CH14-cognitive disorders

-delirium- abrupt onset type of confusional state. Prominent disorientation, perception disorders, vivd dreams and hallucinations, agitated behavior, inability to sleep. Rage, depression, fear, apathy, incontinence common. Must examine how person thinks: perception- reduced ability to distinguish sensory info. Thinking- fragmented and disorganized. Unable to reason, judge, solve probs. Memory- unable to form memories or store and retrieve (register, retain, recall). Attention is impaired- difficulty with alertness, selectiveness, and directiveness (pull oneself back to task). Wakefulness reduced during the day then sleeplessness, restlessness at night. They are either hyper or hypoactive. Speech may be slurred with aimless vocalizations and repetitions. Tremors and irregular spasmodic (choreiform) movements present.

Delirium vs dementia: delirium have fluctuating consciousness, dementia are attentive and don’t have clouded consciousness. Delirium pt ability to pay attention varies, dementia pay attention at a stable manner. Delirium short lived, dementia prolonged. Delirium develops rapidly, dementia is gradual. Delirium traced to recent source as cause, dementia can’t be linked to another cause. Dementia irreversible

-Dementia- cognitive impairment with abstract thinking, judgment, insight. Memory impairment, decline in intellectual fxn, altered affect, spatial disorientation. It’s a mental disorder involving fxnal decline in cognitive areas including memory, along with behavioral and psychological symptoms. DAT is cortical dementia, huntingtons and parkinsons are subcortical types. (they have higher order of fxning). Can be caused by postanoxic or posthypoglycemic states.

-DAT- chronic progressive dz, most common form of dementia. Destroy neurons that secrete acetylcholine, which plays role in memory and learning. s/s- aphasia(language), anomia(remembering words), agraphia(writing), alexia(understanding written language), apraxia(loss of purposeful movement), agnosia(recognizing objects)mnemonic disturbances (memory loss). On the MMSE a score of 18+ is first seen, then 12-18 is moderate. <12 is severe. Chloinesterase inhibitors are used to slow progression but not tx disease.

-dementia with lewy bodies- 2nd most common. Lewy bodies are abnormal concentrations of protein that develop in nerve cells. Seroquel is atypical antipsych has low risk of neg side effects. s/s- spontaneous parkinsonism, persistent visual hallucinations, fluctuating cognition.

-vascular dementia- ischemic. Abrupt onset and episodic with multiple remissions. Focal neurologic signs (one side weakness, emotional outbursts, with hx of HTN, DM, cardiovascular dz).brain tissue is destroyed by intermittent emboli.

-parkinsons- cause unknown.

-huntingtons- genetic, progressive, degenerative dz with motor and cognitive changes, chorea and dementia. Begins ages 40-50. Loss of nerve cells in brain. Motor dysfxn characterized by chorea- quick, jerky purposeless involuntary movements. Depressions is common in early stages.

-picks- rare with cerebral atrophy in frontal and temporal lobes. Temporal type are talkative, lighthearted, joyous, hyperattentive. Frontal type are locked into inertia, emotional, dullness, lack of initiative.

-creutzfeldt jakob disease- infectious transmissible degenerative dementia affecting the cerebral cortex through cell destruction. Very rapid onset and involuntary movements. s/s- severe cerebellar ataxia, diffuse myoclonic jerks. Caused by prion- small proteinaceious particle that is resistant to tx and sterilization.

-pseudodementia- reversible cognitive impairments seen in depression. Onset is abrupt, course is rapid, client complains of cognitive failures. They fail to perceive or attempt to cover up their deficits.

-amnestic disorder- short and long term memory deficits, inability to recall learned info, inability to learn new material, confabulation, apathy and bland affect. Causes include head trauma, hypoxia, encephalitis, thiamine deficiency, substance abuse. 3 types: those due to medical condition, substance probs, or other causes. Substance induced amnesia persists beyond the immediate effects of the substance and duration of intoxication or withdrawal from.

-biopsychosocial theories- advanced age, family hx, downs, and hx of head trauma are risk factors for DAT. Other risks are environmental toxins, stroke, thyroid dz, lower educational status, female gender. Vitamin b12 deficiency is a condition that mimics DAT.

Random FYI’s-  pace ?’s slowly, the older adult may have difficulty hearing high frequency sounds like consonants, dehydration can cause confusion. Objective data would be a physical and neuro exam. Tests are CAT, PET, SPECT. Difficulty finding words and naming objects may suggest expressive aphasia. Difficulty grasping complex concepts may suggest receptive aphasia. Depression may accompany earlier stages of dementia, the more serious the dementia, the less depressed. Semantic memory is the ability to synthesize and think about events.

ND- imipaired physical mobility- gait changes. Self care deficit. Readiness for enhanced sleep- sun downing is confused behavior when environmental stimulation is low.

Episodic short term memory is affected by delirium, dementia, and mood disorders, long term memory is diminished in later stages of DAT and acute delirium. Aphasia, receptive and expressive is hallmark of DAT. Confabulation is common defense used by clients who can’t remember info and use fantasy to fill in the gaps. The goal with dementia client is to minimize the loss of self care capacity.

MEDS

DAT- Aricept-slow rate of cognitive decline

DLB- Lexipro- reduce s/s of depression if present

Picks- Depakote- reduce problematic mood swings and agitation

Vascular dementia with psychosis- Seroquel- reduce or eliminate delusions and hallucinations

Give hyperactive clients a diet high in protein and carbs, in finger food form.

End of Chapter Questions:

Client in ER with hallucinations, insomnia, disorientation, agitation. Family member says started 2 days ago after dx of UTI. These symptoms associated wit: Delirium

Symptoms not seen in DAT: agoraphobia

Nurse teaching family of father experiencing memory lapses associated with early DAT. Family understands when states: I will put notes on the different rooms of the house so my father remembers what room he’s in

One difference between delirium and dementia is that delirium client has: fluctuating consciousness

The relevant events associated with delirium are: an infection

Priority ND for client with altered perception, agitation and acute confusion: risk for injury

Drug of choice to improve cognitive fxn in client with DAT: Aricept

Actual cause of dementia associated with DAT: unknown

Safety measures to teach family of DAT client: purchase Medic Alert bracelet that identifies that the client has DAT.

Chapter 19 – Somatoform and Sleep Disorders

Somatization disorder – applies to clients who have sought medical attention for recurrent and multiple somatic complaints over a duration of several years. 

· Referred to as hysteria, hysterical reaction, and Briquet’s syndrome

· Usually begins before the age of 30

· Chronic course

· Often accompanied by anxiety and depressed mood

· Clients believe they have been ill for a good part of their lives and report lengthy lists of symptoms including:  blindness, paralysis, convulsions, dysmenorrhea, N and other GI difficulties… not caused intentionally, nor are they faked

· Pain is REAL

· Common in children, but rarely diagnosed in children and adolescents

· Children diagnosed with tend to have caregivers who consistently overreact to the child’s somatic complaints, thus reinforcing the complaints

Conversion disorder – clients reports impaired physical function that is related to the expression of a psychologic conflict

· Loss of functional ability is due to psychological, not biological

· 2 mechanisms are thought to explain what a person gets from having a conversation disorder

· primary gain helps the person keep the psychologic need or conflict out of conscious awareness – woman becomes blind to avoid acknowledging something she has seen

· secondary gain helps the person avoid a distressing uncomfortable or repugnant activity while at the same time receiving support from others – a soldier with a paralyzed arm can’t shoot a gun but get sympathy from others

· Common characteristics – self-dramatization, exhibitionism, narcissism, emotionalism, seductiveness, dependence, manipulativeness, childishness, suggestibility

· Le belle indifference – an inappropriate lack of concern about a disability

Pain disorder – client’s experience pain for which there is no physiologic basis and often have accompanying psychological factors

· Pain usually severe enough to disrupt several functional areas

· Often experiences unemployment, disability, and/or family problems

· Convinced that somewhere there is a doc that can cure the pain

· Person may spend much time, money, and energy needlessly in pursuit of a cure

· Pain becomes the central issue in one’s life; takes control of one’s ability to function

Hypochondriasis – clients are preoccupied with the fear or belief that they have a serious disease, which, on physical evaluation, is not present

· Preoccupation may be built around – bodily functions (peristalsis, heartbeat), minor physical problems (an occasional headache, a slight cough), ambiguous vague physical feelings (tired ovaries, aching veins)

· Persists for a period of  at least 6 months despite medical reassurance that no illness is present

Body Dysmorphic Disorder (BDD)

· Clients are preoccupied with some imagined defect in their physical appearance

· Preoccupation is out of proportion to any actual abnormality

· Ppl with often use avoidance to cope with their perceived defect(s) – man who thinks he is losing his hair will only leave his house at night with a hat to cover the defect

· In some cases, clients seek out cosmetic surgery to cure the imagined defect

Malingering – occurs when a person deliberately fakes symptoms in order to benefit

· Faking back pain to get out of a certain job

Factious disorder – clients intentionally produce or feign physical or psychological symptoms

· Has a psychological need to assume the sick role

· Deliberately gives false medical hxs that can be quite  elaborate 

· May be difficult to detect bc clients may use several different names and usually seek treatment  in several agencies to avoid detection or recognition by someone who has encountered the client during a previous hospitalization or office or clinic visit

· Fabricated symptoms – fever, anemia, hematuria n—no organic reason for

· Uncontrollable lying is the hallmark characteristic

· Difficult to gather specifics about their onset and duration

· Munchausen syndrome – when the disorder is severe, chronic, and unremitting – involving repeated hospitalization, traveling between health care providers and health care facilities, and pathological lying of an intriguing and fantastic nature

Factious disorder by proxy – occurs when parents or caregivers deliberately induce signs of an illness in another person, usually their own child

· Caregivers deliberately injure their victims in order to gain sympathy for themselves

· Child or victim viewed as a means of obtaining attention

Sleep disorders – fall into 4 main categories:  the primary sleep disorders sleep disorder related to another mental disorder, sleep disorder due to a general medical condition, and substance-induced sleep disorder

Stages of sleep

· Stage 1 – occurs right after the awake stage, comprises 4% to 5% of total sleep time and is considered to be light sleep.  There may be slow, rolling eye movements

· Stage 2 – also considered to be light sleep and accounts for 45% to 50% of total sleep time

· Stage 3 – deeper sleep and comprises 4% to 6% of total sleep time and is known as slow wave sleep or delta sleep.  Eye movement activity is typically absent during this stage

· Stage 4 – the deepest sleep of the 4 NREM stages.  Comprises 12% to 15% of total sleep time.  During this stage that sleep terror disorder or sleepwalking disorder may occur

Sleep patterns

· Require 7 to 8 hours of sleep

· Behavioral factors – increase sleep to avoid things.  Need more sleep because depression.  

· Situational and developmental factors – increased physical work, exercise, mental stress, or exposure to adverse weather conditions, total sleep requirements tend to increase.  Specific needs for REM sleep increases in relation to periods of intense learning or other psychological stimuli

· Physiologic factors – dreaming increases after several nights of uninterrupted sleep.  REM rebound is a normal and passing experience.  

Healthy sleep behaviors – sleep hygiene – page 494 teaching about sleep hygiene
Assessment of sleep patterns

· Observe alertness during sedentary, repetitive such as watching television or during

· Note the ability to fall asleep in 10 to 30 min under usual circumstances, and final wakening at the habitual rising time, with or without an alarm clock

· Photographic serializing of movement during sleep

· Page 495 – basic sleep pattern assessment
Sleep dyssomnias – are sleep disorders characterized by difficulty initiating or maintaining sleep, or excessive sleepiness

Primary insomnia – difficulty initiating or maintaining sleep, or nonrestorative sleep that lasts for at least a month and does not occur exclusively in association with another sleep disorder or mental disorder

· Most common type – pattern of delayed sleep onset and/or broken sleep that can be verified by polysomnography and that is perpetuated by an interaction between physically manifested tension and learned associations that prevent sleep

Primary hypersomnia – prolonged sleep and excessive sleepiness so severe as to interfere with function

· Caused by breathing-related sleep disorder or narcoplepsy or depression

Sleep apnea – absence of breathing

· Obstructive – the upper airway partially or totally collapses despite repeated resp effort – difficulty stay awake,

· Central sleep apnea – the airway remains open but the stimulus to breathe is missing or abnormal – may have hypersomnia or insomnia

Narcolepsy – there is an almost irresistible urge to sleep followed by brief episodes of deep sleep

· Unlike sleep apnea – the sleep is followed by a sense of refreshment

· Cataplexy – sudden collapse of muscle tone usually associated with intense emotion

· Sleep paralysis – a sense of being totally unable to move for a brief period after wakening or at sleep onset

· Hypnagogic hallucinations – vivid dreamlike images that appear just before sleep onset

· Will be on med for the rest of their life

· Modafinil – promotes wakefullness

· Xyrem – reduces cataplexy 

· SSRIs and TCAs also used

· Lifestyle changes – taking scheduled naps every day, avoiding stress, maintaining structured lifestyle

Circadian Rhythm Sleep Disorders – disorders in which the 24-hour sleep-wake schedule is disturbed through internal cues (phase delay) or external cues (shift work, travel across time zones)

· Jet lag type –crossing time zones. 

· Shift work type – work night shifts on a regular basis or rotating shifts.

· Delayed sleep phase type – programmed to stay up late and sleep late

· Advanced sleep phase type – early evening sleepiness regularly accompanies early wakening

Periodic limb movements – a condition that usually involves the legs, which repeatedly move in a jerking, stereotypic manner, can contribute to excessive sleepiness, unrefreshing sleep, and multiple awakenings

· Mirapex

· MAOIs -- worsen

Restless legs syndrome – may occur prior to sleep and is characterized by disagreeable crawling, itching, and tickling sensations in the legs, most often the calf, foot and thigh, that are relieved only by movement

· L-Dopa

· Mirapex

· Requip

Sleep parasomnias – abnormal sleep disorders that intrude into sleep, including disorders of arousal and sleep stage transition.  Most common – nightmare disorder, sleep terror disorder, and sleepwalking

Nightmare disorder – repeated occurrence of frightening dreams (during REM sleep) that lead to distressed awakening from sleep

· Commonly in children in psychosocial stress

Sleep terror disorder – night terrors – characterized by the repeated occurrence of sudden arousal from slow-wave (non-REM) sleep, associated with intense autonomic and behavioral reactions characterized by fear

· Kids ages 4-12

· Usually sits bolts upright in bed screaming or crying, with a frightened expression and obvious signs of anxiety

· Unresponsive to attempts to waken and comfort

· Little or no memory of the frightening episode

Sleepwalking – somnambulism – characterized by repeated episodes of rising from bed and walking while asleep

· Unresponsive to communication of others.  Blank stare and reduced alertness

Sleep disorder related to another mental disorder

· Schizo – sleep deprivation.  Great difficulty to getting to sleep.  Reduced REM sleep

· Mood disorders – insomnia, partial sleep deprivation, seasonal affective disorder (SAD)

· Anxiety – insomnia, sleep associated panic disorder associated with sudden awakenings, sleep-associated panic disorder

Test 4 ch.19 terms

Somatoform disorders- physical s/s but no evidence or physiological causes.

Pain is real not FAKE, usually accompanied b anxiety and or depression.

Conversion Disorder- Impairment of motor function r/t an expression of psychological conflict. NOT due to biologic factors. S/S NOT Faked.

Many characteristics with conversion dis ; narcissism, self drama, seductivness, manipulativness, dependence…Ex) preacher son who masturbates everyday suddenly experiences right handed paralysis due to his guilt.

Pain disorder-NOT Faked, but no physiological explanations for the usually sever pain. Can cause clients to miss work or be fire. Ex)abd.pain, back pain, HA

BDD- body dysmorphic disorder is “imagined imperfections” of ones body part. Examples- Anorexics’, Michael Jackson with his nose.

Malingering – deliberately faking s/s to benefit from. Ex) Getting disability when you could work.

Factitious disorder-intentionally faking physical and or psycho s/s to fulfill a psychological need. Uncontrollable lying is the hallmark sign. When severe enough it is referred as Munchausen syndrome. -“doctor shoppers” “self injury for attention”

Biophysical Theories of Soma disorders:

Thought to be linked to psychologic and emotional conflict. Also supports that unbalanced chemicals in brain can cause altered pain perception or allow it to more intensely felt.

Genetic Theories of Soma disorders:
Soma disorder occurs in 10-20% of female first degree biologic relatives of women with soma disorders and believe it is r/t both genetic and environmental factors.

Psychosocial theories of Soma:
Communication theorists believe that s/s of soma disorders are nonverbal ques from the body intended to communicate a significant message to others. Most likely clients who lack coping skills. Also suggests most soma clients were reared in a chaotic dysfunctional family. Some modern theorists say people have control system over pain that operates as a “gate”, can be “allowed in” or “shut out” from the cerebral cortex.

Humanistic Theories:
Considers clients disorder in the context of what is happening in their lives. Relate to stress …etc.

Subjective Data- is the client’s report of s/s. In soma it usually the unclear or incomplete medical Hx, with verbal lack of assurance that something has been misdiagnosed by Dr.’s, may seek to be retested or for second opinion.

 Objective data- is what u can see or evidence and lab tests reveal which in soma disorders is NO findings of abnormalities. RN’s must recognize soma as an illness to avoid judging. When you understand it as an illness you will have empathy for clients coping style.

SLEEP DISORDERS

Hypothalamus contains the sleep switch.

Circadian clock is regulated by a specific group of brain cells in the hypothalamus. Tells our body when to sleep abd when to wake.

Melatonin is secreted by the pineal gland in the brain and promotes sleep in lower light. It is excreted when it is dark.

Neurotransmitter Serotonin is converted into melatonin in the pineal gland. Therefore serotonin inhibitors like (antidepressants) will affect sleep.

REM is when we do most dreaming as is charectirzed by rapid eye movement and loss of muscle tone.

REM rebound- when clients stop taking TCA’s or benzo’s is normal and will pass.

Polysomnogram- conducted at overnight sleep lab, it records patterns brain activity, v/s,  muscle tone…..

MSLT- multiple sleep latency test takes place about two hours after client has awakened from the overnight sleep study. Esentially is it the period of time it takes one to fall asleep after awakening. Series of 5 20 min. nap trials that take place at 2 hour intervals. Uses electrodes on the  head to record waves and eye movements. Those who fall asleep in 5 minutes display signs of severe excessive daytime sleepiness.

Hypersomina- can be caused by narcolepsy, breathing disorders like apnea, or mental disorder like depression. Refers to prolonged sleep and excessive sleepiness so severe in interferes with function.

Sleep apnea- breathing related disorder. Clients usually are tx with CPAP possible surgical removal of soft palate, uvula, tonsils. also wt. loss and non supine sleeping.

Narcolepsy- irresistible urge to sleep followed by brief episodes of deep sleep. Unlike apnea, clients feel refreshed after the sleep.

s/s cataplexy-sudden collapse of muscle tone

      sleep paralysis-unable to move for brief period after awakening or at sleep onset. Hypnagogic hallucinations-vivid dreamlike images that appear just before sleep onset. Polysomnograph and MSLT will confirm Dx.

· Tx of narcolepsy: stimulants like Provigil . Other Tx- Xyrem(date rape drug)

            Or TCA’s given at night to reduce cataplexy

Periodic limb movement’s disorder-involves the legs repeatedly jerking can result in sleepiness and unrefreshing sleep, and multiple awakenings.

· Tx is benzo’s like Mirapex.

Restless leg syndrome-diff. because may occur before sleep s/s are crawling, itching and tingling sensations of the legs that are relieved only by movement.Family Hx is usually 50 %.

· Tx: Requip, Mirapex and hypnotics and benzo’s

Biopsychsoical theories of sleep disorders:

Conflicting about whether its crucial to the body’s restitution and healing processes.

Physiologic Factors of sleep disorders- based on studies that show people who have chronic insomnia are more likely to have higher core body temp. and increased vasoconstriction at bedtime. Poor sleepers tend to have higher heart rate and metabolic rates.

Genetic Factors- analyses the circadian rhythm sleep disorders that has revealed a relationship b/t variations in clock genes and diurnal change in human behaviors and suggests that gene variations are in involved.

Psychosocial factors- emotional arousal, anxiety or cognitive arousal as in racing thoughts or worry cause insomnias. Grief, loss, death or divorce…

End of Chapter Questions:

Alcohol intoxication will result in fragmented, restless sleep with bizarre dreams.

Nursing intervention for insomnia clients is promote client to increase physical exercise during the day.

The belief that clients convert anxiety into physical s/s is a communication theory.

A 24 hr. food diary is NOT used in assessment.

Communication theorists believe that clients lack appropriate coping skills.

When a hypochondriac presents the nurse should respond that “I am taking note of what you said”.

Nursing interventions of client with a Soma disorder would be: assist client in identifying stressful situations that precipitate physiological symptoms.

CH20- Gender Identity and Sexual Disorders

Gender identity is an individuals personal or private sense of identity as male or female. By 3 years old, a child says “I’m a girl or I’m a boy” (self identity)

Gender roles are the roles a person is expected to perform as a result of being male or female in a culture.

Androgyny-flexibility in gender roles, reflects the belief that most characteristics and behaviors are human qualities that should not be limited to one specific gender or the other. It reflects the degree of flexibility regarding gender stereotypic behaviors.

Intersex condition is where there are contradictions among chromosomal gender, gonadal gender, internal organs, and external genital appearance.

Transsexuals- (gender dysphoria-strong and persistent feelings of discomfort with ones assigned sex). Aka gender identity disorder. Sexual anatomy is not consistent with gender identity. Cross dressing not only makes their outward appearance consistent with their inner identity and gender role, but also increases their comfort with themselves.

Cross dressers- typically males who do it to examine the feminine side of their personality. Most commonly in cultures where males are expected to be strong, independent protectors.

Paraphilias- group of psyhosexual disorders characterized by unconventional sexual behaviors. The person (usually male) learns to associate sexual arousal with some environmental stimulus which triggers the behavior.

Noncoercive paraphilias- unconventional sexual behaviors engaged in by oneself or with a consenting adult. It becomes pathologic when the behavior is severe, insistent, coercive, and harmful to self or others.

Fetishism- association or stimulus that is not typical for the culture. It’s the sexualization of a body part or inanimate object. These objects cause the person to respond sexually to them when aroused.

Transvestic fetishism- men who become sexually aroused by dressing in womens clothing. This is different from a cross dresser because they don’t get arousal from it.

Autoerotic asphyxia- noncoercive but often fatal sexual behavior. Referred to as hypoxyphilia. Like paraphilias, it is compulsive and unconventional sexual behavior. (aka head rushing or scarfing). Usually adolescent males. Use a tourniquet that constricts the neck, decreasing blood and 02. Then they masterbate and release tourniquet to get sexual high.

Coercive paraphilias- criminal acts. They become sexually aroused with nonconsenting individuals.

-sexual sadism and masochism- S/M- sexually aroused by receiving or inflicting pain. Physical behaviors include:

Intense stimulation- scratching, biting, applying ice

Discipline- slapping, spanking, whipping

Bondage- holding down, tying down

Sensory deprivation- blindfolds, hoods, ear plugs

Physiological behaviors include humiliation or degradation.

There is also BDSM (bondage/discipline and dominance/submission) which refers to any or all of the behaviors, including S/M.

Exhibitionism, voyeurism, frotteurism:

Exh and voy (usually men) display their genitals to strangers (exhibitionism) or peep at unsuspecting women involved in intimate behaviors (voyeurism). Frotteurs rub up against others, usually in crowded areas to achieve sexual arousal. Frots do not attempt to have sex with the victim or have a relationship.

Obscene phone callers- sexually aroused by the combination of proximity( intimate conversation) and anonymity.

Pedophilia- adult who is sexually aroused by and engages in sex with children.  The child usually knows the pedophile- family member, neighbor, friend.

Sexual dysfxn- Past causes: trauma, rape, abuse (physical), taught that sex is dirty, childhood sexual abuse (psychological), punished as a child for normal sex play, lack of sex ed (sociologic), taught that sex is a  sin (spiritual).

Current causes: illness, meds, substance abuse (physical), performance anxiety, fear of failure, guilt/anger (psychological), failure to communicate, relationship conflict (sociologic), lack of intimacy, fear of intimacy (spiritual).

Sexual desire disorders:

-Hypoactive sexual desire order- deficiency or absence of sexual fantasies and persistently low interest in sexual activity. Etiology is multifactoral and tx is based on all factors. Females mostly affected. Menopause exacerbates it.

-sexual aversion disorder- severe distaste for sexual activity or the thought of it, which leads to phobic avoidance of sex. Can trigger s/s of anxiety- sweat, tachycardia, muscle tension. Most common cause is childhood sex abuse or adult rape.

Sexual arousal disorders:

- female- lack of vaginal lube causes pain during sex.

-male- erectile dysfxn- man can’t attain full erection or loses erection prior to orgasm. Common after age 50.  Beta blockers, SSRIs, SNRIs all have sexual side effects. DM, HTN, cardiovascular dz can cause.

Orgasmic disorders:

-female-  sexual response stops before orgasm occurs. Can cause anxiety. Mutual pleasuring is lost and the woman focuses on the orgasm (which she doesn’t get) leading to anger, anxiety and frustration. Can be caused by fatigue, illness, neuro or vascular damage, meds.

-male- can maintain erection for long periods of time but have difficulty ejaculating, referred to as retarded ejaculation. Causes can be spinal cord injuries, parkinsons, MS, meds.

-premature ejac- rapid. Most common prob. It is the absence of voluntary control of ejac.

Sexual pain disorder:

-dyspareunia- pain during or after intercourse. Usually associated with decreased lube. Pelvic disorders, lesions, endometriosis can also result in pain. Fear and anxiety about impending pain can lead to female and male avoidance of sexual activity.

-vaginismus- involuntary spasm of outer vaginal muscles making penetration of the vag painful and impossible sometimes.  Vulvodynia is constant, unremitting burning that is localized to vulva with acute onset. They have probs sitting, standing, sleeping. Vestibulitis causes severe pain only on touch or attempted vag entry. Emotional conflicts or sexual trauma may be contributing factors.

Increased sexual interest- symptomatic of manic phase of bipolar. Elevated mood is accompanied by rise in sexual activity.

Sexual addiction- central focus of life is sex. 50%+ time is occupied by sex. Progressive disorder in which sex is used to numb pain. The components of sexual addiction have the hallmarks of Obsessive compulsive behavior (preoccupation, ritualization, compulsivity, shame and despair).

Biopsychosocial theories:

-biologic- concerned with physiologic aspects of gender identity and sexual behavior. Believer there is a neuro basis for gender differences and look to fetal exposure to sex hormone and adult level of sex hormones as cause of gender dysphoria. (disease, meds, injury, pain, depression). Research shows that majority of sex probs are initially physiologic is nature.

Intrapersonal- view gender dysphoria, paraphilias, sexual dysfxn as probs occurring within the individual. Rigid family and religious taboo, inadequate sex ed, and negative self concept/neg body image are all contributing factors.

-behavioral- gender dysphoria arises from social learning (child was rewarded  in some way for adopting behaviors of the other sex). Paraphilias are learned responses in which  person in conditioned to respond erotically to nonsexual objects.

-interpersonal- relationship difficulties may cause sexual probs. Negative patterns of communication inhibit sexual expression. Fatigue, lack of time, money, schedules, etc. must teach client to communicate!

-sociocultural factors- each culture tends to incorporate ethnocentrism in its beliefs’ that is, its members believe their particular sexual values and behaviors are superior and preferable to those of any other culture. In new guinea, yong boys (7-8) have sex with older boys because they believe that ingestion of semen is required for physical growth…just an FYI and freaking gross! Africans ad middle east practice female genital mutilation.

For vulvodynia and vestibulitis, a low glycemic diet (no sugar or white foods) is helpful. Hands on techniques are pelvic floor therapy, pudendal nerve release, and massage therapy.

Random FYIs- Clients with true sexual addiction are referred for 12 step programs. 90 meetings in 90 days. Oral meds for ED relax smooth muscles in penis which allow for more blood flow (Viagra, levitra, cialis) SSRI given for rapid ejac with a dose lower than the dose for depression to elicit the side effect of slowed orgasmic response. Objective data in the assessment includes: erectile capacity test (Nocturnal penile tumescence) which measures penile engorgement during sleep. Used to determine if males erectile probs are physiologic related. Females have the vag plethysmographs that are inserted into vag to measure vasocongestion of vag wall tissue. Can measure labs (androgen blood levels) but not always accurate so use subjective data (clients reports, feelings, values) with lab data. Meds with the fewest sexual side effects are lexapro and wellbutrin.

ND- anxiety and fear, spiritual distress, compromised family coping, disturbed personal identity. Risk for violence (autoerotic asphyxia).

Planning and Implementation- to help clients with gender identity or sex probs, use PLISSIT:

P-permission giving- begins when you acknowledge clients spoken and unspoken sexual concerns and convey the attitude that these are important to health and healing

LI-limited info- giving accurate but concise info.

SS-specific suggestions- specialized knowledge and skill about specific interventions. Like if the pt has a cardiac prob, u need to know how the heart is affected by sexual arousal, probs, etc.

IT-Intensive therapy- must have specialized preparation of sexual and gender identity disorders. Must be a member of AASECT which differentiates sex counseling and sex therapy.

For autoerotic asphyxia, look for signs of trauma to neck: bruises, pressure marks, rope burns. Ropes, knotted sheets or tied t-shirts are warning signs.

In severe cases of paraphilia, they may be treated with medroxyprogesterone (depo-provera) which induces a reversible chemical castration, reducing male sex drive.

Sex addicts respond well to community based programs (12 step)

For spiritual distress with a couple, instruct them to go on 3-4  30min dates each week to explore intimate, nonsexual topics.

Case management services are typically for asphyxia and paraphilias. They make arrangements for the client, but the focus is on protecting others.

Community based care for cross dressers will include a club such as tri-ess where they can express their personality in a safe environment.

End of chapter questions:

Gender identity is best described as: an individuals personal or private sense of identity as male or female

A holistic approach to acre of the client with sex disorders requires the nurse to have: proficiency in the use of the nursing process and ability to assess the clients sexual health

The client with a hx or rubbing against others to achieve sexual arousal has: frotteurism

An example of a coercive paraphilia: obscene phone calling

According to behavior theory, gender dysphoria can result from:the child being rewarded for adopting behaviors of the other sex

Cognitive assessment of a sexual hx: “how has your religion influenced your sexual values and behaviors?”

Components of sex addiction include: preoccupation, ritualization, compulsivity, despair

Purpose of “P” in PLISSIT model for couple experiencing sexual probs: the nurse conveys the attitude to the clients that sexual thoughts and fantasies between consenting adults are allowed.

Priority nursing intervention to prevent autoerotic asphyxia: community ed and awareness
This is needed for nurse to work effectively with clients who have sex probs: the ability to explore personal values and attitudes related to sexual health

CH21-eating disorders

Identity and self esteem are dependent on physical appearance. Eating disorders common with females. Anorexia and bulimia, most frequently observed disorder is depression which may result in weight loss. High prevalence of anxiety disorders associated with eating disorders. Obsessive compulsive disorders common with anorexia. Panic attacks common with anorexics if they can’t practice rituals. Anorexia and bulimia not single diseases but syndromes with multiple predisposing factors. Anorexics are severely underweight and bulimics are normal weight.

-Anorexia- extreme perfectionism, weight fear, weight loss, body image disturbances, strenuous exercise, food handling patterns, reduction in HR, BP, metabolic rate and production of estrogen and progesterone. Rigidity and overcontrol is hallmark of anorexia. Esp. food rituals. They are usually hyperactive and discover that overexercise is a way to increase weight loss. They try to meet expectations of others to be accepted. They feel hopeless, helpless and ineffective. Their refusal to eat may be a way to gain control within family and assert themselves.

-bulimia- cyclic behavioral pattern. Skipping meals sporadically and overstrict dieting or fasting. They may use amphetamines which lower glucose levels and lead to extreme hunger. Then they binge eat, ingesting lots of food in a short time. Usually when they are alone and at home and mostly in the evening(binge). They often abuse laxatives and diuretics. They don’t develop compulsive exercise routines. They are more likely to abuse street drugs to decrease appetite and alcohol to reduce anxiety.

-binge eating disorder- obesity. Don’t purge after excess food intake. They overeat in response to feelings like anxiety and depression. Common in women. Meds for this are meridia (app suppressant), celexa (SSRI), topamax (mood stabilizer).

-obesity- most common form of malnourishment. Eating habits are primarily learned in response to hunger and appetitie. Can cause: DM, HTN, cardio disease, arthritis, sleep apnea.

Biopsychosocial theories:

-psychoanalytic- considers eating disorders to be symptomatic of unconscious conflicts. Relates them to regression to prepuberty and repudiation of developing sexuality. Anorexics are thought to fear sexuality and attempt to regain dimensions of a prepubertal child. Compulsive overeating represents overcompensation for unmet oral needs during infancy. Obesity is thought to represent a defense against intimacy with opposite sex. Tx for all is therapy.

-family systems theory- family is viewed as enabler of disorder, not causative factor. In anorexia- families become enmeshed (boundaries are weak, dependency high, and autonomy minimal)

Families of bulimics are less enmeshed. They are isolated from one another.

-cognitive behavioral theories:

Eating disorders are learned behaviors

-sociocultural theory- exposure to articles about dieting  lowers self esteem and body satisfaction. Gay men have increased risk for developing eating disorder. African Americans more accepting of the way they look.

-biologic theory- genetic predisposition to anorexia? Neurotransmitter (serotonin 5-HT) involved. Being full of food to satisfaction is satiety. Low levels of 5-HT decreases satiety and increases food intake. High levels increases satiety and decrease food intake. The tendency of bulimics to binge on carbs may be because 5-HT levels are low. Norepi increases eating behaviors and dopamine suppresses food intake. Opiods increase food intake and enhance mood.

Anorexics usually have weight loss of 25-50%. Amenorrhea common. High risk for osteopenia. May have lanugo on face, trunk. Hypothyroid like state (dry skin, dry hair) and peripheral edema may occur.

Anorexia- ND- imbalanced nutrition, <. Disturbed body image, ineffective individual coping. Planning- behavioral therapy, manage nutrition (1200-1500 cal/day). Avoid discussing food, restaurants and eating. Feed frequent small meals. Avoid praise or flattery if they gain weight. Target weight for d/c is 90% of average.  Let clients help in tx plan to promote autonomy. 

Bulimia- have feelings of worthlessness, guilt, shame, embarrassment. Not in denial about dz like anorexics. May have hoarseness, dental erosion, abrasions on knuckles from inducing vomit. May have s/s of fluid deficit. Will have low K+ levels. Can lead to DKA.  ND- anxiety, FVD, ineffective individual coping. MED- Prozac- given at high dose (50-60mg) SSRI, continued for 6mos post signs of disease. Encourage 2000-3000ml fluid to promote hydration.

Binge eating disorder- almost always obese. Usually women. ND- imbalanced nutrition >. Vulnerable to weight loss fads. Depression and loss of faith common. Hopeless and decreased affect. Social isolation because preoccupied with food and embarrassed. Encourage client to set personal goal for weight loss. Make referral to support groups (over eaters anonymous, YMCA) Instill hope via personal hygiene.

End of chapter questions:

Cultural stereotypes contribute to the development of eating disorders by: strong emphasis on low body weight justifying high self esteem

According to family systems theory, family behavior characteristics associate with anorexia are: unclear boundaries b/w family members, and family members preoccupation with food and eating.

Most common coexisting mental health issue associated with anorexia and bulimia is: depression

Risk factors and complications of anorexia nervosa- nurse stresses the most serious is: increased risk of mortality

Nurse expects which objective data in client with anorexia: osteoporosis

ND for client with bulimia is FVD. Intervention specific to that is: monitor client for 1hr after meals

Educational guidelines for family members of clients with eating disorders include: expressing love and affection verbally and physically

Client with anorexia doing repeated, vigorous sit ups- nurse action is: interrupt the behavior and offer to walk with the client

Nurse assessing client with anorexia, physical finding to report to MD is: BP 80/40

Effective intervention for individual coping for client with eating disorders is: provide flexibility in ADLs

My Nursing Lab Chapter 21- Eating Disorders

· Most effective intervention a nurse can use to promote individual coping in a client with an eating disorder : involving them with their treatment

· Discharge teaching to a family of a client with an eating disorder : use “I” statements…enc them to share feelings and thoughts more effectively, without blaming others.

· Conducting Home visits--- help the nurse evaluate a client’s progress/recovery, can also provide further more teaching to client and family.

· A client with anorexia nervosa --- demonstrates rigidity and excessive control. Rigidity develops to---obsessive rituals.

· Binge eating---usually occur when client is at home, alone, and most frequently during the evening..

· Risk of death is higher in a younger female client who is 38% above the ideal weight… higher than males and older women.

· A caloric intake of 1,200 – 1,500 cal/day meets minimum nutritional goals for a client receiving nutritional therapy to gain weight.

· A calm, matter-of-fact, nonjudgmental attitude is the proper way to approach a client who does not meet the target weight goal for the day….. this approach further reinforces behavioral goals towards a positive outcome.

· Case management goals for a client with an eating disorder :

-          Weight gain/loss

-          Normalization of exercise periods

-          Cessation of binge eating and purging behaviors

-          Decreased preoccupation with food and body size.

· Exercising ( esp excessive) – is disallowed by the nurse to a client with anorexia nervosa.

· To avoid social isolation---a client with bulimia nervosa and binge eating disorder should—become involved with a group (increase social interaction)

· Observing the client for an hour after eating--- prevents the client from engaging in purging behavior.

· Behavior the nurse should anticipate from a family of a client with anorexia nervosa-- preoccupation with food, eating, and rituals with food—family becomes overprotective of the client.

· When assessing the family of a client with an eating disorder—nurse should anticipate that the family will AVOID the conflict ( difficulty with conflict resolution)

· Panic Attacks are likely when anorexic clients are prohibited from exercising their usual behavior patterns.

· In American society, female attractiveness is strongly equates with thinness.. I love chicken wings

· Increase in eating disorders among men—one factor is the focus on the ideal male body ( well-developed chest muscles, arms,  and shoulders -_- , slim waist and hips :0 !! )

· Development and maintenance of obesity—psychosocial factors:

-          Managing negative feeling by overeating

-          Connecting eating with and pleasure

-          Learning one’s eating habits

-          Viewing food as a reward

-          Associating social events with food 

· Psychoanalytic theory considers eating disorders to be symptomatic of unconscious conflicts.

· Sociocultural factor—increased incidence of eating disorders---emphasis on being slender.

· Proper cognitive behavioral approach to a client with an eating disorder--- focus on eliminating irrational thoughts, and reframes the client’s misconceptions.

· Young male with an eating disorder—importance of knowing if client is gay/bisexual --- being gay may influence the desire to be thin… much like the expectations for women..

· Recent research indicates that Asian American and Latino women are becoming less satisfied with their bodies, as cultural media present thinner body image for women similar to those presented in Anglo media… and that’s why I have a gym membership J

· Low endorphin levels = underweight and depressed.

· Topics to avoid -  food, recipes, restaurants – reinforces maladaptive behavior to a client with anorexia nervosa – non-food related subjects are appropriate topics.

· Assisting an anorexic client in identifying healthy ways to feel a sense of control --- help facilitate coping J

· Prozac – SSRI, higher doses (50-80 mg/day)--- effective in clients with bulimia nervosa J

NUR 162 Chapter 21
· Anorexia nervosa – a potentially life threatening disorder characterized by extreme perfectionism, weight fear, significant weight loss, body image disturbances, strenuous exercising, peculiar food-handling patterns, and reductions in heart rate, BP, metabolic rate, and the production of estrogen  or testosterone

-          Rigidity and overcontrol are the hallmarks

-          Obsessive rituals – particularly concerning eating and exercise.  Cutting all food into a predetermined size or number or pieces, chewing all food a certain number of times, allowing only certain combinations of foods in a meal, accomplishing a fixed number of exercise routines, and having an inflexible pattern of exercise are rituals common to anorexic ppl

-          Are hyperactive and discover that overexercise is a way to keep their weight low

-          Solitary running is the exercise of choice

· Bulimia nervosa – cyclic behavior.  It begins with skipping meals sporadically and overstrict dieting or fasting.  In an effort to refrain from eating, the person may use amphetamines, which can lead to extreme hunger, fatigue, and low blood glucose levels

-          Binge eating – next part in the cycle – in which the person ingests huge amounts of food (about 3500 kcal) within a short time (about 1 hour)

· Can last up to 8 hours with the consumption of 12,000 kcal

· Person is alone and home, and usually during the evening

· Twice a month for some; as often as 5 to 10 times a day for others

· Triggered by the ingestion of certain foods

· Usually consist of junk food, fast foods, and high-calorie foods

-          Purging – final part of the cycle – after excessive eating, people with bulimia force themselves to vomit

· Often use laxatives and diuretics to further purge their bodies of the food

· May use syrup of ipecac

· Purification rite and means regaining self-control

-          Engage in sporadic excessive exercise

· Binge-eating disorder – often associated with obesity

-          Overeating and feeling out of control in response to a number of feelings such as anxiety or depression

· Diagnosis is given when bingeing occurs at least twice a week for 6 months

· Women more likely than men

· Medications à sibutramine (Meridia), an appetite suppressant; citalopram (Celexa), a SSRI; and topiramate (Topamax), and anticonvulsant and mood stabilizer

-          Overeating because of the enjoyment of food

· Seldom attempt to diet, no sense of loss of control

· Obesity – most common form of malnourishment in the US

-          Increased caloric intake and fat intake and decreased physical activity also contribute to

-          Ob – gene for obesity?

-          Leptin – protein product of Ob; produced in fat cells and travels to the brain, where it decreases appetite and increases metabolic rate

-          Ghrelin – hormone produced in the stomach that boosts appetite

-          Obestatin – suppresses appetite

-          Satiety – being full of food to the point of satisfaction

-          Psychoanalytic theory
· Considers eating disorders to be symptomatic of unconscious conflicts

· Relates eating disorders to regression to prepuberty and repudiation of developing sexuality

· Anorexics –thought to fear sexual maturity

· Compulsive overeating – overcompensation for unmet oral needs during infancy (emptiness in their lives)

· Obesity – defense against intimacy with the opposite sex

-          Family systems theory
· Family is viewed more as an enabler of the disorder than as a primary causative factor

· Some ppl with eating disorders are survivors of childhood or adolescent sexual abuse

· Families have difficulty with conflict resolution

· Family members tend to be isolated from one another, and eating behavior may be an attempt to decrease feelings of loneliness and boredom

-          Cognitive behavioral theories
· View eating disorders as learned behaviors based on irrational thoughts and beliefs

-          Sociocultural theory
· Body size and shape contribute to popularity

· Females should be skinny

· Males should not be heavy and should be muscular

-          Biologic theory
· Relatives of clients with an eating disorder are 5 to 10 times more likely to develop an eating disorder

· In the genes

· Normal-weight bulimic – appearance does not provide diagnostic clues

· CH24  risk for abuse or violence

· -rape- issue is not of sex but of force, domination, humiliation. Marital rape is often accompanied by extreme violence. Male rape is not a homosexual act, it is of violence and domination.

· -rape trauma syndrome- victims response to act of violence (rape). Signs of impairment can been seen years after event.

· Responses to rape: self blame, avoidance coping, denial, depersonalization or dissociation, anxiety.

· Physical injuries are mostly the vagina or rectum, throat may be traumatized. Long term probs may include posttrauma depression that lasts about 3 mos. May have suicidal ideation. Social withdrawal or phobic behaviors may be caused by fear. Sexual probs may be long lasting in which the victim withdraws to reestablish control and autonomy.

· Biopsychosocial theories:

· -Intrapersonal- views rapists as emotionally immature individuals who feel powerless and unsure of themselves. Incapable of managing the normal stresses of life. Includes 5 types of rape:

· 1-anger- physical violence and cruelty. Rapist takes revenge on victim. They demean and humiliate the victim

· 2- power- intent of rapist is not to injure but to command and master. Rapist has insecure self image, feelings of incompetence and inadequacy. Sees victim as conquest

· 3- sadistic- brutality, bondage and torture for rapists excitement. He plans carefully. May be ritualized. Murder after rape common

· 4- gang- has a number of perpetrators. Usually adolescents.

· 5- date/acquaintance- forced sexual activity by perpetrator who is known to victim.

· PHASES of RAPE

· Anticipatory- begins when victim realizes  the situation is potentially dangerous. Victim may think about getting away.

· Impact- period of actual assault and immediate aftermath. Victim has intense fear, may have headache, fatigue, nausea, gagging

· Reconstitution- adjustment with attempt to restore equilibrium. Reengages in life activities but may have periods of fear, anxiety, guilt, shame

· Resolution- survivor comes to terms with event. May be angry and need to talk to resolve feelings.

· -Interpersonal- rapists don’t have normal interpersonal involvement. Preoccupied with own fantasies

· -social learning- the acceptance of interpersonal violence in a culture contributes to a higher incidence of rape. Aggression is learned from family and peers, culture, and mass media

· -gender bias- rape is the result of long and deeply rooted socioeconomic traditions. Women viewed as property.

· Rape is the type of trauma that may result in post traumatic stress disorder. It is important to

· Support defense mechanisms until client can cope. Encourage them to talk about the rape, repeatedly tell them it is not their fault. A SANE nurse (sexual assault nurse examiner) is assigned to victims. They have advanced ed for clinical preparation in forensic examination of the victim.

· -intrafamily violence: physical abuse- domestic violence occurs at all levels of society. Battering is a pattern of repeated physical assault.

· -sibling abuse- children hit by their parents most likely to abuse sibling

· -child abuse- younger parents most likely to abuse. Men and women equally abuse

· Shaken baby syndrome- causes whiplash induced intracranial and intraocular bleeding.

· Child neglect- an act of omission that results is harm. Lack of adequate physical care, nutrition and shelter.

· Homicide of child- usually result of battery in response to colic in infant and toilet training in toddlers. Children of parents with psych disabilities are at high risk. Postpartum depression is primary cause of infanticide.

· Homicide of parent- usually European-americans and under age 18

· Elder abuse: physical abuse is nonaccidental use of physical force that results in bodily injury, pain, or impairment. The abuse is most likely to be inflicted by a person that lives with the victim.

· Pregnancy and abuse- abused women are twice as likely to delay prenatal care until the 3rd trimester.

· Stalking- act of following, viewing, communicating with, or moving threateningly toward another person.

· Cycle of violence:  domestic violence is the deliverate and systematic pattern of abuse used to gain control over the victim. Always intentional. Usually law abiding people who are only dangerous to their loved ones. First incident caused by stress. If the victim submits, then the violence becomes a way of relating and the pattern becomes resistant to change. After, the perpetrator begs for forgiveness and the victim stays in the system because of promises to reform.

· Biopsychosocial theories:

· -neurobiologic- genes and neurotransmitters may contribute to violent behavior. Serotonin plays a role in mood and aggression. Low levels result in lack of control, loss of temper and rage.

· -intrapersonal- the cause of violence lies in the personality of the abuser. May have been abused or seen their mothers abused.

· -social learning- violence is learned behavior and people are conditioned to respond aggressively and violently.

· -gender bias- its commonly believed that men have the right to keep women subordinate through power and privilege. Victims labeled as codependent in the relationship.

· ND- disabled family coping, ineffective coping, powerlessness, social isolation, low self esteem

· -provide interventions to improve communication. Teach active listening with feedback. Use therapy to empower victims. Don’t tell them to leave their abuser, support them. Case management primary purpose is to ensure safety. Help develop escape plan when safety threatened.

· -intrafamily violence: sex abuse- inappropriate sexual behavior instigated by a perpetrator for the purpose of their sexual pleasure or economic gain through child prostitution or pornography. Includes exhibitionism, peeping, touching, caressing, oral sex, masturbation.

· Boys are more frequently molested outside the family system than girls.

· Male offenders- fathers who abuse their daughters are: sexually preoccupied, adolescent regressors (most common), self gratifiers, emotionally dependent, or angry retaliators.

· Female offenders- usually teachers, experimenters, women coerced by males to abuse, or have a predisposition from a dysfxnal family.

· -child victims- secrecy and guilt keep children isolated, causing them to feel alienated from their peers. May act out. Use denial to cope with trauma. Dissociation is the major defense mechanism.

· -adult survivors- believe they were to blame, anger may be only emotion expressed.  They experience sexual difficulties, self mutilation( cutting, burning themselves).

· Biopsychosocial theories:

· -intrapersonal- perpetrators usually have low self esteem, were emotionally deprived as children, lack impulse control, can be rigid and overcontrolled.

· -family systems theory- intrafamily sexual abuse most typically occurs in families that have difficulty with structure, cohesion, adaptability and communication. Structure is usually hierarchial according to age, roles, and power. Incestuous families however, adults may move down as child moves up in roles and influence (boundaries).

· Enmeshed families at higher risk for sexual abuse.

· ND- ineffective individual coping, powerlessness, post-trauma syndrome, social isolation.

· FYIs- first priority is safety. Journal writing can help children over age 10 cope with intrusive thoughts/feelings. Art therapy helps adult in healing process.

· End of chapter questions:

· Although there are several types of biopsychosocial theories associated with cause of rape and abuse, the nurse knows that: none of the contributing factors consistently results in or is predictive of rape or intrafamily abuse.

· According to systems theory, families where sexual abuse occurs have: fluid boundaries

· Risk factors for intrafamily physical and sexual abuse include: familys immigrant or refugee status, faimilys primary language other than communities dominant language, and breadwinners active military status

· Interventions common to tx plan for survivors include: identify areas of control, support clients decisions, establish trust and rapport.

· During assessment in ER, you are concerned about caregiver abuse. You are required to report abuse. Family repeats explanation of injuries. You say: “I’m required by law to report suspected abuse”

· Spiritual distress is important issue for survivors of violence because they report a sense of: isolation

· Possible outcomes from lack of self awareness by nurse include: nurse may assume perp was a stranger, perps safety may be jeopardized, nurse may normalize behavior the client perceives as violent, client may feel obligated to defend the perpetrator.

CH24  risk for abuse or violence

-rape- issue is not of sex but of force, domination, humiliation. Marital rape is often accompanied by extreme violence. Male rape is not a homosexual act, it is of violence and domination.
-rape trauma syndrome- victims response to act of violence (rape). Signs of impairment can been seen years after event.
Responses to rape: self blame, avoidance coping, denial, depersonalization or dissociation, anxiety.
Physical injuries are mostly the vagina or rectum, throat may be traumatized. Long term probs may include posttrauma depression that lasts about 3 mos. May have suicidal ideation. Social withdrawal or phobic behaviors may be caused by fear. Sexual probs may be long lasting in which the victim withdraws to reestablish control and autonomy.
Biopsychosocial theories:

-Intrapersonal- views rapists as emotionally immature individuals who feel powerless and unsure of themselves. Incapable of managing the normal stresses of life. Includes 5 types of rape:

1-anger- physical violence and cruelty. Rapist takes revenge on victim. They demean and humiliate the victim

2- power- intent of rapist is not to injure but to command and master. Rapist has insecure self image, feelings of incompetence and inadequacy. Sees victim as conquest

3- sadistic- brutality, bondage and torture for rapists excitement. He plans carefully. May be ritualized. Murder after rape common

4- gang- has a number of perpetrators. Usually adolescents.

5- date/acquaintance- forced sexual activity by perpetrator who is known to victim.

PHASES of RAPE

Anticipatory- begins when victim realizes  the situation is potentially dangerous. Victim may think about getting away.

Impact- period of actual assault and immediate aftermath. Victim has intense fear, may have headache, fatigue, nausea, gagging

Reconstitution- adjustment with attempt to restore equilibrium. Reengages in life activities but may have periods of fear, anxiety, guilt, shame

Resolution- survivor comes to terms with event. May be angry and need to talk to resolve feelings.

-Interpersonal- rapists don’t have normal interpersonal involvement. Preoccupied with own fantasies
-social learning- the acceptance of interpersonal violence in a culture contributes to a higher incidence of rape. Aggression is learned from family and peers, culture, and mass media
-gender bias- rape is the result of long and deeply rooted socioeconomic traditions. Women viewed as property.

Rape is the type of trauma that may result in post traumatic stress disorder. It is important to

Support defense mechanisms until client can cope. Encourage them to talk about the rape, repeatedly tell them it is not their fault. A SANE nurse (sexual assault nurse examiner) is assigned to victims. They have advanced ed for clinical preparation in forensic examination of the victim.
-intrafamily violence: physical abuse- domestic violence occurs at all levels of society. Battering is a pattern of repeated physical assault.
-sibling abuse- children hit by their parents most likely to abuse sibling
-child abuse- younger parents most likely to abuse. Men and women equally abuse

Shaken baby syndrome- causes whiplash induced intracranial and intraocular bleeding.

Child neglect- an act of omission that results is harm. Lack of adequate physical care, nutrition and shelter.

Homicide of child- usually result of battery in response to colic in infant and toilet training in toddlers. Children of parents with psych disabilities are at high risk. Postpartum depression is primary cause of infanticide.

Homicide of parent- usually European-americans and under age 18

Elder abuse: physical abuse is nonaccidental use of physical force that results in bodily injury, pain, or impairment. The abuse is most likely to be inflicted by a person that lives with the victim.

Pregnancy and abuse- abused women are twice as likely to delay prenatal care until the 3rd trimester.

Stalking- act of following, viewing, communicating with, or moving threateningly toward another person.

Cycle of violence:  domestic violence is the deliverate and systematic pattern of abuse used to gain control over the victim. Always intentional. Usually law abiding people who are only dangerous to their loved ones. First incident caused by stress. If the victim submits, then the violence becomes a way of relating and the pattern becomes resistant to change. After, the perpetrator begs for forgiveness and the victim stays in the system because of promises to reform.

Biopsychosocial theories:
-neurobiologic- genes and neurotransmitters may contribute to violent behavior. Serotonin plays a role in mood and aggression. Low levels result in lack of control, loss of temper and rage.
-intrapersonal- the cause of violence lies in the personality of the abuser. May have been abused or seen their mothers abused.
-social learning- violence is learned behavior and people are conditioned to respond aggressively and violently.
-gender bias- its commonly believed that men have the right to keep women subordinate through power and privilege. Victims labeled as codependent in the relationship.
ND- disabled family coping, ineffective coping, powerlessness, social isolation, low self esteem
-provide interventions to improve communication. Teach active listening with feedback. Use therapy to empower victims. Don’t tell them to leave their abuser, support them. Case management primary purpose is to ensure safety. Help develop escape plan when safety threatened.
-intrafamily violence: sex abuse- inappropriate sexual behavior instigated by a perpetrator for the purpose of their sexual pleasure or economic gain through child prostitution or pornography. Includes exhibitionism, peeping, touching, caressing, oral sex, masturbation.

Boys are more frequently molested outside the family system than girls.

Male offenders- fathers who abuse their daughters are: sexually preoccupied, adolescent regressors (most common), self gratifiers, emotionally dependent, or angry retaliators.

Female offenders- usually teachers, experimenters, women coerced by males to abuse, or have a predisposition from a dysfxnal family.
-child victims- secrecy and guilt keep children isolated, causing them to feel alienated from their peers. May act out. Use denial to cope with trauma. Dissociation is the major defense mechanism.
-adult survivors- believe they were to blame, anger may be only emotion expressed.  They experience sexual difficulties, self mutilation( cutting, burning themselves).

Biopsychosocial theories:
-intrapersonal- perpetrators usually have low self esteem, were emotionally deprived as children, lack impulse control, can be rigid and overcontrolled.
-family systems theory- intrafamily sexual abuse most typically occurs in families that have difficulty with structure, cohesion, adaptability and communication. Structure is usually hierarchial according to age, roles, and power. Incestuous families however, adults may move down as child moves up in roles and influence (boundaries).
Enmeshed families at higher risk for sexual abuse.
ND- ineffective individual coping, powerlessness, post-trauma syndrome, social isolation.
FYIs- first priority is safety. Journal writing can help children over age 10 cope with intrusive thoughts/feelings. Art therapy helps adult in healing process.

End of chapter questions:

Although there are several types of biopsychosocial theories associated with cause of rape and abuse, the nurse knows that: none of the contributing factors consistently results in or is predictive of rape or intrafamily abuse.

According to systems theory, families where sexual abuse occurs have: fluid boundaries

Risk factors for intrafamily physical and sexual abuse include: familys immigrant or refugee status, faimilys primary language other than communities dominant language, and breadwinners active military status

Interventions common to tx plan for survivors include: identify areas of control, support clients decisions, establish trust and rapport.

During assessment in ER, you are concerned about caregiver abuse. You are required to report abuse. Family repeats explanation of injuries. You say: “I’m required by law to report suspected abuse”

Spiritual distress is important issue for survivors of violence because they report a sense of: isolation
Possible outcomes from lack of self awareness by nurse include: nurse may assume perp was a stranger, perps safety may be jeopardized, nurse may normalize behavior the client perceives as violent, client may feel obligated to defend the perpetrator.

