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* Psychotic diserdess

ODx:
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- SC,\MwP\'\(‘mMC\ > 6 montus

- Schizopweniform disotder |- 6 months
depressn )

- Sdzontfectve  disocder (scwzophronio feodures « mood Symploms < mevea
Nate ; -t PSWCWOSIs decwes only Am’woa ™mood episodes : mood disorder wWith ps\sc\whc featwres

- it psychosis deewes Withowt Wood symploms ma'sav\\-vx & fwe fime : schizophrana

- sczontfective W betweem €k Qsuchosis is preseal in between mood Syme foms)

mood Symploms T RS Lo ¢ o Usd 2325+ Psychosis s ¥
w_ps o S| Law @Y O = ¢ Qo O\
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- MOD with  Pswchotic features

) sthizo phramia
- Core symptoms Cfor at least 6 months)

ngﬁ [a) Positive symProms: delusiows ; hallucwations Ces- auditory)
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mutism / stwpor / Posturing / Waxy

Stereotyped movement, bizarre HQX\bl‘l‘h/‘ J echolalio / Q(.\d.O Pp\AX'\O\ /

posturing, and muscle rigidity are
examples of catatonia, a syndrome NQ%(X\"N \S / Cotalepsy; - maintaniug o postur imposed by the examiver
which can be seen in schizophre- or s\t euen wuen &y wncanfortable

nia, depression, bipolar disorder,

and other psychiatric conditions. Symptom Description

Waxy flexibility  Limbs stay in position they’re placed

Negativism Resistance to instructions
Echolalia Mimicking speech
Echopraxia Mimicking movements

>TX: IV lorazepam Clst-\iwe)
ECT foc re.ch’rorva ses

wouy, Fleablity (swbiype of

Gtalopsvy)

- First - RanK Cscneiderion) sym@toms
o-"f\;\ (s M bd o) (Y AGS s 25) (St oAl €5 QASH)
YT Thouont  inser oW [ withdowal / broad cast
% Andikof “ halluennations CCDW\W\Q/\*‘\V\%/ o %\V\f-\ VoICeD)
w;‘?:»;* 90\33'\\1\\\'\ Penomena : e putiot feels ot e iy

W _ ace ey Controlied by an extermal force v/
ek Delusional  percegiion

- Phases
® Symp Yoms of sclizo p\/\romm oftea Pr eseat W Twe
‘Fo\\owkwx tree phases -
@ PfO éfomaf » Decline in functioning that precedes the first psychotic episode. The
patient may become socially withdrawn and irritable. They may have

physical complaints, declining school/work performance, and/or
newfound interest in religion or the occult

ibS psv)c\/w’r\c » Perceptual disturbances, delusions, and distorted thought process/content

@ Residuwad » Occurs following an episode of active psychosis. It is marked by
mild hallucinations or delusions, social withdrawal, and negative
symptoms.
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L excessiVe dopomivecac 4
Mes o lmborc O\C\"\\)'\’f‘\ o go;\o\\w{\v&) positive sympPtoms
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(prefrontal cortical)
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Ne%o“r e symptoms

Ui%fo stcodal

blocked bu}j antipsychotics
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Toberowfundiowlar
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Akathisia is an unpleasant, subjec-
tive sense of restlessness and need
to move, often manifested by the

inability to sit still. Severe akathisia

can be a risk factor for suicide.
Tx: 3R

DOWNWARD DRIFT

Lower socioeconomic groups have higher rates of schizophrenia. This may be
due to the downward drift hypothesis, which postulates that people suffering
from schizophrenia are unable to function well in society and hence end up in
lower socioeconomic groups. Many homeless people in urban areas suffer from

schizophrenia.

' KEY FACT

Schizophrenia is more prevalent

in lower socioeconomic groups

likely due to “downward drift”
(many patients face barriers
to higher education, regular

employment, and other resources,

so they tend to drift downward
socioeconomically).

%* Liness cause drop w SES
% Nt socal CausuYidw = pover’wk wcreases

risk of \wess




@ Psychotic Symptoms Definitions s tasipt is tockey w guchosic, but
often preserved og Ceqo-dystonic)

Term Meaning

Delusion <%:%.... Fixed false belief not shared by culture cseliidi s berieion reitrence,

control, grandear, ouilt, somaltic)

Vst | —ve 330 50 N
e beedastion, S v aacan U v e gt U

Hallucination Perception without stimulus coeusitory, visws! , o\fackory, , factive)
me-type 2% afquuc VoM UGN : Viswol
e type ok Psyamialeic Nuﬁilh“”’““‘\‘o‘v‘

[1lusion Misinterpretation of real stimulus

Thought blocking Sudden cessation in the flow of thought &fﬁz\‘,mm

Thought insertion External force putting thoughts into mind

eRte,:\;t;if::;\\Though‘[ echo Hearing one’s own thoughts spoken aloud @& s-semva
N o™
S : — : :
Circumstantiality Over-detailed speech that eventually reaches point
Tom%e,\ha\\’n\ Con follow Conversation but Point neves
reached or questions vever onswered
weenw L Neolooysm o newlyy owed Word O ERPression
sddaophiona Pab  has mearne,  onloy to the person
wWwo uses
Echolalien repeats (ords or Phrases
scen
otators
U

Y Ewo PRAXG mwwics  behavioe CPRAckces behavior)

TABLE 3-1. Schizophrenia versus Delusional Disorder
Schizophrenia Delusional Disorder

B Bizarre or nonbizarre delusions m Usually nonbizarre delusions
m Daily functioning significantly impaired ®m Daily functioning not significantly
m Must have two or more of the impaired
following: m Does not meet the criteria for
m Delusions schizophrenia, as described in the left
B Hallucinations coawitory) column
B Disorganized speech ¢neotogismy
m Disorganized behavior
B Negative symptoms s a5y
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Low pom,, CMorpromazime / TWioridazwe)
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fardwe duyskwesio)
* hyperpcolactinemia

NS

AW - WM (low potencuy Ist goerodion  antipsyciuotic)

Elevated \wer enzymes . joundice
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Stizures Clower seizure twreswold)

Ahﬁp‘&\ Qn’f\ps\schahcs

clozapwe : ieok (e\fmdof\% schizophionio U oaly ontipsuchoic Waok decreases risk of swade
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Acipiprazole : Qartiad D2 aonist
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e haviowral ¥\nemp«% / FO\W\\\V\ therapy / group -H«e,raeuh



Comparing Time Courses and Prognoses
of Psychotic Disorders

Time Course
m <1 month—Brief psychotic disorder.
m 1-6 months—Schizophreniform disorder.

m >6 months—Schizophrenia.

Prognosis from Best to Worst

Mood disorder with psychotic features > schizoaffective disorder >
schizophreniform disorder > schizophrenia.

QUICK AND EASY DISTINGUISHING FEATURES

m Schizophrenia: Lifelong psychotic disorder.
m Schizophreniform: Schizophrenia for >1 and <6 months.

m Schizoaffective: Distinct mood episodes with psychosis persisting between
mood episodes.

m Schizotypal (personality disorder): Paranoid, odd or magical beliefs,
eccentric, lack of friends, social anxiety. Criteria for overt psychosis are
not met. —» premorbid Sor sdavzsphranio

m Schizoid (personality disorder): Solitary activities, lack of enjoyment from
social interactions, no psychosis.



* Mood disorders
- M0od disocder dme Yo another wmedicad onditiown

Substance / Medicorion- indmeed mood disorder

- MDD
- Bipolar \ &\

- P00 Cdysthgma)
- Oydothymic disocder

% Mood Vs Affect

- Mood : (swbyectiue) — o description ot swe's internal emotiowal sSrate

- Affect : (Objeckive) - the external expression of twat wood / Wow L
see the patient

* Mood episodes
W MOE
- can be seen n MDD / POD/ Bipolar | or 1| / scizoalfective disordes
\-,,2»’ SumpPtoms: ow mood | ankedonian / Quilt / warthlesswess / swadal deation
2 ;’?- potieats Moy ot ackwowlRdoe fheir depressed mood of oy
ufr’.\'k"i\ €xpless Nowwe somahc camp\cuv&s SUWU S s
headadke f bo(\,‘% powm [ GL Comploints | %\’r\cye / muscle fensiownm




2} Manic eQisode

2O R UG ey Uasall gs Al s
oS ‘

- Elevated mood | deuea:;tdwé\ewp  impulsivitv .
%(‘avx&os\\‘v& i Hioht of ideas , inerease Qc’r\v}\'\.}

T Symptams lastivg one weel or need hospitilization

. with Pswehotic features
We have mano. <

F WARDSTIP

A manic episode is a psychiatric
emergency; severely impaired
judgment and impulsivity can
make a patient dangerous to self
and others.

Wout Ps\so\«o’r'\(. features

' KEY FACT

Symptoms of mania—DIG FAST
Distractibility
Insomnia/Impulsive behavior
Grandiosity

Flight of ideas/Racing thoughts
Activity/Agitation

Speech (pressured)
Thoughtlessness

I\ Hypomanic episode
- Siwilar symproms but less swere
- D 95\50\405'\5

- las¥'w\9zg U c\owks

DIFFERENCES BETWEEN MANICAND HYPOMANICEPISODES

Mania Hypomania

Lasts at least 7 days Lasts at least 4 days

Causes severe impairment in social or No marked impairment in social or
occupational functioning occupational functioning

May necessitate hospitalization to prevent  Does not require hospitalization

harm to self or others No psychotic features
May have psychotic features




V) MOD

- At leost 1 MDE W Wis life

- More Prevalent in Females

- Aisk of swade ~ 107, espedo\\\ux w twose Wik Previous
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SPECIFIERS FOR DEPRESSIVE DISORDERS

Melancholic features: Present in approximately 25-30% of patients with

a MDE and more likely in severely ill inpatients, including those with
psychotic features. Characterized by anhedonia, early morning awakenings,
depression worse in the morning, psychomotor disturbance, excessive
guilt, and anorexia. For example, you would list the diagnosis as MDD with
melancholic features.

Atypical features: Characterized by hypersomnia, hyperphagia, reactive
mood, leaden paralysis, and hypersensitivity to interpersonal rejection.

Mixed features: Manic/hypomanic symptoms present during the majority
of days during a MDE: elevated mood, grandiosity, talkativeness/pressured
speech, flight of ideas/racing thoughts, increased energy/goal-directed
activity, excessive involvement in dangerous activities, and decreased need
for SleeP- P Scuizophiawis / MDD/ vipolas /-

Catatonia: Features include catalepsy (immobility), purposeless motor
activity, extreme negativism (resistance to instructions), staring, mutism,
bizarre postures, and echolalia. Treatment is lorazepam (Ativan) though
catatonia is especially responsive to ECT. (May also be applied to bipolar
disorder.)

Psychotic features: Characterized by the presence of delusions and/or
hallucinations. Present in 24-53% of older, hospitalized patients with MDD.

Anxious distress: Defined by feeling keyed up/tense, restless, difficulty
concentrating, fears of something bad happening, and feelings of loss of
control.

Peripartum onset: Onset of MDD symptoms occurs during pregnancy or 4
weeks following delivery.

Seasonal pattern: Temporal relationship between the onset of a MDE and
particular time of the year (most commonly the winter but may occur in any
season). Patients with fall-onset SAD (seasonal affective disorder or “winter
depression”) often respond to light therapy (a 10,000 lux white light for 30
minutes in the early morning).



- Tx of MDD :

Antidepressont Ps\gckoi\/uexapvh

- Tx of MDD Wit QS\GCM’(\Q feature :

Avxhde,(sressow& U Antipsychatic L_‘!%\) or ECT

*x MO'\'Q ) YV\Q(‘,.\ (9\‘\'\@‘/\5 "O\KQ W-6 weeks to rm\,\ PQ“K QFQ'\C&C‘/}S
+ Need Yo 've gjven For 6-\2 wonths v/

~ Homilton Oepression Ratingy Scale CHAM-D)

* Weosures the soverity of degressiew

o wsed W fesearch to Gssess Hhe effectivemess o twerapies

- pHg-a

° o depression screenivgy faem obten sed m twe

O(WMUk Care se‘rﬂma%-

x Misconceptions

Misconception

MDD = weakness

sowme Qaople Wik MOD
means be‘w* WeaK or luux

Weight loss is not important

CSomn¥c)

Physical signs are
uncommon

@ Grief vs Depression

Feature Normal Grief
Duration <6 months (usually)
Mood Sadness in waves

Self-esteem  Preserved
Psychosis Absent

Functionality  Variable, often preserved

Correction

x It’s a neurobiological illness.
Cmedical disorder, just ke OM dc HTA)

diagnostic.

¥ >5% weight loss is

or %A'\V\

x Common in MDD.

(3 wendacke / body pain i GL omplaints /-

Major Depression
>2 weeks (criteria)
Persistent low mood
| Worthlessness, guilt
May be present
Markedly impaired

Complicated Grief:

. Lasts >6 months
*  Preoccupying, disabling

*  Risk of major depression, suicidality



2) Qipolar dhsocder

- Moo / Hypomania / depresswe episode

- Q)\PO\OJ \ = T \/\}5*0(\% ot ?sv\\dmos\s

« of \east { wmonic efisode

© 1 odepression  or Wwypomama

© Mowy have Psvychotic features (denusions or holnGnations ) dw\wk WO«
defressiwe ox mowiC egisode wot w hetweer

* Nas e Wignest gmetic al of G\ woyor psydiatric disorders

- Qﬁ\?b\w \ =

ok least [ Waypowmomic &\ depressive efisode CNo vmawa
. M\S&CA%V\OSQA as Wwapolal despressitw U\%YD

Note » Yere s uswally a RIwm Yo  baselme Note 5 if we have
Q\AV\Q‘(’\OV\'\\/\(\'}s between mood Q‘P'\SO(&QS Psychatic feotwnre — moan&

w WARDS
U

(Psychosis = MO

Q: What is the difference between
bipolar | and bipolar Il disorder?
A: Bipolar | disorder requires

at least one manic episode but
not necessarily a MDE, whereas
bipolar Il disorder requires both a
hypomanic episode plus at least
one MDE.

- ™+ Mood stabilizes = Lithhivm
N G\\P‘( oate
oot riome
CorbamazeP e
atypial antipsychaties



Mote ; P\\wow@ Rmember to wclwde Lol disordes
w e &ffereatiod diaonosis ot Psvwhotic potient

- Ropid cycling© = U mood efisades, Crmajor depressive /by

manic / 9 wmanic) W | year

* Lithium —= {st tive / Usuade fiek
—e—
0.9
Thefopeutic favge — 0-6- -2
Toxw = > \'b
po{-e/\’r\o.\\\\ lethad = D 2

' KEY FACT L Was wel- YXaow effects dw botla

$% \/\‘\év\e»b + \—M(o’d \

Side effects of lithium include:

- Weight gain

IR 4. 2 classes of medication that increase serum level of lithium?
. Gas'trointestinaldisturbances e Thiazide diuretics.

- Fatigue

« Cardiac arrhythmias * NSAIDS.

- Seizures ¢ ACE inhibitors.

« Goiter/Hypothyroidism e Metronidazole.

catba, Na\PrOIC aud . .-

- Leukocytosis (benign) UeaKopsuio o Tetracycline

- Coma (in toxic doses)
« Polyuria (nephrogenic diabetes
insipidus)

- Polydipsia

- Alopecia

« Metallic taste
Note: Lithium’s toxidrome has a
similar presentation though it is
more severe.

+ Losten's dvomaly

Lobs -
Pri egnRNCy
-N.A.«a(‘o'\d
Renign Lw&oat‘(os\s
Elecholyte
IKG
Renad

% Yelproic aGd —=
ﬂe(a(aw’r\c rum‘)o_ 30 - 120 Moy m\
teratogenic Cnowied tube defect)



* Cacbamazepine —=
Hefapentic Qe 312
Stevers - Johwsow  syndiome
tecatogonic Cneurad fube defect)

/‘\/
Na\pfoic 0Gd & (ocbamazepie for fapd cyclivey b mixed feahnres

* Lamotr '\%W\Q —=

Stevers - Johusow  syndfome

Eificocy foc bipolar depression

* To?\mmo&e —=
beneficiod SE: wt loss

most liwivey S-E cognitive s\ow\uob & sleepimess

(‘e o Antidepressants are discouraged as monotherapy due to concerns of
activating mania or hypomania. They are occasionally used to treat
depressive episodes when patients concurrently take mood stabilizers.

x Misconceptions

Statement Verdict Why GAlium
£
Treated with CBT x Needs pharmacological mood stabilization.

medicetions « ClBT+ ECT
Lifetime risk 7% X Lower than stated.= \ # o con be used

Affects only middle-aged x Typically starts in young adulthood.

CUO-60-v5) (1%-25 ynay



. Persistent Depressive Disorder
3) POD C Oysthyymia) oo
2 years of depression
2 listed criteria
Never asymptomatic for >2 months
. Low Energy or fatigue

T § o

of Wypomanin

~ Chronic depresswe  Symproms > 2 Y(s
less Sowere thwon MOD, put wmore Persisteat

Often Gssocated WL (ow self - esteem |, ?mhg\ue , Concentration

\ssues

W) iyclothymic disorder
- Perods of Wypomanic Symptoms Chut vat a full hypomanic epsode) & perods with

depressive symptoms Cbut wot a Full MDEY) for ot least & yrs.

2 2 yrs ot hypomanio + depressive symptoms

* suwade —

- R.F: [SAD PERSON]
S: Male sex R: Ratiownal \r\.\\v\hw‘ Loss
A: AOR LA Of >UB (adolescadts & elderiy) S soaal Swppocks \ud(.\
D Depressidn O: Oroonised P\ow
0: Previdus attempt ’g g&?&g“&

E: Excess alcowol or swbstance wse

+ Mertal ilwess C MDD, bipolar, schizophrama)
+ 9erscm\'\*v‘ dsorders ( borderlne , ontisocal )

£ Receat loss or shressars

- Tudicotors of seriows jnteat

° suade nate o Prioe aftempts

o Use of lethal method ° pcemu’caows to ovod di%cmeka
° l‘\v\Q\rv‘5 ofter cescne

— Females attempY moe , but males use more (efwal wmethods
— The o/\\v& ontipsuchohic Hhat decesses (isK of swide —> Clozapine (otypeat)
— The OA\VB mood <tobilizer Hhat decfesses sk of swade = Lithiwm



x Myths

Myth Reality
Females more likely to complete x Males complete suicide more often.
Suicide is impulsive x Many plan it. custes)precantions /metod seleckion)

Talking about it increases risk x Asking about suicide helps.
TN 2 U O o So e bt W gan, TO DS (T S s
S o I AV W Yoyl U, ot @ty Sdt Pl



* AV\X’\Q:\‘% & ocD

D GAD
- CMrowic excessive worry for 2 6 months
- Assoacted symproms: fndioue , festlessness, muscle teasion

TWSOMW\G

- Tx: CRT , SSRL/SNRT , Swoct berm beazs oc QuoKW\eA*cA\'\GV\
WA buspirone  Cnon- RZD anxislyhic)

) ponc drsordes

- Panic oktacK Ns- Pawe disocder
WBL o 3 4l (Lo 00)

° Panic attock: o fear respownse wwolviwg o Swdden onset ot
wlhense ow\x\?.’w‘ Wi Wy Etwer be trigneced or occus
spo«x’mvxmsl»\ Cpeal withm mwntes & resolge witn WalE an hawe)

° Ponic disorder : Patiats Wwo experionce  spontonesus,
fecnccat Ponic odtacks and Wwo Gre fearful of
feoCaurine otacks (feac of feoc)

~ Reaurrent wnexpected panic attacks

— Peak ot 10 mw - pa\pitations | chest Pain, breathlessness,

dizzwess, feac of dus'moxqf
}

Symptoms of panic attacks
Da PANICS

Dizziness, disconnectedness,
derealization (unreality), deper-
sonalization (detached from self)
Palpitations, paresthesias
Abdominal distress

Numbness, nausea

Intense fear of dying, losing
control or “going crazy”

Chills, chest pain

Sweating, shaking, shortness of
breath




- Avodance  behowidwe W\owx \eod o 090 rm(b\AD‘dxo\
- Tx: CRT, SRIL /SNRT , R0 for swort $2im L(’Dm\\— fecm
BLD &\SCD\M’O\%PJA 3 [because of deperderce, tolerance , and withdfawal}

Reta - blockers for panic attacks & performance
O\V\X'\Q.*ﬁh - Public spe.os\(m‘

Note :
— E‘ WARDSTIP

Start SSRIs or SNRIs at low doses
and 7T slowly because side effects
may initially worsen anxiety,
especially in panic disorder.

@ Phobias — irfationa\ fear fhat leads to endurance of the W\x‘\ﬁu‘ awnd /0¢
avoidance ot the feared object or situation

Type Feature
. Intense fear of being in public places where escape or obtaining help may be difficult.
Agoraphobla It often develops with panic disorder. more i ¥ /Tx: CRT & SSRL
__C_Social Anxiety) Fear of social scrutiny, public speaking, criticism F=M /Tx: c&T & ;:ggo T,
oive, W PAbc ss‘.‘

‘Specific Phobia Irrational fear of specific object/situation (e.g., spiders, heights) mere i <™

elevators , airplones T cOT with
€xposure

x Myths
Misconception Clarification
“Phobia is proportional to danger” x It’s out of proportion os=> v Lo a8 Bt
alas Cas ot
“Phobia = voluntary behavior” x Phobic responses are involuntary

- Phobias are the most common Psuckiotric disorder in women &

the 2And most Common W men CSubstamce - celated is fiwrst)

selechve muwhism + sepacotiow omnety disordel
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Core Concepts

*  Obsessions: intrusive, unwanted thoughts, cause distress.
«  Compulsions: repetitive behaviors aimed to reduce anxiety.

«  Patient has insight into irrationality (unlike psychosis).Cego - dystowre)

Treatment

. CBT with exposure & response prevention (ERP).
B SSRIs (e.g., WM) Fluwioxamine

*  Clomipramine (TCA) is also effective.

x Notable Points

Statement Verdict

OCD thoughts are pleasant x Intrusive and distressing

Patient lacks insight x Usually has good insight
Compulsions = pleasure x Done to relieve anxiety, not enjoyment
Differentiating OCD and ob- Common Patterns of Obsessions
sessive-compulsive personality and Compulsions e e e s s E e
At ey (SR urges’—OCD, ADHD, and tic
- Individuals with OCPD are Contamina-  Cleaning or avoid- disord lv fi .
obsessed with details, control tol giceiconiannant Isorder—are usually first seen in
B Doubtor | Checking multiple children or adolescents.
P harm times to avoid po-
experiencing unwanted preoc- tential danger
cupations or compulsions. Symmetry  Ordering or count-
- OCD patients are distressed by ing
: . : Intrusive, With or without
R Socp e e taboo related compulsion

thoughts




) Bodvb dysmorphic disorder

- More common W Women & Swran@l o¢ dermatologiwl procedures
afe routinely uaswacessivl w

W) Ho o\rd\v\.swzS disordes sodisfyvey the potieat
5) TAMMHNdIMa ( haie - @u\\'\w, disord )

6) Excoriation CSkw- P\c.\('\w\p disordex
7) PTS0 & Awmte shress disorder

@dlGs$ B
life - “\f%*“\\?k

TABLE 5-4. Posttraumatic Stress Disorder and Acute Stress Disorder

Posttraumatic Stress Disorder Acute Stress Disorder

Trauma occurred at any time in past Trauma occurred <1 month ago

Symptoms last >1 month Symptoms last <1 month

Y waosr WG, wwoste

Criteria of PTSD: TRAUMA
Traumatic event
Reexperience

Avoidance

Q: What medication has shown
some efficacy as an adjunct treat-
ment for nightmares in patients
Unable to function with PTSD?

Month or more of symptoms A: Prazosin.(th\ recegtof antaoowisty
Arousal increased

= TX : SSRT / Prazosw / 2nd qen Antipsychatic
CRT (exposure Yuelapyy, coapiive processinyy Wefap\y)

uples o family therapy

2) Adjusment disordes

- vion - ife twrectn shressful euent
Cdworce , deatw of o (pved one , (oss oF a Job)

' KEY FACT .
- TX: swpportive Psucotneropy,

PTSD stressor = life threatening. Gﬂ)\/\@ ‘\-\,\e,raP\q

Adjustment disorder stressor #
life threatening.

— Symptoms Wit 3 montws W response
o syvessor. lostivey < 6 months




* Pe(sov\a\\*vh disorders

- General {ectuces —=
- QDQO\\‘\V\ W odolescence or eal h?\ odult huood

> Lead to wolndaQfive belowioul . distorted
perception , and (Q\a%\ov\s\/up dussswxc,’rlovx

- Swared  Charactenstics

e Officmdt R treat

* Qogse sgmificont  dostwnction

- Degiahion from  SOGUR  noms & expe,c_-}c,\¥'\ov\g

X Not True of All:

Myth Correction
Diagnosed in childhood x Diagnosed in adulthood v% (=%

Patients seek treatment x Often ego-syntonic, resist help

TUS= O b ools Ju2Y
2V U U,




‘ Cluster A: Odd/Eccentric

Disorder Key Traits

Paranoid  Suspicious, mistrustful

\‘;i'\e Schizoid  Social withdrawal, prefers solitude, emotionally detached
o Schizotypal Magical thinking, odd behavior, ideas of reference. sceia ansiety
S '
U'-a',’)\ I

WARDSTIP

Q: What is the premorbid person-
ality seen in schizophrenia?

A: Schizotypal personality
disorder.

‘ Cluster B: Dramatic/Emotional

Disorder Key Traits

TX: mood
. . . . . . . . . b\
Antisocial  Disregard for rights, associated with conduct disorder in youth e sl wes enduc s
assacioted WL substonce abuse buk*.wa‘ Sany e wet Will be B i
me PO W paqcriatric . ) . ontisoaal TS0 7
npotients QLo (i wa Ups

Borderline Emotional instability, fear of abandonment, impulsivity, recurrent suicidal behavior T« 0&t

Comwmon defense mechaniswm: RF wal ab PR
Sp\'\\'\"wwk CM“ VW —0tWers % -tnemseives —as-aW—gqood-do¢-all boad ) - s;':m\\‘nc:s:mtf ‘f\\i\}’\: y‘gf
Histrionic  Attention-seeking, dramatic T

Common defense mechaniswm:
regfession Cthey revert fo cWildlke bekaviours)

Narcissistic Grandiosity, lack of empathy, need for admiration

Antisocial Personality Disorder (ASPD) and the Law
WA R DS T I P K EY FACT « ASPD itself is not punishable by law - having a psychiatric
diagnosis is not a crime.

BUT people with ASPD often violate the rights of others and break

Symptoms of antisocial Antisocial personality disorder laws (lying, stealing, aggression, lack of remorse, etc.).
per‘sona| |ty disorder—CORRUPT begins in childhood as conduct « So, if a person with ASPD commits a criminal act, they are legally
foll | . ) i r ible and can be punished by law.
Cannot follow law disorder. Patient may have a histo-
Obligations ignored ry of being abused (physically or
. . 4 why?
Remorselessness sexually) as a child or a history of & why
Reckless disre ard fOI' safet . . . « Unlike psychotic disorders (e.g., schizophrenia with loss of reality
9 . y hurtmg animals or sta rtmg fires. It testing), patients with ASPD generally know right from wrong and
Underhanded (deceitful) is often associated with violations have intact reality testing.
Planning deficit (impulsive) of the law. « Their behavior is a choice, even if influenced by personality traits.

o o a « Therefore, the legal system holds them accountable for their
Temper (irritable, aggressive)

actions.




6 Cluster C: Anxious/Fearful

Disorder
Avoidant

Dependent

Obsessive-
Compulsive PD

Key Traits

Social inhibition, hypersensitive to criticism coverlap with sodel anxiety
disorder (Soaa\ puobia))

S, S W ot
Submissive, clingy, fear of separation :

feafession- (oo b.m.r\ o a .ywvw;er age of maturitw> . . —

Preoccupation with order, per%ectlomsm, control — distinct from OCD (no
; : s

obsessions/compulsions) =47, wse-

Y i 2
At
o

F£ Defease mechawioms -
6()\'\’r¥\w96—> In border lme PO
Regress\w — In Histrowe PO & Oepadent PO

- Scwizoid vs. Avoidant -

* scizoid patits (cluster Ay Prefer 1o be alone /have Psychatic symptoms

- Avoidant Potits (clustec > Want o be Wit oWers but are too Scared OF
rejection /kave o«\)(\ei'vls symg toms

= Mutiple OD conm coexist v

Distinctions Worth Noting

Trait Borderline PD Bipolar Disorder
Mood changes = Minute-to-minute Weeks
Self-harm Impulsive During depression
Treatment DBT (psychotherapy) Mood stabilizers
Trait  Obsessive-Compulsive PD 10]01)
Insight Low (ego-syntonic) High (ego-dystonic)

Symptoms Rigidity, perfectionism Obsessions + compulsions



* sSwbstrance - Ose disorders

~ Subshance - wduced modd Symptoms implove dm{"\wk

prolonsed  abstierce , wuereas pmv\oka wood
symooms QUst

O (2l 97 G0 cae deplessidn das oltohoe Lo Lat 9 Sasi\os
we Wi\ admt W, do wmpatiy detoxification program then
Wihm  one month we see if depressidm symproms persist
Whin the some  ntesity —> major  depresswe  disorder

Wwile € the patient ofter detovificotion most of fwe depressve
Symptoms Sro&uaih.k decrease —> is s alcolol mduced depressiown

TABLE 7-2. Stages of Change
Stage Definition Example

Precontemplation Patients do not view their addiction as a problem.They A college student who drinks heavily feels that
may see substance use as helpful and/or enjoyable. they need alcohol to overcome social anxiety and
enjoy parties. They do not identify any negative
consequences from their use.

Contemplation The patient begins to think about cutting down or The student misses several deadlines due to hangovers
stopping altogether. They recognize potential benefits ~ from drinking the night before. They think cutting down
of making a change, but may be ambivalent or feel on alcohol might improve their grades, but aren’t sure
unable to do so. they want to stop.

Preparation The patient plans for the process of change. They collect The student begins researching self-help strategies for
information, and may experiment with very small reducing alcohol intake. They look up campus resources
changes. oasl— i de 0 for individual and group therapy.

LY SR 1)

Action The patient takes direct steps toward reducing or The student begins attending substance-use-focused
stopping substance use. groups on campus, and talks with their primary care

doctor about starting naltrexone.

Maintenance The patient has successfully made significant behavior ~ The student continues to drink, but limits themself
change, and works to avoid relapse. to 1-2 drinks per day, and only consumes alcohol on

weekends.

Relapse After a successful period of remission, patients resume  After graduating, the student is unemployed.
substance use (or fall back into unhealthy patterns They begin drinking again to cope with stress and
of use). unstructured time, and quickly escalates to near

daily use.

D) Alcokol  (sedutva, oopt)  Mlcowol > Acetaideiwde —> acetic acd
) Turo xicarion

hgdroqenase dehgirogenose

Some S\%V\ o monication wWwen RAL > \00 W\QIdL
- Start S\I\wa\% < obvious S\%V\ ot wroxicahom Whea BAL D 1D M%/ dL
- Swmptoms:
Impoired five wotor conivol
Impaired judgqmeat & coocdination
Araxic gait & Qoor balawnce
Lotargy - ddfioulty siting apright , ditficulty Wwith momory



(VAR
COmah

Respiator y depression , deats

- Mamm&\~ - Montor ARCs , Ywawmive before g\ucose , folate .

supportive Cofe, correct eleckvolytes & GGd-
bause Sratus

D Wwthdowod alwhel S~<1<i(;~’r'\w>2S agent
oleowol Wihdtawed © braan excation U seizures
* Fotal withdrawad : Moo\ / beazo / barbituiates v/

> 6-2W W :dremor / onxieky / stizures [ halwamations

iwsomwia / dwtonowic hyperactivity

> \L-Ud W Gemealized fonic - dowie seizures

> A4H-9%6 - OTs

' KEY FACT

Delirium tremens is a dangerous
form of alcohol withdrawal involv-
ing mental status and neurolog-
ical changes. Symptoms include
disorientation, agitation, visual
and tactile hallucinations, and
autonomic instability (increase in
respiratory rate, heart rate, and
blood pressure). It carries a 5%
mortality rate but occurs in only
5% of patients that experience
EtOH withdrawal. Patients often
require ICU level of care; treatment
includes supportive care and
benzodiazepines.

- Mam%me/& :
Awmte wWitwdroawal

CTOP MEDLCAL EMERGENCY )

 benzo (e-qs dinzefam) ¥
Catbamazepme or Nalproic aad for wild Cases
+ Correck elecholytes,
+ gue Hloamme /folete / multwit ami  C banana bogy)



TABLE 7-4. Timing of Alcohol Withdrawal Symptoms

Onset After

Syndrome Clinical Findings Last Drink
Minor Tremulousness, mild anxiety, headache, diaphoresis, 6 to 36 hours
withdrawal palpitations, anorexia, gastrointestinal upset; normal

mental status
Seizures Single or brief flurry of generalized tonic-clonic seizures, 6 to 48 hours

short postictal period, status epilepticus rare
Alcoholic Visual, auditory, and/or tactile hallucinations with intact 12 to 48 hours
hallucinosis  orientation and normal vital signs
Delirium Delirium, agitation, tachycardia, hypertension, fever, 48 to 96 hours
tremens diaphoresis

e\ Alcohol use drsorder

V) Frequeac ofF drwmKu

° prevelance - M > F s Qwﬁ\n\ of am«m\:\" KS

) neac 3 Weo K

Answer: Have you though to CUT DOWN
drinking

Have people ANNOYED you by criticism
Do you feel GUILTY Aabout drinking

Have you felt the need to drink first thinh in
the morning (EYE OPENER)

Most probably 2 points out of 4, the doctor
said she will consider 2 or 3 correct, not
sure.

* SU(Q?J\'\VLQ‘K’ P\UDIT -C %VQS\"\DVW\CU( e / CAG—E %VQS\"\D\AV\CA)(Q
¢ Qiomarkers - RAL . AST/ALT CAST:-ALT 22.1), 1 66T,

CASY often > AT )

1 Mey Cmacrongtosis) 1 Urme ety glucoronide

» 1K = Nalrrexone
Acamprosate
Disutfivram
Topiamate

- Lovw&-{'erm complications o Alcoho! - wtaKe
¥ Wernitke 's ev\cepkm\opo\{-h\% ;

Caused bva Hiamwme (i @V dojeclPAC,vk resu\’t\v\s\ from Qodr nwhrihiaw

©) .
« Confusiown %&ax\o\ ,@ow\o\r abwormalities (_v\vss’rao\\v“v\&. oaze pu\esis)

= TX of werncKe's e,v\c_e,e\/talopo\’r\«\% 2

w%\« dose pmre/\\Lero\\ (Vor W) thinmine Showld be oven

for -7 da\:‘s , fo\owed \ovt du‘«\u‘ ora\l Hawwme

s f watreated may  plogress 1o Korsakoff swndrome




% KorsoXoff syndrome

°  Sewere memory impairmert & cogitive defick

Cwnpoired (et memory / anterograde amaesio / compeasatory  confabulatiown :
UAONSUOUSI MaKiusy up answers Wwer wemory has Sailed )

. usv\o\\\\?) progressiewn of watreated wervweKke's

* Sos Gwe ol patiats with oltered wmetal stotus
thiomive before glucose , to avoid pPrecipitativg wWermicke -
KorsaKoff syndome. TWiowwme is o cotrzgme used w
Cabohydrate  metaboliam

¥ Alcowolic Keroutdosis
- seer affesr bimge + \/ow\\’&\u\sr)s + Pooc wiuke
- ligh anon qub metabolic addosis
> Tx: (U fluds 7 relapce  eleckrolytes

% Lwver aacrthosis + Pancerihitis

D) Cocaime C Shmulant effect)
W) Cntoxication
General - psychomotos agitation oc depressom , T or b BP, dilated pupils,
Weight loss, i‘ac,\/ujcwdko o€ bradu&mrc&io\ » enphotian
Wightened <\ - esteem

Dovoprous = SEizures ., CardiaC arthythmios , hyperthermia, Paranoin

ol MCIMO\hDIAS (fachile) = %OU*\V\& * %MP\«'&am\vxts +’om
couse Socmicatown

Dead\vdz Cocawe's vasaconsticrwe  effect may resw\y

ML, inkcacrawad \/\e,w\o«\/\aﬁe , o stiole

- Movogyment -

m For mild-to-moderate agitation and anxiety: Reassurance of the patient and
benzodiazepines.

m For severe agitation or psychosis: Antipsychotics (e.g., haloperidol).

m Symptomatic support (i.e., control hypertension, arrhythmias).

m Temperature of >102°F should be treated aggressively with an ice bath,
cooling blanket, and other supportive measures.



(9} wWina@wol
* RNorupt obsfimce s wnov e - Mea’m'wwk
hpersoma , 1 apetide ; depressiown conetricred Pwpils
fotioue , anuedownia -
™. swpportive

@ Cocawe  use dheofder
-0 FDA- apfroved &w%

- of% - \abel medicohons (nalrexone , modafini,
Topiramate)

-~ Psychologial ntefvertions Lcov\‘f\V\g\eAcA/K mo«vxo\asme/\’r,
fe\npses prevedion, - are the w\o\'ms’muk of ¥x

w WARDS
QUESTION

Q: Why should beta-blockers be
avoided for patients who regularly
use cocaine?

A: Cocaine has both alpha-

and beta-adrenergic effects.

If a beta-blocker is given
simultaneously, unopposed
alpha-adrenergic activity can
cause coronary vasoconstriction
and induce myocardial infarction.




2) ]\W\P\/\Q’W\W\\V\G_s Cvove both stwmuwlant & WalmGnoamic pProgeriies)
(c\wb évm\\s)

D) Troxicofon same oe mine
- euphorio, diloted Pupils, muressed Loido  tadwymaidia
prespwotion , grindmsy feeth , drest  fain
- r\'\o\bdomxﬁo\xﬁs\s Comphetamwnes + ¢c0) , (eaad Cailarce

&) Withd rawad
prolovnged degression , fakiue

W) Phencychdime (PP € shmulant eftect)

) Cntoxication

QOS\\'G\'\OV\' depersonalization halwawnations,

e somsors £ SnEsAER | mQuaced  gadoyment memOry
rmw\ant . -
e problems ; wysteopmus, afakio  dusactiario

e ?::s::s :\“ jespeao\\\‘ rofod'j)
@ WA fawad

™
Mowitor VAa\S [/ mwwweze SEASOTY|
shwmwlakion / berzo /ontipsyduotics



‘5) SQC\O\\"NQ— V\\ﬁpmo\"\c,s (benzo. bacbdutates , - 5 Csc.da’c\wk o«ge/\ﬂ

1) CTntoXicariow

- dlowsmess, confusion , Wwygotersion ; Swf(ed
SPQUA ( MCOOY AN (o , ataXicn ; mpaired jwdomert
nystagmus | resgifatory depresson + coma, desth

T Symptoms afe synerqstic When mbved WX EtOV oc
0P0\ds/ nafcotics

= ™ ARC /achivated Cwarcol & dasiiic wade / sv%gb(g\\lq

* Yor bacbiturotez : Alalinize urne W sodium
b\cs:d bom&’(e o ()(bvv\o\e el exc.(e_’f\sv\

o For B20 : Flumanzeal

@ WhPwd fawod

w WARDS
QUESTION

Q: Which substances of abuse
have potentially fatal withdrawal

syndromes?
A: Alcohol, benzodiazepines, and
barbiturates.

- Symptoms same s EYOM  withdrawad

- foane - dowe  sezawes mavy oCuA( K <om be \\fe sf\,\(eg%e,gwk

_.Tx.,

Gerzo
rbamnzefwe o va\proe aad (T



6) ofonds (sedutivg ogert)
1) Intoxicokiow

*
- dlowsmess , N& VU, conskipation Coustriicied pwpi

seuumes , ( ezq'\m'(ocuﬁ defressiow, deatha

Fotol wroxication | QR |
fiad of ooids: Q) 2 S thok ds 00T denelop

1) i0sis Cpinpoint pupil) R\ eosSi\w b

2) Altered martal status _ ‘ o
3% I;\le:p\mnwb depression nshided fupl U GushiPolivn

- L} WOV OO WL Ox'\é adSe '\\A\/\'\\‘)‘(‘\‘Of s  foken

W ombuation muy Guse  sefefonn  Syndlome —»
Wypermermien | conbusion / wype of Wwypoteasiown | yporcetiexie

K MQP@( dwe  Cause M@&C'\O\S\S MNoX wiosis |

- TX:
ARC / naloxowne / - -

@ W \drawed
- ot \de - *\A(QQ\\Q/\'WX
- dysphonia ) msomwen / laer wwodioan | dawnoccnn /
Y(/k\;\)\z\\vxwlS [ Weawegs / sm)ep,.\‘myk ) -

B Ofod - use dssorde
-Tx: Metiadone / Quprenor Phwe /

No\trexowe / Naloxowe

) Hallw c)\v\orﬂe/xs CLSO [ ps\oeyun [ mesmline)

D) Tnto xuskiom
- P owg\v\o& Changyee - N\aswouns / walwanations /



body, wiee disrortion , labile offect , dilated
PV\\O'\\S: HTU ) '\—(ACM(Q(C\AO\ ) ‘\'(QW\OY'S | SW%*-(V‘S/

- SN GwYRtY , PONIC | PATNOLO:
Pschoss

— TX: (easswrane 1 beazd , G\V\\"\@S\QC‘/LO\"(Q

@—3 UO\*‘/\A (aw Ot-o
Nowne

%) M\O‘-(‘\S\AO\V\O\ CComnanls /T TRCY Carypicad hallocmonme)

Y Tinbo xediom

Eaghotia, anniehy, wmguired  coordmation |
Porceptudd dstucbances . rachyardia,
comjumchvad Rk iow | day month 4 oetite

@ Whd (aw C«.o

- '\m\a\okli’cvk. onkiety , festlessuess ; aggressien
stione dieams , defression , hoadache

-Tx = S\AQQ\T@\"\\IQ

0\3 ,LV\\'\O\\(-AV\\-S C%\U\I SO\\WA\'S /\('A\ms\/\w\ya\ %&5 /)

) Tnto xwediom

Percoptuad disturbauces [ faranoia [ lethargy /
dizziness / V&V /-



@ wthd (awc«.o
Mot kyprcal | but movy wclude il '\’ru‘o\\'\\hk,
sleeq disturbunce (anxiehy / degressioy

T sappoctive

QY tfene

W) Diotwe

TR Nieotine  replacement
veren clne (miscenanous antidepressont)

Q Q i —have no sexwa) dysfunction,se
: : often wsed if SSRIs couse Sexual dysfunchion
YQ&\@(‘OP \Q'V\, S _ contvaindicored n PYs Witk epilepdy,

beause it lowers seizure twreswow

2 GGM\O\“‘A% disordes




* Neuro C,O%V\'\\"\\)Q disofders
\) Oelirium

) Mi\d NCDs

| e '
53 Mu}o{ NCDS C d W\;\Ox) S CV\(DV\\C (.OL‘:)V\ \’N declve

T\ Oemetia

T WARDSTIP

Antipsychotics carry a black box used for oqitation U depfession but
warning about increased risk of because thew acfe associated Witk T mortall

[ ety Wil o 0 \os\
death in patients with dementia. l:;&:{:?e:{ W demtdtia: low doses clod 4

Warning about atypical antipsychotics: although they are used fo treat the behavioral symptoms of
neurocognitive disorders (dementias) and delirium, studies show an increased risk of all-cause
mortality and stroke when using these agents in the elderly, which, as a result, is listed as FDA black
box warning for these medications.

—= Alz\hewmer's disease

MoskY Comwown Couse ok demeatin 2 65

Groduod owsel ,Q‘)(ogfes&\)e rV\emorv6 (0ss ,%Y\%\AO‘%E
difficwlties ; exeantve  disfunction ,Q?eor'w\.o‘ problems

Ueurobioldonyy * ¥ aceiycholine , sewile ploques neuraf \\pr\\\wsk

tavoyes | N

Senile plaques and neurofibrillary
tangles are found in Alzheimer dis-
ease, as well as Down syndrome

and even in normal aging.

T WARDS
QUESTION ' KEY FACT

Q: What are the “four As” of Alzhei- A . n\emorv‘ Loss
. 5 wmnesia -»
:'e;::::isae 'a nosia, apraxia, and Agywosio —» folwre Yo recoomwse obyects) mo@\e
h__ gagnosiajapraxiay AP(axic -» loss of learned movewest
aphasia. Aphasia > Lewmgwese diskurbonce

Postmortem pathological exam-
ination of the brain is the only way
to definitively diagnose Alzheimer
disease.

e X cwolivesi(ose whwlotors
OMOA rece,Q\c( G“\C&OGO\A\S\



—> Vastular demeatia
* sheQWise Qrogression
* Due to maultiple wharcks
* Ofter comorbid wWith Cardiovasculac fisK factors
CHTN / OM/ SmoKivg / CAD / odvamced a9e / obes\\rvk)
- LEM)!O bodrvk dementia
* Lawy bac\u\'- Pothologic aoar Q%&*\OV\S of alpha- syauciem

» Demedian + visuwal halluanotions |, parKiusdnism . fluctuating
4+ oL diminished sewse
CO% Wi Aow of smew

* CT: Fowtal be ah’o@\wh Moy be seer
Seasitwe to GV\*\QS\QC\L,O\"\CS CCon Wovsen S\AW\Q\OW\S)
+ T cdlmestrase mwilbitors for woanitive ¥ behavioral  sumptoms

Quetinpwe or clozapme for Psycafic symptowms

—> Frowtotemporal OQQQMG*WV\

— HIN (Wectidwn

—> Huwtingtow disease
—> ParKinsonism disease

—> prion disense CHonsmissiole sponaform)
encepwalopnthies

—> Normal pressure Wydroephalus



— Revexsible Couses

Cause Notes

Alcohol-induced Common reversible cause

Normal pressure hydrocephalus Triad: gait disturbance, urinary incontinence, dementia

Hypothyroidism Screen TSH
B12 deficiency Subacute combined degeneration
Benign brain tumors Especially if frontal lobe involved

x Misconceptions

Statement Verdict
Alzheimer’s is reversible x Irreversible
Delirtum = dementia x Delirtum 1s acute and fluctuating

\ V-
)

Hallucinations are rare x Common in Lewy body and@",‘:;«“



< ) Deticum

ETIOLOGY

m Almost any medical condition can cause delirium (see examples in Table 8-1).
m The DSM-5 recognizes five broad categories:

« Substance intoxication delirium.

« Substance withdrawal delirium.

¢ Medication-induced delirium.

e Delirium due to another medical condition.

¢ Delirium due to multiple etiologies.

- Featwres: Toriedtation |

C\'\QP\C&\\\% uoorsem‘w.‘ ok V\.\CAV“) N
* Amte owset, F\uc\-v\o&'\w}\ course , inateation |, awareaess

istractibili

hollucinodion Gfen Viswl), disorganized Hawkivoy . alvered
GnsuQUSKNeEsSS &

Q[hwua\uk [ normad | Ietwargic / stuporows / comatose )
+ Common w e\derly ¢ esiGally Wik wfections o
medications (e benzo « anticholmergics)

TABLE 8-2. DSM-5 Criteria for Delirium
m Disturbance in attention and awareness.
m Disturbance in an additional cognitive domain.

m Develops acutely over hours to days, represents a change from baseline, and tends to
fluctuate.

m Not better accounted for by another neurocognitive disorder.
m Not occurring during a coma.

m Evidence from history, physical, or labs that the disturbance is a direct consequence of
another medical condition, substance intoxication/withdrawal, exposure to toxin,
or due to multiple etiologies.



RISK FACTORS

Advanced age.

Preexisting cognitive impairment or depression.
Prior history of delirium.

Severe or terminal illness.

Multiple medical comorbidities.

Hearing or vision impairment.

PRECIPITATING FACTORS

® Polypharmacy, including the use of psychotropic medications (especially
benzodiazepines and anticholinergic drugs).

m Alcohol use or withdrawal.

m Infection.

® Pain.

® Dehydration.

m Malnutrition.

® Impaired mobility.

m Sleep deprivation.

m Organ failure.

® Mechanical ventilation.

WARDS
T WARDSTIP F QUESTION

Suspect delirium if a patient pres-
ents with altered mental status,
disorientation, confusion, agita-
tion, or sudden onset of psychotic
symptoms.

Q: What are the two most com-
mon precipitants of delirium in
children?

A: Febrile illnesses and
medications.

- Mmo&mm CCt's & MEOLCAL EMERGENCY )

5 Treat e wnderlymg, Couse

SwppPor tive cace s rearieatation , reduce stimuli , Optimize sleep

Low dose Waloperidol f swere a%\‘ra‘hov\ Dz antogowist - antipsythotic)

% Avoid berzo Cexcept in alwohol o beazo withdiawod ) , Why ?

0s they oy Worsea  delifum oy OUS O pasadoxicol

d«'\S\\l\\/\'\b\*'\OV\ Ac QVef -

WARDS

QUESTION

Q: In what scenarios is it appro-
priate to use benzodiazepines to
treat delirium?

A: Alcohol and benzodiazepine
withdrawal.

sedatdown



Feature
Onset
Consciousness
Hallucinations

Reversible

Delirium
Acute
Fluctuates

Often visual

Often

Dementia
Gradual
Clear
Can be present

Usually not
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Fragile X Syndrome Facts and Stats

- Most common inherited form
of ID.

- Second most common cause
of ID.

+ Due to FMR-1 gene mutation.

- Males > females.

ADHD

~ Cove features -
> Types

VA 5\ CIP\ e sas
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} A8y S0 U8 Gl iy

b) hyperactivity Cmore i AV
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o Quset before age 1)

> Associated With len\m'mpb ditficulties , oppositionad
defiont disorder , and sometwes conduck disocder
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- Tx:
(st live = CNS stimulants Caethylphenidate , omphetamine)

2nd Une — % alpha - 2 - aoonist Cclowidive, ouanfacne)
® Notepmphrive reuptoke imkibitoc Cotomo xetine)

t Rehavioural therapy , especially in wounger Children

x Misconceptions:

Statement Verdict
Aggression is core symptom x Not core; may co-occur
More common in girls x More common in boys
High concentration is typical x Inattention is key issue
ASD
- Features :

Q . L
» we have <oaa) comwmunicarion deficts @
@repe’r\’f\va bewaviors
- More Commdw W Nal\es

* longuage delay is o Poor  proguostic Factor Q3 et e e conags

oduit 2 mkelectual dgstwactm
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* Associated siom - fixaton ow rowtines , podr eye contact |
fegression ot milestones , repetitive  movemets

o
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E\wnation disorders
Evuresis
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Chacts)
- @\A&(mo\oo(og'\c, WP rame ;  desmo pressw
CcTehd
x Myths:
Myth Truth
More common in girls x Boys are more affected
Behavioral therapy is ineffective x First-line treatment
Abnormal if it occurs after age 3 x Diagnosis after age 5

Tic disorde(s
—& Tics : sudden, raPid , fecurreat wiovements or ~ocanlizations <‘::::\‘ :\‘:':
— Towrette's : both wmotor + Nocal ties for D\ Year ; owset before oo 1%
—® Assocoated Wik 0cd & ADWD
- Ty
» Habit reversal H,«empv&
AntiPsychotics Ce-g -, risperidone)
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Discuptive % onduct disorders
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* Somafic Sqmptams , Conversiom , and  Fackitious disorders
€ Somatic Symptom Disorder (SSD)

Features:

*  Multiple physical complaints without an organic basis, causing distress or impairment.
«  Often involve more than one organ system (e.g. GI, musculoskeletal).
*  Symptoms are not intentionally produced.

. Duration >6 months.

x Misconceptions:

Claim Verdict
Symptoms are faked X Involuntary and unconscious process
Always one symptom x Often multi-system
Always short-term XK >6 months for diagnosis

@ Conversion Disorder (Functional Neurological Symptom Disorder)

Features:

*  Sudden onset of neurological symptoms (e.g., paralysis, blindness) with no medical cause.
*  Often follow a psychological conflict or stressor.

«  Patients may show la belle indifférence (surprising lack of concern).

*  Gain: typically primary (internal psychological relief).

Key Point:

«  Itisclassified as a somatoform disorder, not a factitious disorder or malingering.



x Misconceptions:

Myth Truth
Symptoms are faked x They are unconsciously produced
Always chronic x May resolve when the conflict is resolved

Always concerned x Often indifferent to symptoms

' KEY FACT

Minchhausen syndrome is
another, older name for facti-

e, . . tious disorder with predom-
@ Factitious Disorder (e.g., Munchausen Syndrome) = e
Miinchhausen syndrome by

proxy is intentionally producing

symptoms in someone else who

is under one’s care (usually one’s

Features: i

*  Intentional production of symptoms without external reward.
*  Motivation is to assume the sick role.

*  Subtype: Munchausen by proxy — caregiver causes illness in another (usually a child).
a"?"ffz‘
o

Patients with factitious disorder intentionally falsify medical or psychological & RY
signs or symptoms in order to assume the role of a sick patient. They often do 3"V,

this in a way that can cause legitimate danger (central line infections, insulin ’\\\ o7
injections, etc.). The absence of external rewards is a prominent feature of this %’ v
disorder.

x Distinction Table:

»

Disorder Intention Awareness External Incentive
Somatization P
Conversion )
Factitious
Malingering

F WARDS
QUESTION

Q: Are patients with conversion
disorder consciously faking their
symptoms?

A: No. Patients with conversion
disorder unconsciously produce
symptoms, and cannot control
when they occur. Symptoms may
persist even after they become
aware of their conversion disorder.

X
X
X

B8 XX

(e.g. money, shelter)
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Malingering involves the intentional reporting of physical or psychological
symptoms in order to achieve secondary (external) gain. Common external
motivations include avoiding incarceration, receiving room and board, obtain-
ing narcotics, and receiving monetary compensation. Note that malingering is
not considered a psychiatric condition.

' KEY FACT

Malingering is the conscious
feigning of symptoms for some
secondary gain (e.g., mone-
tary compensation or avoiding
incarceration).

€ Somatic Symptom vs Illness Anxiety Disorder

Feature Somatic Symptom Disorder  Illness Anxiety Disorder
Somatic symptoms Present and distressing Mild or absent
Focus Symptoms Fear of illness
Duration >6 months >6 months

Reassurance Doesn’t help Doesn’t help



% Eahw’t disacders

) Anorexia Neryoso

' KEY FACT

Classic example of anorexia nervosa:
An extremely thin teenage girl
with amenorrhea, whose mother
says she eats very little, does
aerobic exercise for 2 hours a day,
and ritualistically performs 400
sit-ups every day (500 if she has
“overeaten”).

- core feotules :
Tntense fear oY tg)a(w\'\v&szS we'\o\\\/\’( - despite ‘oe,iwszS u\r\dexwoﬂﬁ\/\\'-
Bodv}) waooe disturbance = Sees self gs ovexwe)«%\/\* e Wwen emactated
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by o suse of lack of contro)
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Vorikting moy occur bat WOt always
w se\t- esteem , perfectionism , paremtad contlick e ommon
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Deniad of sexiouswess is tupicad T2 T2 L0
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x Common Misconceptions

Myth Truth

Loss of appetite is defining x Appetite may remain; refusal is psychologlcal‘“osu.v-aw

A Gy
High BP is common X Typically@iveuﬁﬁ/
BMI >20 rules it out X Most have BMI <17.5

Concerned about weight loss x Often deny illness; see thinness as goal

RV S S AT
W (5 s S vy

! Poor Prognostic Factors:

*  Vomiting
*  Binge/purge behavior
*  Early age of onset with severe restriction

*  Family dysfunction

- T CRT + \fmm\\,h thermpvy /ST not affecke

4 Cogmhvt be\wmm\

2) Bw\ewia Necyosa

' KEY FACT

Classic example of bulimia
nervosa: A 20-year-old college
student is referred by her dentist
because of multiple dental caries.
She is normal weight for her
height but feels that “she needs
to lose 15 pounds.” She reluctant-
ly admits to eating large quanti-
ties of food in a short period of
time and then inducing vomiting.




- core feotures:

° Reanfcert  bivgy eu’fw\s , fallowed  bu wappropriote behaviar;
Nomk ’c\vek, foxatwes, dwaretics, {‘os‘c'ww\, ercesswe execrcase
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Russell’s Sign
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Eleckrolgte disturbances = & KY | metabolic alalosis

W 0o

Q: What is a potentially lethal com-
plication of both anorexia nervosa
and bulimia nervosa?

A: Cardiac arrhythmias due to
electrolyte disturbances such as
hypokalemia.

- Qs%c\w\og\ica() profile
'R MQ(e ‘wxs\cs\/\\ Ao amocexio

w \’\'\05\1\ czw\ocb\c\a*uk With depressioun , swbstance use
K I,vv\pvx\s'\\)'\’wk MOfe  ommawn  tHon WDIEXi0

- Tx-
+ el \we CIRT

- SSRTs (fluoxefwe) ate effectue engn Withouwk
Gomorbid deQfessiou

E‘ WARDS
QUESTION

Q: What is the only FDA-approved

medication for the treatment of
bulimia?

A: Fluoxetine.




€@ Distinction Table

Key Differences: Anorexia vs. Bulimia

_ Anorexia Nervosa Bulimia Nervosa

Main concern Concern about body weight = Concern about body weight
with intense fear of gaining
weight o7
Eating behavior Avoids eating (restricting), _(‘/\Binge eating with compensatory
+ purging behavior (purging, exercise)
Weight Underweight Normal weight/Overweight
Medical complications  Nutritional deficiencies Nutritional deficiencies
Hypotension Russel’s sign

Dental/esophageal problems

Feature Anorexia Nervosa Bulimia Nervosa
Body weight Significantly underweight Normal/slightly overweight
Insight Often poor Usually preserved
Amenorrhea | Common Rare
Vomiting ‘May be present (binge-purge type) Present
VElectrolytes .lK*, metabolic alkalosis rlK*, metabolic alkalosis
Personality traits Perfectionistic, rigid Impulsive, emotional
Treatment Nutritional rehab, CBT, may need hospitalization CBT + SSRIs (e.g. fluoxetine)
1 oo
* Dote —=

r——

EY WARDS
QUESTION

Q: What are the core differences

between anorexia and bulimia?
A: Anorexia is marked by low body
weight and restriction of caloric
intake, while bulimia is marked by

normal (or over) body weight.
+ twei +o WOt 0 - dustonic

A\
Cdistressna) » twey Gre theretore wmore (iKel
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' KEY FACT

Anorexia nervosa versus major
depressive disorder: Appetite
Anorexia nervosa: Patients have

a good appetite but starve them-
selves due to distorted body
image. They are often quite preoc-
cupied with food (e.g., preparing
it for others) but do not eat it
themselves.

Major depressive disorder: Patients
usually have poor appetite, which
leads to weight loss. These
patients have no or decreased
interest in food.

' KEY FACT

Refeeding syndrome refers to
dangerous electrolyte and fluid
shifts that occur when severely
malnourish ients are ref

too quickly. Look for fluid re-
tention and decreased levels of
phosphorus, magnesium, and
calcium. Complications include
arrhythmias, respiratory failure,
delirium, and seizures. Manage by
replacing electrolytes and slowing
the feedings.

3) Binge eo\’r\vx% disordes

- Core feotuces
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CRT
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SSRL

Distinctions:

Feature Bulimia Binge Eating Disorder
Purging Present x Absent

Weight Normal Often overweight/obese
Insight Present Present

Guilt Present Present
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The 2 stages of wormol sleep ae ' REM & NREM
About every A0 wmim, NREM sleep alternates Wik,
REM  sleey
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Tn REM s\eep , brain wave patterns resemble the f ema

As one ages there are the follow-
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> S\QQ/Q &A&)(AQB e pm(asomw\as (wausual sleef-related behaviars)
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Amte < 3 wmontws
- Tnsomvio Wsorder < onc = 3 montes
« Difficulty initiating sleep (initial or sleep-onset insomnia).
« Difficulty maintaining sleep (middle or sleep-maintenance insomnia).
o Early morning awakenings (late or sleep-offset insomnia).

« Waking up feeling fatigued and unrefreshed (nonrestorative sleep).

- Tx:
sleep Uygieme measwies EV WARDS
QUESTION
3T

Q: What is the most common anti-
depressant prescribed for chronic

&MCD / wow - %@V\ZO / P\V\\—\de,p eSS W+§ insomnia?
l_é C \'(QZ«_‘)dD\ﬁe—> A:Trazodone.
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- hypersomwnolence disorder

DSM-5 Criteria

m Excessive sleepiness despite at least 7 hours of sleep, with at least one of
the following: recurrent periods of sleep within the same day; prolonged,
nonrestorative sleep more than 9 hours; difficulty being fully awake after
awakening.

m Occurs at least three times per week for at least 3 months.
m Causes clinically significant distress or impairment in functioning.

m Does not occur exclusively during the course of another sleep-wake
disorder.

m Not due to the physiologic effects of a substance or medication.

m Coexisting mental and medical disorders do not adequately explain the
hypersomnolence.

- OsA

Chronic breathing-related disorder characterized by repetitive collapse of the
upper airway during sleep and evidence by polysomnography of multiple epi-
sodes of apnea or hypopnea per hour of sleep.

Features

Excessive daytime sleepiness.

Apneic episodes characterized by cessation of breathing or hypopneic
episodes of reduced airflow (more than 15 per hour).

Sleep fragmentation.

Snoring.

Frequent awakenings due to gasping or choking.
Nonrefreshing sleep or fatigue.

Morning headaches.

Hypertension.

Risk Factors
Obesity, increased neck circumference, airway narrowing.

Treatment
m Positive airway pressure: Continuous (CPAP) and in some cases bilevel

(BiPAP).

m Behavioral strategies such as weight loss and exercise.

m Surgery, including tonsillectomy and selective upper airway stimulation

implants.



— Centrad Sleep apnes

— Sleep (eloted Wypoventilation
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Narcolepsy is characterized by excessive daytime sleepiness and falling asleep at
inappropriate times.

DSM-5 Criteria
m Recurrent episodes of need to sleep, lapsing into sleep, or napping during

the day, occurring at least three times per week for at least 3 months
associated with at least one of the following:

 Cataplexy (brief episodes of sudden bilateral loss of muscle tone, most

often associated with intense emotion).

» Hypocretin deficiency in the CSE.

» Reduced REM sleep latency on polysomnography.

m Hallucinations and/or sleep paralysis at the beginning or end of sleep

' KEY FACT

Hypnagogic hallucination: When
going to sleep.

Hyponopompic hallucination:
When transitioning from sleep.

episodes are common (but not necessary for diagnosis in the DSM-5).

Q) Whwat study is useful i dinguosivy narcolepsy 2

Po\\ssomwo%mpm% v

— Occodinn (Aram  sleef - Wake disordes

—» Delayed sleep phase disorde

—» Advonce sleep pEhase disorder (o\der 0ge)
—» k- work disofders

—® Jet log diso(dec

TABLE 15-1. Circadian Rhythm Sleep-Wake Disorders
| Disorders | Definitions___________|RiskFactors ____________ Treatments ________|

Delayed sleep
phase disorder
(DSPD)

Advanced sleep
phase disorder

Shift-work
disorder (SWD)

Jet lag disorder

Chronic or recurrent delay in sleep
onset and awakening times with
preserved quality and duration of
sleep

Normal duration and quality
of sleep with sleep onset and
awakening times earlier than
desired

Sleep deprivation and
misalignment of the circadian
rhythm secondary to
nontraditional work hours

Sleep disturbances (insomnia,
hypersomnia) associated with
travel across multiple time zones

B Puberty (secondary to temporal
changes in melatonin secretion)

m Caffeine and nicotine use

m Irregular sleep schedules

Older age

Night shift work

Rotating shifts

Shifts >16 hours

Medical and psychiatry residents

Recent sleep deprivation

Timed bright light phototherapy
during early morning
Administration of melatonin in
the evening & Zo\pidea
Chronotherapy (delaying bedti-
me by a few hours each night)

Timed bright light phototherapy
prior to bedtime

Early morning melatonin not
recommended (may cause
daytime sedation)

Avoid risk factors

Bright light phototherapy to
facilitate rapid adaptation to
night shift

Modafinil may be helpful for
patients with severe SWD

Disorder is usually self-limiting
Sleep disturbances generally
resolve 2-3 days after travel



12\ Parasommas

m Abnormal behaviors, experiences, or physiological events that occur during
sleep or sleep-wake transitions.

m Symptoms may include abnormal movements, emotions, dreams, and
autonomic activity.

m Isolated episodes common in childhood and adolescence.

m Include non-REM sleep arousal disorders, nightmare disorder, REM sleep
behavior disorder, restless leg syndrome.

~ Nov- REM s\eep arousad disorder
- S\Q@PWQ\\(\V\% (Ambwation , wares ponsive , w NREW)
- Sleep resrors (ereow'\wb,, no memdty n MEU'\_B
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@ Sleep in Depression

Change Observation
REM latency @shortened
Total REM @increascd
Early morning awakening Common
Stage 4 sleep @dccrcascd
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¥ <exudd & Gerder disorders

@ Gender Dysphoria

. Strong desire to be of another gender, mismatch between experienced and assigned gender.
*  Gender identity is established by age 3.
*  Treatment includes psychotherapy, hormonal, and surgical options in adulthood.

. Common in Western cultures.

9 Sexual Dysfunctions

Dysfunction Definition
Dyspareunia Painful intercourse

.. ] . Tt preverts
Vaginismus  Involuntary contraction of vaginal muscles m&roﬂw

Impotence Erectile dysfunction

Dysorgasmia Painful or unsatisfying orgasm

*  Treated with psychotherapy, SSRI (e.g. for premature ejaculation), or medical interventions.

@ Paraphilic Disorders ¢Atypicl seawal igtvests Haat
cause disteess or warm)

Disorder Feature
SeXWa\ arousa\ from
Voyeurism Watching others undress/have sex
L Sexual Grousal Crom
Exhibitionism Exposing genitals
to_strawyens
Fetishism Sexual focus on non-living objects
Pedophilia Sexual focus on children

Sadism/Masochism Pleasure from inflicting/receiving pain

Frotteurishic Sexmwal arousal From touchi

or (ubb‘wk Q(san'\s\' 17} novxcansw’r(mb
Pelfson

Trawnsvestic Sexwal afousal from cross - dlessingy



x Note:

*  Pedophilia, voyeurism, sadism = paraphilias

*  Vaginismus, dyspareunia = sexual dysfunctions (not paraphilias)



«& Psychotherapies

@ Types of Therapy

Therapy Description Indications
Cognitive Behavioral Restructures negative thinking and  Depression, anxiety, OCD,
Therapy (CBT) maladaptive behavior PTSD
Behavior Therapy Wodines behavior tiroush Phobias, ADHD, OCD

conditioning

ExposulTe & Response Tpe of GET usedin OCD Pfeven.ts compuls‘,lons after
Prevention (ERP) triggering obsessions
System.athlc . Gradual exposure + relaxation Phobias
Desensitization
Flooding Immediate, intense exposure Phobias (rarely used)
Modeling Learning through observation Social skills, phobias
Dialectical Behavior Specialized for(ERENRDPD Redu.ces self—ham}, improves
Therapy (DBT) emotional regulation

*WO(\QX QNN NEAVI

9@ Other Therapies

Therapy Use
Psychoanalysis Insight-oriented therapy exploring unconscious conflicts
Client-centered Non-directive, emphasizes empathy and unconditional positive
(Rogerian) regard
Hypnotherapy Used for habit disorders, trauma

Interpersonal Therapy Focuses on current relationship issues (used in depression)



Key Notes

*  CBT is effective for:
o Depression
o Anxiety disorders
o OCD
o PTSD

o Panic disorder

° x Not effective for paranoid schizophrenia or catatonia

*  ERP s first-line non-pharmacologic treatment for OCD.

*  DBT is the only psychotherapy shown to reduce suicidal behavior in borderline personality
disorder.



C-f ©® ECT (Electroconvulsive Therapy)

Indicati0n8: (IF patient is uncesponsive +o Phofmaboﬂ/«exo‘ﬂ; it Po&‘\?/&
Comndt folerote puarmocatherady Ceq:) pregancyy), of

it ropid reduction of S\GM‘)*o«\s s desired (e,
immediote swade visK/refusal to eat af drinK / Gtntonio)

Severe depression with suicidality

L

Catatonia

. Mania

Treatment-resistant schizophrenia

Safe in:

*  Pregnancy (relative safety)

«  Elderly
% Primacy risk is Fom anesthesia v/

x Contraindications:

Absolute Relative

Recent MI Raised ICP

Brain tumor  High anesthetic risk

Side Effects:

Effect Explanation
Amnesia Most common, usually short-term cresowe witvin & montisy
(reXvo L anteroorade)

Headache, confusion Early side effects
NAUSeH 9 MUSC\E Soreness

No amenorrhea K Not a typical side effect



* Note —

-Sezwmre swowld last between 30 & 60 sec ,and wo Lowger
fon Q0 sec

- 6-\2 freatments are admwmisteced over Q-3 weeK pPeod
70 - 120 ~olte

¢ u)\m{- clruo6 should be wthWwold | Q(Ou% before

Moy ECT ?
doinsy Genzo

€ Common Confusions

Pair Distinction
OCD vs OCPD Ego-dystonic vs ego-syntonic
Bipolar vs Borderline PD  Episode duration vs rapid mood shifts
Delirium vs Dementia Acute & fluctuating vs chronic & progressive
Somatization vs Factitious  Unintentional vs intentional without gain

Factitious vs Malingering  Internal psychological vs external reward

The End

GOOD LUCK &
Dowe b"ls - Rama E\ouman
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) scw zophiania
Typical antipswchotics
Atypical antipsuchotics
Behavioml thernpy, / Fomi\y, theropy |

Qrowp thefay

12) moD
— MOD:
Anhidepressants + Psychothepy CCBT/ intecpersonal Psychotherapy)

—> MOD with pswcatic features -
Anfidepressants + 2wd g anhpswchotics

or ECT

R\ Ripolar
Mood stablvzec :
Ltk | va\poie acd [ (chamazePne /Lamotrigme. / Toiomate
2nd g% antiPsycmotics  (Fot biPulas )
Anrideplessants (For deplessue efisades)
\—b bUT conbine frem WL wood  skabilizer

Antideplessants are disconraged Gs monotwefofy |
because twey M wduR MARG OF ypomana

@ pod
95‘6(—\“"“"8(09\*6‘ Cognitive therapy / mterpersonal Yherapy |
st~ ociedted  Psychotuerady

Pharmacotheofy = SSRI/SNRS /-



5] yclotymic. disordex
Mood stabilizer

[ swade

The OA\VG ontipsuchohic Haat decfesses sk of swide —> Clozapine (otypicar)
The m\\% mood Stobilizer that decfeases ek of swade = Lithiwm

7 GRO
(T, soRT or SNRL | beazo for short Yerm of
oucpmentotion Lot buspove (Von-beazo antio\yhic)

1B Panic dasorder

COT, sSRT of SNRT , benzo For shork Ye(m

* Long- term 620 distowraged ) Why?
becanse & depardence [ tolerance / withd(awal

1) Panic aftacs & performance gty - Public
SP&C(\Q\V\%

R

10| Agorophdbic
CBV & ssRL

W\ souad oKty

SRT & R20
NN



120 specfic phobia
CRT Wit exoswie

=) ochd
CBT Ot ERQ (CExposwie b Respamse prevertion)
SSRT  CFlwvoxamuwne))
TCA  CclomiPlamine

W) PTSD
SSRL
ok - receprof O\V\‘VQOGOV((S\‘ CPfazoswn foc V\'\C?S‘J\’(m&fe,g
CET (exposwie thefafy / cogwive plocessingy fherapy)

15) Adgwsmeat  disordes
SWRPO! twe ngc\/\o%\:\e(am
QIOMP  Ywefapy

16) Antisoaad PO
mood  Stablizer
SsSRL

anti— Ps y)cV\oJr\CS

@ Alcowol  wto Xicatiow

ARC / tiamwe / glucase [ Folmte /supportive cafe [ carrect electvolytes /
0Gd~base Status

Alcono\  Wwdawed -

Benzo /correct electiolytes /gue Hiomwne / glucsse [ folate/
mulbivitomin Coavawna bc«s\



Alcowo\ vse disorder :

Nedotrexone / acamposate / disalfiom | fopilamete

1] wernicKe's emce\ob\a\opo\H% (onfusiom [oharia | optalmolonc
. | abworwelities (Mystagmus | yaze palesis)
Yhamwe

® Aloholic Kefoacdosis
W fwds ¥ correct  elechrolytes

20) Cocawe wloXiation °
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senvefe a%\‘(o\‘(\om — ontiPsychotics
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el

Cocawe  wthwafawal -
Suppot hwe

Gone use disordes
- Do FOA - approved
- Psychological wterveakions (Qﬂ&\mg@x&«{

monagment , relopses Penetoun ;) are
the wawn stay of Tx

- off-(abel meds : nalotrexone + ropivamate
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regv\\u(\ne) NSe CaCne

(beamuse un opeose.d a\em -~ odrevxex%\g ad'w\‘u% CoOWN
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gj\ Treat the underlg'\w)k Cause
Swppor five cace 5 rearitation , reduce strimuli , Optimize sleep
Low dose haloperidol if sowere agitation €Dz awtagowist - antipsuchotic)
¥ Avoid berzo (exceph in alwhol o¢ benzo wthdlawod ) , Why ?
05 they Moy Worsea delicwm bw uswey patadoxicol
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