Common Psychiatric and Psychotic Disorders: Stressors Across Life Span
The common of psychiatric and psychotic disorders complement the discussions on the concept of general psychology along personality, stressors and mental illness across life span. The common psychological and psychiatric disorders include in this article are depressive disorders, bipolar disorder, somatoform disorder, stress-related disorder, schizophrenia and other psychotic disorder and personality disorder. The diagnostic   and criteria presented in the general discussions on the Diagnostic and Statistical Manual of Mental Disorder which has been used as reference work consulted by psychiatrists, psychologists, physicians in clinical practice, social workers , medical and nursing students, pastoral counselors, and other professionals in health care and social service fields. The book's title is often shortened to DSM , or an abbreviation that also indicates edition, such as DSM-IV-TR, which indicates fourth edition, text revision of the manual, published in 2000.

Mental health professionals and physicians are careful and deliberate when evaluating their clients for clinical depression. It takes more than just tearfulness or a feeling of sadness on the part of the client to indicate the presence of depression. A professional should take the time to gather a good deal of information about a person before determining that he or she is clinically depressed. In addition to a medical evaluation, a clinical interview, and possibly additional assessments, a professional will evaluate whether a person has specific symptoms of a mood disorder such as major depression, dysthymia or bipolar disorder. Each mood disorder is characterized by a unique set of symptoms, or diagnostic criteria, which are listed in a publication called the Diagnostic and Statistical Manual of Mental Disorders- Fourth Edition.
Diagnostic criteria for mental disorders are essentially descriptions of symptoms that fall into one of four categories. In major depressive disorder for example, affective or mood symptoms include depressed mood and feelings of worthlessness or guilt. Behavioral symptoms include social withdrawal and agitation. Cognitive symptoms, or problems in thinking include difficulty with concentration or making decisions. Finally, somatic or physical symptoms include insomnia or hypersomnia (sleeping too much).
The clinical usefulness of the DSM-IV is much more than a tool for making diagnoses. It is used by mental health professionals and physicians as a guide for communicating about mental health conditions. When two clinicians discuss a diagnosis such as "major depressive disorder, single episode, severe with psychotic features," they both have the same conceptualization of various aspects of the illness. Without the DSM-IV, the two clinicians might have very different perceptions of the condition. The DSM-IV also allows mental health professionals to reach consensus on which symptoms or groups of symptoms should define which disorders. Such decisions are based on empirical evidence (research results), usually by a multidisciplinary staff of professionals. Further, the DSM-IV is used as an educational tool and a reference for conducting all types of research (e.g., clinical trials, prevalence studies, outcome research).
The DSM-IV is not used to categorize people, but to categorize conditions or disorders that people have. This may be a subtle distinction, but it is a very important one. We do not say that a person is cancer, or is heart disease, or is an illness. A person has an illness. Likewise, we should not say that a person is a depressive, but that a person has clinical depression. Along the same lines, the value of diagnostic labels is often debated among mental health professionals and the general public. On the negative side, some people believe that making a diagnosis is simply the act of labeling a person. Once a person is labeled he or she may have difficulty overcoming the label, may lose hope of recovery, or may come to believe that he or she is the label. On the positive side, some people are relieved when they finally learn that the symptoms they are experiencing have a name. This often offers a sense of hope and personal control over the illness as more can be learned about its treatment, causes, and outcome.

The Diagnostic and Statistical Manual of Mental Disorders ,4th edition of the manual published by the American Psychiatric Association to set forth diagnostic criteria, descriptions and other information to guide the classification and diagnosis of mental disorders was published in 1994, replacing DSM-IIIR. It was replaced in 2000 by DSM-IV-TR. The following are the diagnostic classification :Adjustment Disorders ; Anxiety Disorders ; Delirium, Dementia, and Amnestic and Other Cognitive Disorders ; Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence ; Dissociative Disorders ; Eating Disorders ; Factitious Disorders ; Impulse-Control Disorders ; Mental Disorders Due to a General Medical Condition ; Mood Disorders ; Other Conditions That May Be a Focus of Clinical Attention; Personality Disorders ; Schizophrenia and Other Psychotic Disorders ; Sexual and Gender Identity Disorders; Sleep Disorders ; Somatoform Disorders; and  Substance-Related Disorders:
Common Psychological and Psychiatric Disorders Across Life Span


This book provides some psychiatric disorders across life span that was taken from Antai-Otong (2003) on Psychiatric Nursing : Biological and Behavioral Concepts. The presentation of the six psychiatric disorders is more on the basic concepts that should be given emphasis in general psychology. Most of the common psychological problems are taken from the Diagnostic and Statistical Manual of Mental Disorders , manual published by the American Psychiatric Association which has been using by psychiatrists, psychologists, physicians in clinical practice, social workers , medical and nursing students, pastoral counselors, and other professionals in health care and social service fields. The common psychological and psychiatric disorders that are usually integrated from the  general psychology books are : (1) Depressive Disorder : (2) Bipolar Disorder; (3) Somatoform Disorder; (4) Stress-Related Disorder; (5)Schizophrenia and Other Psychotic Disorder; and (6) Personality Disorder.

1.Depressive Disorders


This section will provide background articles of Lewin from the book of Antai-Otong ( 2003) about the depressive disorders of client. In its epidemiology, Major Depressive Disorders (MDDs) are  highly prevalent in the general population and clinical settings. Major depression is considered a mood disorder. Mood refers to an emotional state such as depressed or irritable.Although there are certain characteristics of depression that are consistently seen across the life span, developmental stage is important in influencing how these disorders are manifested.

 Depressive Disorders  Across the Life Span


Antai-Otong (2003) explained the characteristics of depression across the life span in childhood for infants and preschollers, prepubertal children; adolescence, then early and middle adulthood, and later adulthood.She presented the  prognosis of depressive disorders on the varying degrees of severity:

1. Mild to moderate depression. It is characterized by depression and moderate functional impairment. Some people recover from the short term, but 50 percent have recurrent symptoms.

2. Severe Depression.It is characterized by agitation or psychological retardation with profound neurovegative symptoms ( It refers to biological functions such as sleep pattern,eating pattern, energy level, sexual functioning and bowel functioning)

3. Psychotic depression. It is characterized by depression or delusions and hallucinations.

For the specific characteristics of depression across the life span Antai-Otong (2003) provided specific data from research article of Beckman,Copeland and Prince (1999)on the Review of Community Prevalence of Depression in Later Life including the researches of Pataki  (2000),and Sadock (2000).

A. Childhood


Depression is relatively uncommon in preschoolers.Chronic physical conditions, physical abuse, homelessness poverty,parental separation, divorce, death,, and parental psychiatric illness all increase the risk of depression during childhood.Caring for children at risk for depression requires astute nursing observations ,including recognition tht depression in children may vary and manifest significantly different tah in adults. Younger children may xhibit behavioral problems, such as aggression , apathy, sleep disturbances,and weight loss. Children may also have an irritable versus sad or depressed mode.

 Infants and Preschoolers

· Insidious onset
· Apathy, fatigue, withdrawal
· Poor appetite, weight loss
· Few spontaneously describe feeling sad
 Prepubertal Children

· May report sadness, suicidal thought
· Irritability, self-criticsm, weepiness
· Decreased initiative and responsiveness to stimulation, apathy
· Fatigue, sleep disturbance, enuresis, encopresis, weight loss, anorexia,somatic complaints
· Poor school performance
· Social withdrawal, increased aggressivenes
B. Adolescence


Depressed adolescence may express somatic complaints and have an irritable mood. Similar ot children, they tend to exhibit behavioral problems such as poor academic and social performance, suicidal ideation, apathy, social withdrawal, rebelliousness, low self-esteem, and aggressive behaviors. They also tend to engage in risky behavior such as  promiscuity and substance abuse.

· Feelings of sadness less frequent

· Unhappy restlessness, boredom, irritability

· Low self-esteem, hopelessness, worthlessness

· Feelings of loneliness and being unloved

· Pessimism about the future

· Loss of interest in friends and activities, apathy

· Low frustration tolerance

· Poor school performance

· Agumentitiveness

· Increased conflict with peers

· Acting out behavior, e.g. running away, stealing, physical violence

· Sexual activity ( promiscuity)

· Subtance abuse

· Complaints of headaches, abdominal pain

· Hypersommia

C. Adulthood


The DSM-IV-TR (APA,2000) criteria  for major depressive disorders include : a perood of  2 weeks during which there is depressed mood or loss of interest  in things that were once pleasurable ( Anhedonia- It is the inability to experience pleasure from activities that usually produce pleasurable feelings) and the following

· Alteration in appetite and weight

· Sleep disturbances, usually insomnia

· Psychomotor retardation or agitation

· Fatigue

· Concetration disturbances- foregetfulness, memory difficulty, difficulty making decisions.

· Recurrent thoughts of death or suicidal ideations,plans and attempts

Early and Middle Adulthood

· Depressed mood

· Anthedonia

· Feelings of worthlessness, hopelessness, guilt

· Reduced energy, fatigue

· Sleep disturbance, especially early morning awakening and multiple nighttime awakenings

· Decreased sexual interest and activity

· Psychomotor retardation

· Anxiety 

· Decreased sexual interest and activity

· Psychomotor retardation

· Anxiety 

· Decreased appetite and weight loss or increased appetite and weight gain.

Later Adulthood

· Frequently do not complaint of depressed mood or present with tearful effect

· Feelings of helplessness

· Pessimism about the future

· Rumination about problems

· Critical and envious of other

· Loss of self esteem

· Guilt feelings

· Depresssion tend to last longer and are more severe

· Perceived cognitve deficits

· Constipation

· Social withdrawal

· Loss of motivation

· Change of appetite

1. Bipolar Disorder

In the book of Atai-Otong (2005) under the  article of Hines-Martin and Thomas (2005) expounded Bipolar Disorder that life with this disorder or manic-depressive illness, is often described as a living on a continuous roler coaster ride. Sometimes the ride is big and scary and, other times it is exciting and pleasurable. However, regardless of the experience, there is always some degree of ups,downs, and dips in equilibrium . Human beings experience a variety of moods, from happiness to sadness to anger.Usually these can be experienced on a daily basis and can be linked to a specific precipitating event. However, in people with mood disorders, mood changes are often extreme and disproportionate to the event or not linked to any causative event at all. Often these severe changes in mood affect the individual’s family, social and work life. If these mood changes are severe enough they can handicap the individuals’ ability to function and care for herself on a daily basis.

According to Hines-Martin and Thomas (2005) the mood disorders are biological illnesses that affect our ability to experience normal mood states. Ther two general mood disorders are unipolar depressive disorder and bipolar disorder.These are the basic considerations to know about bipolar disorder and mood disorder:

1) In bipolar disorder there is some abnormal elevation of mood at various times. In any instance, individuals with a mood disorder are not weak in character nor are they unable to cope with life’s normal stressors.

2) Mood disorders are medical illnesses, not unlike diabetes, for which there are specific medications and treatment available.It shoul be noted that the meaning of mood is a sustained emotional state that reflects the client’s perception of the world-depressed, sad, labile, elated, expansive and anxious. Current research suggest a  strong biological or generic components to mood  disorders including bipolar disorder.

Concepts  of Bipolar Disorder


Bipolar  has two extreme mood states of mania and depression illustrated by bipolar disorder. Mania is a disorder characterized by exalted feelings, delusions of grandeur,elevated mood, psychomotor overactivity, and overproduction of ideas.While depression is a normal disorder marked by sustained alteration in mood in which there is a loss of interest and pleasure. altered weight, concentration and sleep disturbance.

· It is recurrent mood disorder featuring one or more episodes of mania and depression disorder ( APA,2000)

· Ii differs from major depressive disorder in that there is a history of manic or hypomanic(milder and not psychotic ) episodes.

· Its depressive episodes are typically associated with an earlier age at onset, a greater likelihood of reversed vegetative symptoms, more frequent episodes or recurrence, and a higher  familial prevalence

2. Somatoform Disorder

It refers to a group of psychiatric disorders whose symptoms are severe enough tto cause global impairment or functioning .Typically, it presents with recurring multiple,clinically somatic complaints. In addition, these complaints are colorful and exaggerated but lack specific factual informations to support the diagnosis. Specific somatoform disorders include somatization disorder, conversion disorder, hypochondriasis, body dysmorpic disorder and pain disorder. (DSM-IV-TR /APA,2000)

a) Somatization Disorder. It refer a disorder whose primary symptoms are progressive, recurrent and somatic complaints of pain, sexual, gastrointestinal (GI), and pseudoneurological manifestation. These symptoms produce significant distress, and global disability.

b) Conversion Disorder. It refers to unexplained physical manifestations or deficits affecting voluntary motor or sensory function that suggest a neurological or other underlying medical condition..

c) Hypochodriasis. It refers to persistent preoccupation with fears of having, or the idea that one has, a serious disease based on the person’s misinterpretation or exaggeration of bodily functions.

d) Body Dysmorphic Disorder . A chronic and debilitating metal health condition characterized by a pre-occupation with imagined defect in appearance ( e.g., a “large” nose, “ thinning” hair, or facial “ scarring”).

e) Pain Disorder. This disorder whose major symptom is pain in one or more anatomical sites. It is the predominant focus of the clinical presentation and is of sufficient severity that necessitates clinical attention. It also produces significant distress that results in impaired occupational, interpersonal, and social performance.

  4. Stress- Related Disorder


Stress is a stimulus or demand that has the potential to generate disruption in homeostasis .Alexander (1950) believed that this body-mind relationship arose from intense or prolonged emotions that triggered physiological responses. Anger or rage contributes heart disease and that helplessness produces gastrointestinal disease. He suggests that humans respond to stressful situations using both neurobiological and psychological resources to maintain and restore homeostasis. Humans are holistic beings, and when stress affects one system, all other systems are influenced.Circumstances that threatens homeostasis active complex neurobiological and psychosocial coping processes that arise from the autonomic nervous system.

Many people suffer from stress these days.We all experience some of these symptoms some of the time, but may have  stress-related illness if we experience quite a lot of them most of the time.There are many common symptoms that could be indicative of  stress : Walker, et.al (2004) 

(1)Emotional 

· Feeling upset and crying more than usual

· Feeling irritable an behaving unreasonably

· Losing your sense of humour

· Unreasonable fears

(2) Cognitive

· Feeling of failure

· Worrying a lot

·  Difficulty in makin decisions

· Not wanting a lot

(3) Behavioral

· Not eating, or eating too much

· Talking time off for minor illness

· Using alcohol, tobacco or other substances

· Withrawing from usual activities

When people internalize anger or fail to manage it effectively,their bodies keep producing biological responses to stress. The sustained stimulation of the autonomic nervous system in these people results in continual production  which are potent vasopressors. Major catecholamines are norepinephrine and epinephrine.

 Catecholamine is any of the sympathomimetic amines such as epinephrine, dopamine, and norepinephrine.These biochemicals play critical roles in the stress.These substance affect all body  systems, including the cardiovascular,gastrointestinal, and immuno-logical systems, and chronic levels can produce tissue damage regardless of their origin . ( Alexander,1939)

5. Schizophrenia and Other Psychotic Disorder

Altered Sensory Perception refers to the physical and psychological changes that affect brain functioning behavior patterns, and the five senses.Schizophrenia is a disorder associated with a variety of complex combination of symptoms,including hallucinations, delusions, disorganized speech, disorganization,flat affect, alogia,, and avolition.It generally emerges during adolescence or in the 20s or 30s.However, it may occur in later adulthood.

Major Types of Adult Schizophrenia 


The DSM-IV-TR (APA,2000 ) delineates five subtypes of schizophrenia namely: catatonic,disorganized,paranoid, undifferentiated and residual.

1. Catatonic.This is marked by a catatonic state or stupor in which the client is unresponsive to his or her surroundings and displays a lack of spontaneous psychomotor activity ( rigid posture or bizarre) mutism.

2. Disorganized. The major symptoms include confusion or losse association, disorganized thoughts,and blunt or inappropriate affect.

3. Paranoid.This is marked by one or more systematic persecutory delusions,auditory hallucinations with a single theme.

4. Undiffirentiated. It is manifested by pronounced delusions, hallucinations, and is organized thought processes and behavior.

5. Residual. Generally there is an absence of pronounced delusions, hallucinations, confusion, or disorganized thought or behaviors.

6.Personality Disorder

The DSM-IV-TR (APA,2000) delineates clinical features of personality disorders  as an enduring pattern of feeling (emotions), thinking ( cognitve distortions) and behaving (maladaptive in nature) that become rigid and stable.Features of personality disorders appear to emerge during adolescence or early adulthood.Behavioral features tend to be rigid and inflexible, resulting in distress or maladaptive coping skills. Such maladaptive responses often lead to personal problems  that induce extreme anxiety, distress, and depression , and the ability to perform at optimal levels is constantly compromised.

The Types of Personality Disorder 

· Cluster I  : Paranoid; Schizoid; and Schizotypal – Clients are withdrawn and      

                      engage in odd, eccentric behavior

· Cluster II : Antisocial; Bordeline;Histrionic; and Narcissistic – Clients seek  

                      attention and engage erratic behavior.

· Cluster III  : Avoidant; Dependent; and Obsessive-Compulsive – Clients seek to 

                     avoid or minimize the experience of anxiety and fear

· Personality Disorders/ Not Otherwise Specific: Passive-Aggressive; and 

                    Masochitic – Clients are covertly  aggressive against others or 

                    themselves.

