 12% chance; and the child of two schizophrenic parents has about a 40% chance. Be-
ing raised in an institutional setting has not been shown to be arisk factor for schizophrenia.

64-E. Feeling that oneis personally responsible for amajor disaster when one had nothing to do
with it isadelusion in this depressed 49-year-old man. His other statements, while indicating
feelings of inadequacy and hopel essness, are commonly seen symptoms of depression but not of
psychosis.

65-B. Parents cannot refuse life saving treatment for their child for any reason. Because there
is some time before the child must have the transfusion, there is time for a court order to be ob-
tained (a court order can be obtained from ajudge within afew hours). If there is no time to ob-
tain a court order, treatment can proceed on an emergency basis.

66-D. This patient is probably suffering from conversion disorder, which involves neurological
symptoms with no physical cause. Sensory loss in patients with conversion disorder appears sud-
denly. Patients with this disorder are more likely to be young, female, and less educated. They
frequently show "la belle indifference," acurious lack of concern about the dramatic symptom.

67-C. Long-term psychiatric hospitals are owned and operated primarily by state governments.

68-B. Patients with dissociative fugue, a dissociative disorder, wander away from their homes
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and do not know how they got to another destination. This memory loss and wandering often oc-
cur following avery stressful life event, in this case the loss of hiswife.

69-E. Huntington's disease commonly first appears between the ages of 35 and 45 years. Klinefel-
ter's syndrome and Turner's syndrome are apparent by puberty; schizophrenia usually appearsin
adolescence or early adulthood; dementia of the Alzheimer's type most commonly appearsin old

age.
70-E. Retinal pigmentation is associated primarily with the use of thioridazine.

71-E. Deltawaves are seen in non-REM sleep stages 3 and 4. Penile and clitoral erection, in-
creased pulse, increased respiration, elevated blood pressure, dreaming, and complete relaxation
of skeletal muscles are all seenin REM dleep.

72-B. Of the disorders listed, the largest sex difference in occurrence of adisorder is seenin ma-
jor depressive disorder. Two times more women than men have this disorder. There is no signifi-
cant sex difference in the occurrence of schizophrenia, cyclothymic disorder, hypochondriasis, or
bipolar disorder.

73-A. Negative predictive value is the probability that a person with a negative test is actually well.

74-A. Rising of the uterus in the pelvic cavity with sexual activity (i.e., "the tenting effect") first
occurs during the excitement phase of the sexual response cycle.

75-B. The wife applies the squeeze in the squeeze technique, a method used to delay ejaculation
in men who ejaculate prematurely. In this technique, the man identifies a point at which gacu-
lation can still be prevented. He then instructs his partner to apply gentle pressure to the corona
of the penis. The erection then subsides and gjaculation is delayed.

76-C. Analysis of variance is used to examine differences among means of more than 2 samples
or groups. In this example there are 3 samples (i.e., age groups).

77-B. Thisman is suffering from secondary erectile dysfunction, problems with erection occur-
ring after a period of normal functioning. Alcohol use is commonly associated with secondary
erectile dysfunction.

78-B. The odds-risk ratio (odds ratio) is 2.9 and is calculated as follows:

Liquid crystal display

(LCD) exposure No LCD exposure
Women who miscarried A=10 B =40
Women who carried to term Cc=8 D=92

Odds ratio = (A)(D)/(B)(C) = (10)(92)/(40)(8) = 2.9

79-E. In acohort study, the ratio of the incidence rate of a condition (e.g., miscarriage) in exposed
people to the incidence rate in nonexposed people is the relative risk.

80-B, 81-E. The attributable risk is the incidence rate in exposed people (5.0) minus the inci-

dence rate in unexposed people (0.5) = 4.5. Therefore, 4.5 is the additional risk of getting tuber-
culosis associated with living with someone with tuberculosis. The relative risk isthe incidence
rate in exposed people (5.0) divided by the incidence rate in unexposed people (0.5) = 10.0. There-
fore, the chances of getting tuberculosis are 10 times greater when living with someone who has
tuberculosis than when living in a household in which no one has tuberculosis.

82-B. The odds-risk ratio is used to estimate the relative risk in a case-control study.

83-B. This patient ismost likely to be suffering from major depressive disorder. Evidence for this
is missing work, feeling hopeless and tired, and having trouble sleeping. Suicidal ideation is
shown by her reference to death (i.e., "Doctor, the Lord calls al his children home").

84-E. Sinceit isonly 2 weeks since the traumatic event occurred, this patient is most likely to be
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suffering from acute stress disorder. Post-traumatic stress disorder (PTSD) cannot be diagnosed
until at least one month has passed. Obsessive-compulsive disorder (OCD) is an anxiety disorder
characterized by obsessions and compulsions and panic disorder is characterized by sudden at-
tacks of intense anxiety and a feeling that one is about to die. In OCD, generalized anxiety disor-
der, and panic disorder there is no obvious precipitating event.

85-A. Hypervigilance (i.e., jumping at every loud noise), nightmares, and persistent anxiety af -
ter alife-threatening event is post-traumatic stress disorder (PTSD). Acute stress disorder can
only be diagnosed within one month of the traumatic event (see also explanation to Question 84).

86-C. Using recapitulation, the interviewer sums up all of the information given by the patient
to ensure that it has been correctly recorded.

87-B. "Many people feel the way you do when they first need hospitalization" is an example of
the interview technique known as validation. In validation, the interviewer gives credence to the
patient's feelings and fears.

88-E. "You say that you felt the pain more in the evening?' is an example of the interview tech-
nique known as reflection.

89-A. Commenting on body language indicating anxiety and noting inconsistencies between ver-
bal responses and body language demonstrate the interviewing technique known as confrontation.

90-D. Suddenly feeling anxious, becoming dizzy, and feeling like one cannot breathe when ex-
posed to an open area are manifestations of a panic attack with agoraphobia.

91-C. Inanillusion, an individual misperceives areal external stimulus. In this case, the indi-
vidual has seen someone but has interpreted the person as being her father. Illusions are not un-
common in anormal grief reaction.

92-F Positron emission tomography (PET) scans, which are used mainly as research tools, can
localize metabolically active brain areas in persons who are performing specific tasks.

93-C. Auditory evoked potentials, the response of the brain to sound as measured by electrical
activity, are used to evaluate loss of hearing in infants.

94-D. In malingering, the patient pretends that sheisill in order to realize an obvious (i.e,, fi-
nancial) gain.

95-C. In factitious disorder (formerly Munchausen's syndrome), the patient simulates illness for
medical attention. The gain to this patient, attention from a doctor, is not asobvious asitisin
the malingering patient (see explanation to Question 94).

96-C. Early morning awakening is a type of insomniathat is commonly seen in people with ma-
jor depressive disorder.

97-D. Patients with obstructive sleep apnea are frequently unaware that they have awakened of -
ten during the night because they cannot breathe. They may become chronically tired.

98-C. Conversion disorder involves a dramatic loss of motor or sensory function with no medical
cause. Thereis often a curious lack of concern ("labelle indifference") about the symptoms.
Hypochondriasis is an exaggerated concern with illness or normal bodily functions. People with

body dysmorphic disorder feel that there is something seriously wrong with their appearance. In
somatization disorder, patients have many different physical symptoms over many years which
have no biological cause. In somatoform pain disorder, a patient has long-lasting, unexplainable
pain.

99-A. This patient is most likely to be suffering from hypochondriasis, an exaggerated concern
with illness (and see Explanation to question 98).

100-A. In operant conditioning, a nonreflexive behavior, such as a dog turning a doorknob, is
learned by using reinforcement, such as atreat.
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101-G. In this example of negative reinforcement, a patient increases his behavior (e.g., going
to physical therapy sessions) in order to reduce an aversive stimulus (e.g., his shoulder pain).

102-D. Thiswoman is most likely to be suffering from delirium caused by the high fever.

103-B. Facial tics, cursing, and grimacing seen in this young man are symptoms of Tourette's
disorder.

104-C. This patient is most likely to be suffering from dementia of the Alzheimer's type. Because
her level of attention is normal, thisis not delirium. There is no evidence of depression (pseudo-
dementia) and this patient has no history of acohol abuse to suggest amnestic disorder.

105-C. This statement is an example of the Kiibler-Ross stage of dying known as bargaining.

106-B. In aversive conditioning, an unwanted behavior (nail biting) is paired with an unpleas-
ant stimulus (noxious-tasting substance).

107-D. Because it isless likely than the benzodiazepines (e.g., diazepam) to cause dependence,
the best medication for this chronically anxious patient is buspirone. Lithium is used to treat bipo-
lar disorder and fluoxetine is used to treat depression and other anxiety disorders, such as panic
disorder and obsessive-compulsive disorder.
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ination of, 67t
Spinal cord injury, sexual
dysfunction secondary
to, 182
Spitz, René, 4
Split custody, of child, 169
Splitting, 50t, 136, 138
Spouse, domestic abuse of,
192-193
Squeeze technique, for pre-
mature gjaculation,
180, 269, 277
SSRIs, (see Selective sero-
tonin reuptakein-
hibitors)
Standard deviation, 254
Standard error, 254
Startle reflex, 4t
Statistical analyses
elements of
measures of central ten-
dency 254
measures of dispersion,
254
normal distribution, 254
skewed distribution,
254,259-260
variables, 253-254
hypothesis testing
description of, 254-255
error, 255-256
null hypothesis, 255,
259,260
statistical probability,
256
review questions regard-
ing, 259-260
Statistical tests, (see also
specific test)
categorical, 258

characteristics of, 257t
nonparametric, 258
parametric, 257-258
review questions regard
ing, 259-260, 269,
277
Statutory rape, 194,
196-197
STDs, (see Sexually trans-
mitted diseases)
Stelazine, (see Trifluoper-
azine)
Stimulants, (see also specific
stimulant)
laboratory findings, 80t
neurotransmitter associa-
tions, 76
overview, 74
review questions regard-
ing, 83-85, 265, 275
Stimulus generalization, 56,
59,61
Stranger anxiety, 5, 10
Stress
from AIDS or HIV diagno-
sis, 213
life events perceived as,
210
physiologic effects of,
209-210
psychological, in hospital-
ized patients,
210-211
review questions regard-
ing, 214-215
Social Readjustment Rat-
ing Scale for measur-
in%, 209-210, 210t,
21

Stroke, 36
Stupor, 68t
Subcultures, (see Minority
subcultures)
Sublimation, 50t, 51-53
Substance abuse
aggressive behavior and,
190
clinical features of, 80
definition of, 73
emergency department
findings, 80t
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Zyprexa, (see Olanzapine)
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