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Datos.. ..

Asumo el nivel de conocimiento de la audiencia del DSM 5
€s poco y basico

Ya se incluyo en los cursos de la UCA hace dos semestres

Yo lo inclui desde el afio pasado en mis cursos
estableciendo el puente entre el DSM IV TR y DSM 5

Revalida de psicologia otofio de 2014

Aun casa aseguradoras usan DSM IV TR- viene cambio ya

En Health South se desde oct 2014 para facturacion
Medicare; Veteranos




Cambios mds importantes del Manual Diagnostico y
Estadistico de los Trastornos Mentales:

Trayectoria del DSM IV TR al DSM 5
Vol 3, Num 1, enero 2014
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WebMD, LLC

* In the 21st century, when technology allows immediate
electronic dissemination of information worldwide, Roman
numerals are especially limiting.

* Research advances will continue to require text revisions to
DSM, and a TR designation, as was done with DSM-IV-
TR, can only be appended once.

* After DSM-5 is published in may 2013, future changes prior

to the manual's next complete revision will be signified as
DSM-5.1, DSM-5.2 and so on.
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Objetivos de la Educacion Continua

Al finalizar la experiencia educativa los participantes lograran:

 Discutir el trasfondo historico del DSM, y los cambios
principales asociados a la organizacidon de los desdrdenes
psiquiatricos en el DSM-5.

» Evaluar el nuevo sistema diagnostico y de clasificacion DSM-5 y
su aplicacion a situaciones clinicas.

* Examinar las implicaciones del DSM-5 en el dominio y proceso
de la practica de Terapia Ocupacional en salud mental.

* Analizar el esquema de diagnostico ocupacional sugeridos por la
Asociacion Canadiense de Terapia Ocupacional.

* Practica de casos vy ejercicios de aplicacion del DSM-5.






DSM-I1]
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Datos...

* Estudio 2012

« Mas del 70% de los psiquiatras en 44 paises usan el ICD

 23% wusan el DSM- paises con relacion con EU- PR,
INGLATERRA, FRANCIA, ESPANA, AUSTRALIA,
COREA DEL SUR

* La realidad es q cada vez el DSM es una herramienta mas
alla del area clinica, llegando incluso hasta el escenario
comunitario debido a la comorbidez de Sintomas y dx)

 DSM 5 es como cualquier sistema de clasificacion
« MT TO, ICF, ICD,

* Son documento vivos, en transformacidn continua




MENTAL
DISORDERS
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A Growing List

Of Mental llis EDITION YEAR NUMSER OF DISORDERS
Work is progressing on a fifth - | 1952
edition of the Diagnoslic and .| 1968
Statistical Manual of Mental N 1980
Disorders. The current edition _,, o 1087
describes about three times
AV 1994
the number of disorders as [ 1 J
the first edition did in 1952, -IV-TR 2000
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Trayectoria historica DSM's
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1952 DSM

1968 DSM 11
1974 DSM IIR
1980 DSM III
1987 DSM IIIR
1994 DSM IV
2000 DSMIVTR
2013 DSM 5
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Cuestionamiento de la naturaleza diagndstica




DSM-5

abandon hope,
all ye who enter here




Ventajas y desventajas en un sistema de clasificacion

brevedad de criterios-tiempo etiquetas, PIEjUICo,
estereotipo

postulados explicitos e
de constructos diagnosticos p—

(clasiﬁcaci()n)

ma “etiqueta’”’; diferentes
necesidades y TX




Trasfondo historico

1840-EEUU v Primer intento en un Censo poblacional de clasificar

1880

1948

1952

estadisticamente los desdrdenes mentales — “todo aquel que
es diferente”

v Una categoria de clasificacion: “idiosy”

v Ocho categorias diagnosticas (ej. mania, melancolia,

monomania, paresis, demencia, epilepsia)

v’ Se refina el sistema de clasificacion y se formaliza su
inclusion en un capitulo del International Classification of
Diseases (ICD-6)

- 26 categorias Dx (psicosis, psiconeurosis, desordenes de

conducta, inteligencia)

v' DSM I publicado por la APA
v Primer volumen comprensivo de desdrdenes mentales

(postulados biologicos de A. Meyer)
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Trasfondo historico

DSM 11
Descripciones generales y vagas; dificultad para llegar a un

diagnostico confiable (se ignoran recomendaciones del MD
BRIT. Stengel)

“La condicion mental es un fendmeno social y no una
enfermedad”
Etiqueta para definir una conducta desviada, inaceptada

por la sociedad

v Explica diferencias en diagnoéstico

AN

Deécada de avances en psicofarmacologia
Instrumentos de diagnostico:
- Research Diagnostic Criteria

- Structured Clinical Interview




DSM IIR
1974

DSM III
1980

AN DN NI NN
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Trasfondo historico

Hasta aqui, procesos internos no observables;

T. psicoanalitica

12,000 individuos evaluados

Mas de 150 diagnosticos

Jerarquia de desoOrdenes

Descripciones mas especificas, sintomas, aparicion (onser),
duracién, curso probable

Clasificacion operacional — descripcion de psicopatologia,
no solo etiologia

Sistema de Clasificacion Multiaxial

Enfasis en describir problemas clinicos y no en
interpretarlos

Multiaxis — elimina la pobre confiabilidad de Dx anteriores

que estaban basados en suposiciones




Continuacion

DSM III
1980

DSM IIIR
1987

DSM IV
1994

v

v

v
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Trasfondo historico

“Homosexualidad egodistonica”
- Angustia y sufrimiento que padece una persona con
orientacion gay o lesbiana por el hecho de serlo.

- El término se retird en 1986.

Se eliminan jerarquias de diagnosticos

Revisiones de literatura, meta-analisis, field trials, evidencia
cientifica

Diferencias culturales en los constructos psiquiatricos

Task force de profesionales

Se crean estandares internacionales para validar
empiricamente los desordenes

Cubre mayor numero de conductas maladaptativas [ 19 J

Lenguaje mas preciso




Trasfondo historico

DSM IV-TR v' No altero criterios diagnosticos; incluyo ultimos hallazgos

2000 investigativos

2013 v DSM 5
v Kendall (2002), cinco criterios para mejorar taxonomia:
- mas comprensiva
- facil de usar

- significancia clinica

- mayor validez y confiabilidad




Trasfondo historico — nuevas tendencias

Disforia de género*
Se elimina Dx. Trastorno de Identidad de Género
- angustia que sufre la persona que no esta identificada con su sexo
masculino o femenino

Sindrome de Diogenes = Trastorno de Acaparamiento®
- dificultades persistentes para deshacerse de sus posesiones,
independientemente de su valor real
- tiene efectos dafiinos (emocionales, fisicos, sociales, economicos, e
incluso, legales) para un acaparador y sus familiares

Sindrome de Asperger, Rett, Desintegrativo
- desaparece de los Trastornos del Espectro Autista

Trastorno de Estado de Animo Disruptivo y No Regulado*
- niflos que muestran irritabilidad persistente y episodios frecuentes de
arrebatos de conducta, tres o mas veces a la semana, durante mas de
un ano




Trasfondo historico — nuevas tendencias

Desordenes de Ansiedad
- Dx. Obsesivo Compulsivo
= Excoriacion® acto de arrancarse la piel de manera continuada

- Susceptibilidad a esquizofrenia por un sutil desorden neurointegrativo +
aprendizaje social = personalidad esquizotipica (Eje II)
» desorden cognitivo — habla incoherente, tangencial
» aversividad social, anhedonia, ambivalencia

* Malinterpretacion de informacion sensorial, abrumados por los
estimulos, reacciones impulsivas o a evitar ciertas experiencias

- trastorno alimentario, preocupacion excesiva por el fisico y distorsion
esquema corporal




Trasfondo historico — nuevas tendencias

Pregorexia*®
- “Pregnant anorexic”

Adicciones virtuales®

- Internet, videojuegos, redes sociales, celulares




Trasfondo historico

Wakefield (2002) sugiere dos componentes en la enfermedad mental:

- disfuncién biologica

- evidencia de participacion o “involucramiento en situacion de vida” (WHO)
= Aumento en la biomedicalizacion de la taxonomia
» Issue de la comorbidez — diagndstico dual

- Krueger estima que el 14% de la poblacion de EEUU tiene Hx de dos o mas
Dx psiq
» Issue de variacion cultural
- Porter (1987)

“lo mental y lo fisico, la locura y lo malo, no son puntos fijos; sino culturalmente
relativos”

"Las cicatrices nos recuerdan que
el pasado fue real”




Formato DSM IV-TR Clasificacion Multiaxial

Eje I | Diagnostico principal

Eje II || Desordenes de personalidad

Retardacion Mental
Eje III|| Condiciones meédicas asociadas
Eje IV || Problemas psicosociales y de contexto

Eje V || GAF Global Assessment of Functioning®

Escala Global de Funcionamiento en Relaciones (GARF)

* Solucion de Problemas — Organizacion — Clima Emocional
Escala de Funcionamiento Social y Ocupacional (SOFAS)

* Ambas escalas del 1-100 como GAF- excelentes para el TO




Figure 6-1. Multiaxial dimensions of psychiatric disorders.




Algunos mecanismos provistos en el DSM-IV TR para
recopilar impresiones provisionales

_ Descartese o confirmese este diagnostico...

N.O.S. “NOT OTHERWISE Diagnostico sin especificidad. No llena todos los

SPECIFIED” * criterios para un diagnoéstico final, pero se detectan

rasgos que lo sugieren.

DEFERRED* Diferido. No hay informacion suficiente al

momento de activar un juicio final o provisional.

NO Dx. No diagnostico. Se ha obtenido la informacion
necesaria y se ha determinado que no existe

patologia.




Ejes en detalle

EJEV MANEJO DE DINERO

EJE 1l

@)
4 TRABAJO

Figura 5. Modelo multiaxial integrador de la Terapia Ocupacional.




USO DE LOS "V-CODES"

Los llamados "V-Codes" son mecanismos mediante los cuales se indica que
no existen criterios particulares y especificos para atribuir alguna disfuncion
conductual que indique patologia psicologica. Mas bien, lo que existe es algo
situacional, genuino o fingido, que se convierte en el foco de atencion clinica. Las
aplicaciones de los "V-Codes" son documentadas primordialmente en el EJE |. A
continuacion se ofrece una lista de los "V-Codes" mas utilizados.

CODIGO APLICACION

VvV61.20 Problemas de relaciones paterno-filiales, tales
como: comunicacion, sobreproteccion o
problemas de disciplina.

V61.1 Problemas de relaciones maritales, tales como:
expectativas irreales, incompatibilidad sexual,
infidelidad.

V61.8 Problemas de relaciones con pares, tales como:
rivalidad entre hermanos, problemas con grupo
primario.

V61.21 Maltrato fisico, psicolégico, sexual, negligencia en
menores.

V61.10 Maltrato fisico, psicolégico o sexual en adultos.

V65.2 Fingimiento o "Malingering”. La produccion
intencional y falsa de sintomas psicologicos y/o
fisicos con la expresa intencion de evitar el
cumplimento de alguna responsabilidad. [ 29 J

V62.3 Problemas academicos.
V62.2. Problemas ocupacionales.
V62.4 Problemas de aculturacion.




Global Assessment of Functioning (GAF) Scale

Consider psychological, social, and oconpational fonctioming on a hypothetical
continnumof mental health or illness. Do notinclude impainment in fonctioningdue to
phyzical (orenvirommental) linstations.

Code

100
I
21

(Nots: Uss trrtermeadiats codez when appropriaies, g, 45, 68, 2)

Superior funchoning in a wide range of acteites, life's problems never seem to
get out of hand, is sought out by others because of his or her many positive
gualities. No symptoms.

Abzent or munimal symptoms (eg., mild anxiety before an exam), good
functioning in all areas, interested and inveolved 1n a wide range of activities,
socially effective generally satisfied with life no more than everyday problems

of concerns (eg., an occasional argument with famly members).

If symptoms are present, they are transient and expectable reactions to
psychosocial stressors (e g, difficulty concentrating after family arsument); no
more than slight impairment in social, oocopational, or school fuﬂru:-ﬂ.mg
(eg. temporarily falling behind 1 schoolworls).

Some mild symptoms (e g., depressed mood and muild insomnia) OF. some
difficulty 1n social, occupational or school functioning (eg., occasional
truancy, or theft within the household), but generally functioning pretty well
has some meaningful interpersonal relationships.

Moderate symptoms (e g., flat affect and circumstantial speech, occasional
panic attacks) OR moderate difficulty in social, cccupational, or school
functioning (e g., few friends, conflicts with peers or co-worlers).

Figure 3-4. The Global Assessmment of Functioning (GAF) Scale




Global Assessment of Functioning ((GAF) Scale

20 Serious symptoms (e g, suicidal ideation. severe obsessional rituals. frequent
| shoplifting) OR. any serious impairment in social, occupational, or school
41 functioning (e g., no friends. unable to keepaj::-b"

40 Some mpairment 11 reality te-h.ﬂg or commmunication (eg., speech is at times
| illogical ohscure or irrelevant) OR major impairment in several areas, such as
| work or school, family rel.m:-ﬂ_-._ judement. thinling or mood (e g, :iepre zed
| man avoids friends neglects famuly, and 15 unable to worlk: child frequently

31 beats up yvounger children_ iz defiant at home and isfailing at school).

30 Behavior 15 considerably influences by delusions or hallucinations OR serious
| impairment in communication or judgment (e g, sometimes incoherent acts
| grossly tnappropriately, suicidal precccupation ) OF. inakility to fonction in

21 almost all areas (eg.. stays in bed all day; no job, home or friends).

20 some danger of hurting self or others{eg., -mn:ieattempb without clear
| expectation of death; frequently viclent; manic excitermnent) OR gross
11 umnpatrment 11 comumunication (eg., 1.3:5&1‘- mccherent or mute).
10 Persistent danger of severely hurting self or others( eg.. recurrent viclence) OR.
| persistent inability to mantain minimal personal hygiene OF. serious suicidal
1 act clear expectation of death.
0 Inadequate information.

Fizure 5-4. The Global Assessmment of Functionins (GAF) Scals
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Schizophrenia

29990

295-70(F25-0)BiPOIaftype' This subtype appliesifa

sgntation. Major depressive episodes may also occu

195.70 (F25 1\ Depress:ve type: This subtype app
pOCES are part of i, “ggentation
This 15 the ICD-3-CM code for

P Rpy Lix
zoatfective disorder, bipolar This 15 the ICD-10-CM code fo

type Schizoaffective disorder, depres




DSM 5




David J. Kupfer (Task Force Chair)
y Darrel Regier (Vice Chair)

e Junio 2012

* “Por primera vez en la historia, el
nuamero total de diagnosticos en el DSM
NO va a aumentar. De hecho el niumero
actual de diagnosticos puede ir incluso
por debajo de los que se presento en el
DSM III hace 30 afios atras.”

» 50 organizaciones profesionales expresan
oposicion al DSM 5

* Daivision 32 (Sociedad de Psicologia
Humanista)

* Division 27 (Sociedad de Investigacion y
Accion Comunitaria)

* Daivision 49 (Sociedad de Psicologia y
Psicoterapia)

o Se utilice el ICD 9
 En octubre 2014 ICD 10




DSM 5

* El Dr. Allen Frances, ex director y profesor emérito del
Departamento de Psiquiatria de la Escuela de Medicina de
la Universidad de Duke, y el Dr. Thomas Insel, director
del Instituto de Salud Mental (NIMH):

v’ participaron del proceso de revision del DSM 5,
previo a su conclusion, abandonaron el mismo, debido
a que entendian que el nuevo manual abria la
posibilidad a un aumento exponencial en diagnosticos y
el estigma social.
v’ sobre-medicacién de miles de personas.
 Para otros profesionales de la salud el DSM 5 es
considerado un documento vivo y en evolucion constante
que ha reconceptualizado el campo de la psiquiatria,
acercandola mas a la psicologia y a la vision psicosocial de

la enfermedad psiquiatrica.




Mayores criticas...

» Los marcadores biologicos y los neuro-circuitos genéticos
especificos para proveer diagnosticos confiables y validos,
no se cumplieron.

* Conflictos de interés con casas farmacéuticas




Organizacion DSM 5

En el DSM IV TR los Dxs mayormente se basaban en
sintomas (Ej. Trastornos de Ansiedad)

En el DSM 5/1ICD se agrupan trastornos en factores
subyacentes ( Ej Trauma, Trastorno Obsesivo Compulsivo)

No hay seccion de nifios
No hay multiejes
Cambios marcados en criterios diagndsticos

Desaparecen mas de 50 Dxs o subtipos (Ej. Esquizofrenia,
Trastorno psicotico compartido)

DSM 5 combina los primeros 3 ejes del DSM IV TR,
condiciones de atencidn clinica codificadas en el ICD 9
como “V”,yenel ICD 10 como codigos “Z”

- DSM 5, pag 715-727




Fortalezas del DSM 5

» Importancia a factores culturales- se pretende

internacionalizar el DSM 5

A 2 Trastorno Identidad Disociada
‘ ;ﬁ‘iq (personalidad multiple)

No proliferacidén de

Experiencia de posesion diagndsticos
Oriente vs Occidente
|
Eliminacion de diagndsticos %? @;ﬁ ?O
No evidencia de incidencia y ;ll '| 13 grupos de trabajo
prevalencia- no evidencia k! y{w\ | ‘ 160 expertos de la salud mental
o utilidad vy "y




Fortalezas del DSM 5

Pluralidad de expertos reconocidos en EEUU y
multinacionales

 Dra. Glorisa Canino
 Dr. Roberto Lewis Fernandez

Revisiones extensas de literatura (2005-2012)

Debates anos antes de publicarse
Colocar los criterios publicos y fomentar reacciones
No proliferacion desmedida de Dxs

Manifestacion medida por desarrollo
* Justicia para los menores de edad




Debilidades del DSM 5

Indice:s Ka.ppas,ba.jos en Kappas 0.6-0.8
varios diagnosticos excelentes

Indice de confiabilidad en 0.6-0.4 buenos
evaluaciones luego de dos semanas no 0.4-0.2 jaceptables?
confirman el Dx inicial

Se pierde el contexto, es

Eliminacion Multiaxial vital para el Dx y no
GAF

+ Mild Neurocognitive
Disorder

» Depresion Mayor por duelo
Patologizacion » Binge Eating Disorder
innecesaria  Umbrales de edad Dx mas

bajos ej. ADHD, antes 12 afios,
ahora 7
o Retirada al café

* Restless leg sindrome




Indices kappa...

D&EM-5 DSsM-IV | ICD-10 (DSM-III

Generalized Anxiety Disorder 20 .65 .30 72
Post Traumatic Stress Disorder 67 .59 .76 .55
Schizophrenia 46 76 .79 81
Bipolar 1 .54 .69

Major Depressive Disorder 32 .59 .53 .80
Major Neurocognitive Disorder .78 .60 91
Mild Neurocognitive Disorder .50

Alcohol Use Disorder 40 71 B0
Obsessive Compulsive Personality/Hoarding | .59

Binge Eating Disorder .50

Bipolar 2 40

Mixed Anxiety Depression Disorder .06

Attenuated Psychosis Syndrome 46

Obsessive Compulsive Personality Disorder | .31

Antisocial Personality Disorder 22

Autistic Spectrum Disorder .59 .85 A7 .01
Attention Deficit Disorder 61 .59 .B5 .50
Disruptive Mood Dysregulation Disorder .50

Oppositional Defiant Disorder 41 .55 .66
Conduct Disorder 48 57 .78 61




Autism Spectrum Disorder
ADHD
Bipolar | Disorder
Avoidant/Restrictive Food Intake Disorder
Conduct Disorder
Oppositional Defiant Disorder
sttraumanc Stress isorge
Major Depressive Dis
allous/Unemotional Specifie
Disruptive Mood Dysregulation Disorde
Mixed Anxiety-Depressive Disorder
Nonsuicidal Self-Injury

i

i

4

A

A

-0.1

Very Good Agreement estionable Agreer
Unacceptable Agreement

Good Agreement

0.0

0.1

0.2

0.3

Kappa

0.4

0.5

0.6

0.7



Major Neurocognitive Disorder
Posttraumatic Stress Disorder

Complex Somatic Symptom Disorder Revised
Hoarding Disorder

Bipolar | Disorder

Binge Eating Disorder

Borderline Personality Disorder
Schizoaffective Disorder

Mild Neurocognitive Disorder
Schizophrenia

Attenuated Psychotic Symptoms Syndrome
Alcohol Use Disorder

Bipolar |l Disorder

Mild Traumatic Bran nury (T8I1)
Obsessive-Compuisive Personahty Disorder
Major Depressiv

Antisocial Personality Disorde

Generalized Anxiety Disorder

Mixed‘Anxietv-Depressive Dcs?rder ) : : 5 i ; ; ;
01 00 01 02 03 04 05 06 07 08

Very Good Agreement estionab perment Kappa

Good Agreement Unacceptable Agreement

[43]




Entonces. ..

/Para qué le sirve el DSM 5 al terapeuta ocupacional?




Sirve para. ..

1. Establecer una impresion diagnostica
= ;Queé es lo que creo que el paciente
tiene?
2. Establecer prognosis

= /Qué espero que suceda en el futuro del
p/c , potencial de recuperacion?

3. Juicio clinico

0JO.
Dx psiquiatrico compete al MD, Phd, Psy D,

Trabajo Social Psiquiatrico, Consejero
Profesional (segun ley 408, 2008)




DSM 5 y Terapia Ocupacional

v' El diagnostico en Terapia Ocupacional difiere sustancialmente
al Dx médico o psicologico.

v" Contexto social y nivel de funcionalidad importantes para
proceso de evaluacion y tratamiento en Terapia Ocupacional.

v TO - Dx de ejecucion ocupacional.



Conceptualizacion de Terapia Ocupacional
del desorden mental

| Medicina focaliza en enfermedad, Terapia Ocupacional
focaliza en FUNCION.

Catarro es una enfermedad, no necesariamente afecta
funcion. Un individuo sin Dx puede tener problemas
o deéficits en ejecucion (deprivacion, aislamiento,
otros).

Marco Conceptual-Trabajo en Terapia Ocupacional [ 47 J
(3erd. Ed AOTA 2013)




Conceptualizacion de Terapia (cupacional
del desorden mental

. Enfoques de intervencion en psicosocial (AOTA, 2013):
- crear y promover (promocion salud)

- prevenir (discapacidad)

- establecer y restaurar (remediacion)

- mantener funcion

- modificar (compensar, adaptar)

' Estrategias de intervencion:
- uso terapéutico de ocupaciones y actividades con
proposito
- métodos preparatorios y tareas
- proceso de educacion y adiestramiento
Defensa y autogestion “advocacy”




Diagnosis




Enfoque Canadiense de Diagnostico Ocupacional

Factores de riesgo ocupacional:

Desbalance ocupacional- (roles)

\ih Deprivacion ocupacional- (no acceso)

fll Enajenacion ocupacional- (aislamiento)

Al
'
!

Disparidad ocupacional- (no equivalencia exper.)

. Estrés ocupacional- (todo lo anterior) [ 50 J




Tendencias en el cudado de salud mental
y lerapia Ocupacional

Factores que impactan los servicios:

tendencias hacia el servicio comunitario }
mayor conciencia de la interaccion de
condiciones fisicas y mentales
diversidad cultural y conceptualizacion de
enfermedad
tendencia a intervencion interprofesional }

[s1)
costo efectividad; EBP }




DSM-5

Resumen de cambios mas significativos

DSM-5

:,\::\: |
/ (52)
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TABLE 1

CHAPTERS IN DSM-5

. Neurodevelopmental Disorders

* Schizophrenia Spectrum & Other Psychotic Disorders
o Bipolar & Related Disorders

. Depressive Disorders

= Anxiety Disorders

- Obsessive-Compulsive & Related Disorders

* Trauma- & Stressor-Related Disorders

. Dissociative Disorders

- Somatic Symptom Disorders

. Feeding & Eating Disorders

- Elimination Disorders

o Sleep-Wake Disorders

* Sexual Dysfunctions

* Gender Dysphoria

. Disruptive, Impulse Control & Conduct Disorders
. Substance Use & Addictive Disorders

. Neurocognitive Disorders

o Personality Disorders

- Paraphilic Disorders

. Other Disorders

The number of total disorders in DSM-5 has not increased significantly, but some
disorders have now had their importance recognized by being allocated separate
chapter headings (e.g. Obsessive Compulsive Disorder). The chapter on
Neurodevelopmental Disorders is a new heading containing autism spectrum
disorders, intellectual development disorder, and attention/hyperactivity disorder
(ADHD). The chapter on Substance Use & Addictive Behaviours will now
includes gambling disorder. The importance of both Bipolar Disorder and
Depressive Disorders is recognized by them being allocated to separate chapters.

(53]




TABLE 2
SUMMARY OF CHANGES IN DSM-5

Axes 1, Il and Il will be combined

- Disorders no longer categorized as acute or life-long

New chapters for OCD and Trauma & Stress-Related Disorders

- Confirms the growing importance of these types of disorder as possibly
independent of other anxiety-based problems

Autism Spectrum Disorder will incorporate many previously separate
labels (e.g. Asperger’s disorder)

New Disruptive Mood Dysregulation Disorder

— Diagnoses children with persistent irritability

Binge Eating Disorder, Hoarding Disorder & Skin-Picking Disorder
included

- All recognized as new independent disorder categories

Personality Disorders retained with added dimensional scales

PTSD included in new chapter on stress

- Emphasizes the importance of trauma-related disorders

Removal of bereavement exclusion in Major Depression

- Allows bereavement to be included as a contributor to Major Depression
Substance use disorder combines substance abuse and substance
dependence




Trastornos de la salud mental mas comunes en
la practica de Terapia Ocupacional- DSM 5




Definition of a Mental Disorder

« A mental disorder is a syndrome characterized by clinically significant
disturbance in an individual's cognition, emotion regulation, or behavior that
reflects a dysfunction in the psychological, biological, or developmental
processes underlying mental functioning.

* s usually associated with significant distress or disability in social,
occupational, or other important activities. An expectable or culturally
approved response to a common stressor or loss, such as the death of a loved
one, is not a mental disorder.

 Socially deviant behavior (e.g., political, religious, or sexual) and conflicts
that are primarily between the individual and society are not mental disorders
unless the deviance or conflict results from a dysfunction in the individual, as [ 2 J
described above.




Mental Disorder

Diagnosis of a mental disorder is not equivalent to a need for treatment.

<\

Takes into consideration symptom severity, symptom salience ( e.g., the presence of
suicidal ideation), the patient' s distress (mental pain) associated with the symptom(s),
disability related to the patient's symptoms, risks and benefits of available treatments,

\ and other factors (e.g., psychiatric symptoms complicating other illness). "

N\

Clinicians may thus encounter individuals whose symptoms do not meet full criteria
for a mental disorder but who demonstrate a clear need for treatment or care.

>y

Additional information is usually required beyond that contained in the DSM-5
diagnostic criteria in order to make legal judgments on such issues as criminal
responsibility, eligibility for disability compensation, and competency.
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Criterion for Clinical Significance

DSM 5 and WHO separate the concepts of mental
disorder and disability (impairment in social,
occupational, or other important areas of functioning).

The WHO Disability Assessment Schedule (WHODAS)
is based on the ICF and has proven useful as a
standardized measure of disability for mental disorders.

Use of information from family members and other third
parties (in addition to the individual's is recommended)
regarding the individual’s performance is recommended
when necessary.

A DSM-5 diagnosis 1s usually applied to the individual's
current presentation; previous diagnoses from which the
individual has recovered should be clearly noted as such.




Diagnostic Criteria
Neurodevelopmental Disorders
Schizophrenia Spectrum and Other Psychotic Disorders
Bipolar and Related Disorders
Depressive Disorders
Anxiety Disorders
Obsessive-Compulsive and Related Disorders
Trauma- and Stressor-Related Disorders
Somatic Symptom Disorder and Related Disorder
Feeding and Eating Disorders
Disruptive, Impulse-Control, and Conduct Disorders
Substance-Related and Addictive Disorders

Neurocognitive Disorders
Personality Disorders




Organization within Chapters

* Diagnostic criteria

* Subtypes and specifiers
» Diagnostic features
 Associated features
* Prevalence
* Development and course
* Risks and prognosis factors
* Culture related 1ssues
* Gender related issues
* Suicide risk
* Functional consequences
* Differential diagnosis
* Comorbility




Neurodevelopment Disorders




Neurodevelopment Disorders

» Intellectual Disability
P (Intellectual Development Disorder)

‘ ' Global Development Delay

Autism Spectrum Disorder

Attention-Deficit/Hyperactivity Disorder

Specific Learning Disorder




Neurodevelopment Disorders

Intellectual Disability
(Intellectual Developmental Disorder)

Includes both intellectual and
adaptive functioning deficits in
conceptual, social, and practical
Domains (pg 19).

Failure to meet developmental and sociocultural
standards for personal independence and social
responsibility.

Activities of daily living, such as communication,
social participation, and independent living, across
multiple environments, such as home, school, work,
and community.

Onset during developmental period.

Reasoning, problem  solving,
planning, abstract thinking,
judgment, academic learning, and
learning from experience confirmed
by standardized intelligence testing.

A federal statute in the United
States (Public Law 111-256, Rosa's
Law) replaces the term mental
retardation with intellectual
disability, and research journals use
the term intellectual disability.

[63)



Neurodevelopment Disorders

Intellectual Disability (intellectual Developmental Disorder)

Intellectual disability Severity level

o is the term in common use by e Mild
medical, educational, and ? ? ? * Moderate
* Severe

other professions and by the

| e * Profound
lay public and advocacy rofoun

groups.




Neurodevelopment Disorders
Intellectual Disability (Intellectual Developmental Disorder)

* 1Q- ya no es prioridad
* Nivel de funcionamiento- capacidad adaptativa
* Tres dominios

* Conceptual: lenguaje, lectura, escritura,
razonamiento, conocimiento, memoria,
matematicas

* Social: empatia, juicio social, comunicacion
interpersonal, capacidad para hacer amistades

 Practico: auto gestion, cuidado personal, laboral,
manejo de dinero, organizacidn escolar




Neurodevelopment Disorders
Global Development Delay

Individuals under the age of 5 years

Unable to undergo systematic assessments of
intellectual functioning, including children
W who are too young to participate in
_4 standardized process.




Neurodevelopment Disorders

Autism Spectrum Disorder

Anteriormente en el DSM IV TR:

Ahora todos integrados en TEA en el DSM 5




Neurodevelopment Disorders
Autism Spectrum Disorder

* Enel DSM IV TR, 3 dominios:
* Interaccion social
* Comunicacion
* Conductas repetitivas
* En el DSM 5 se colapsan los primeros dos

» Imp: S1 esta solo el componente social el diagndstico es
Trastorno de Comunicacion Social

* Ahora son 7 sintomas: antes eran 12 para el
diagnostico.
 Se relaja la edad de comienzo
- DSM IV TR- 3 afios (68 )

* DSM 5; Sxs presentes en el “Early Developmental
period”




Neurodevelopment Disorders

Autism Spectrum Disorder

Persistent deficits in social communication and social interaction (3)
- Deficits in social-emotional reciprocity-failure to initiate or respond to social
interactions
- Deficits in nonverbal communicative behaviors-eye contact and body language,
gestures, expressions
- Difficulties adjusting behavior to suit various social contexts; to difficulties in sharing
imaginative play or in making friends; to absence of interest in peers

Restricted, repetitive patterns of behavior, interests, or activities (4)
- Stereotyped or repetitive motor movements
- Insistence on sameness, inflexible adherence to routines, or ritualized patterns of
verbal or nonverbal behavior
- Highly restricted, fixated interests
- Hyper or hyporeactivity to sensory input or unusual interest in sensory aspects of the
environment




Neurodevelopment Disorders

Autism Spectrum Disorder

Level 1- Requiring very
substantial support : 2-
Requiring substantial support;
3- Requiring support in the
areas above (Pg 30)

Intellectual Disability and Autism
Spectrum Disorder frequently co- occur




DSM-35 Criteria for Autism Spectrum Disorder

Currently, or by history, must meet criteria A, B, C, and D

A. Persistent deficits in social communication and social interaction across
contexts, not accounted for by general developmental delays, and manifest
by all 3 of the following:

1. Deficits in social-emotional reciprocity
2. Deficits in nonverbal communicative behaviors used for social interaction
3. Deficits in developing and maintaining relationships

B. Restricted, repetitive patterns of behavior, interests, or activities as

manifested by at least two of the following:

1. Stereotyped or repetitive speech, motor movements, or use of objects

2. Excessive adherence to routines, ritualized patterns of verbal or nonverbal
behavior, or excessive resistance to change

3. Highly restricted, fixated interests that are abnormal in intensity or focus
4. Hyper-or hypo-reactivity to sensory input or unusual interest in sensory aspects

of environment;
C. Symptoms must be present in early childhood (but may not become ﬁd{yﬂ ]
manifest until social demands exceed limited capacities

D. Symptoms together limit and impair everyday functioning.



Issue central TEA...

* De 12 sintomas en el DSM IV
TR, a7enel DSM 5....mi1
hijo antes tenia autismo, ahora
no tiene... se cur0??? Ayudas
gubernamentales?

* En EU un 9% de los nifios esta
mal diagnosticado (falsos
positivos)- Estudio de Volkmar

The f\\‘L_lUSU_”C DB . \KOs CON AUTISMO EN

20 ANOS

- 1 EN 2,000
TEMPLE . 1EN 150
GRANDIN . 1 EN 80

ano RICHARD PANEK

1 EN 38 (KOREA)




Neurodevelopment Disorders

Attention-Deficit/Hyperactivity Disorder

Persistent pattern of inattention and/or hyperactivity-
Impulsivity:

= |nattention: six (or more) of the following symptoms
below 17 years old; five symptoms for people 17 years
and older
« fails to give close attention to details or makes careless mistakes
« difficulty sustaining attention in tasks or play activities; no focus
 does not seem to listen when spoken to directly
 does not follow through on instructions
« difficulty organizing tasks and activities

 avoids, dislikes, or is reluctant to engage in tasks that require
sustained mental effort

 loses things necessary for tasks or activities
» easily distracted by extraneous stimuli
» forgetful in daily activities




Neurodevelopment Disorders

Attention-Deficit/Hyperactivity Disorder

= Hyperactivity and impulsivity: six (or more) of the
following symptoms have persisted for at least 6
months, below 17 years old; five symptoms for people
17 years and older
« fidgets with or taps hands or feet or squirms in seat
 leaves seat in situations when remaining seated is expected
* runs about or climbs in situations where it is inappropriate
 unable to play or engage in leisure activities quietly
* “on the go” acting as if “driven by a motor”

* talks excessively

 Dblurts out an answer before a question has been completed [ o J
« difficulty waiting his or her turn

* interrupts or intrudes on others




Neurodevelopment Disorders

Attention-Deficit/Hyperactivity Disorder

* Symptoms were present prior to age 12 years old

 Inattentive or hyperactive-impulsive symptoms in school, home,

work, family, others.

I DA Huna voba ———

Deficiencias que propician ol TOAM




Neurodevelopment Disorders

Specific Learning Disorder

* Presence of at least one of the following symptoms that
have persisted for at least 6 months

Inaccurate or slow and effortful word reading

Difficulty understanding the meaning of what 1s read
Difficulties with spelling

Difficulties with written expression

Difficulties mastering number sense, number facts, or calculation
Difficulties with mathematical reasoning

Affected academic skills are substantially and quantifiably below
those expected for the individual's chronological age




&

Neurodevelopment Disorders Y

Specific Learning Disorde @E

g

* More symptoms

Learning difficulties begin during school-age years

Are not better accounted for by intellectual disabilities

Dyslexia 1s an alternative term used to refer to a pattern of
learning difficulties characterized by problems with accurate or
fluent word recognition, poor decoding, and poor spelling
abilities, reading comprehension or math reasoning.

Dyscalculia 1s an alternative term used to refer to a pattern of
difficulties characterized by problems processing numerical
information, learning arithmetic facts, and performing accurate
or fluent calculations.




Predomina en ninos

DIZLEXIA: PAOBL3IMVMA DE COMUMICAJION

La dislexia es un padecimiento que se manifiesta, sobre todo, con la confusion
de letras al leer o al escribir, y se presenta mas en ninos, quienes son tomados
como distraidos o rebeldes, cuando lo que necesitan es ser tratados meédicamente

Una dificultad del sistema Nifios

nervioso que afecta la e Pueden padecerla
captacion, elaboracion o algunos adultos

Origenes
e Causas geneéticas

e Dificultades en el
embarazo o en el parto

e | esiones cerebrales

e Problemas adaptativos
en la escuela

comunicacion de

informacion (incapacidad
de leer y escribir
correctamente)

Sintomas en escritura
e Dificultad para leer
oraciones o palabras
sencillas

e [nvierten las palabras
de manera total o parcial
e |nvierten las letras

e Conocen una palabra
pero usan otra

A

Dislexia en México

Sintomas generales
e Dificultades para
distinguir la izquierda
de la derecha

e Hiperactividad

e Distraccion frecuente
e No miden el peligro

Tratamiento '
e Terapias psicologicas
e Sobreaprendizaje
(Volver a aprender la
lecto-escritura)

Nifos afectados
2.5 millones

e 17% de estudiantes
de primaria

O T I



La islexia a dferencia e otrs trastv-
15 0 tiene un dred espectica dentro
el cerebro y se descubre casi siempee
Cuand inicia el proceso de aprendizaje
ela lecto escrituna,

El procesn dealeco escritura s suma-
mente compleo, pues 10 & Una
funcion que venga programada neuro
Iogkamente como ¢f habka, En este
rOces0 se vinculan:

EL 0/D0 FONEMATICO: La capacidad
neuroldgica que ayuda a discriminer o
quese s esuchand, Nose tta de
que ¢ nilo no escuche bien, sy
audiin puede ser perfeca pero 3
nivel neutoldgico no puede descirar a
informaddn y relaconata o0 un
cOdigo visual s dcir para 6 serdigual
lab,,y. poes ol asigna un sonidoa
(aa i3,

B ===
LEXIA B %@

I

cash)  [k|[of[z][a] £
DECODFCACON ey W fic%
O | GRARICA ,

t!

0 e haman b en s ook drate e s
anmbos hemisfrio, derecho ¢ guiedo, s comunican ente s, (aa
hemsfrio st especalzado en cirtas fncines. € hemisfro
querto s ocupa e s proescs del lenquale, mienas gue ¢
derecho e especiiza e & nformactn visaly esacl,

LECTOR NORMAL QuRvion

LECTOR CON DISLEXIA

$E e ash m“’g

f

En los s con disleda se produce une disfundidn -un fallo-
en o hemisrio gulrdo y s ve afectada a vlocidd e
procesamient de a informacin, o que incapacta af nifio
ara procesar (ambios rapidos de estimulos o suceslones,
tanto en ¢l drea visual como audita.,

[7)




Schizophrenia spectrum and
other Psychotic Disorders
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Schizophrenia spectrum and other
Psychotic Disorders

Schizophrenia Delusional Disorder

Brief Psychotic Disorder Schizophreniform Disorder

Substance/Medication

Schizoaffective Disorder Induced Psychotic Disorder




Schizophrenia Spectrum and other Psychotic Disorders

Schizophrenia

(NS N EI Positive symptoms
following time during a BTN

1-month period * Hallucinations

 Disorganized speech
(e.g., frequent derailment or
incoherence)

 Grossly disorganized or catatonic behavior
Negative symptoms (1.e., diminished
emotional expression or avolition)

Continuous signs of the disturbance persist for
at least 6 months




Figura 1. Manifestaciones clinicas de la esquizofrenia

Los sintomas negativos de dividen en:

Primarios: Alogia, afecto aplanado, abulia, anhedonia y deterioro de la atencion.

Secundarios: A efectos secundarios de los antipsicoticos, desesperanza, depresion, [ 83 J
aislamiento y apatia.

Los sintomas positivos incluyen las alucinaciones, delirios y trastornos del pensamient



Schizophrenia spectrum and other Psychotic Disorders

Schizophrenia: Positive symptoms

Delirios (pensamiento)

* creencias erroneas que envuelven malas
interpretaciones de la realidad

* temas: persecucion, religiosos, somaticos, de

referencia(cree que gestos, comentarios,
pasajes de libros, canciones son dirigidas a su
persona)




Schizophrenia spectrum and other Psychotic Disorders

Schlzophrema POSltIVC symptoms

Tipos de delirios

v" Pasividad somatica

" ser recipiente pasivo de sensaciones
impuestas por un ente externo

v’ Insercion de ideas
" ‘“me ponen pensamientos”
v’ Difusion de pensamientos
" “todo el mundo sabe lo que pienso”
v" Robo de pensamientos
= “alguien me los roba”
v Sentimientos artificiales
» “lo que siento no me pertenece”
v’ Actos volitivos artificiales
» “lo que hago no esta en mi control”

v Impulsos artificiales

— o e e e e e e E e e M e e e M M e e M R e e M me e R M e e e e e e e
- T . S = B

» “mis impulsos no me pertenecen”




Schizophrenia spectrum and other Psychotic Disorders

Schizophrenia: Positive symptoms

Alucinaciones (percepcion)

e auditivas, visuales, olfativa, gustativa, tactil

Habla desorganizada (comunicacion)

» pobre organizacion de ideas
e asociaciones difusas o descarrilamiento

 respuestas a preguntas sin asociacion
(tangencial)

 lenguaje severamente desorganizado
(incoherente, ensalada de palabras)




Schizophrenia spectrum and other Psychotic Disorders

Schizophrenia: Negative symptoms

Abulia Afecto embotado
falta de energia, inhabilidad | pobre contacto visual, inmovilidad, no
para iniciar y persistir en lenguaje corporal
actividades
Alogia
vocabulario reducido Catatonia inmovilidad motora
pobre contenido (catalepsia)
excesiva actividad motora, negativismo
Anhedonia extremo 0 mutismo, movimientos voluntarios
incapacidad para pecuhe.lres (posturas inapropiadas, bizarras,
manerismos)

experimentar placer




THE BRAIN IN SCHIZOPHRENIA

MANY BRAIN REGIONS and systems operate abnormally in impoverished signaling by the more pervasive neurotransmitter
schizophrenia, including those highlighted below. Imbalances glutamate—or, more specifically, by one of glutamate’s key

in the neurotransmitter dopamine were once thought to be the targets on neurons [the NMDA receptor)—better explains the
prime cause of schizophrenia. But new findings suggest that wide range of symptoms in this disorder.

Involved in movement and
emotions and in integrating
sensory information, Abnormal
functioning in schizophrenia is
thought to contribute to
paranoia and hallucinations.

Enables humans to hear and understand speech. In schizophrenia,
overactivity of the speech area [called Wernicke's area) can create
auditory hallucinations—the illusion that internally generated thoughts
are real voices coming from the outside

(Excessive blockade of dl
; i - the visual world, People with
basal ganglia by traditional i 3

schizophrenia rarely have
full-blown visual
hallucinations, but
disturbances in this area
contribute to such difficulties
as inmterpreting complex
images, recognizing motion,
and reading emotions on
others’ faces

antipsychotic medicines
leads to motor side effects.)

Critical to problem solving,
insight and other high-level
reasoning. Perturbations in
schizophrenialead to
difficulty in planning actions :
and organizing thoughts HIPPOCANPUS
Mediateslearning
and memory formation,
intertwined functions that are
impaired in schizophrenia

LIMBIC SYSTEM
Involved in emotion. Disturbances
are thought to contribute to the agitation

frequently seenin schizophrenia
ALFRED T. KAMAJIAN

(s8]



Early and Late Gray Matter
CARLIEST DEFICHT

s

in Schizophrenia

Average
Deficit

% .

) .20%"

Thompson
et al,, 2001




Table 6-1. Syndromes of Schizophrenia: A comparison of Types 1

and 2
Type Symptomatology Prognosis Response to Treatment
1 Predominance of Characterized by a Generally responds
positive symptoms fluctuating course of  well to antipsychotic
with minimal orno  exacerbations and medication. May need
cognitive deficits remissions. Usual little or no other
onset involves a full-  therapeutic
blown psychotic intervention between
episode psychotic episodes

providing there 1s a
stable environment

2 Predominance of Usually a chronic Responds poorly to
negative symptoms, course. Onset may be typical antipsychotic
typically with some  insidious but 1s medication but may
degree of cognitive  generally identified by experience a reduction
deficits early adulthood of negative symptoms

with an atypical agent.
Usually needs ongoing
supportive therapy for

both rehabilitation and

maintenance of living
skills




Schizophrenia spectrum and other Psychotic Disorders

Delusional Disorder

Delusions with a duration of 1 month

or longer.

Criterion A for schizophrenia has never
been met.

Functioning 1s not markedly impaired,

and behavior 1s not obviously bizarre or
odd.

[o1)




Schizophrenia spectrum and other Psychotic Disorders

Delusional Disorder Types

Erotomatic type
_| » another person is in love with the individual

#-sath | Grandiose type

' ) - conviction of having some great (but unrecognized) talent or
N insight

Jealous type
* his or her spouse or lover is unfaithful

Persecutory type
g * belief that he or she is being conspired against, cheated, spled on,

obstructed in the pursuit of Iong -term goals

J)

Somatic type
@ ° bodily functions or sensations




Schizophrenia spectrum and other Psychotic Disorders
Brief Psychotic Disorder

Presence of one (or more) of the following symptoms:
= Delusions
= Hallucinations
» Disorganized speech
(e.g., frequent derailment or incoherence)
= Grossly disorganized or catatonic behavior

Do not include a symptom if it is a culturally sanctioned
response

Duration of an episode of the disturbance is at least 1 day
but less than 1 month
= EX. postpartum onset




Schizophrenia spectrum and other Psychotic Disorders

Schizophreniform Disorder

* Two (or more) of the following during a 1 month period but
less than 6 months

Disorganized speech

Hallucinations (e.g., frequent derailment or
incoherence)

Delusions

Grossly disorganized or Negative symptoms
catatonic behavior

(i.e., diminished emotional
expression or avolition)




Schizophrenia spectrum and other Psychotic Disorders

Schizoaffective Disorder

Major mood episode concurrent with
criterion A of Schizophrenia

\
\
4 N
Delusions or hallucinations for 2 or more
weeks in the absence of a major mood

disorder; most of time
\_ x %




Schizophrenia spectrum and other Psychotic Disorders

Substance/Medication-Induced Psychotic Disorder

* The symptoms in Criterion A developed during or soon after
substance intoxication or withdrawal or after exposure to a
medication. (Ex. Paranoia-cocaine)




Bipolar and Related Disorders




Bipolar and Related Disorders

Bipolar
Mixed

Bipolar Cyclothymic
Type II Disorder




TODO PARECE INDICAR QUE USTED SUFRE UN SEVERO
CASO DE TRASTORNO BI-POLAROID,

www.dosisdiarias.com




Bipolar and Related Disorders

Types of Bipolar Disorder

Bipolar |

Mania

Hypomania
Normal mood
Mild depression
Severe depression

Time —

Bipolar 1l
Mania
Hypomania

Normal mood
Mild gepression

Severe depression

Time -




Bipolar and Related Disorders

Types of Bipolar Disorder

Type I, 11 I

V

Mixed-highs and lows in a week l

V

Cyclothymic Disorder l

K

2 years (at least 1 year in children and adolescents) there
have been numerous periods with hypomanic symptoms that
do not meet criteria for a hypomanic episode and numerous
periods with depressive symptoms




110 Chapter?7

Table 7-1

Mood Disorders (More Severe and Less Severe Forms)

Manic episode Bipolar disorder Major depressive episode

|

Hypomanic disorder Cyclothymic disorder Dysthymic disorder




Table 7-2.

Symptoms

Emotional

Cognitive

Motivational

Self-Concept

Vegetative

Clinical Picture: Major Symptoms of Depression

\YERIE!

Depleted mood
Hopelessness

Decreased sense of humor
Lack of pleasure

Negative thinking

Decreased concentration and
attention

Indecision

Decreased energy
Paralysis of will and initiation
Avoidance or escapist wishes

Worthlessness
Guilt

Loss of appetite
Sleep disturbance
Loss of sexual desire

and

Mania

Euphoric mood
Grandiosity

Grandiose, expansive thinking
Decreased concentration and
attention

Increased energy
Agitation

Distraction

Low frustration tolerance

Inflated sense of worth and
power

Loss of appetite
Sleep disturbance
Increased sexual
preoccupation

(103)




Depressive Disorder
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Depressive Disorder

) Disruptive Mood
¥ Dysregulation Disorder

Persistent Depressive
g Disorder (Dysthymia)

Major Depressive Disorder

Premenstrual Dysphoric
Disorder >
Substance/Medication -

Induced Depressive Disorder




Depressive Disorders

Disruptive Mood Dysregulation Disorder g

Severe recurrent temper outbursts manifested verbally (e.g., verbal rages) and/or
behaviorally (e.g., physical aggression toward people or property)

in intensity or duration to the situation or provocation
Outbursts occur, on average,
Mood between temper outbursts 1s persistently irritable or angry most of the day
Present for
Present in at least two of three settings (1.e., at home, at school, with peers)

Diagnosis should be made for before age 6 years or after age 18

years

Diagnosis cannot coexist with oppositional defiant disorder, intermittent

explosive disorder, or bipolar disorder




Depressive Disorders

Major Depressive Disorder

* Five (or more) of the following symptoms have been present
during the same 2-week period

| Depressed mood (Nofe:
L/ In children and

4 adolescents, can be
( 39

irritable mood )

Markedly diminished
Interest or pleasure

] Significant weight loss
] when not dieting or
Q4 weight gain

Insomnia or
hypersomnia

4

Psychomotor agitation or
retardation

| Fatigue or loss of energy

Feelings of worthlessness
Or excessive or
Inappropriate guilt

V&

Diminished ability to
think or concentrate, or
indecisiveness

® § Recurrent thoughfs of
= death (not just fear of
) dying), recurrent suicidal

ideation

Note: In responses to a significant loss (e.g., bereavement, financial ruin, losses from a natural disaster, a serious
medical illness or disability), clinical judgment based on the individual‘s history and the cultural norms for the
expression of distress in the context of loss should be made.
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Table 7-2 i
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Disorder Symptoms Functional Deficits b
"
\
jor depressive 1. Depressed mood Social, work, leisure :
isode 2. Anhedonia Possibly ADLs and IADLs i
3. Appetite/weight change Habits, roles, routines deteriorate "
4. Insomnia/hypersomnia during episode {
5. Lack of energy Motor, process, and communica- ;
6. Feelings of worthlessness/ tion slowing "

guilt
. Possible suicidal ideation
Impaired function

® N

All improve between episodes

nic episode

1. Abnormally elevated or
irritable mood

2. Grandiosity

3. Decreased sleep

4. Distractibility, flight of ideas
5. Poor judgment

6. Impaired function

7. May be delusions or

hallucinations

Work, social, leisure habits,
and routines deteriorate during
episodes

Motor hyperactivity

Process deficits
Communication not severely
affected

Function tends to improve
between episodes

roles,

lar disorder

1. Recent alternating symptoms
of both manic and major
depressive episodes

As above

sthhymia

1. Same as major depressive,
but less severe

2. Duration at least 2 years
(1 year for children)

Same as major d(_‘prcssivv,
severe
More chronic

but less

omanic episode

1. Same as manic, but less

sevoero

Same as manic, but less severe

othvmia

1. Fluctuating hypomanic
periods and periods of de-
pressed mood

2. Duration at least 2 years
(1 year for children)
Symptom free for no more
than 2 months

Same as bipolar but less severe

e
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Depressive Disorders
Persistent Depressive Disorder (Dysthymia)

Chronic major depressive disorder

For at least 2 years

In children and adolescents, mood can be 1rritable and
duration must be at least 1 year

Presence, while depressed, of two (or more) of the following:
v" Poor appetite or overeating
v Insomnia or hypersomnia
v Low energy or fatigue
v Low self-esteem [109]
v" Poor concentration or difficulty making decisions
v" Feelings of hopelessness




Trastormos fisicos gque pueden causar depresion

I foctos socundarnios do lox Trmacos
ANTetominas (abstinencia de 1as Mmiaisman)
Farmacos antipsicoticos
Betabloqueadores
Cimelidinns
Contracopiivos (orales)
Clcionerins
Ingometlacina

Mercuno

Metidopa

IReserpins

Tallo

Vinbliastins

Vincnistina

Mo CChonoes

SIOA

Oripe

Mononucieosis

Simnmhie (o2 1adio thrdio)
Tuberculosis

HepMItis Wwric s
Noumonia viric s

Trantornos hormonalos

Enfermedad de Agdison

Enfermedad de Cushing

AILOS vlOIres de NOmMmMoOonas paratiroide »
VRloreos LHRIOS Y Allos de DHOrMmMons Lrolde s
VaomaLaps de hormonat pofmanss
hipopiiutiansmo)

Enformeadades ool toleio conectinog

Artrilis reumatolde

Lupus onNtemaloso Sistémico

1T antornos noaur oldgicos

TUuMmores caerobiralos

LOtiones crane kivs

Esclierosis multiple

Enfermedad de Parkinson

Apnea del sueno

ACCIoion VASCUIste S CcorabDralos

Epllepsin dol 1HDUIO tlempor k!

T astOMmOs Dy iCionasles

FPeolagra (dencioncia do vwiamins By,)

ANSMIS Dermicios s (defciencia de wiaminms B, 9
Cinoores

CaHanceres avdominates (de ovano vy de colom
Chnceorens diseminados por 1090 ol organismo

CAUSAS DFE 1A DEPRESION

CILASE DE DEPRESION

Depresion endogena

CAUSA FUNDAMENTAL

Herencia

insequridad de si mismo

Siruwacion de wda

Depresion neurdrnica Ansiedad newronca y/o

Depresion siruariva

Depresion somardqgena Parologia médica




Vulnerable and Developmental or
Individual Environmental Factors
* Age-related stress * Lack of family or community support
* Disruptive childhood environment e Lack of personal resources - Predisposition to
* Family history of mental illness * Lack of school or work achievement e Mental lliness
* Gender factors in onset of * Low self-esteem
mental illness * Separation or divorce
* Interpersonal conflict * Parental loss before age 11
|
Precipitating Events (Stressors)
e Complex situations * Health problems * Mechanical breakdown
* Enviromental disturbance * Intrapersonal * Performance demands
* Financial pressures * Interpersonal * Time demands
Examples of Symptomatic Responses
Behavioral Cognitive Emotional Physiological
* Eating disturbance * Inability to evaluate * Anger * Back pain
* Impotence * [nattention * Anxiety * Gastrointestinal pain
* Physical abuse * Poor decision making * Apathy * Headaches
* Sleep disorder * Poor judgment * Depression * Hypertension
* Suicidal attempts * Preoccupation * Fear * Vegetative signs
* Withdrawal * Suicidal ideation * Guilt

Figure 10-2. Diathesis-Stress Model. Precipitating factors leading to symptoms of mental illness.




Depressive Disorders

Premenstrual Dysphoric Disorder

In menstrual cycles, at least five symptoms must be

present in the final week before the onset of menses, &

one or more of the following symptoms: N

Marked affective lability

(e.g.,, mood swings; feeling suddenly sad or
tearful, or increased sensitivity to rejection)

Marked irritability or anger or increased
interpersonal conflicts

Marked depressed mood, feelings of Marked anxiety, tension, and/or feelings

of being keyed up or on edge

hopelessness, or self-deprecating
thoughts

Decreased interest in usual activities

Subjective difficulty i trati
(e.g., work, school, friends, hobbies) ubjective difficulty in concentration




Depressive Disorders

Premenstrual Dysphoric Disorder

More symptoms:

Lethargy, easy fatigability, or marked Marked change in appetite;
lack of energy overeating; or specific food cravings

A sense of being overwhelmed or out

Hypersomnia or insomnia
yp of control

Physical symptoms such as breast
tenderness or swelling, joint or
muscle pain, a sensation of
"bloating,” or weight gain




Depressive Disorders

Substance/Medication-Induced Depressive Disorder

The symptoms developed during or soon after (one month)
substance intoxication or withdrawal or after exposure to a
medication (ex. Anxiolitics, alcohol, marijuana).




Anxiety Disorders




Anxiety Disorders

Separation Anxiety Disorder
Selective Mutism

Specific Phobia

Social Anxiety Disorder
(Social Phobia)

Panic Disorder
Agoraphobia

Generalized Anxiety Disorder

Substance/Medication-Induced Anxiety Disorder (116)




Anxiety Disorders

Separation Anxiety Disorder
* Inappropriate and excessive fear or anxiety concerning separation
from those to whom the individual 1s attached, as evidenced by at
least three of the following:

a. Recurrent excessive distress when anticipating or experiencing
separation

Persistent and excessive worry about losing major attachment figures
Persistent and excessive worry about experiencing an untoward event
Persistent reluctance or refusal to go out, away from home

Persistent and excessive fear of or reluctance about being alone
Persistent reluctance or refusal to sleep away from home

e

Repeated nightmares
Repeated complaints of physical sympton’; / ) ’
. ' »”
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Anxiety Disorders

Separation Anxiety Disorder

» The fear, anxiety, or avoidance 1s persistent, lasting at least

4 weeks 1n children and adolescents and typically

6 months or more 1n adults.




Anxiety Disorders

Selective Mutism

Consistent failure to speak in specific social situations

Interferes with educational or occupational achievement
or with social communication

At least 1 month (not limited to the first month of school)

The failure to speak is not attributable to a lack of knowledge of, or
comfort with, the spoken language required in the social situation

(119)

Is not better explained by a communication disorder




Anxiety Disorders
Specific Phobia

Una evitacion perturbadora y mediada por un miedo
injustificado, que no es proporcional al peligro que
representa determinado objeto o situacion.

El temor objetivamente no constituye un peligro,
pero interfiere con la vida de la persona.




Anxiety Disorders

Specific Phobia

Marked fear or anxiety
about a specific object or
situation

In children, the fear or anxiety
may be expressed by crying,
tantrums, freezing, or clinging

The phobic object or situation
1s actively avoided

The fear or anxiety is out of
proportion to the actual
danger

The phobic object or situation
almost always provokes im-
mediate fear or anxiety

Typically lasting for 6 months
or more




Anxiety Disorders
Specific Phobia: Types

; ;,;“ Natural environment

(e.g., heights, storms, water)

B "E\ Blood-injection-injury
Q‘ @l (e.g., needles, invasive medical procedures)

%, Situational
(e.g. airplanes, elevators, closed spaces)

- 25 — | Other (e.g., situations that may lead to choking or vomiting
‘ in children, e.g., loud sounds or costumed characters)

I
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SINO PUEDES DESHACERTE DE TUS HIEDOS,
APREVDE A UIVIR CON ELLOS...



Se refiere al miedo
irracional de no

[.a fobia moderna traer consigo el
teléfono célular.

L
No te ha pasado que se te
olvida el célular en tu casa
y todo el dia estas deses-

perada (0) o0 intranquila?

LQUé CS? Inclusive te has regresado

porque segun tu, “no te

hayas sin el cel

Estos son sintomas
de que tienes Nomo-
fobia, la enfermedad
de moda, de estos
ultimos anos.

BEstudios dictan que es
mas’ comun entre los
Si®Mbres con un 58% y en
LS mujeres con un 48%
Wentre ellas.

Sintomas:
*Ansiedad
*Estrés
*Nervios

Son sintomas semejantes
al que se sienten un dia
antes de la boda o cuando
se va al dentista. Explican
los investigadores.




Anxiety Disorders
Social Anxiety Disorder (Social Phobia)

Marked fear or anxiety about one or more social situations in which
the individual 1s exposed to possible scrutiny by others
* Include:
(e.g., having a conversation, meeting
unfamiliar people),
(e.g., eating or drinking), and
in front of others (e.g., giving a speech)

Anxiety symptoms that will be negatively evaluated (1.e., will be
humiliating or embarrassing; will lead to rejection or offend others)

Lasting for 6 months or more




Anxiety Disorders

Panic Disorder

A panic attack 1S an abrupt « Palpitations, pounding heart, or accelerated
heart rate

surge of intense fear or intense [REENUCENE
' * Trembling or shaking
discomfort that reaches a peak » Sensations of shortness of breath or

. . smothering
within ~ minutes, and during s elings of choking
: ¢ Chest pain or discomfort

which * Nausea or abdominal distress

» Feeling dizzy, unsteady, light-headed, or
faint

e Chills or heat sensations

* Paresthesias (numbness or tingling
sensations)

* Derealization (feelings of unreality) or
depersonalization (being detached from
oneself)

» Fear of losing control or "going crazy”

* Fear of dying




SINTOMAS DE UN ATAQUE DE PANICO

@ COGNITIVOS/EMOCIONALES

Preocupacion constante.
Temor generalizado.
Pensamientos negativos.
Sensacion de “irrealidad”
Dificultad para concentrarse.

FISIOLOGICOS

Palpitaciones, taquicardia.
Presion en el pecho.
Dificultad para respirar.
Molestias estomacales
Sudoracion.

Tension muscular.,
Mareos.

Sensacion de hormigueo.
Vision borrosa.

COMPORTAMIENTO

Inquietud.
Insomnio.
Evita las situaciones por miedo.

wd S S €

TRATAMIENTO PARA
TU ANSIEDAD.COM




Panic Attack

Decreased Frontal Lobe activity.

Increased brain activity in the
Thalamus indicating sensory
overload resulting in unusual
perceptions.

Decreased brain activity in Frontal
Lobes causing confusion,
disorientation, and the potential
for impulsive behavior.




DEVELOPMENT OF PANIC CYCLE

The Initial Circumstances (Internal or €xternal).

Increase in unusual sensations, thoughts & feelings, adds to
initial Anxiety.

Increased focus on physical sensations. Decreased focus on
actual FACT. Anxiety increases more.

| 4

Catastrophic interpretation of sensations. Self reinforcement
of perceived danger. 'What if thoughts about negative
outcome. Physical response reaches a pinnacle.




Figura del circulo vicioso de la ansiedad — Los pensamientos
disparan mas sintomas del cuerpo que asuvez, provocan mas miedo

1- PENSAMIENTO

‘Ahora si, estoy realmente en peligro”

Vs N\

2- LOSSINTOMAS DEL CUERPO

Corazon latiendo fuerte, respiracion
entrecortada, mucha sudoracion, miedo

\

3- PENSAMIENTOS

‘Sequramente algo malo me va a suceder
pronto. Ya espero lo peor”

4- SEPRODUCE LA ANSIEDAD

‘Ahora tengo mas miedo, ya es panico”




Anxiety Disorders
Agoraphobia

 Marked fear or anxiety about two (or more) of the
following five situations:

using public transportation
(e.g., automobiles, buses, trains, ships, planes)

being in open spaces
(e.g., parking lots, marketplaces, bridges, seashore)

being in enclosed places
(e.g., shops, theaters, cinemas)

'standing in line or being in a crowd

'being outside of the home alone

* Lasting for 6 months or more




iTengo miedo!

AGORAFOBIA

La agorafobia es un trastorno de ansiedad que consiste en el miedo a los lugares donde no se puede recibir
ayuda, por temor a sufrir una crisis de panico.

CAUSAS
Origen psicoldaico ETIMOLOGIA
Porsonas con pracdisposicion
A responder de forma
€XCAONA 218 104 SiUACIONSS
esvesantes
EDADES PROMEDIO FRECUENCIA
De quienes lo podecen 4%0"0%
2200w g 11N
e $111 e
* Evitn los situacionas temidas
SENSACIONES * Las soporta con gran onsleciad o makestar
R R * Tiene ia necesiciad Lrgents de estar acompafiado
de orner 0 TRATAMIENTO
_M_ evacu Cognitivo-conductuo ( 132}
Se basd en someter al paciente a una exposicién gradusl a
’ AR\ h 8 sibuaciones que tipicamente i provocan la ansiedad =

= =
A A

Fusntec Encicopada Ibes, amadag com, wiomemedica.ng  Inveetigaciin y redacchin: Butena W, Vs Ate y Disarex EXcaden Blwss W%AL




Anxiety Disorders

General Anxiety Disorder

- Excessive anxiety and worry (apprehensive expectation),
occurring more days than not for at least 6 months

- The individual finds it difficult to control the worry

- The anxiety and worry are associated with three (or more) of
the following symptoms:

v’ restlessness or feeling keyed up or on edge

v’ being easily fatigued

v" difficulty concentrating or mind going blank

v irritability

v muscle tension

v sleep disturbance (difficulty falling or staying asleep, or sleep)

Note: Only one item is required in children.




Anxiety Disorders
Substance/Medication-Induced Anxiety Disorder

The symptoms precede the onset of the
substance/medication use; the persist for a substantial period
of time (e.g., about 1 month) after the cessation of acute
withdrawal or severe intoxication (Ex. Cocaine, heroine,

coffee).




Obsessive-Compulsive and
Related Disorders
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Obsessive-Compulsive and Related Disorders

Obsessive-Compulsive Disorder

Body Dysmorphic Disorder

Hoarding Disorder

Trichotillomania

Excoriation (Skin-Picking) Disorder




Obsessive-Compulsive and Related Disorders

Obsessive-Compulsive Disorder

Obsessions Compulsions

- Recurrent and persistent thoughts, - Repetitive behaviors (e.g., hand
urges, or images that are washing, ordering, checking) or mental
experienced, at some time during acts (e.g., praying, counting, repeating
the disturbance, as intrusive and words silently) that the individual feels
unwanted, and that in most driven to perform in response to an
individuals cause marked anxiety or obsession or according to rules that
distress must be applied rigidly

- The individual attempts to ignore or - The behaviors or mental acts are aimed
suppress such thoughts, urges, or at preventing or reducing anxiety or
images, or to neutralize them with distress, or preventing some dreaded
some other thought or action (i.e., event or situation; however, these
by performing a compulsion) behaviors or mental acts are not

connected 1n a realistic way with what [ 138)
they are designed to neutralize or
prevent, or are clearly excessive

Time-consuming (e.g., take more than 1 hour per day)



¢QUE ES ELTRASTORND DBSESIVO COMPULSIVO 0 TOC?

£l trostorno obsesivo compulsivo (TOC) estuvo considerado hosto hace olgunas ofios como wio enfermedad
psiquidtrico roro que no respandio of tratamiento. Actuaimente es reconocido comoe un problema comun gue
afecto af 2% de o poblocidn

SINTOMAS DEL TRASTORNO OBSESIVO COMPULSIVO

A- OBSESIONES

Temor a contaminarse

C

Temor a causar dafios a otros 0 a que
les pase algo a los seres quenidos

3

Ideas agresivas o de contenido sexual

Escrupulosidad oly religiosidad excesiva

Pensamientos prohibidos

Necesidad de simetria

Necesidad de confesar

=] £] o] +]

8- COMPULSIONES

Contar objetos o hasta

Lavarse \
u w un determinado nimeso

== Repetir una accidn

*8 hasta hacerla ‘bien’
asta hacerla ‘bien

Asegurarse de haber
cerrado |a puerta, ' j Acmdary

— A WS 4« N0 poder tirar nada
el agua.. :v: pher

' 'To:.)v . | 'Rezav

FUENTE: MedinePhus

TIPOS DE TRASTORNO OBSESIVO COMPULSIVO

En funcidn del tipo de obsesidn, los expertos distinguen

varios tipos de TOC

aeEn

Lavadores y limpiadores
Estan obsesionados con la contaminacidn

Verificadores
Se emperian en evitar determinadas catastrofes

Repetidores

Ejecutan acciones repetitivas

Ordenadores
No paran de ordenar fas cosas que les rodean

Acumuladores
Coleccionan objetos insignificantes,

Ritualizadores mentales
Tienen ideas repetitivas.

Atormentados
Sus pensaméentos negativos san incontrolables.

Sexuales
Con pensamientos sexuales recurrentes.

SPUNIS | SINC




Obsessions




Obsessive-Compulsive and Related Disorders

Etiologia de TOC

Teoria psicoanalitica: provienende f fuerzas sexuales o
agresivas (fijacion etapa

II---"-,,

o !
e . :
}I:auites excestvamente dominantes
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JIE'EII‘IE conductal: aprendido v reforzado
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JI| Teoria COZNOECITIVA. sobrestimacion :'.I.E_gﬂ.tl‘-'ﬂ.

Teoria bioldgica: bajo nivel serotonina




Obsessive-Compulsive and Related Disorders
Body Dysmorphic Disorder

* Preoccupation with one or more perceived defects or flaws in physical
appearance that are not observable or appear slight to others

* The individual has performed repetitive behaviors (e.g., mirror checking,
excessive grooming, skin picking, reassurance seeking) or mental acts
(e.g., comparing his or her appearance with that of others) in response to
the appearance concerns

* The preoccupation causes clinically significant distress or impairment in
social, occupational, or other important areas of functioning

» Specify if...
...with muscle dysmorphia: the individual is preoccupied with the idea
that his or her body build is too small or insufficiently muscular

E.g. vigorexia




Obsessive-Compulsive and Related Disorders

Hoarding Disorder (Acaparamiento)

Persistent difficulty discarding or parting with possessions, regardless of
their actual value

This difficulty is due to a perceived need to save the items and to
distress associated with discarding them

The difficulty discarding possessions results in the accumulation of
possessions that congest and clutter active living areas and substantially
compromises their intended use

If living areas are uncluttered, it 1s only because of the interventions of
third parties (e.g., family members, cleaners, authorities)




Obsessive-Compulsive and Related Disorders

Trichotillomania

- Recurrent pulling out of one's hair,
resulting 1n hair loss

- Repeated attempts to decrease or
stop hair pulling

- The hair pulling causes clinically

significant distress or occupational

stress




Obsessive-Compulsive and Related Disorders

Excoriation (Skin-Picking) Disorder

Recurrent skin picking resulting in skin lesions

Repeated attempts to decrease or stop skin picking

The skin picking to the physiological effects of
a substance (cocaine) or another medical condition (e.g., scabies)




Trauma and Stressor
Related Disorders




Trauma and Stressor Related Disorders

Reactive Attachment Social Disinhibited
Disorder Engagement Disorder

Posttraumatic Stress Disorder Acute Stress Disorder

Adjustment Disorder \



Trauma and Stressor Related Disorders

Reactive Attachment Disorder

A consistent pattern of inhibited, emotionally withdrawn behavior
towards adult caregivers:

- the child rarely or minimally seeks comfort when distressed or
- responds to comfort when distressed

/i
At least two of the following: '
- Minimal social and emotional responsiveness to others

- Limited positive affect

- Episodes of irritability, sadness, fearfulness

-

Pattern of extremes of insufficient care:

- Social neglect or deprivation

- Repeated changes of primary caregivers

- Rearing in unusual settings that limit opportunities

Evident before age 5 years




Trauma and Stressor Related Disorders

Social Disinhibited Engagement Disorder

Behavior in which a child actively
approaches and interacts with
unfamiliar adults and exhibits at least
two:

- Reduced or absent reticence in
approaching and interacting with
unfamiliar adults

- Overly familiar verbal or physical
behavior

- Diminished or absent checking
back with adult caregiver after
venturing away

- Willingness to go off with an
unfamiliar adult with minimal or
no hesitation

» Pattern of extremes of
insufficient care:

- Social neglect or
deprivation

- Repeated changes of
primary caregivers

- Rearing in unusual settings
that limit opportunities




Trauma and Stressor Related Disorders

Posttraumatic Stress Disorder

Exposure to actual or threatened death, serious injury, or sexual violence in
one (or more) of the following ways:

- Directly experiencing the traumatic event(s)
- Witnessing, 1n person, the event(s) as 1t occurred to others

- Learning that the traumatic event(s) occurred to a close family member
or close friend. In cases of actual or threatened death of a family
member or friend, the event(s) must have been violent or accidental

- Experiencing repeated or extreme exposure to aversive details of the
traumatic event(s) (e.g., first responders collecting human remains;
police officers repeatedly exposed to details of child abuse).

* Does not apply to exposure through electronic media, television,
movies, or pictures, unless this exposure 1s work related.




Trauma and Stressor Related Disorders

Posttraumatic Stress Disorder

Presence of one (or more) of the following intrusion symptoms associated
with the traumatic event(s), beginning after the traumatic event(s) occurred:

Recurrent, involuntary, and intrusive distressing memories of the
traumatic event(s)
* Note: In children older than 6 years, repetitive play may occur in which
themes or aspects of the traumatic event(s) are expressed.
- Recurrent distressing dreams in which the content and/or affect of the
dream are related to the traumatic event(s)
* Note: In children, there may be frightening dreams without recognizable
content.
- Dissociative reactions (e.g., flashbacks) in which the individual feels or
acts as if the traumatic event(s) were recurring

- Marked physiological and psychological reactions to internal or
external cues that symbolize or resemble an aspect of the traumatic
event(s)




Trauma and Stressor Related Disorders

Posttraumatic Stress Disorder

Persistent avoidance of stimuli associated with the traumatic event(s)

- Avoidance of or efforts to avoid distressing memories, thoughts, or feelings

- Avoidance of or efforts to avoid external reminders (people, places, conversations,
activities, objects, situations)

Negative alterations in cognitions and mood associated with the traumatic event(s) as
evidenced by two (or more) of the following:

- 1nability to remember an important aspect of the traumatic event(s)
- persistent and exaggerated negative beliefs or expectations about oneself, others
- or the world (e.g., “I am bad," "No one can be trusted," "The world 1s completely

- dangerous ("My whole nervous system is permanently ruined.”) Persistent,
distorted cognitions about the cause or consequences of the traumatic

- event(s) that lead the individual to blame himself/herself or others

- persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame)
- markedly diminished interest or participation in significant activities [ 152]
- feelings of detachment or estrangement from others

- persistent inability to experience positive emotions to happiness, satisfaction, or
loving feelings)




Trauma and Stressor Related Disorders

Posttraumatic Stress Disorder
Marked alterations in arousal and reactivity: '

- irritable behavior and angry outbursts (with
little or no provocation) expressed as verbal or
physical aggression toward people or objects

- reckless or self-destructive behavior
- hypervigilance

- exaggerated startle response

- problems with concentration

- sleep disturbance (e.qg., difficulty falling or
staying asleep or restless sleep)

- derealization and depersonalization

Duration of the disturbance 1s more than 1 month



Comprendiendo El Trastorno De Estrés Postraumatico
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Trauma and Stressor Related Disorders

Acute Stress Disorder

Exposure to actual or threatened death, serious injury, or

sexual violation 1n one (or more) of the following ways:

- directly experiencing the traumatic event(s)
- witnessing, 1n person, the event(s) as it occurred to others

- learning that the event(s) occurred to a close family
member or close friend

- experiencing repeated or extreme exposure to aversive
details of the traumatic

- event(s) (e.g., first responders collecting human remains,
police officers repeatedly exposed to details of child abuse)




Trauma and Stressor Related Disorders

Acute Stress Disorder

Presence of nine (or more) of the following symptoms from any of the five categories

of intrusion, negative mood, dissociation, avoidance, and arousal, beginning or

worsening after the traumatic event(s) occurred:

Intrusion Symptoms

- recurrent, involuntary, and intrusive distressing memories of the traumatic event(s)
- distressing dreams

- dissociative reactions (e.g., flashbacks)

- intense or prolonged psychological distress or marked physiological reactions

Negative Mood

- persistent inability to experience positive emotions

Dissociative Symptoms
- an altered sense of the reality of one's surroundings or oneself, inability to remember

Avoidance Symptoms
- efforts to avoid distressing memories, thoughts, or feelings
- efforts to avoid external reminders (people, places, conversations, activities, objects, situations)

Arousal Symptoms

- sleep disturbance - problems with concentration
- irritable behavior and angry outbursts - exaggerated startle response
- hypervigilance

3 days to 1 month after trauma exposure



Trauma and Stressor Related Disorders

Adjustment Disorder

Development of emotional or behavioral symptoms in response to

an 1dentifiable stressor(s) occurring within 3 months of the onset of
the stressor(s)

marked distress that 1s out of proportion to the severity or
| Intensity of the stressor

significant impairment in social, occupational, or other
important areas of functioning

symptoms do not represent normal bereavement

symptoms do not persist for more than an additional 6
months




Somatic Symptom Disorder
and Related Disorders
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Somatic Symptom Disorder and Related Disorders

Factitious Disorder

Somatic Symptom

: Conversion Disorder
Disorder

Illness Anxiety
Disorder




Somatic Symptom Disorder and Related Disorders

Somatic Symptom Disorder

« Symptoms that disrupt every day life }

» Excessive thoughts, feelings or behavior )

assoclated with health:

* disproportioned and persistent thoughts about the seriousness of
symptoms

* high level of anxiety about health

 excessive time and energy devoted to health concerns /

* Predominate pain J
(160}




Somatic Symptom Disorder and Related Disorders

Illness Anxiety Disorder (Hypochondriasis)

e Preoccupation with having or acquiring a
serious 1llness

e Somatic symptoms are not present

* The individual performs excessive health-
related behaviors (e.g., repeatedly checks his
or her body for signs of 1llness) or exhibits
maladaptive avoidance ( e.g., avoids doctor
appointments and hospitals)

* Present for at least 6 months




Somatic Symptom Disorder and Related Disorders

Conversion Disorder

One or more symptoms of altered voluntary motor or sensory
function

Clinical findings provide evidence of incompatibility between the

symptom and recognized neurological or medical conditions
- Paralysis, seizures, sensory loss




Somatic Symptom Disorder and Related Disorders

Factitious Disorder

Falsification of physical or psychological signs
or symptoms, or induction of injury or disease,
associated with identified deception

*«‘-’?’ \
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The individual presents himself or herself to
others as ill, impaired, or injured (1 63)




Feeding and Eating Disorders




Feeding and Eating Disorders

Pica

Anorexia
Nervosa

Rumination
Disorder

Bulimia
Nervosa

Avoidant Restrictive
Food Intake Disorder

Binge Eating




Feeding and Eating Disorders

L

Pica | \»
 Persistent eating of nonnutritive, nonfood "%
substances over a period of at least 1 month Ex. &
Dirt, paint, glue, chalk

Rumination Disorder
* Repeated regurgitation of food over a period of at least 1 month

* Regurgitated food may be re-chewed, re-swallowed, or spit out

Avoidant Restrictive Food Intake Disorder
* An eating or feeding disturbance

(e.g., apparent lack of interest in eating or food; avoidance based on the
sensory characteristics of food; concern about aversive consequences of
eating)

 Significant weight loss

 Significant nutritional deficiency

* Dependence on enteral feeding or oral nutritional supplements
* Marked interference with psychosocial functioning




Feeding and Eating Disorders

Anorexia Nervosa

Restriction of energy intake relative to
requirements, leading to a significantly low
body weight in the context of age, sex,

developmental trajectory, and physical
health

N Intense fear of gaining weight or of
becoming fat

Persistent behavior that interferes with
weight gain, even though at a significantly
low weight
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Feeding and Eating Disorders

Bulimia Nervosa

* Recurrent episodes of binge eating:

- Eating, 1n a discrete period of time (e.g.,
within any 2-hour period), an amount of
food that 1s definitely larger than what
most individuals would eat in a similar
period of time under similar circumstances

- A sense of lack of control over eating
during the episode

* Recurrent inappropriate compensatory
behaviors in order to prevent weight gain,
such as self-induced vomiting; misuse of
laxatives, diuretics, or other medications;
fasting; or excessive exercise

* At least once a week for 3 months




Anorexia Bulimia
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Feeding and Eating Disorders

Binge Eating

An episode of binge eating 1s characterized by both of the following:

- Eating, in a discrete period of time (e.g., within any 2-hour period), an
amount food that is definitely larger than what most people would eat in a
similar time under similar circumstances

- A sense of lack of control over eating during the episode

Three (or more) of the following:

- Eating much more rapidly than normal

- Eating until feeling uncomfortably full

- Eating large amounts of food when not feeling physically hungry

- Eating alone because of feeling embarrassed by how much one is eating
- Feeling disgusted with oneself, depressed, or very guilty afterward

At least once a week for 3 months




Americans with eating disorders

13 million :

it

10 million women battle anorexia or bulimia
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1 million men battle anorexia or bulimia
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Other mteresting but not on DSM 5...

Interesantes, pero no en DSM-5:

—l Pregorexia

e S ——

» Excessive preoccupation with diet in pregnant

Ortorexia

* Obsesion por siempre comer “saludable”

desnutricion

anemia

pérdida de masa Osea

falta de vitaminas y minerales debilidad general
alto riesgo a infecciones




Disruptive, Impulse-Control and
Conduct Disorder




Disruptive, Impulse-Control and Conduct Disorder

—i  Oppositional Defiant Disorder }

P —— L ]
— Intermittent Explosive Disorder ]
—i Conduct Disorder }




Disruptive, Impulse-Control and Conduct Disorder
Oppositional Defiant Disorder

A pattern of angry/irritable mood, argumentative/defiant behavior, or
vindictiveness lasting at least 6 months, as evidenced by at least four
symptoms from any of the following categories:

Angry/Irritable Mood

- Often loses temper

- Is often touchy or easily annoyed
- Is often angry and resentful

Argumentative/Defiant Behavior

- Often argues with authority figures

- Often actively defies or refuses to comply with requests
from authority figures or with rules

- Often deliberately annoys others

- Often blames others for his or her mistakes or
misbehavior

Vindictiveness
- Has been spiteful or vindictive at least twice within the
past 6 months




Disruptive, Impulse-Control and Conduct Disorder

Intermittent Explosive Disorder

* Recurrent behavioral outbursts representing a failure to control
aggressive impulses as manifested by either of the following:

- Verbal aggression (e.g., temper tantrums, tirades, verbal arguments or fights) or physical
aggression toward property, animals, or other individuals, occurring twice weekly, on average, for
a period of 3 months. The physical aggression does not result in damage or destruction of
property and does not result in physical injury to animals or other individuals.

- Three behavioral outbursts involving damage or destruction of property and/or physical assault
involving physical injury against animals or other individuals occurring within a 12-month period.

* The magnitude of aggressiveness expressed during the recurrent outbursts is
grossly out of proportion to the provocation or to any precipitating
psychosocial stressors

» The recurrent aggressive outbursts are not premeditated (i.e., they are impulsive
and/or anger-based) and are not committed to achieve some tangible objective
(e.g., money, power, intimidation)

» The recurrent aggressive outbursts cause either marked distress in the
individual or impairment in occupational or interpersonal functioning, or are
associated with financial or legal consequences

» Chronological age is at least 6 years




TANTRUM VS AUTISM MELTDOWN

Tantrum

--“Want” directed

--Goal /Control Driven
--Audience to perform
--Checks engagement
--Protective mechanisms
--Resolves if goal is
accomplished

AGE: 1to 5 years

Autism Meltdown

--Qverstressed/ Overwhelmed
--Reactive mechanism
--Continues without attention
--Safety may be compromised
--Fatigue

--Not goal dependent

--May require assistance to gain
control

AGE: Through Adulthood

(177}



Disruptive, Impulse-Control and Conduct Disorder

Conduct Disorder

A repetitive and persistent pattern of behavior in which the basic rights
of others or major age appropriate societal norms or rules are violated, at
least three or more of the following criteria in the past 12 months:

Aggression to people and animals

- bullies, threatens, or intimated others

| - initiates physical fights

- has used a weapon (bat, brick, broken bottle, knife, gun) to cause harm
- has been physically cruel to people

- has been physically cruel to animals

') ‘ B! - has stolen while confronting a victim (e.g., mugging, purse snhatching, extortion,
& armed robbery)

Y - has forced someone into sexual activity

Destruction of property

' | - has deliberately engaged in fire setting with the intention of causing serious damage
- has deliberately destroyed others' property (other than by tire setting)




Disruptive, Impulse-Control and Conduct Disorder

Conduct Disorder

Deceitfulness or theft

- has broken into someone else's house, building, or car
- often lies to obtain goods or favors or to avoid obligations (i.e., "cons" others)

- has stolen items of nontrivial value without confronting a victim (e.g., shoplifting,
' but without breaking and entering; forgery)

Serious violations of rules

- often stays out at night despite parental prohibitions, beginning before age 13 years

- has run away from home overnight at least twice while living in the parental or
parental surrogate home, or once without returning for a lengthy period

- is often truant from school, beginning before age 13 years




Disruptive, Impulse-Control and Conduct Disorder

Pyromania

Deliberate and purposeful fire setting on more than one occasion I
Tension or affective arousal before the act I

Fascination with, interest in, curiosity about, or attraction to fire and its
situational contexts (e.g., paraphernalia, uses, consequences)

Pleasure, gratification, or relief when setting fires or when witnessing or
participating in their aftermath




Disruptive, Impulse-Control and Conduct Disorder

Kleptomania

- Recurrent failure to resist impulses to steal
objects that are not needed for personal use
or for their monetary value

- Increasing sense of tension immediately
before committing the theft

- Pleasure, gratification, or relief at the time
of committing the theft

- The stealing Is not committed to express
anger or vengeance and IS not in response
to a delusion or a hallucination




Substance Related and
Addictive Disorder




DSM-IV . osws5

Recurrent alcohol use resulting in a failure to fulfill major
role obligations at work, school, or home (e.9., repeated

Alcohol is often taken in larger amounts or over

substance (e.g., continued drinking despite recognition that
an ubcer was made worse by aloohal consumption).

absances or poor work parformance ralated to alcohol usa; 4 | a longer period than was intanded. (Sea DSM=
ﬂ alcohol-related absences, suspensions, or expulsions from IV, eriterion 7.)
3 school; neglect of children or household,
1 | Recurrent alcohol use in situations in which it is physically There is a persistent desire or unsuccessful
hazardous (e.g., driving an automaobile or operating a 2 | efforts to cut down or control alcohol use. (See
g machine when impaired by alcohol abuse) DSM-IV. criterion B.)
§ Recurrant alcohaol-related legal problems (8.g., arrests for :‘&':f::;%ﬂuf;:‘: i:l-:gl::ll i:‘a:“;il‘:g:; o
lcohol-rel i . l ! L
1] —mn L 3 | recover from its effects. (Sea DSM-IV, criterion
- **This is not included in DSM-5"* g8.)
E Continued alcohol usa despite having persistent or recurrant o \ ' des 1
social or interpersonal problems caused or exacerbated a.ﬂ";ﬁ o4 sfom o ruige T use
by the effects of the alcohol (e.g., arguments with spouse 4 - -
about the consequences of intoxication, physical fights). This is new to DSM-5
Tolerance, as defined by either of the following:
a) A need for markedly increased amounts of alcohol to Recurrent alcohol use resulting in a failure to
achieve intoxication or desired effect 5 | fulfill major role obligations at work, school, or
b} Markedly diminished effect with continued use of the home. {See DSM-IV, criterion 1.)
same amount of alcohol
Withdrawad, s manifested Ly sither of e following: Continued alcohol use despite having
a) The characteristic withdrawal syndrome for alcohol & persistent or recurrent social or inlerl:rema:rﬁal
problems caused or exacerbated by the effects
b) Alcohol is taken to releve or avoid withdrawal of sicohal. (See DSM-IV, crilerion 4.)
symploms
Important social, occupational, or recreational
] m*:nmm in larger amounts or over a longer 7 | activities are given up or reduced because of
§ period intended. alcohol use. (See DEM-IV, criterion 10.)
2 ist — sful effort Recurrant alcohol use in situations in which it is
g m;’ :un'rol .m u“or I e 8 gf;h'sncall-,,r hazardous. (See DEM-IV, criterion
Alcohol use s continued despite knowledge
=i | A great deal of time is spent in activities necessary io ablain of having a persistent or recurrent physical or
© | alcohol {e.g.. driving long distances), use alcohol, or recover | ¢ | psychological problem that is likely 1o have
from its effects. been caused or exacerbated by alcohol. (Ses
DSM-IV, criterion 11.)
- Tolerance, as defined by either of the following
P a) A need for markedly increased amounts of
Impartant social, accupational, or recreational activities are :;f:{':'lﬂ' KEUMENTRIVAN RITRNUDSSION 1 (IS
given up or reduced because of alcohol use. 10 - _
b} A markedly diminished effect with
continued usa of the same amount of
alcohol (See DSM-IV, criterion 5.)
Withdrawal, as manifested by either of the
felbowing:
Alcohal use is continued despite knowledge of having a a) The characteristic withdrawal syndroma
persistent or recurrent physical WW for alcohol (refer to criteria A and B of the
that is likely to have been caused or by the 11 criteria set for alcohol withdrawal)

b)  Alcohol (or a closely related substance,
such as a benzodiazepine) is taken o
ralieve or avoid withdrawal symploms.
(See DSM-IV, criterion 6.)

The presence
of at least

2 of these
symptoms
indicates an
Alcohol Use
Disorder
(AUD).

The severity
of the AUD is
defined as:

Mild:

The presence
of 2to 3
symptoms

Moderate:
The presence
ofdto 5
symptoms

Severe:

The presence
of & or more
symptoms




Substance Related and Addictive Disorder

Substance Use Disorder

—{ Intoxication ]

« problematic behavior, slurred speech, incoordination, unsteady gait, nystagmus,
low attention and memory, stupor or coma

—{ Withdrawal ]

« cessation of alcohol use that causes autonomic hyperactivity, hand tremor,
Insomnia, nausea/vomiting, transient hallucinations, psychomotor agitation,
anxiety, tonic/clonic seizures

—{ Tolerance ]

« markedly increased amounts of alcohol to achieve intoxication; markedly
diminished effect when use the same amount

— Craving ]

* strong desire 0 urge to use




Substance Related and Addictive Disorder

Types
- Alcohol - Caffeine
- Cannabis - Hallucinogens
- Inhalants - Opioids
- Sedatives - Hypnotics
- Anxiolytics - Stimulants

- Tobacco




Substance Related and Addictive Disorder

Alcohol Related Use Disorder

- Alcohol is often taken in larger
amounts or over a longer
period than was intended

- There is a persistent desire or
unsuccessful efforts to cut
down or control alcohol use.

- Deal of time spent
_ Craving

. Failure in obligations

_ Continued alcohol use despite
problems

_ Diminish occupational, social,
recreational activities

Recurrent use in hazardous
" situations

A problematic pattern of alcohol use leading to clinically Tolerance
significant impairment or distress, as manifested by at least -
two of the following, occurring within a 12-month period:




Magnetic Resonance Imaging of the Brain

Control Man Corpus B Alcoholic Man Corpus

\callosum callosum
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Ventricles




Alcoholic Normal

Darker Colouring Healthy levels of
indicates depressed brain activity

brain activity




The Effects of Heavy Drinking on the Teen Brain

15 Year-old Non-Drinker 15 Year-old Heavy Drinkes [
189

FundimlMRIsansoftwoteenswhiletheytookaworklngmemofyt&.mimagsslmthatheheaym' isnt
using those brain areas normally used to complete a memory test, while the non-drinker is. Researchers suggest that in
school, heavy drinkers may not be activating those regions of the brain required to remember a lesson.
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¢TE METES EN TE
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Marihuana afecta desarrollo cerebral de adolescentes

El uso habitual de marihuana en adolescentes puede afectar su Cl en la edad adulta
segun un estudio de 25 anos realizado en 1.037 jovenes. Una causa posible es que
los adolescentes son vulnerables a los efectos de la marihuana en la quimica cerebral

Corteza prefrontal: Sirve como
deposito de memoria de corto plazo.
Media entre el pensamiento abstracto
y los pensamientos contradictorios.
Pemite al humano aprender, hacer
planes y crear estrategias

Neuronas: El cerebro contiene
alrededor de 100.000 millones
de celulas nerviosas que
recogen y transmiten senales
electroquimicas

Cuerpo
] celular de
Hipocampo: Desempefa roles la neurona
importantes en la formacion de =]
recuerdos nuevos y recuperacion
de recuerdos antiguos
- ‘i‘:ﬁa’r
Sinapsis: Pasa las O T =0
sefales a otras células Y £ (.—,.? ,-,"/'0,_—————‘{” " ’
Ax6n: Transporta la sefnal. : 9"4'*—‘:'::"—{"/
Recubierto con una funda / = #
protectora de mielina, la cual . — 7/ — '

incrementa la velocidad de la
senal y permite procesos * e
cerebrales mas complejos | Nacleo

Dendritas: Terminaciones
nerviosas que se conectan con otras neuronas

Adolescencia: La funda de mielina no esta completamente
formada hasta mas o menos los 25 anos de edad. En un cerebro
premielinizado, el hipocampo y la corteza prefrontal — areas

. con alta densidad de recepcion de cannabis — son mas

. susceptibles a dafno por neurotoxinas. Estas pueden

afectar el aprendizaje y la coordinacion de la memoria

Fuentes: PNAS,; Departamento de Psiquiatria, Universidad de Calfornia, San Diego > GRAPHIC NEWS




JOVENES DESCONOCEN LOS EFECTOS ADVERSOS DEL EXTASIS

EFECTOS ADVERSOS DEL ‘ N EFECTOS ATRIB’UIDOS Al Tranquilidad, paz interior IEEGEG—_—_——_—— 8%
CONSUMO DE EXTASIS { ¢ CONSUMO DE EXTASIS Euforia, feficidad, ganas de dvertirme |EG—_—MEEEE_—— 5
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1,7 Micha ealy dechidrataridn b banova <o volte
N ' 315 Mucho calor, deshidratacion, la lengua se voltea I 6,4%
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Alucing, vuelo mucho I 2 7%
Incremento de Tengo suefio, mucho suedlo I 2,3%
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Table 16-2 The Transtheorical Model of Behavior Change Stages

Stage Change

Precontemplation  The individual is unaware of having problemswith substance use;
however he or she may be able to recount some nesative conse-
guences related to a using incident.

Contemplation The person is aware of pros and consfor using, but is ambivalent
about change.

Preparation The person has decided change is necessary and is considering
and planning several alternatives for facilitatine the change
process.

Action The person is learning new behaviors in place of substance use,

though the new behaviors are somewhat fragile at this point

Maintenance The newly learned behaviors are incorporated into one's habits
and routines on a long-term basis.
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Drogas mas destructivas:
- Marithuana 33%

- Cocaina 50%

- Extasis 79%

- Heroina 85%

- Candy Crush 1530%

- Facebook 96237 %.!!!




Major and Mild Neurocognitive
Disorder

s Dementla




Major and Mild Neurocognitive Disorder

' Cognitive Domains (pg. 288) ' Delirium
- Complex attention Alzheimer’s Disease

- Executive function Frontotemporal
- Learning and memory Vascular
- Language TBI

- Perceptual motor
- Social cognition




Neurocognitive Disorder

Delirium

A disturbance in attention (1.e., reduced ability to direct, focus,
sustain, and shift attention) and awareness (reduced orientation
to the environment)

The disturbance develops over a short period of time (usually
hours lo a few days), represents a change from baseline attention
and awareness, and tends to fluctuate in severity during the
course of a day

An additional disturbance in cognition (e.g., memory deficit,
language, visuospatial ability, or perception) [198]
Substance Intoxication Delirium




. * Neurocognitive Disorder

Alzheimer’s Disease

—

The criteria are met for major or mild neurocognitive disorder

There 1s 1nsidious onset and gradual progression of impairment in one
or more cognitive domains (for major neurocognitive disorder, at least
two domains must be impaired)

- Evidence of a causative Alzheimer's disease genetic mutation from family
history or genetic testing

All three of the following are present:

- Evidence of decline in memory and learning and at least one other cognitive
domain (based on detailed history or serial neuropsychological testing)

- Steadily progressive, gradual decline 1in cognition, without extended plateaus [ 99]

- No evidence of mixed etiology (i.e., absence of other neurodegenerative or
cerebrovascular disease, or another neurological, mental, or systemic disease or
condition likely contributing to cognitive decline)
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FIGURA 2.3 Crecimiento del nimero de personas con demencia en los paises de ingresos altos e ingresos bajos y medianos.




[201]

Prevalencia estimada de la demencia en personas de 60 anos y mas, estandarizada segun la poblacion de Europa
Occidental, por region de la Carga Mundial de Morbilidad




1. ESTOS SEIS AUTORRETRATOS del artista William Utermohlen, un cdudadano estadound
dense Gque vive en Londres, son una demoledora crdnica de su experiencia con s enfec-
medad de Alrheimer. Desde que se le diagnosticara la enfermedad cuando tenia sesenta
o, sus poderosas, emodcionalimente complejas representaciones de i1a enfermedad han
comechado un notable éxito. La primera de esta seric (arridy o la (rQuierdd) se pintd en
1996, justo antes del diagndstico. La mujer del artista, critica de arte, ha especulado que
La conclencia progresiva del deterioro cognitivo puede haber contribuido a que of artista se
pentara detrds del cristal y de 1o que parecen 1os barrotes de una celda. Las otras andco pan-
man, que Utermohilen cred a 1o largo de 103 cuatro afos siguientes, muestran una pérdida
progresiva de la habilidad de repeesentar relaciones espaciales complejas y proporcGonan
abparvors, Indicion de sus crecientes dificultades perceptuales. Poco después de completar
ol dlitimo de 103 trabajos. el artista dejod de trabajar. La enfermedad de Alzrheimer dafia la
capacidad de realizar tareas espaciales y secuenciales, como las necesarias para pintar o
westivse. El articulo describe las actuales perspectivas sobre los mecanismos moleculares

de ka enfermedad e Indica algunos tratamientos novedosos, entre los Que Se eNncuentra una
propoesta del propio autor
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Neurocogmitive Disorder

Alzheimer’s Disease

Deterioro de memoria, de aprender
informacidon nueva o de recordar
informacion aprendida previamente

Apraxia:

incapacidad de llevar a cabo actividades
motoras; la funcion esta intacta

Alteracion en ejecucion:

planificacion, organizacion, secuencia,

abstraccion

Afasia:

alteracion del lenguaje

Agnosia:

fallo en reconocer e identificar objetos;
funcion sensorial intacta




Como evoluciona la enfermedad

El Aizhemer provoca un gradual deterioro del sistema nernioso.

CEREBRO NORMAL

. e r—y 2

Lobulo - FAAS P — Lébulo

frontal \I'.,‘ parietal
o "_

. Lébulo

Lobulo occipital

temporal

Cerebelo

PRIMERAS ETAPAS

W Pérdida de la memoria durante un corto plazo.

W Lligeros cambios de personalidad (apatia, poco interés en
actividades de tipo social).

W Problemas para el pensamiento abstracto v el funcionamiento
intelectual.

W Irritabilidad, caracter agresivo, dificultad para vestirse.

CEREBRO ENFERMO CON ALZHEIMER

El volumen del
cerebro se
reduce

Las
hendiduras y
SUrcos se
hacen mas
notorios

Las células de la
memoria se van
cdestruyendo
progresivamente.

ETAPAS POSTERIORES

m Confusion, desorientacion sobre el tiempo.
B Divagacion, incapacidad para entablar una conversacion.
W Eraticos cambios de humor,

W Pérdida del control de la vejiga v los intestinos.

B Incapacidad para cuidarse solo.

B Muerte, como resuitado de un seno detenoro de la salud.,

Otros datos de la enfermedad

Mo 095,40 12500 MR0EA8.70,2008:.030R000: 2R0Adad...

Fuoente KR?

R.LA.cnemedad. FAR1RLARMAM ANIRG A48.105. 10,3008

CLARIN
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CEREBRO SANO

PRIMEROS SINTOMAS

Corteza

Lébulo cerebral
parietal

Lébulo

frontal
Lébulo
occipital

(o - 4

Cerebelo — S

Lébulo
temporal

Hipocampo

= Pérdida de la memoria
durante corto plazo.

« Dificultad para desempenar
tareas habituales.

= Problemas con el habla
(como no encontrar palabras).

« Desorientacion de
tiempo y lugar.

= Incapacidad para juzgar
situaciones cotidianas.

« Dificultad para realizar tareas
mentales (sumar o restar).

« Colocacién de objetos en
lugares equivocados.

=« Cambios repentinos

CEREBRO CON MAL DE ALZHEIRMER

en el humor.

ENFERMEDAD MODERADA

La corteza
cerebral se
adelgaza.

El volumen
del cerebro

reduce. i
se reduce Ventriculo

levemente
agrandado.

El hipocampo
se encoge.

= Breves pérdidas de
memoria.

=« Cambios de
personalidad

= Menor capacidad
intelectual

« lrritabilidad y
dificultades motrices.

ENFERMEDAD AVANZADA

Las hendiduras La corteza

y surcos se adelgaza

hacen mas severamente.

notorios. ]
Ventriculo
agrandado

en extremo.

El hipocampo
muy reducido.

= Confusion,
desorientacion
temporal.
« Divagacion,
dificultad para
conversar.

« Incapacidad para
cuidarse solo.

(206)




EL ALZHEIMER
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Lobulos del cerebro afectados por la Enfermedad de Alzheimer

/
Movimientos /

|
|‘ Coordinados _,'
\ | Lobulo Parietal
\ Sk / »sentido de la temperaturd
\ 4 S * tacto
\ ey \ /e gusto
Lébulo Frontaly Ma. N ,' * offato
* razonamiento . \ V% N+ dolor
* personalidad . \ s _ a2
* movimiento ¢, SasaSe™

77, Occipital
RV * vista
* relaciones entre la

Amijgdala
impulsos emocionales:
enojo, sexo, miedo
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Alzheimer:

10 senales de advertencia

Por Santiago E. Medina Mangual, MD

Especial para Suplemaentos

Los personas con pérdida de memoria severa u otros sintomas de
Alzheimer no se dan cuenta o no quieren aceptario. Muchas veces, es més
obvie pare los cuidadores, familiares y amigos.

la forma més comin de

demencia (pérdida de
memoria y pérdida de habilidades
intelectuales que afectan las
actividades del diario vivir). Se
estima que en Estados Unidos, 5.3
millones de personas tienen la
enfermedad y, que para el afio
2050, sean unos 11 a 16 millones,
Segun la Alzheimer's Association,
el riesgo de desarrollar Alzheimer
en los hispanos es 1.5 veces mayor
que en los norteamericanos
blancos.

No se sabe con certeza qué lo
causa, pero se han podido
identificar factores de riesgo que
aumentan las posibilidades de
desarrollar Alzheimer como son:
edad mayor de 65 afos, herencia,
factores genéticos, diabetes
mellitus tipo 2, alta presion,
obesidad, colesterol alto, vida
sedentaria y falta de actividad
social.

La enfermedad va danando y
matando células del cerebro, Con el
tiempo, el cerebro se encoge,
afectando todas sus funciones. El
paciente no podré pensar,
planificar, recordar bien, mantener
conversaciones o tomar decisiones

La enfermedad de Alzheimer es

sabias sobre su cuidado. Los
familiares, amigos y cuidadores
tienen un rol importante en el
diagnéstico temprano. La
Alzheimer’s Association cred una
lista de senales de advertencia de la
enfermedad:

1- Cambios de memoria que
dificultan la vida cotidiana.
Olvidar informacion recién
aprendida, olvidar fechas,
eventos importantes y repetir la
misma pregunta.

2- Dificultad para planificar o
resolver problemas. El paciente
s incapaz de crear y seguir un
plan, una receta, trabajar con
nimeros o cuadrar la chequera.

3- Dificultad para desempeniar
tareas habituales en la casa, el
trabajo 0 en su tiempo libre. A
veces, el paciente podria tener
dificultad para llegar & un lugar
conocido o administrar un
presupuesto en el trabajo.

4- Desorientacion de tiempo o
lugar. Los pacientes pueden
perder la nocion del tiempo,
olvidar la fecha, estaciones del
ano, lugar donde estan y como
llegaron alli.

5- Dificultad para entender
imagenes visuales y relacion en
espacio, Dificultad para leer,
determinar colores, contrastes
o distancias.

6- Nuevos problemas con el uso
de palabras en el habla o lo
escrito. Dificultad en seguir o
participar en una conversacion,

7- Colocacion de objetos fuera de
lugar. Con frecuencia al

paciente se le pierden las cosas
y es posible que acuse a los
demés de robarles.

8- Disminucion o falta de buen
juicio. Pueden experimentar
cambios en la toma de
decisiones,

9- Pérdida de iniciativa en el
trabajo, pasatiempos y
actividades sociales. Pueden
perder interés en nuevos
proyectos de trabajo,

10- Cambios en humor o
personalidad. Pueden presentar
ansiedad, confusion, depresion,
#n0jo y nuevos miedos,

Las personas con pérdida de
memoria severa u otros sintomas
de Alzheimer no se dan cuenta 0 no
quieren aceptarlo. Es importante
que si se nota alguna de las 10
senales de advertencia de la
enfermedad, visite su médico de
cabecera. El le hara preguntas y
prusbas de imagenes (MRl y CT)
para descartar otras condiciones y
obtener un buen diagnéstico, Este
referird al paciente a especialistas
en psicologia, psiquiatria y
neurologia, estableciendo un
equipo de cuidado
multidisciplinario. El Alzheimer no
tiene cura pero con un diagndstico
temprano y nuevos tratamientos
farmacoldgicos disponibles se
puede atrasar el progreso de la
enfermedad y alargar la vida
productiva del paciente.

£ sutor es tesorero g ks Acadamia de Medicing
Ganaral do Poerto Rico. Para informacion,
accada & www.alzorg 0 Name af 787-760-0770
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Progresion de {a Enfermedad de Alzhimer

Inicio de los sintormas cognitivos

Pérdidade antonomia:

Finanza y compras
Uso del bano
Continencia

Alimentacion

Conducta

Institucionalizacion

Muerte

Time (years)

Fuente: Sloane PD. Advances in the treatment of Alzheimer's disease.
Am Fam Physician 1998; 58(7) 15771588




Personality Disorders




Personality Disorders

Cluster A (raros, extravagantes y/o excéntricos)

 Paranoid Personality Disorder
» Schizoid Personality Disorder
Schizotypal Personality Disorder

Cluster B (exagerados, emotivos, erraticos)

Antisocial Personality Disorder
Borderline Personality Disorder
Histrionic Personality Disorder
Narcissistic Personality Disorder

Cluster C (ansiedad y miedo)

« Avoidant Personality Disorder
Dependent Personality Disorder
Obsessive Compulsive Disorder




Personality Disorders

Definicion (comportamientos atipicos a la mayoria)

grupo heterogéneo de alteraciones persistentes,
inflexibles y maladaptativas que deterioran el
funcionamiento social y ocupacional, sin
perder el contacto con la realidad

pueden ocasionar malestar emocional
todo ser humano los posee en cierto grado

representan tendencias o rasgos humanos
estrictos o rigidos

patrones persistentes e inflexibles
provocan malestar social/laboral
son estables y de larga duracion

no responden a situaciones o eventos (la
persona siempre es asi)

no es el resultado de otro trastorno




Personality Disorders

* An enduring pattern of inner experience and behavior that deviates
markedly from the expectations of the individual's culture. This pattern is
manifested in two (or more) of the following areas:

Cognition

(i.e., ways of perceiving and interpreting self, other people, and events)

Affectivity
(i.e., the range, intensity, lability, and appropriateness of emotional response)

Interpersonal functioning
Impulse control

* The enduring pattern is inflexible and pervasive across a broad range of
personal and social situations.

* The enduring pattern leads to clinically significant distress or impairment
in social, occupational, or other important areas of functioning.

» The pattern is stable and of long duration, and its onset can be traced
back at least to adolescence or early adulthood.




Personality Disorders

Paranoid Personality Disorder

A pervasive distrust or suspiciousness of others such as their
motives are interpret as malevolent; four of the following:

v" Suspects that others are exploiting,
harming or deceiving him or her

v" Unjustified doubts about loyalty or trust
(e.g. friends, spouse)

v" Reluctant to confide

v Reads hidden demeaning or threatening

v' Bears grudges

v" Perceives attacks to his reputation




Personality Disorders

Schizoid Personality Disorder

A pervasive pattern of detachment from social relationships and a
restricted range of expression of emotions in interpersonal settings,
beginning by early adulthood and present in a variety of contexts, as
indicated by four (or more) of the following:

- Neither desires nor enjoys close relationships, including being part of a family
- Almost always chooses solitary activities

- Has little, if any, interest in having sexual experiences with another person

- Takes pleasure in few, if any, activities

- Lacks close friends or confidants other than first-degree relatives

- Appears indifferent to the praise or criticism of others

- Shows emotional coldness, detachment, or flattened affectivity




Personality Disorders

Schizotypal Personality Disorder

A pervasive pattern of social and interpersonal deficits marked by
acute discomfort with, and reduced capacity for close relationships
as well as by cognitive or perceptual distortions and eccentricities of
behavior, beginning by early adulthood and present in a variety of
contexts, as indicated by five (or more) of the following:

Ideas of reference (excluding delusions of reference)

Odd beliefs or magical thinking that influences behavior and is inconsistent

with subcultural norms (e.g., superstitiousness, belief in clairvoyance, telepathy, or
"sixth sense"; in children and adolescents, bizarre fantasies or preoccupations)

Odd thinking and speech (e.g., vague, circumstantial, metaphorical, overelaborate, or
stereotyped)

Suspiciousness or paranoid ideation




v ®| Personality Disorders

'\ /| |Antisocial Personality Disorder {28k

» A pervasive pattern of disregard tor and violation of the rights of others,
occurring since age 15 years, as indicated by three (or more) of the following:

- Failure to conform to social norms with respect to lawful behaviors, as
indicated by repeatedly performing acts that are grounds for arrest

- Deceitfulness, as indicated by repeated lying, use of aliases, or conning others
for personal profit or pleasure

- Impulsivity or failure to plan ahead

- Irritability and aggressiveness, as indicated by repeated physical fights or
assaults

- Reckless disregard for safety of self or others

- Consistent irresponsibility, as indicated by repeated failure to sustain consistent
work behavior or honor financial obligations

- Lack of remorse, as indicated by being indifferent to or rationalizing having
hurt, mistreated, or stolen from another

* The individual 1s at least age 18 years




Personality Disorders

Borderline Personality Disorder

» A pervasive pattern of instability of interpersonal relationships, self-
image, and affects, and marked impulsivity, beginning by early adulthood
and present in a variety of contexts

» As indicated by five (or more) of the following:
- Frantic efforts to avoid real or imagined abandonment

- A pattern of unstable and intense interpersonal relationships
characterized by alternating between extremes of idealization and
devaluation

- Identity disturbance: markedly and persistently unstable self-image or
sense of self

- Impulsivity in at least two areas that are potentially self-damaging
(e.g., spending, sex, substance abuse, reckless driving, binge eating) [ 220)

- Recurrent suicidal behavior, gestures, or threats, or self-mutilating
behavior




Personality Disorders

Borderline Personality Disorder

« Affective instability due to a marked reactivity of mood (e.g., intense
episodic dysphoria, irritability, or anxiety usually lasting a few hours and
only rarely more than a few days).

* Chronic feelings of emptiness.

» Inappropriate, intense anger or difficulty controlling anger (e.g., frequent
displays of temper, constant anger, recurrent physical fights).

» Transient, stress-related paranoid ideation or severe dissociative
symptoms

10 Signs of Borderline [221]

Personality Disorder




http://www.rightdiagnosis.com/b/borderline_personality_dis

order/stats-country.htm#extrapwarning

ICountry/Region Extrapolated Prevalence Population Estimated Used
Borderline Personality Disorder in North America (Extrapolated Statistics)

USA 5,873,108 293.655.405"
Canada 650,157 WARNING! (Details 33”2 507 8742
Mexice 2,099,191 WARNING ails) ‘104 959 5942

Borderline Personallty Disorder in Central Amenca (Extrapolated Statistics)
Belize 5 458 WARNING! (Details 272 9452
Suatemala 28: 611 WARNING! (Details) T1.1 280 5962
Nicaragua 107 195 W "*R[“[‘JI Details "m 359 7'-\9‘

Borderline Personallty Disorder in Canbbean (Extrapolated Statlstlcs)

Puerto Rice 77,959 WARNING! (Details) 2 897 9602
~ Borderline Personallty Disorder in South Amenca (Extrapolated Statistics)
Braz 13,682,022 WARNING! (Details) ‘104 101 1092
Chile 316,479 WARNING! (Details)  [15.823.9572
Colombia 846,215 WARNING! (Details) W2 310.7752
Paraguay '123 827 WARNING! (Details 6 191 3682
Peru :550 886 WARNING! (Details 27 544 3052
Venezuela 500,347 WARNING! (Details 25 017 3872




Normal thinking

Borderline thinking
-

Borderline Personality Disorder is characterized by

polarized thinking...all or nothing, good or bad etc. .



Those with BFD may perform antisocial acts, but are more likely to
feel personal shame or remorse than those with AFD.

Feople with AFD usually regret their actions only because of the
consequences to themselves, not others.

Antisocial actes committed by people with BFD are usually viewed as
survival issues, and the individual experiences uncomfortable anxiety
as a result. Those with AFD usually feel no anxiety about their
antisocial behavior.

Those with HPD have a higher overall functional level, display greater
employment and relationship stability, and maintain a more stable
self- image than those with BFD.

Those with HPD do not commit the repeated self-destructive acts
characteristic of those with BFD.®

Narcissistic
Fersonality

Those with BFPD openly express their need for support in interpersonal
relationships while narciesistics are more subtle.

Those with NFD typically deny their many dependency needs. They arg
better able to have consistent and sustained relationships. Feople
with BPD have more extreme affective displays and less stable
relationships.

NFD clients demonstrate grandiosity in contrast to the devalued
sense of self that is evident in people with BFD.?

Schizotypal
Fersonality
Disorder
(SPD)

The flat affect that often accompanies BFD with depression is usual
temporary or state-like (it lifts as the depression lifts). Flat affect
is stable or trait-like for those with SFD.

Clinicians view the psychotic symptoms present in those with SFD
to be more trait-like while those with BFD demonstrate similar
symptoms that are more transient, stress-related, or state-like.™
Those with BFPD have significantly higher rates of depression as well
as drug and alcohol abuse compared to those with SPD.>*

Affective
Disturbance
Depression,
thymia,
Bipolar
Dig(o)rdcr)

Some researchers argue that BPD is a part of the affective
disturbance spectrum. Others highlight the overlap between BPD
and affective disturbance.®

Feople who have affective instability, but who function well with

minimal support and intervention, likely suffer from an affective
disorder and would not meet the BFD




_BQ.R;DE_-_I_.,!NE PERSONALITY

BPD is characterized by | ¥R 2ULS/VIFr>
and 'NSTAB|LITY in mood, self-image,

and personal relationships.

Feople with BPD may seif-harm to help
reguiate thew emobons, 1o punesh

themesehes of 10 express thesr paan They
do not always see these behavors as
haarrriful

PREVALEMNCI
(a) fl:'lf.-
/.-’; .r/ ﬂ:ff ) 'erJ 2/

Common
Co-occurring Disorders
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= Heveditroy predisposition. You may be at a
higher risk if a close family member — your
mother, father, brother or saster — has the same
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- Eating Disorders Solf tnary anxiety disorder
= Childhood abuse. BMany people wath the
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well as self-harming behaviors .
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Personality Disorders

Histrionic Personality Disorder

A pervasive pattern of excessive emotionality and attention seeking, beginning by
early adulthood and present in a variety of contexts, as indicated by five (or more)
of the following:

= Is uncomfortable in situations in which he or she is not
the center of attention

» Interaction with others is often characterized by
inappropriate sexually seductive or provocative
behavior

= Displays rapidly shifting and shallow expression of
emotions

= Consistently uses physical appearance to draw attention
to self

= Has a style of speech that is excessively impressionistic
and lacking in detail

» Shows self-dramatization, theatricality, and exaggerated
expression of emotion

= [s suggestible (i.e., easily influenced by others or
circumstances)

= Considers relationships to be more intimate than they
act11allv are




Personality Disorders

Narcissistic Personality Disorder

A pervasive pattern of grandiosity (in fantasy or behavior),
need for admiration, and lack of empathy, beginning by early
adulthood and present in a variety of contexts, as indicated by
five (or more) of the following:

Has a grandiose sense of self-importance (e.g., exaggerates achievements and talents, expects
to be recognized as superior without commensurate achievements)

Is preoccupied with fantasies of unlimited success, power, brilliance, beauty, or ideal love

Believes that he or she is "special" and unique and can only be understood by, or should
associate with, other special or high-status people (or institutions)

Requires excessive admiration

Has a sense of entitlement (i.e., unreasonable expectations of especially favorable treatment or
automatic compliance with his or her expectations)

Is interpersonally exploitative (i.e., takes advantage of others to achieve his or her own ends)

Lacks empathy: is unwilling to recognize or identify with the feelings and needs of others

Is often envious of others or believes that others are envious of him or her

Shows arrogant, haughty behaviors or attitudes




Personality Disorders

Avoidant Personality Disorder

A pervasive pattern of social inhibition, feelings of inadequacy, and
hypersensitivity to negative evaluation, beginning by early adulthood and
present 1n a variety of contexts, as indicated by four (or more) of the following:

Avoids occupational activities that involve signi-
ficant interpersonal contact because of fears of
criticism, disapproval, or rejection

Is unwilling to get involved with people unless
certain of being liked

Shows restraint within intimate relationships
because of the fear of being shamed or
ridiculed

[s preoccupied with being criticized or
rejected in social situations

Is inhibited in new interpersonal situations Views self as socially inept, personally
because of feelings of inadequacy unappealing, or inferior to others

Is unusually reluctant to take personal risks
or to engage in any new activities because
they may prove embarrassing




Pty Dsrers -
Dependent Personality Disorder LU 1

A pervasive and excessive need to be taken care of that leads to ¥
submissive and clinging behavior and fears of separation, f
beginning by early adulthood and present in a variety of contexts,

as indicated by five (or more) of the following:

- Difficulty making everyday decisions without an excessive amount of advice and
reassurance from others

- Needs others to assume responsibility for most major areas of his or her lite

- Has difficulty expressing disagreement with others because of fear of loss of support or
approval

- Has difficulty initiating projects or doing things on his or her own (because of a lack of
self-confidence in judgment or abilities rather than a lack of motivation or energy)

- Goes to excessive lengths to obtain nurturance and support from others, to the point of
volunteering to do things that are unpleasant

- Feels uncomfortable or helpless when alone because of exaggerated fears of being
unable to care for himself or herself

- Urgently seeks another relationship as a source of care and support when a close [22 9}
relationship ends

- Is unrealistically preoccupied with fears of being left to take care of himself or herself




Personality Disorders

Obsessive Compulsive Disorder

A pervasive pattern of preoccupation with orderliness, perfectio-
nism, and mental and interpersonal control, at the expense of
flexibility, openness, and efficiency, beginning by early adulthood
and present in a variety of contexts, as indicated by four (or more)
of the following:

= [s preoccupied with details, rules, lists, order, organization, or
schedules to the extent that the major point of the activity is lost

= Shows perfectionism that interferes with task completion (e.g., is
unable to complete a project because his or her own overly strict
standards are not met)

= [s excessively devoted to work and productivity to the exclusion of
leisure activities and friendships (not accounted for by obvious
economic necessity)

= [s over conscientious, scrupulous, and inflexible about matters of
morality, ethics, or values

» [s unable to discard worn-out or worthless objects even when they
have no sentimental value

= Is reluctant to delegate tasks or to work with others unless they
submit to exactly his or her way of doing things

= Adopts a miserly spending style toward both self and others; money
1s viewed as something to be hoard for future catastrophes
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Parking de los trastornos de la
personalidad

1) PARANOIDE: iEstoy arrinconado de nuevo!

2) NARCISISTA: ;Os gusta mi nuevo coche?, es
mas grande y potente.

3) DEPENDIENTE: Necesita otros coches cerca.
4) PASIVO AGRESIVO: Tuerce el coche para
ocupar dos plazas...

5) LIMITE: De morros contra el coche del ex
amante.

6) ANTISOCIAL: Bloquea al resto de coches.

7) HISTRIONICO: ; Nadie a visto mi coche? Es
terrible donde he tenido que aparcar.

8|) OBSESIVO: Perfectamente alineado con la
plaza.

9) EVITATIVO: Se oculta en la esquina.

10) ESQUIZOIDE: No puede tolerar otros coches
cerca.

11) ESQUIZOTIPICO: Plaza intergalactica, he
venido con Dark Vader.




Spectrum of personality disorders © NewsScientist

There are currently 10 personality disorders but psychiatrists think this diagnostic framework is in need
of an overhaul

CLUSTER PERSONALITY CHARACTERISTICS PREVALENCE IN
DISORDER US POPULATION

e

‘Paranoid
Irrational suspicions and mistrust of others

W | ODDBEHAVIOUR

Antisocial

Pervasive disregard for the law and rights of others;
may account for half of prison population in some countries

T relationst

Nnstadiity in 3

Borderline

Social inhibition; feelings of inadequacy

*Some
peopls
have

overlapping
diagnoses

"Terms proposed for removal in next edition of the Diagnostic ond Statisticol Manual of Mentol Disorders



Personality Disorders-
lo nuevo...

* 5 dominios
» Afectividad negativa
* Desapego
* Antagonismo
* Deshinbicion/compulsividad
* Psicoticismo




Other Conditions Focus of Clinical Attention

(page 355)

Educational and
occupational problems

Problems related to crime or

interaction with legal system

= Housing and economic Other problems related to
problems the social environment

R ) =3

||l-'§ =0

g Problems related to other

psychosocial, personal, and
environmental circumstances

Other health service
encounters for Counseling
and Medical Advise

Other circumstances of
personal history




Other mteresting but not on DSM 5...

» Sindrome de psicosis atenuada

* Trastorno neuroconductual asociado a
exposicion prenatal de alcohol

* Trastorno de conducta suicida
* Esquizotaxia
* Sindrome de Procesamiento Sensorial




Conceptulizacion de casos
DSM 5

* ;Que cuadro de sintomas estan presentes para
establecer un criterio diagnostico?

 ;Existe algun cuadro de sintomas diagndstico
desorden de personalidad?

* ;Hay alguna condicion de salud que afecte o
sea afectada por los diagnosticos establecidos?

* Mencione otras condiciones de atencion
clinico presentes que estén relacionadas al(os)
diagnostico(s) establecido(s).

(236)




Estudio de caso #1

Federico, joven de 29 afios, “bartender” de una concurrida discoteca del area
metropolitana. Fue recomendado a participar de un programa de terapia donde se
ofrecen los servicios de terapia ocupacional. Del Hx se desprende que Federico lleva
alrededor de un afio y medio con una conducta inapropiada.

Sebastian, compafiero de trabajo, reporta que Federico lleva bastante tiempo
tomando mas alcohol del que sirve. Indica que Federico comenz6 tomando
casualmente mientras trabajaba, pero al pasar el tiempo tomaba tanto que no podia
trabajar.

Al entrevistar a Federico éste reporta que al principio todo era por diversion y que
no tomaba en horas de trabajo. Indica que su ingesta de alcohol fue aumentando
gradualmente y que si no tomaba mientras trabajaba sentia que no podia trabajar.
Ha intentado dejar de beber en varias ocasiones. “Es como un impulso que si no lo
hago no me deja en paz”.

Federico reporta que su pareja lo abandon6 hace un mes reprochandole que €l ya
no es el mismo. Recientemente Federico ha dejado de jugar baloncesto, siempre esta
tomado y se la pasa hablando incoherencias y con un patrén de caminar erratico.




Preguntas para establecer un
diagnostico de salud mental

/Que cuadro de sintomas estan presentes para establecer un
criterio diagnostico?
(Existe algun cuadro de sintomas diagnostico desorden de

personalidad?

(Hay alguna condicion de salud que afecte o sea afectada por
los diagnosticos establecidos?

Mencione otras condiciones de atencion clinico presentes que
estén relacionadas al(os) diagnostico(s) establecido(s).

(238)




Diagnostico: Caso #1

Federico presenta un diagnostico de Trastorno de Uso de
Sustancias: Alcohol, con episodios de intoxicacion.

No hay historial o presencia de alguna condicion de salud fisica
que exacerbe los sintomas relacionados al uso de alcohol.

Problemas de atencidn clinica que afectan su situacion actual se
encuentran: problemas relativos a grupo apoyo primario donde
existe una ruptura reciente relacion sentimental, y problemas
ocupacionales relacionados a uso de alcohol en horas laborales.




Estudio de caso #2

Vanessa es una joven estudiante de 23 afios. Es admitida a una clinica
de salud mental para recibir Tx. Al entrevistarla observamos que esta
orientada en tiempo, lugar y persona, y no presenta ideativa suicida. Es
una joven saludable; reporta ser asmatica, aunque no ha tenido ningun
episodio en los ultimos seis meses.

Vanessa narra haber sufrido un accidente de auto con su novio hace
mes y medio. En el accidente, el novio de Vanessa muere en el acto.
Desde entonces Vanessa no puede dormir en las noches. Si intenta
dormir durante el dia, cada vez que cierra los ojos ve el accidente y se
desespera. Refiere “ya no puedo montarme en un carro, las manos me
empiezan a sudar y el corazon se me quiere salir del pecho... es como si
viviera el accidente cada dia”.

Por el lado positivo, Vanessa cuenta con el apoyo de su madre quién
desde hace una semana la lleva a la universidad y la acompaiia en las
gestiones que realiza.




Preguntas para establecer un
diagnostico de salud mental

/Que cuadro de sintomas estan presentes para establecer un
criterio diagnostico?
(Existe algun cuadro de sintomas diagnostico desorden de

personalidad?

(Hay alguna condicion de salud que afecte o sea afectada por
los diagnosticos establecidos?

Mencione otras condiciones de atencion clinico presentes que
estén relacionadas al(os) diagnostico(s) establecido(s).

(241)




Diagnostico: Caso #2

Vanessa presenta un diagnostico de Trastorno de Estrés
Postraumatico.

No hay historial o presencia de alguna condicion de salud fisica que
exacerbe los sintomas relacionados a su diagnostico principal.

Entre los problemas de atencidn clinica que afectan su situacion
actual se encuentra la muerte reciente de un ser querido.




Estudio de caso #3

Andy es un hombre soltero de 31 afios de edad, vive con su
madre y hermano. Trabaja clasificando correspondencia en una
oficina de correo, tras abandonar la universidad abruptamente
hace 1 afio atras. Menciona que solicito este tipo de trabajo ya que
el contacto con la gente es minimo. Dice que le daban “ataques de
nervios”’; se volvio hipersensible cuando hablaba con extrafios e
incluso sus amigos. Dejo la universidad porque oia zumbidos en
su cabeza, tenia sofocones, sudaba continuamente y, en ocasiones,
sentia que estaba como fuera de su cuerpo. “Creo que me da
miedo decir o hacer algo estupido”, por lo que no aceptaba
invitaciones a actividades, como jugar bolos, bailes e 1r al cine.
Verbaliza que lo ponen nervioso los bafios publicos y que tiende a
no usarlos. Aunque tiene dos amigos intimos, indica que no ha
salido con chicas desde que abandono la universidad. Como
producto de sintomas de ansiedad su condicidn de ulcera péptica
de ha agudizado recientemente.




Preguntas para establecer un
diagnostico de salud mental

/Que cuadro de sintomas estan presentes para establecer un
criterio diagnostico?
(Existe algun cuadro de sintomas diagnostico desorden de

personalidad?

(Hay alguna condicion de salud que afecte o sea afectada por
los diagnosticos establecidos?

Mencione otras condiciones de atencion clinico presentes que
estén relacionadas al(os) diagnostico(s) establecido(s).

(214)




Diagnostico: Caso #3

Andy presenta un diagnostico de Fobia Social.
Episodios de Ulcera péptica se agudiza con ansiedad.

Posee diagnostico de Desorden de Personalidad tipo evitacion.
Entre los problemas de atencidn clinica que afectan su situacion
actual se encuentra el abandono de sus estudios universitarios.




Estudio de caso #4

Sofia presenta persistente infelicidad y angustia continua desde que
era adolescente. Actualmente tiene 32 afios de edad, vive sola y trabaja
como asistente de investigacion. No ha logrado mantenerse en un
mismo empleo por mas de aifio y medio de duracidon. Lleva 3 afios de
completar estudios como doctora en sociologia, pero no ha comenzado
su tesis.

Su aspecto es triste y apatico, y seflala que en su nifiez y adolescencia
fue maltratada emocionalmente por su padre. Actualmente tiene
muchos cambios en su peso corporal; su suefio no es conciliador, por lo
que se siente pesada, cansada y sofiolienta. Sefiala que hace unos meses
rompi0 una relacion sentimental con un hombre, el cual luego de cinco
afnos no demostrd un compromiso formal. Actualmente toma el [246J
medicamento Synthroid para la condicion de hipotiroidismo.




Preguntas para establecer un
diagnostico de salud mental

/Que cuadro de sintomas estan presentes para establecer un
criterio diagnostico?
(Existe algun cuadro de sintomas diagnostico desorden de

personalidad?

(Hay alguna condicion de salud que afecte o sea afectada por
los diagnosticos establecidos?

Mencione otras condiciones de atencion clinico presentes que
estén relacionadas al(os) diagnostico(s) establecido(s).

[247)




Diagnostico: Caso #4

Sofia presenta un diagndstico de Distimia.

La condicion de hipotiroidismo podria exacerbar los sintomas
relacionados a su diagnostico principal.

Entre los problemas de atencidn clinica que afectan su situacion
actual se encuentra el abandono de sus estudios universitarios y
dificultad para mantener su empleo.




Enfoque Canadiense de Diagnostico Ocupacional

Factores de riesgo ocupacional:

Desbalance ocupacional- (roles)

\ih Deprivacion ocupacional- (no acceso)

fll Enajenacion ocupacional- (aislamiento)

Al
'
!

Disparidad ocupacional- (no equivalencia exper.)

. Estrés ocupacional- (todo lo anterior)




DUDAS...

Arnaldo.cruz3@upr.edu
Psicofilia.ac@gmail.com

Salud Psicocupacional Puerto Rico (facebook)
Twitter: (@acpsicofilia



mailto:Arnaldo.cruz3@upr.edu
mailto:Psicofilia.ac@gmail.com

