· Chapter 4: Anxiety Disorders

· Anxiety and its characteristics

· Anxiety is emotional state characterized by bodily symptoms of physical tension and apprehension about the future  (American Psychiatric Association, 1994)  - see page 118

· As a future oriented mood state, it is characterized by apprehension and worry about not being able to always predict or control upcoming events. 

· Anxiety is something we all experience, to some degree, from time to time

· **Anxious arousal is often good for us, at least in moderation. At moderate levels, such arousal can "keep us on our toes." (e.g. the Yerkes-Dodson Curve, 1908), page 118

· However, when anxiety is at high levels it can create distress and/or disability. At high levels, anxiety may constitute a disorder

· As we begin to consider the various mental disorders – ANXIETY DISORDERS in this chapter – we will keep with an ‘integrative’ approach, considering how biological/genetic, psychological/learning, social/cultural factors all contribute interactively to these mental conditions.

· **The cause or causes of any particular mental disorder are referred to as the disorder’s “etiology.” 

· Etiology is the branch of medical science which is concerned with the study of the origin of illness.

· Keeping in mind all of these various etiological factors, we'll be examining 6 particular anxiety disorders that occur in people who seek treatment. NOTE: Anxiety disorders are the most frequently occurring type of mental disorder
While we will talk about each of these disorders separately, they can occur at the same time in the same individual. When 2 or more disorders occur in the same individual, we refer to this as **“CO-MORBIDITY”.

· Generalized Anxiety Disorder (GAD)

· Panic Disorder (with or without agoraphobia)

· Specific Phobia

· Social Phobia (aka Social Anxiety Disorder)

· Post-Traumatic Stress Disorder (PTSD)

· Obsessive-Compulsive Disorder (OCD)

· Genetic & Biological Contributions to Anxiety Disorders

· **We all inherit some degree of a biological tendency to be or become "tense" or "uptight" (i.e. anxiously aroused)

· In other words, we may all, in some respects, start out inclined to be somewhere on the Yerkes-Dodson curve, from birth.

· Studies have convincingly shown that being “high strung,” “nervous,” or “emotional” runs in families and has a genetic component.

· **What we appear to inherit  (genetically) is a level of ‘arousability’ within various brain and nervous system structures and circuits. This inherited level of arousability is determined by multiple genes not just one

· **Our text reviews a number of bio-physiological structures and circuits associated with anxiety, but chief among them are: the limbic system and its structures (lower picture, Figure 2.6c, on page 45) AND the autonomic nervous system (Figure 2.8 on page 47)

· **The limbic system and autonomic nervous system play a critical role in what is known as the "fight, flight, or freeze" response, which has critical survival value in humans, but which can play havoc when "false alarms" occur. 

· What is meant by the term “false alarm” in common language use of every day life?

· Psychological & Learning contributions to Anxiety Disorders 

· Over the course of our lives, particularly in childhood, we all learn certain ways of thinking about the world around us - some of us may come to view the world as more "threatening,” “scary,” or "uncontrollable" than others may come to view the world

· e.g. Parents who allow a child to explore their world and teach them to adapt to unexpected circumstances may cause learning different from parents who are extremely overprotective or threatening.

· Also, the way we have learned to think about events in our lives can powerfully influence our level of anxiety and distress – take an example (humorous) of how our thinking (sometimes called “self-talk”) can cause our anxiety to sky rocket.

· **We can also learn to be anxious through classical conditioning as well. A strong fear reaction to a particular situation or event can, through conditioning, lead to excessively high levels of anxiety when faced with similar situations or events in the future – even when this later anxiety is not justified.

· e.g.  A youngster abused by a parent may learn (by classical conditioning and association) to fear and respond anxiously to a range of authority figures (or consider these images) 
· Who is considered the person who pioneered the study of classical conditioning?

· Social & Cultural contributions to Anxiety Disorders

· Everyone faces unique combinations of stressful social , cultural, and interpersonal circumstances in life, including marriage, divorce, difficulties with work, raising a family, death of a loved one, legal problems, physical injury etc.

· These varied social events can make a difference in how stressful and anxious day-to-day living feels to an individual - playing a role in the individual's overall level of negative emotional and anxious arousal.



· Generalized Anxiety Disorder
(Case Study Irene on page 124, DSM diagnostic criteria on page 125)

· **Clinical Description
· At least 6 months of excessive anxiety and worry (apprehensive expectation) that occurs on more days than not

· Difficulty in controlling this worry  (e.g. "I can't seem to stop myself from worrying about everything," "Something worrisome is always on my mind")

· The worry is broad in scope and often about minor everyday life events.

· Common worries for adults: health, work, finances

· Common worries for children: schoolwork, tests, getting hurt, getting teased

· Problems with feeling restless or "keyed up," fatigued, difficulty concentrating, feeling irritable, experiencing **muscle tension,  and sleep disturbance.

· Significant distress or impairment because of these above symptoms

· Others tend to view the GAD sufferer as a “worry wart” and may trivialize the sufferer’s worrying. 20/20  VIDEO about WORRY and a GAD sufferer (8 min)

· Statistics

· **At least in USA, it is more commonly reported in females

· Usually starts in early adulthood (20-30 y/o) and tends to become chronic without treatment

· **Particularly prevalent among the elderly (>65 years old), perhaps because of failing health and associated worries, as well as diminishing control over day-to-day life circumstances

· Many GAD sufferers first find their way into treatment through their family physician, where they go to get help for their physical symptoms: headaches, fatigue, and muscle tension related aches and pains or problems with sleeping

· GAD contributing causes:  Biological Factors

· Genetic factors:  

· **Research with twins has clearly shown that the tendency to ‘become anxious’ and ‘uptight’ has a strong genetic component.  GAD tends to ‘run in families’

· Individuals with GAD are believed to have a greater degree of this (genetic) biological vulnerability to anxiousness

· Muscle Tension: 

· **GAD sufferers tend show high levels of chronic muscle tension, which probably explains why they often suffer from   headaches, physical exhaustion, and a sensation of always feeling ‘tense,” etc.

· GAD contributing causes: Psychological Factors

· Individuals with GAD spend much more time thinking about “possible” bad events and threats in their day-to-day environment than do people without this disorder. They overestimate the risk of dangers and threats in the world.

· **Compared to other anxiety disorders, GAD sufferers tend to over-focus on minor worries across a wide range of arenas (family, work, relations, finances, etc.)

· Efforts to look at the psychological activity of GAD sufferers have included EEG studies of brain activity. These studies show excessive activity in left frontal lobe of the brain of GAD sufferers:

· Conclusion: These individuals engage in frantic, intense thought processes without accompanying images (which come about with activity in the right hemisphere)

· **Thus, the GAD sufferer tends to continually think about all the possible problems in their life without envisioning and fully contemplating ways to solve their problems -- not coming up with effective solutions to the life-problems they dread.

· **Finally, chronic worry of the GAD sufferer may get reinforced and strengthened by the relief they feel when the thing they worried about does not happen! In other words, the pleasant relief they feel (when the dreaded event doesn’t happen) actually reinforces the worry they have been engaging in.

· Treatment of GAD


· Medication treatment of GAD
· Medication can be an option for treatment of GAD

· Benzodiazepines (tranquilizers) such as Xanax are sometimes prescribed, often by non-psychiatric family physicians.

· **These drugs increase the activity of the neurotransmitter GABA, which inhibits neurological arousal

· Benzodiazepines can offer some short-term relief for GAD sufferers:  after 6 months, benefits are limited

· Benzodiazepines can impair cognitive and motor functioning, so care must be taken

· ** Benzodiazepines can produce physical and psychological dependence, meaning that once started it can be difficult and physically uncomfortable for the user to stop reliance on these medications
· Best use  is for short-term relief associated with temporary stressor

· **Increasing evidence that SSRI antidepressants - those that increase serotonin activity - can help in reducing GAD symptoms (e.g. Paxil). Can you name another SSRI medication?

· Psychological Treatment of GAD

· Counseling which teaches the GAD sufferer to re-focus their thoughts on what is actually threatening in their day-to-day life, rather than on mere possibilities of threat.  

· Teaching the GAD sufferer to accept and allow for distressing thoughts and feelings they may experience. This includes teaching them to accept unpredictability in the world

· These above strategies are often referred to as **Cognitive-Behavior Therapy (CBT) which is recognized as an effective counseling approach for GAD – CBT teaches the sufferer to confront and challenge distorted, worrisome, and negative thoughts and behaviors head-on. It aims at teaching the sufferer to counteract the ‘worry process’ with more sensible thinking and behaviors: 

· Short term:  often as effective as medication

· Long term: may be more effective than medication

· Relaxation training - teaching sufferers how to deeply relax in order to combat physical tensions (particularly muscle tension). What approaches to you use to physically relax when needed?
· Panic Disorder
(DSM diagnostic criteria – with agoraphobia - on page 131)

· **Clinical Description

· We’ll watch a class video of people who have developed a Panic Disorder. They will describe how this disorder impacts their life. Then, we’ll see the depiction of a PANIC ATTACK which happens to a woman who is not expecting it.  Her panic episode is referred to as a ‘false alarm’ panic episode. This is often how panic disorder makes its first appearance in a person’s life. It can be quite terrifying! CLASS VIDEO
· **A single panic attack DOES NOT mean that a person has panic disorder

· **The individual must have recurring (repeated) “false alarm” panic attacks (look at page 120 for typical panic attack symptoms)

· Once the first panic episode occurs, sufferers tend to develop a persistent worry about having another panic attack, and worry about the implications of the attack (e.g. "Am I going crazy?" or "Could I die of a heart attack?") or have a significant change in behavior because of the attacks (e.g. avoiding certain places from which escape during an attack would be difficult)` - anticipatory anxiety

· **Sufferers may begin to avoid more and more settings or situations where they ‘think’ they might have another panic attack. This is what can lead to ‘AGORAPHOBIA’ which is: “anxiety about being in places or situations from which escape might be difficult”

· **Panic episodes generally peak and subside in about 10 - 20 minutes. 

· Statistics

· More commonly reported by women than men, which may be a cultural phenomenon (i.e. men in Western culture may be unwilling to acknowledge such panic experiences, preferring to “tough it out” rather than seek help) – 2% to 5% lifetime prevalence in adults. 

· Usually first appears between mid-teens and age 40.

· Panic Disorder contributing causes: Biological & Genetic Factors

· Generalized biological vulnerability: We all inherit some degree of biological vulnerability to over-react to stressful events of daily life. However, research indicates that some individuals inherit a marked tendency to experience panic sensations (heart rate increases, increased breathing rate, sweating etc) in reaction to stressful circumstances.

· **Some individuals appear to be biologically more vulnerable to experiencing ”false alarms”  than other people. Since the initial panic attack is often a 'false alarm' where there is no actual or real threat present (e.g. driving to work, waiting in line at Wal-Mart, socializing with friends, etc.), these individuals are biologically more likely to go on to develop a full panic disorder. 
· Panic Disorder contributing causes:  Learning Factors

· Classical conditioning:  

· External “cues” (e.g. environmental characteristics such as closed spaces, being at the store, etc.) and internal “cues” (e.g. increased heart rate, faster breathing, etc) which were present during the initial “false alarm” panic episode become associated (in the mind of the individual) as risky. They begin to suspect that another panic attack will occur whenever such ‘cues’ are encountered in the future. This ‘anticipation’ fear fuels their growing anxiety level and can even increases the chances of having another panic episode.

· Development of Agoraphobia can result from the above process: 

· When the individual starts to anticipate that they may have another panic attack, they may avoid any situations where the external or internal ‘cues’ might occur.  They may then resort to avoiding more and more such situations (sometimes refusing to go out at all) – thus leading to full blown AGOROPHOBIA

· Panic Disorder contributing causes: Cognitive Factors

· People with panic disorder begin to pay excessive attention to bodily sensations (e.g. their heart rate, their breathing rate, their sweating, etc.) They think that unexpected changes in these bodily sensations mean they are going to have a panic episode.

· This heightened awareness and sensitivity leads to panic triggering thoughts such as:

· “Unusual body sensations are bad”

· “When I notice that my heart is beating rapidly, I worry that I might have a heart attack”

· “It scares me when I feel faint or light headed”

· “It scares me when I feel “shaky” (trembling)”

· People who go on to develop panic disorder are more likely than others to misinterpret normal physical sensations in a catastrophic way

· Panic Disorder: Can become a vicious cycle

· The individual’s continuous fear of having another panic attack leads to increased arousal of the sympathetic nervous system

· Physical sensations associated with this sympathetic arousal may become interpreted as ‘dangerous’ signs of an impending uncontrollable panic

· This interpretation further feeds into and raises the individual’s anxiety level and sympathetic arousal

· And, eventually, a full-blown panic attack can occur

· Then the cycle can start repeating itself over time

· Treatment of Panic Disorder


· Medical Treatment of Panic Disorder

· **Medications which increase serotonin are currently the medications of choice in the medical treatment of panic disorder. These are the SSRIs! (What does ‘SSRI’ stand for?)

· SSRIs:  increase levels of serotonin

· **Prozac & Paxil are examples of SSRIs used in treating panic disorder

· ** SSRIs take at least 4 weeks to work, but are generally safe and not addicting

· 60% of panic disorder sufferers remain free of panic with SSRI medication. Relapse can occur if medication is stopped (20-50%)

· Benzodiazepines (“benzos”) are also used in some cases

· Xanax is perhaps the most common benzodiazapine used by some panic sufferers

· Can be very effective in the midst of a panic episode to quickly reduce panic symptoms

· **NOTE!! Problem is that Xanax can be very addictive and habit forming over time.
· Psychological Treatment of Panic Disorder

· **Exposure based treatment + cognitive therapy 

· “Exposure” therapy involves deliberately exposing the patient to what hey are fearful of until they “habituate” (become accustomed) to what they have feared. (Have you ever gotten accustomed to a particularly scary movie?)

· “Cognitive “ therapy involves teaching the patient how to challenge and change their panicky and fearsome thoughts and ‘self-talk’

· Key elements of exposure + cognitive therapy

· Exposure to environmental and external triggers of panic feelings (some of these exercises are described in Table 4.3 on page 135)

· **Exposure to internal fear cues and sensations, using various exercises (some exercises will be presented in class)

· **Relaxation training and effective breathing technique (e.g. diaphragmatic breathing, aka abdominal breathing)

· Cognitive ‘restructuring’ – teaching new ways of thinking – eliminate what is sometimes referred to as ‘awfulizing’ or ‘catastrophizing’ (What thoughts or ‘self-talk’ might you suggest a panic sufferer use when they feel panic?)
· Exposure + cognitive therapy can prove highly effective, according to research

· Follow-up studies indicate that panic sufferers remain improved 2 years later

· Psychological Treatment (continued)

· Potential barriers associated with psychological treatment:

· it takes time for improvement

· some people are too anxious to even consider “exposure” based therapy

· requires active practice by patient both in-session and as homework assignments

· not all therapists are equally trained in these proven techniques

· Specific Phobia
(DSM criteria on page 137)

· **Clinical Description

·  An irrational fear of a specific object or situation that markedly interferes with the individual's ability to function

· **The sufferer realizes the fear is excessive and unreasonable (Quick Check Question: What is the term used by mental health professionals to refer to a patient’s awareness that they have a problem and may need treatment?)

· The phobic situation or object is avoided or endured with intense anxiety or distress

· **There are as many phobias as there are objects or situations in the world, but most fall into the categories of animals, natural environment (e.g. heights, water, storms), blood-injection-injury, and situational (e.g. planes, elevators, enclosed spaces, etc)

· In children, one may see prominent fear of separation from parent or caretaker, referred to as “separation anxiety disorder” (see picture on page 139) – most common in the 3-4 year range

· Statistics

· Specific fears occur in a majority of people, though these fears may not necessarily rise to a level of phobia

· Once a phobia develops, it tends to last a lifetime, particularly without treatment

· More common in women than in men

· Common phobias

· snakes

· heights

· enclosed spaces

· illness

· death

· storms

· dentists

· Injury

· See Table 4.5 on page 140 for prevalence of intense fears and phobias in adults

· Specific Phobia contributing causes:  Learning Factors

· **Classical conditioning can play a most important role in the development of specific phobias

· **Direct experience with a dangerous or painful situation (50%)

· **Experiencing a panic attack in a particular situation, which then becomes associated with a fear that the situation will trigger another panic attack in the future.

· **Vicarious conditioning

· observing someone else experiencing severe fear

· **Direct information transmission

· being told repeatedly about danger by a significant other (e.g. “Don’t ever pet an unfamiliar dog because they will probably bite you”

· Specific Phobia contributing causes:  Biological Factors

· **Biological vulnerability: Research suggests that we humans may be genetically “prepared" to be fearful of certain objects or situations. In other words, we may have a genetically heightened sympathetic nervous system arousal to certain objects or situations that were and have been especially relevant to survival over the course of our life on this planet.  

· Such genetic ‘hard-wiring’ may have been vital to our survival over the course of our ancestral history and now continues in contemporary life.

· 
Specific Phobia contributing causes:  Social & Cultural Factors

· In most societies, it tends to be less acceptable for males to show or express fear or phobias when compared to women

· **The result is that the overwhelming majority of specific phobias treated in clinics are those reported by women.

· It may be that males who actually have a specific phobia choose to endure their fear rather than reporting it or seeking treatment.

· Treatment of Specific Phobias

· **Exposure based treatments are generally agreed upon as the most effective type of treatment, allowing the sufferer to face the feared object or situation and learn that the awful thing they thing will happen doesn't (e.g. the elevator doesn't crash to the basement, the dog doesn't bite, the dentist isn't horribly painful, etc.) – “habituation”.

· Such treatment strategies must be implemented carefully so as to prevent worsening of avoidance behavior. 

· **Sometimes, the "exposure" can be accomplished through "imaginal practice," if real-life exposure is not practical, appropriate, or possible.

· **Medication not typically utilized

· Let’s look at an BRIEF exposure based treatment for a woman with snake phobia – vid1 – vid2 –vid3 - ALL
· Social Phobia – aka Social Anxiety Disorder 
 (DSM diagnostic criteria on page 145)

· **Clinical Description (see case study of Billy, page 144)
· Marked and persistent fear of one or more situations that involve exposure to unfamiliar people or possible scrutiny (?) by others, along with a fear of embarrassment. 

· For the social phobia sufferer,  such social situations almost always provokes anxiety and sometimes a panic attack

· Sufferers recognize that their fear is unreasonable or excessive (children may not realize this)

· The feared situation is avoided or endured with much anxiety or distress

· The avoidance or distress interferes significantly with the persons life

· **Can often contribute to substance abuse in adolescence and adulthood (sometimes referred to as self-medication)

· As time permits, we’ll  view a class video of people describing this disorder from both a professional and personal perspective.

· Statistics for Social Anxiety Disorder

· **Social phobia is considered the most prevalent psychological disorder here in the USA (estimates are that 13 - 14 percent of the population experience this at some point in their lives)

· This is the one anxiety disorder which seems to be reported almost equally by males and females

· **Usually begins in adolescence, with an average age of onset of about 15 years, but can emerge in later years as well

· Social Anxiety Disorder - contributing causes: Biological Factors

· **Biological vulnerability: As mentioned for specific phobias, we appear to be born biologically prepared (through genes passed down in our ancestral heritage) to learn certain fear reactions. A fear of angry expressions from others appears to be one of these ‘hard wired’ fear reactions

· Some individuals may inherit more of this social fearfulness than others. For example, research suggests that some infants are born with a ‘shy’ temperament which may lay groundwork for later development of social anxiousness

· Social Anxiety Disorder - contributing causes: Psychological Factors

· Specific psychological vulnerability: Individuals with social phobia usually have a personal history of parents or 'significant others' who have conveyed a fear or dread of social situations and a view that social evaluation can be “horrible" or hurtful in some specific way. 

· Social Anxiety Disorder - contributing causes: Learning Factors

· False Alarm: The individual experiences an unexpected panic attack in a social situation where there is absolutely no rejection or criticism present. The individual fearfully concludes they must avoid all social situations where another possible panic attack might occur.

· True Alarm: The individual experiences a panic attack in an actual social 'catastrophe' such as having someone ridiculing them for a social blunder. The individual fearfully concludes they must avoid all social situations where another possible panic attack might occur or where another blunder may come about.

· No Alarm: The individual becomes aware of uncomfortable feelings or ‘awkwardness’ in a particular social situation and begins to over-focus on these feelings or worry about their poor social skills,  thus developing a worry that future social situations might feel worse.

· Treatment of Social Anxiety Disorder: Psychological Approaches

· **Exposure-based treatments have been found to be beneficial. 

· Patients learn to practice and role-play anxiety-provoking social behaviors (e.g. giving speeches, interacting with strangers, etc) while the therapist works to get them to challenge the idea that such situations are dangerous or “horrible” These treatments are a form of cognitive-behavior therapy. The help the patient learn new ways of thinking and behaving.

· Practice occurs in-session and as homework assignments

· “Shame attacking” homework assignments may be given to help socially anxious clients learn to tolerate other peoples’ negative judgments and opinions or to help the client realize that other people are not likely to judge them at all! (Albert Ellis pioneered these – not in text) 

· Exposure-based treatment can be provided in a group setting, where support from others encourages effort and change.

· Medical Treatment of Social Anxiety Disorder 

· Medications

· ** Since 1999, SSRI medications have been approved by the Food and Drug Administration for the treatment of social phobia. These include  **Paxil, Zoloft  and Effexor. Research has shown these medications to be significantly more effective than placebo pills. (What is a placebo pill?)

· Relapse is common when these medications are stopped

· Research is still ongoing to compare psychological treatments to medical treatments to a combination of both – the results are pending at present.

· Post Traumatic Stress Disorder
consider Haiti  earthquake in January 2010 – little 5 year old, buried in rubble for 8 days – no food, no water, no human comforts

· 
Post-Traumatic-Stress-Disorder (PTSD)
(DSM diagnostic criteria on page 150)
 


· ** Clinical Description (Case study the Joneses, page 149)

· Exposure to a traumatic event in which the person experienced, witnessed, or was confronted by a situation involving death, threatened death, or serious injury, in response to which the person reacted with intense fear, helplessness, or horror

· The traumatic event is persistently re-experienced in one or more of the following ways: intrusive recollections, recurrent dreams, a sense that it is recurring (e.g. flashbacks)

· Persistent avoidance of stimuli associated with the trauma and a numbing of general responsiveness (i.e. they avoid anything associated with the trauma.

· Persistent symptoms of increased arousal (problems with sleeping, irritability, and hypervigilance)

· These symptoms must be present for more than one month and may emerge later in time, not necessarily around the time of the trauma

· Look at this image: PTSD might well be expected  not immediately but perhaps over time as they reflect on what occurred

· PTSD: Statistics

· **Not everyone exposed to even the most severe trauma goes on to develop PTSD, but some do.

· Studies show that 20-35% of women who have been raped go on to develop PTSD symptoms; 15-20% of severe auto accident victims develop PTSD

· After 9-11, surveys of respondents living close to the World Trade Center (south of Canal St) showed only a 20% prevalence rate

· **Some people can experience the most horrifying traumas imaginable and emerge psychologically healthy.

·  For others even relatively mild traumatic events are sufficient to produce the disorder

· PTSD contributing causes: Biological Factors

· Biological vulnerability: Individuals who develop PTSD are more likely to have a family (genetic) history for anxiety problems. Twin studies show that, given the same amount of combat exposure, and one identical twin developing PTSD there is a greater chance the other identical will develop PTSD than if he is non-identical
· Chronically elevated stress hormones such as cortisol (as may occur in soldiering or chronic child abuse) may damage the hippocampus (see lower picture on page 45)

· the hippocampus plays an important role in learning and memory; gives memories narrative coherence and a location in time and space

· may underlie tendency for traumatic memories in some people to not “make sense”; instead they come back as nightmares and flashbacks

· PTSD contributing causes:  Psychological/Learning Factors

· Research suggests that people who grow up in unstable and unpredictable family environments may have higher risk for developing PTSD in response to traumatic events. 

· Individuals from such a background may have a greater vulnerability to believing that the world will continue to be dangerously unpredictable and uncontrollable -- making them more vulnerable to PTSD symptoms.

· Other risk factors associated with PTSD following trauma

· Severity of the trauma

· ‘Man-made’ disasters (e.g. a school shooting or terrorist bombing) tend to be more likely to produce PTSD than natural disasters  (e.g. hurricane or earthquake) Why do you suppose this is true?

· The more severe one’s initial reactions to a trauma, the more likely is the occurrence of later development of PTSD 

· Pre-existing anxiety disorders can increase the likelihood of a trauma victim developing PTSD symptoms

· High levels of daily stress levels may predispose a trauma victim to developing PTSD symptoms

· Protective Factors

· **Social support following exposure to trauma may reduce the chances of developing PTSD

· e.g. a study of 568 Florida elementary students who went through Hurricane Andrew in 1992 showed that a typical 55% of the kids developed PTSD symptoms but that those who didn't had greater social support (close friends & classmates, family connections, etc). Also, being an active problem solver and "working to move on with life" has been found to be protective against PTSD.

· Such social support can arise from family, friends, church, coworkers, community, etc. 
· Treatment of PTSD

· Psychological

· **PTSD victims benefit from treatment that involves facing the original trauma and learning more effective coping strategies to deal with the associated emotions – exposure based treatment.

· **Recreating a trauma is generally not practical. Imaginal exposure is commonly employed, Vivid imagery of the event while therapist provides cognitive and other coping strategies to use to combat and work through intense emotion. 

· **Group therapy is common, where similar PTSD victims meet to process through their experiences with therapist input 

· Interesting research is occurring in the use of virtual reality to create exposure treatments for PTSD

· Medical

· **antidepressant medications are sometimes used

· benzodiazepines are rarely used

   Depending on available time, we will view a therapy session with a woman who has experienced a trauma. The session shows a therapist (Dr. Albert Ellis) working to get her to challenge and change some of the beliefs and perceptions about the trauma, which have lead to guilt and anxiety.

· Obsessive-Compulsive Disorder (OCD)
(DSM diagnostic criteria on page 156)

· **OCD is an anxiety condition in which the sufferer has an exaggerated fear that something terrible will happen if they don't engage in a vicious cycle of repetitive or ritualistic behavior or mental acts.


· **These OBSESSIVE fears might involve disturbing thoughts of contamination, harm to loved ones, illness, questions of sexual orientation, or thoughts and images that are repugnant to one's values. Seeking relief, the OCD sufferer feels "compelled“ to "fight" the feared thought through a wide
variety of **behaviors or mental acts, called COMPULSIONS.

· **Repetitive and ritualistic washing, checking, hoarding, arranging things in order, counting, asking others for reassurance, or even repetitive religious behavior (above and beyond the sufferer's true beliefs or standards) are typical COMPULSIVE BEHAVIORS. They become like rituals. In many cases, sufferers do no outward behavior, but try to fight the disturbing thought COMPULSIVE MENTAL ACTS, such as a counteracting positive thought, or saying something silently to themselves, or trying in vain to resolve a complex question in their head. 

· **Important NOTE!

·      Don’t confuse or mistake this disorder with the general public’s use of terms such as “obsessed” and “compulsive” (e.g. “he’s obsessed with money” or “she’s a compulsive gambler”

·      Individuals with this disorder DO NOT enjoy or experience pleasure from their obsessive thoughts or compulsive and ritualistic acts. 

·     We’ll view a video of Bill, who describes how he struggles with this disorder and its rituals and obsessions. Some discussion of therapy for OCD is included in this video.

· Contributing causes:  Biological Factors

· Some individuals inherit genetic vulnerabilities that increase the possibility of OCD. The role of an overactive circuit in the brain involving the **cingulate gyrus (connecting the frontal cortex to the limbic system), has been strongly implicated.
· Contributing causes:  Learning Factors

· The compulsions result in reduction of anxiety, and therefore become self reinforcing

· For example, a compulsive hand washer engages in the hand washing, which leads them to feel relief in their fear of germs, therefore the hand washing is reinforced and repeats itself again when they think again about germs

· Or, a compulsive checker makes their check and feels relief that they didn’t leave the stove on, or door unlocked, etc., therefore the checking gets reinforced by the comfort or relief, which just brings about a repetition of the cycle.

· Contributing causes: Cognitive factors

· Efforts to suppress thoughts tend to increase frequency of obsessions. 

· Many people with OCD tend to show was is referred to as thought-action fusion
· example:  thinking about having an affair is the moral equivalent of actually having the affair

· example: "If I think about my mother dying it will cause it to happen." 

· Medical Treatment of OCD

· Antidepressant medications are most common, because the also can reduce anxiety.

· **SSRIs (e.g. Prosac, Paxil)

· An older antidepressant, Anafranil

· 60% of patients benefit to some degree

· **Relapse rate with drug discontinuation is high

· **In rare and extremely severe cases, brain surgery may be required - cingulotomy
· Psychological Treatment of OCD

· **Exposure with response prevention (ERP)

· **Person is systematically exposed to the feared thoughts or situation and prevented from acting on associated compulsions

· Promotes habituation to the feared stimulus

· Aims at interrupting the cycle of obsessive compulsive rituals

· Facilitates reality testing

· Effective, but sometimes difficult to get patients to actively participate.
· We will view a 15 minute patient preparation tape which is used to help OCD sufferers learn about how cognitive behavior therapy (exposure treatment) can be used to help.

