ABNORMAL PSYCHOLOGY 


6 criteria for determining "normal" functioning: 

efficient perception of reality (events, personal abilities) 

self-knowledge (understanding own behavior & motivation) 

ability to exercise voluntary control over behavior (control of impulsivity) 

self esteem/acceptance (feelings of self-worth) 

ability to form affectionate relationships (empathy and autonomy in interpersonal relationships) 

productivity (energy, motivation, focus) 


DEFINING "NORMAL" 

statistical norms (based on deviation from the "average" person) 

subjective alteration in functioning (distress) 

legal -- sustain life, risks to self and others 

culture-specific ideas about what acceptable behavior is (social norms) 

functional/dysfunctional wrt behavior & goal attainment 


critical difference in behavior between a person and the majority of other people that is maladaptive (itself a culturally defined state) 

culturally specific norms (e.g., in some cultures hallucinations would be considered a sign of divine contact, not mental disorder) 

historical component to cultural norms (e.g., women were discouraged from pursuing higher education at one time because it was believed that developing their mental abilities would draw critical energy away from their uterus, thus compromising their child-bearing role) 

"moral" component to cultural norms (e.g., masturbation was thought to lead to, among other things, insanity. Other possible consequences included exhaustion, constipation, diarrhea, perspiration, tooth decay, circulatory problems, insomnia, hypochondriasis, high self-consciousness, low self-consciousness, stupidity, memory loss, loss of sight, impotence, lack of sexual drive, nymphomania, acne, freckles, paleness, emaciation, and death) 

maladaptive behaviors interfere with the ability to lead useful, productive lives (as defined by the prevailing culture) 


abnormal behavior = behavior that deviates from culturally sanctioned behavior and that interferes with an individual's ability to function on a daily basis 


What causes abnormal behavior? 

psychodynamic perspective -- intrapsychic conflict (id/ego/superego) 

conflict overwhelms defense mechanisms, producing symptoms of anxiety, disordered thinking, compulsive behavior, etc. 

medical model/perspective -- historically, imbalance or excess of one or more of the "humours" (black bile, yellow bile, blood, phlegm); present: brain/nervous system abnormalities (e.g., hormonal imbalance, neurotransmitter deficit/excess) 

treatment of serious mental disorders in "asylums" built upon the model of hospitals for physical diseases 

early interventions included immobilizing/restraint, sensory deprivation to keep the patient "calm" -- no particularly useful theories of what was going on existed to guide treatment 

18th - 19th centuries -- massive reform, humane treatment of patients ("Beautiful Dreamers" -- Dr. Maurice Bucke, Canadian), beginning of systematic scientific study and application to mental disorders (psychiatrists, neuroscientists take over treatment) 

cognitive/behavioral perspective -- learned patterns of behavior 

consider environmental factors and subjective perception (interactionist perspective) 

replace/substitute adaptive thoughts/behaviors for maladaptive ones 

humanistic perspective -- unconditional positive regard 

disorder arises when "conditional" positive regard becomes evident in interactions with others 

sociocultural perspective -- explicitly studies cultural norms underlying perceptions of "abnormality" and treatment decisions (culture-bound syndromes: highly unusual mental disorders that are specific to one or a few cultures) -- diagnosis of mental disorders changes over time and context as norms change 


Diathesis-Stress model 

derived from medical model and cognitive-behavioral model 

interactionist perspective 

genetic predisposition+early learning meets environmental stressor which exceeds individual's ability to cope (skills, support) 


What are the costs of mental illness to society? 

25% of hospital days are for in-patient management of mental disorder 

20-25% of costs of schizophrenia & depression TO SOCIETY are direct treatment costs: 75-80% of costs are due to lost social & economic productivity 

only 1 out of every 6 children requiring mental health care actually receive it 

research dollars are not spent investigating mental disorders: the best funded projects receive a few (<$10) dollars per patient -- compare to $1000/patient for some medical research 


Who suffers from mental illness? 

20% of Canadian adults have a diagnosis of mental disorder or drug abuse in 1998 

over 200,000 Canadian (diagnosed) schizophrenics 

5% of Canadians have a diagnosis of major depression or manic-depression 

10% of Canadians have diagnoses of anxiety disorders 

at least 25% of people with mental disorders are treatable 


CLASSIFICATION AND DIAGNOSIS OF MENTAL DISORDERS 

goal: a method of classifying people systematically with respect to various symptoms and behaviors. 

advantages: 1. uncover different causes of metal disorders by grouping similar people and looking for convergence of symptoms/history (consistent diagnosis, description of full range of symptoms) 

communication between professionals (labels=standardized classification) 

treatment innovation/continuity (communication, prognosis) 

financial/insurance coverage with "diagnosis" 


disadvantages: 1. labeling allows us to overlook each person as unique, with unique experience of illness 

not an explanation for behavior 

blurring of line between person/disorder 

some cases may not fit any category, or may fit several 


History: DSM-I (1952) -- based on classification developed by the military during WWII 

DSM-II (1968) -- modification of original with input from World Health Organization 

DSM-III (1980) -- greater specification of symptom clusters, introduction of system of axes 

I maladaptive symptoms 

II personality/developmental problems 

III medical conditions 

IV current life situation/stressors 

V coping/level of functioning 

homosexuality removed from classification system 

DSM-III-R (1987) -- revised symptom descriptions, same structure 

DSM-IV (1994) -- current version 


Problems with the DSM-IV -- 1. consistent with medical model, not as consistent with psychological theories of mental disorder 

reliability (degree to which everyone diagnoses same case the same way) 


Kinds of diagnosis (clinical, actuarial) 

clinical judgements based on experience with similar cases and on knowledge of symptom clusters that are associated with specific classifications and prognoses 

actuarial judgements based on statistical probabilities relating particular symptoms with particular outcomes (more accurate, reliable) 


DSM-IV Classification Axes 

I major clinical syndromes (what we typically think of when thinking about mental disorders -- e.g., depression, schizophrenia) 

II personality disorders (clusters of maladaptive traits and associated behaviors, e.g., antisocial personality disorder, includes lack of empathy, lack of guilt, lying, cheating, stealing, antisocial behavior) 

III physical disorders (e.g., high blood pressure) 

IV stress (severity over past year) in various domains (home, relationships, work, etc.) 

V global assessment of functioning (0-100, 50=serious difficulty, 10=dangerous impairment, perhaps requiring institutionalization) 




ANXIETY, SOMATOFORM & DISSOCIATIVE DISORDERS 

classed together because all have anxiety associated with them at some point 

Generalized anxiety 

constant feeling of uneasiness or anxiety 

overreaction to stress 

inability to relax, disturbed sleep, headaches, dizziness, rapid heart rate 

constant worrying, inability to make decisions 

distinct from "normal" anxiety that everyone experiences periodically 


Panic disorder 

episodic attacks of acute anxiety 

high levels of physiological arousal, lasting minutes to hours 

more common in women (4x more likely to be diagnosed) 

usual onset in young adulthood (before 35 yrs) 

anticipatory anxiety (fear of having a panic attack) 

probable genetic link (more common in first degree relatives and identical twins) 

physiological hyper-sensitivity to increases in lactic acid (in muscles) and elevated carbon dioxide levels in air -- possibly genetic predisposition to interpret bodily sensations differently than other people 

hypersensitivity to risks/dangers in environment 

underestimation of coping abilities/resources 


Phobias 

may be triggered by experiencing a panic attack in the presence of some object, person, or situation -- association through classical conditioning (association of feelings of panic with some neutral stimulus -- e.g., UCS=panic sensations, CS=cat, UCR/CR=panic when seeing a cat) 

classified as mental illness only when fear makes normal functioning difficult or impossible 


text p. 572 gives more extensive list 

Acrophobia (heights) 

Agoraphobia (open spaces -- specific DSM diagnosis) 

Ailurophobia (cats) 

Claustrophobia (enclosed spaces) 

Hematophobia (blood) 

Mysophobia (contamination, germs) 

Pyrophobia (fire) 

Triskaidekaphobia (number 13) 

Zoophobia (animals, specific animal) 


specific/simple phobias (refers to specific feared objects) -- specific DSM 

some objects more likely to become CS than others -- animals (snakes, spiders, dogs, rodents), blood, heights, closed spaces, even though other, more dangerous objects in environment 

social phobia (scrutiny, evaluation, fear of humiliation) -- specific DSM 

probably caused by classical condition (direct or vicarious) 

simple phobias effectively treated by behavior therapy (next lecture) 

agoraphobia responds to drug and behavior therapies (drugs control symptoms, behavior therapy repairs functioning) 

some simple phobias may have genetic link (Chimps may demonstrate fear of snakes, regardless of previous experience, conditioned responses to snakes persist longer than conditioned responses to other kinds of objects, such as houses or faces) 

most simple & social phobias are not heritable, but may be learned if child is overly sheltered (stable homes, overprotective mothers -- Goodwin & Guze, 1984) 


Somatization disorder 

somatoform: disorder with physical symptoms for which no underlying cause can be determined 

somatization disorder: DSM diagnosis when multiple physical symptoms reported but tests reveal no underlying physiological pathology 

anxiety reduced by appearance of "serious, physical symptoms" 

gastrointestinal, pain, cardiopulmonary, pseudoneurological (conversion disorder), sexual, gynecological symptom categories (at least 13/35) which have led person to seek medication, medical consultation, or adjust lifestyle 

hypochondriasis (persistent and excessive worry about developing a serious illness) -- engage in multiple illness behaviors, overreact to physical sensations 

environmental/genetic causes not well understood 

more prevalent in women with little education, and low SES (possibly same gene that predisposes women to develop somatization disorder works to predispose men to antisocial personality disorder, since both are more likely in first degree relatives as a function of gender: mother (somatization) -- son (apd), father (apd) -- daughter (somatization) 

psychophysiological/psychosomatic disorders are real, organic illnesses worsened by psychological factors (e.g., ulcers worsened by perceived stress) 


Dissociative disorders 

anxiety reduced by alteration in consciousness that can change sense of identity (at least temporarily) 

psychogenic amnesia -- person "forgets" everything about previous identity (and associated stressors) 

psychogenic fugue -- person "leaves" old life and begins somewhere else as a "new" person with little/no recollection of previous life (which was stressful) 

MPD -- individual personalities (2 or more) emerge to deal with extremely stressful life conditions (childhood abuse), possibly a form of self-hypnosis 

many clinicians do not believe that this is really a mental illness (i.e., that it even exists) 

"The Flock", by Joan Frances Casey for detailed account of MPD, also Sybil, The 3 faces of Eve, The minds of Billy Milligan 

usually explained as responses to severe conflicts due to intolerable impulses or guilt stemming from specific incident 

dissociation is beneficial to person (allows escape from intolerable situation) 


PERSONALITY DISORDERS 

long-standing patterns of maladaptive behaviors (remember: personality traits are enduring ways of perceiving or relating to the environment and thinking about oneself) 

disorder means that traits are inflexible and maladaptive -- significant impairment of functioning -- making people with these disorders seem immature, with inappropriate ways of coping with stress or solving problems 


personality disorder = ingrained, habitual, and rigid patterns of behavior or character that severely limit the individual's adaptive potential; often society sees the behavior as maladaptive whereas the disordered individual does not. 


class of disorders that is poorly understood 

usually manifest by early adolescence, may continue throughout adult life 

people with these disorders usually do not feel upset or anxious, are not motivated to change their behavior, do not lose contact with reality or display disorganized behavior. 

narcissistic personality disorder -- characterized by inflated sense of self-importance, preoccupation with fantasies of success, admiration and attention seeking, insensitivity to the needs of others, exploitive of others 

dependent personality disorder -- passive orientation to life, inability to make decisions or accept responsibility, self-deprecating manner, need for continual support from others 


ANTISOCIAL PERSONALITY DISORDER 

diagnostic details: 3 types of antisocial behavior demonstrated before age 15, four after age 18; at least for of: inability to sustain consistent work behavior, inability to parent responsibly, repeated criminal activity, failure to maintain healthy intimate relationships, irritability/aggressiveness, impulsiveness, financial irresponsibility, inability to make and carry through plans, lying, reckless behavior 

long-term pattern of behavior (minimum 5 yrs prior to diagnosis) 

more common in men (about 3%) -- women <1% (guesses based on statistical analysis: psychopaths rarely present to mental health professionals) 

treatment rarely successful, since psychopaths do not recognize their behavior as problematic 

tend not to learn from experience, perhaps as a function of their lack of understanding or caring that their behavior is harmful/hurtful to others 

display little if any anxiety about future discomforts or punishments 

2 groups (1 APD boys, other maladjusted boys with adolescent adjustment diagnosis) hooked up to galvanic skin conductance/response (GSR) apparatus (measures electrical conductivity of skin). When anxiety peaks, GSR measures fall (physiological response to stress). Boys in experiment told that they will receive strong electric shock in 10 minutes (in a room with clock clearly visible). All of the maladjusted boys showed sharp dip in GSR at the time they expected the shock -- NONE of the antisocial personality disordered boys demonstrated this pattern 

hypothesis: APD individuals born with underreactive autonomic nervous system (explains need for excitement/stimulation, failure to respond to threats of punishment/danger 

alternative hypothesis: APD view experimental situations (as above) like a game, and work to control their responses to maintain a (self-?)image as "extra cool" 

Causes of APD 

genetic 

more common in first degree relatives and identical twins 

heritability estimated at 50% 

criminal behavior of boys predicted by criminal records of biological fathers (children adopted and raised away from biological parents) 

parenting 

parents who ignore their children, leave them unsupervised much of the time, dole out harsh punishment or verbal abuse -- pattern of no attention through negative attention 

children's behavior includes more aggression, distrust of others, concern for self only, no sense of right/wrong 

rejecting parenting style does not inevitably lead to APD (many children who experience this parenting style do not develop the disorder) and children from indulgent parenting situations sometimes do develop the disorder (do not learn to tolerate frustration) 

inconsistency is implicated both in rejecting and indulgent parenting styles 

cognitive causes 

perception of the world as hostile leads to aggression/hostility as first behavior option, particularly problematic for children with conduct problems (more likely to develop the perception of a hostile environment) 

learning that avoiding punishment by apologizing may teach child that the behavior is immaterial so long as charm and apparent repentance are demonstrated 


Return to concept of normality: 

anxiety, somatoform, dissociative disorders all represent important interruptions in "normal" functioning 

individuals with these diagnoses become overwhelmed by their environments (including their role in the environment) and their behavior becomes increasingly disfunctional 

personality disorders are also maladaptive/disfunctional systems of behavior that prevent the individual from leading a productive life 

neither of the kinds of disorders discussed to this point, however, represent breaks with reality, although stressors in the environment are clearly perceived as overwhelming, even when this isn't necessarily the case 




SCHIZOPHRENIA 

most common psychosis (a severe mental disorder in which thinking and emotion are so impaired that the individual is seriously out of contact with reality). 

1/3 of schizophrenics do not respond to treatment and must be institutionalized for life, 1/3 respond to treatment, and show total remission of symptoms ("cured"), 1/3 show partial or periodic remission, though symptoms recur and may require institutionalization 


Definition: a serious mental disorder characterized by thought disturbances, hallucinations, anxiety, emotional withdrawal, and delusions 


frequently misused term -- schizo (split) phrenia (mind) -- not the same as multiple personality disorder, but refers instead to the break with reality caused by the disorganization of the various functions of the mind such that thoughts and feelings no longer work together normally 

2 basic types (positive and negative), although may be multiple subtypes within each category 


Positive type schizophrenia (symptoms are known by their presence) 

thought disorder (logical thoughts, series of events, associations between ideas, regular communication are distorted) 

delusions (beliefs obviously contrary to fact) -- of persecution (conspiracies and plots against one), of grandeur (power & importance, special knowledge or status), of control (person is being controlled by external forces via invisible means, such as radio waves or radar) 

hallucinations (perceptions of stimuli that are not actually present) -- auditory most common, though other senses may be implicated also 

positive symptoms seem to be associated with excessive activity in the dopamine system in the brain 

positive symptoms respond to drug therapy -- nonschizophrenics exhibit similar behaviors when given doses of dopamine synapse stimulating drugs (cocaine, amphetamine) -- dopamine receptor blocking drugs (antipsychotics) reduce the positive symptoms 

dopamine hypothesis: positive symptoms result because neurons sensitive to dopamine are overactive 


Negative type schizophrenia (symptoms are the absence of normal behaviors) 

flattened affect (emotional response) 

poverty of speech 

lack of initiative & persistence 

anhedonia (inability to experience pleasure) 

social withdrawal 

negative symptoms also occur with brain damage, particularly of the frontal lobes 

negative symptoms do not respond to drug therapies, because they are the result of physical brain damage (loss of brain tissue) 


Not understanding that voices in head are really own thoughts leads (not illogically) to many of the symptoms: 

abnormal emotional reactions -- anxiety provoking to "hear" a voice you can't locate, particularly when it's talking about you and seems intimately aware of details about your life 

perceptual difficulties -- the voice is "invisible" since no one else can hear it or see anyone talking to you, which puts all perceptions in question 

attentional deficits -- very distracting to have a (perceptually) independent voice commenting on everything you're doing 

delusions of grandeur/persecution -- you are singled out and therefore important (grandeur) OR you have new abilities apparently unshared by others, which makes them jealous and possibly dangerous (persecution) 


Causes of schizophrenia 

Genetic 

genetic component (twin studies, <30% likelihood of developing the disorder if parents have it) 

likely that the predisposition (diathesis) is inherited 

Physiological 

dopamine system abnormalities 

brain damage, possibly due to viral infection (autoimmune reaction, like MS), prenatal developmental abnormalities (winter babies may be exposed to nutritional factors, environmental toxins and infectious agents that summer babies avoid), or birth trauma 

Cognitive/Environmental 

inconsistent parenting (verbally accepting, behaviorally rejecting) = double bind (conflict caused for child when she is given inconsistent messages or cues by parent) 

possibly family conflict (marital discord, family hostility, confusing communication) 

parental/family expressed emotion (criticism, hostility, emotional overinvolvement) -- high levels maintain symptoms, low levels facilitate recovery 


MOOD DISORDERS 

significant shifts or disturbances in mood that affect normal perception, thought, and behavior... may be characterized by a deep, foreboding depression, or by a combination of depression and euphoria 

Bipolar disorder 

alternating periods of mania and depression 

less severe form known as cyclothymic disorder 

alterations (mood swings) may disappear for months at a time (periods of relatively normal mood), and are perceived by individual as unrelated to life events 

usually periods of "normal" mood between highs/lows 

typically diagnosed before age 35, prevalence 1/100 

manic phase (lasts, untreated, up to 3 months): mood is excessively good, euphoric, expansive or irritable, expressions of unwarranted optimism, grandiose delusions, hyperactivity and excessive plans/participation in numerous activities that have high risk for painful outcome (failure to recognize limitations), flight of ideas, little or no sleep for days (without feeling tired), distractibility, sudden irritability, rage, or paranoia 

depressive phase: same as for major depression 

close relatives 10-20 times more likely to develop disorder (or depression) 

symptoms may be aggravated by difficult family relationships (i.e., stress) 

possible biochemical etiology -- good response to drug therapy (usually lithium carbonate) 


Depression 

persistent and severe feelings of sadness and worthlessness accompanied by changes in appetite, sleeping, and behavior 

feelings of worthlessness, hopelessness, helplessness, total indifference and/or inappropriate guilt, prolonged sadness, unexplained crying spells, jumpiness or irritability, withdrawal from formerly enjoyable activities, social contacts, work, or sex, inability to concentrate or remember details, thoughts of death or suicide attempts, loss of appetite or noticeable increase in appetite, persistent fatigue, lethargy, insomnia or hypersomnia, aches/pains, constipation or other unexplained physical ailments 

prevalence: 13% men, 21% women (over lifetime) 

less severe form called dysthymic disorder 

many people respond well to antidepressants (e.g., prozac) -- possibly these drugs increase activity in the serotonin and norepinephrine systems of the brain 

environmental events may initiate feelings of depression which affect brain chemistry OR vice-versa (unknown at present) 

deprivation of REM sleep has delayed, but long-term, positive impact on symptoms; total sleep deprivation has short-term, immediate impact on symptoms (only partial treatment, however) -- people who feel better at night/worse in morning respond most strongly to sleep deprivation treatments 

post-partum depression associated with hormone level regulation (esp. estrogen) in weeks/months following birth (1/10 mothers experience symptoms) 

thoughts are disordered, but consistently self-referent and reality based at some level 




2 theories of depressive cognitive disturbance 


Beck's "errors in reasoning" (5) 

arbitrary inferences (my cheating on income tax results in national debt) 

selective abstraction (own role overestimated -- worker on assembly line feels personally responsible for recall of a particular model; only remember negative) 

overgeneralization - discrete incident becomes whole picture (A student who gets one C feels she is a terrible student) 

minimization of positive 

magnification of negative - e.g. scratch on car means whole thing is ruined 

e.g., meeting with boss, 1 hour of praise, small criticism regarding wording of a memo from previous week ("could have been a bit more clear"): arbitrary inferences: I'm a terrible person (maintain the "bad me" image); selective abstraction: my writing and communication skills are lacking; overgeneralization: I never do anything right; minimization: even if no criticism, meeting was "ok", i.e., the positive bits don't matter; magnification: I'm in the doghouse for my poor work, my career is ruined. 

Cognitive triad (negative thoughts/beliefs about self, present, and future) -- bad things blamed on own inadequacies, and no hope for future improvements are possible, given those inadequacies 


Seligman's attributional style 

3 dimensions (individual differences): 

internal/external (self/situation) 

global/specific (all areas of life/specific context) 

stable/unstable (change in future?) 

IGS style is a risk factor for depression (naturalistic experiment, b/c inducing depression unethical!) 

experiment: undergraduates asked to predict how well they will do on an exam, then measures of attributional style and other depression scales measured, take exam, more measures of depression -- results on the exam vary as a function of expectation, and depression outcomes vary as a function of expectation, outcome, and style 

IGS style + bad result = increase depression scores 

IGS style + good result = no change in pre-exam depression 

no IGS style + bad result = no change in pre-exam depression 


maternal attributional style strongly predicts child's style (not true of paternal style) 

teachers' attributions about children may also contribute -- female teachers make more IGS attributions about female children, but not about male children 


Sometimes internal attributions are correct, but sometimes they are not 

attributional therapy = assists ppl in making accurate attributions for events 

experiment regarding "attitudes about university life"; videotape shown to 1st year undergrads of 4th year student talking about university career -- manipulation=inclusion of information that 1st semester of university is the worst (grades) of the 4 years 

standardized test performance (SAT, GRE) improves with this information (over no-information controls) 

GPA increases in treatment group 


	
	control
	treatment

	men
	-.18
	.22

	women
	.13
	.26


confound: in adversity, men tend to withdraw, women tend to seek out social support (thus, all or most women had the information, regardless of treatment condition) 


Suicide 

possible consequence of depression 

myth: no warning; truth: 80% of attempters give some warning (talk about it, joke about it, leave journals "lying around", etc.) 

for some attempters, suicide is a final measure of self-worth, and so they may gamble on being caught (i.e., goal is to be saved and self-worth confirmed) -- serious attempters are less likely to take this risk 


who is at risk? 

severely depressed unlikely -- motivation too low at depth of depression 

as depression alleviates, risk increases -- motivation/energy is higher, depressed cognitions still active 

cessation of depression=cessation of risk 

