PSYCH 2AP3 Final – Study Notes 

Chapter 7: Mood Disorders and Suicide 
· [bookmark: _GoBack]depression costs Canadians at least $14.4 billion annually in treatment, lost productivity, and premature death 
· mood disorders were formerly called affective disorders
· mania is often characterized by intense and unrealistic feelings of excitement and euphoria
· depression usually involves feelings of extraordinary sadness and dejection
· a patient may have symptoms of mania and depression during the same period
· in these mixed episode cases, the person experiences rapidly alternating moods such as sadness, euphoria, and irritability, all within the same episode of illness
· mood disorders are also differentiated in terms of: (1) severity – the number of dysfunctions experienced and the relative degree of impairment evidenced in those areas; and (2) duration – whether the disorder is acute, chronic, or intermittent (with periods of relatively normal functioning between the episodes of the disorder 
· unipolar disorders are those in which the person experiences only depressive episodes 
· the most common type of mood episode that people present with is a major depressive episode

Criteria for a Major Depressive Disorder 
A. Five (or more) of the following symptoms have been present during the same two-week period and represent a change from the previous functioning; at least one of the symptoms is either 1) depressed mood or 2) loss of interest or pleasure.
1) depressed mood most of the say, nearly every day, as indicated by subjective reports or observation made by others
2) markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day
3) significant weight loss (when not dieting) or weight gain
4) insomnia or agitation nearly every day
5) psychomotor agitation or retardation nearly every day
6) fatigue or loss of energy nearly every day
7) feelings of worthlessness or excessive or inappropriate guilt nearly every day
8) diminished ability to think or concentrate, or indecisiveness, nearly every day
9) recurrent thoughts of death or suicide, or recurrent suicidal ideation without a plan, or a suicide attempt or plan.
B. The symptoms do not meet criteria for a Mixed Episode.
C. The symptoms cause clinically significant distress or impairment.

Criteria for a Manic Episode 
A. A distinct period of abnormally and persistently expansive, or irritable mood, lasting at least 1 week.
B. During the period of mood disturbance, three or more of the following symptoms have persisted and have been present to a significant degree.
1) inflated self-esteem or grandiosity
2) decreased need for sleep (e.g., feels rested only after 3 hours of sleep)
3) more talkative than usual or pressure to keep talking
4) flight of ideas or subjective experience that thoughts are racing
5) distractibility
6) increase in goal-directed activity (either socially, at work, or sexually), or psychomotor agitation
7) excessive involvement in pleasurable activities that have high potential for painful consequences (e.g., unrestrained buying sprees, sexual indiscretions, or foolish business investments)
C. The symptoms do not meet criteria for a Mixed Episode.
D. The mood disturbance is sufficiently severe to cause marked impairment in occupational functioning or in usual social activities, or to necessitate hospitalization to prevent harm to self or others, or there are psychotic features. 

· depressive episodes are the most common of the predisposing causes leading to suicide 
· mood disorders occur 15 to 20 times more frequently than schizophrenia, and at almost the same rate as all the anxiety disorders taken together
· unipolar major depression is much more common and its occurrence has increased in recent decades 
· the lifetime prevalence of unipolar major depression is about 12%
· the lifetime prevalence in the United States is nearly 17% 
· rates for unipolar depression are higher for women than for men (usually about 2:1) 
· bipolar disorder is much less common
· the lifetime risk of developing this disorder ranges from 0.4-2.2% and there is no difference in the prevalence rates between the sexes
· grief is a process one goes through following the death of a loved one and may be more difficult for men than for women
· there are four phases of normal response to the loss of a close family member: (1) numbing and disbelief that may last from a few hours to a week and may be interrupted by outbursts of intense distress, panic, or anger, (2) yearning and searching for the dead person which may last for weeks or months (typical symptoms include restlessness, insomnia, and preoccupation (or anger) with the dead person), (3) disorganization and despair when the person finally accepts the loss as permanent and tries to establish a new identity (criteria for major depressive disorder may be met during this phase), and (4) some level or reorganization when people gradually begin to rebuild their lives
· the DSM suggests that major depressive disorder usually not be diagnosed for the first two months following a loss
· of bereaved individuals 50% exhibit genuine resilience in the face of loss
· postpartum depression sometimes occurs in new mothers following the birth of a child, but only “postpartum blues” are very common (e.g., emotional liability, crying easily, and irritability)
· such symptoms occur in as many as 50-70% of women within 10 days of the birth of their child 
· major depression occurs no more frequently in the postpartum period than would be expected in women of the same age and socioeconomic status who had not given birth
· hormonal readjustments may play a role in postpartum symptoms and depression
· dysthymic disorder is considered to be of mild to moderate intensity, but its primary hallmark is its chronicity  

Criteria for Dysthymic Disorder 
A. depressed mood for mood of the day, for more days than not, for at least two years (one year for children and adolescents)
B. Presence, while depressed, of two (or more) of the following
1) poor appetite or overeating
2) insomnia or hypersomnia
3) low energy or fatigue
4) low self-esteem
5) poor concentration or difficulty making decisions
6) feelings of hopelessness
C. During the two-year period of disturbance, the person has never been without symptoms in Criteria A or B for two months at a time.
D. No Major Depressive Disorder has been present during the first two years of the disturbance. 
E. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode, and criteria have never been met for Cyclothymic Disorder. 
F. The symptoms cause clinically significant distress or impairment in functioning.
· periods of normal mood usually last for only a few days to a few weeks (and for a maximum of two months) 
· about 3-6% of Canadian adults develop dysthymia at some point in their lives
· the average duration of dysthymia is 5 years but it can persist for 20 years or more
· chronic stress has been shown to increase the severity of symptoms
· of those who recover nearly half may relapse within an average of about two years 
· dysthymia often begins during the teenage years and over 50% have an onset before age 21
· the diagnostic criteria for major depressive disorder require that the person exhibit more symptoms than are required for dysthymia and that the symptoms be more persistent (not interwoven with periods of normal mood)
· to receive a diagnosis of major depressive disorder a person must be in a major depressive episode
· few, if any, depressions occur in the absence of significant anxiety
· it is estimated that about 2-3% of school-aged children meet the criteria for some form of unipolar disorder with perhaps another 2% exhibiting chronic mild depression 
· infants may experience a form of depressions known as anaclitic depression or despair if they are separated for a prolonged period from their attachment figure
· approximately 15-20% of adolescents experience major depressive disorder at some point during their adolescent years and the average age of onset for adolescent depression has been decreasing over the past few decades
· the one-year prevalence of major depression is significantly lower in people over age 60 than in younger adults
· rates of depression among physically ill residents of nursing homes or residential care facilities are substantially higher than among older adults living at hoe
· depression doubles the risk of death in people who have had a heart attack or stroke
· major depressive disorder with melancholic features – three of the following: early morning awakening, depression worse in the morning, marked psychomotor agitation or retardation, loss of appetite or weight, excessive guilt, qualitatively different depressed mood
· a patient either has lost interest or pleasure in almost all activities or does not react to usually pleasurable stimuli or desired events
· severe major depressive episode with psychotic features – delusions or hallucinations (usually mood-congruent); feelings of guilt and worthlessness common 
· patients have a poorer long-term prognosis than people with nonpsychotic depression
· treatment involves an antipsychotic medication as well as an antidepressant 
· major depressive episode with atypical features – mood reactivity – brightens to positive events; two of the four following symptoms: weight gain or increase in appetite, hypersomnia, leaden paralysis, being acutely sensitive to interpersonal rejection
· a disproportionate number are females, who have an earlier-than-average- age of onset and who are more likely to show suicidal thoughts
· individuals may preferentially respond to the monoamine oxidase inhibitors 
· major depressive disorder with seasonal pattern – at least two or more episodes in past two years that have occurred at the same time (usually fall or winter), and full remission at the same time (usually spring); no other nonseasonal episodes in same two-year period
· major depression may coexist with dysthymia in some people, a condition known as double depression
· people are more moderately depressed but undergo increased problems from time to time, during which they also meet the criteria for a major depressive episode 
· in a clinical sample of individuals with early onset dysthymia (before age 21) 775 experienced at least one major depressive episode 
· nearly all individuals with double depression appear to recover from their major depressive episodes (at least for a while), recurrence is common
· the average duration of an untreated episode is about six months 
· if major depression does not remit for over two years, chronic major depression disorder is diagnosed 
· remit – not said to occur until symptoms have remitted for at least to months 
· relapse – the return of symptoms within a fairly short period of time 
· 80% of patients will exhibit a recurrence of major depression
· in a study 25-40% of patients had a recurrence within 2 years, 60% within 5 years, 75% within 10 years, and 87% within 15 years 
· the probability of recurrence increases with the number of prior episodes
· seasonal affective disorder is more prevalent the farther one goes from the Equator, because there are greater seasonal variations in daylight hours
· the prevalence of mood disorders is approximately three times higher among blood relative of persons with clinically diagnosed unipolar depression than people at large
· monozygotic co-twins of a twin with unipolar major depression are about twice as likely to develop major depression as are dizygotic co-twins
· 31-42%of the variance in major depression is due to genetic influences, but the estimate is even higher for more severe, recurrent depression
· symptoms such as depressed mood or tearfulness do not appear to be heritable, whereas other symptoms (e.g., loss of libido and loss of appetite) have a heritable basis 
· unipolar depression occurs about seven times more often in the biological relatives of the severely depressed adoptees than in the biological relatives of control adoptees 
· there is not as large of a genetic contribution as in bipolar disorder in which genetic factors account for 80% 
· the serotonin-transporter gene – a gene involved in the transmission and reuptake of serotonin is involved in depression
· there are two different version or alleles involved – the short allele (s) and the long allele (l) and having ss alleles might predispose a person to depression relative to having ll alleles
· in a study in 2003 individuals who possessed the ss alleles were twice as likely to develop depression following four or more stressful life events in the past five years as those who possessed the ll alleles and had four or more stressful events 
· three neurotransmitter substances of the monoamine class – norepinephrine, dopamine, and serotonin – are implicated in depression because antidepressant medications seem to increase their availability at the synapse
· monoamine hypothesis – depression was at least sometimes due to an absolute or relative depletion of one or all of these neurotransmitters at important receptor sites in the brain 
· some studies however found the opposite – net increases in norepinephrine activity in depressed patients especially in those with severe or melancholic depression and only a minority of depressed patients have lowered serotonin activity, and these tend to be patients with high levels of suicidation and behaviour
· even though the immediate short-term effects of antidepressant drugs are to increase the availability of norepinephrine and serotonin, the long-term effects of these drugs on depressive symptoms do not emerge until two to four weeks later, when neurotransmitter levels may have normalized
· interactions among these different neurobiological systems can promote resilience in the face of major stress which in turn may help explain why only a subset of people undergoing major stressors develops depression 
· the adrenal glands of the hypothalamic-pituitary-adrenal (HPA) axis secrete cortisol therefore the human stress response is associated with elevated activity of the HPA 
· the perception of stress or threat can lead to norepinephrine activity in the hypothalamus causing the release of corticotrophin-releasinghormone (CRH)  from the hypothalamus, which in turn triggers release of adrenocorticotrophic hormone (ACTH) from the pituitary 
· ACTH then travels through the blood to the adrenal cortex of the adrenal glands where cortisol is released
· blood plasma levels of cortisol are known to be elevated in some 20-40% of depressed outpatients and in about 60-80% of severely depressed hospitalized patients
· in about 45% of seriously depressed patients, a potent suppressor of plasma cortisol in normal individuals, dexamethasone, either fails entirely to suppress cortisol or fails to sustain its suppression 
· depressed patients with elevated cortisol also tend to show memory impairment and problems with abstract thinking and complex problem solving because prolonged elevations in cortisol result in cell death in the hippocampus 
· stress in infancy and childhood can promote long-term changes increasing the reactivity of the HPA axis
· the hypothalamic-pituitary-thyroid axis is also linked to mood disorders
· people with low thyroid levels (hypothyroidism) often become depressed 
· 20-30% of depressed patients who have normal thyroid levels nevertheless show dysregulation of this axis 
· patients who have not responded to traditional antidepressant treatments may show improvement when administered thyrotropin-releasing hormone which leads to increased thyroid hormone levels 
· damage (e.g., from a stroke) to the left, but not the right, anterior or prefrontal, cortex often leads to depression
· depressed persons show relatively low activity in the left hemisphere and relatively high activity in the right hemisphere
· lower activity on the left side of the prefrontal cortex in depression is though to be related to symptoms of reduced positive affect and approach behaviours to rewarding stimuli, and increased right-sided activity is thought to underlie increased anxiety symptoms and increased negative affect associated with increased vigilance for threatening information
· the anterior cingulated cortex shows of abnormal levels of activation in depressed patients 
· the orbitofrontal cortex shows decreased volume in individuals with recurrent depression relative to normal controls 
· the hippocampus is associated with smaller hipppocampal volume 
· the amygdala tends to show increased activation in individuals with depression which may be related to their biased attention to negative emotional information 
· sleep occurs in 1 to 4 stages of non-REM sleep and REM sleep (rapid eye movement sleep) which is characterized by rapid eye movements and dreaming 
· the first REM period does not usually begin until near the end of the first sleep cycle, about 75 to 80 minutes into sleep 
· depressed patients have a variety of sleeping problems which occur in about 80% of hospitalized patients and in about 50% of depressed outpatients 
· many depressed patients enter the first period of REM sleep after only 60 minutes or less of sleep and also show greater amounts of REM sleep early in the night 
· the intensity and frequency of their rapid eye movements are also greater
· because this is the period of the night when most deep sleep (stages 3 and 4) usually occurs, the depressed person also gets a lower-than-normal amount of deep sleep 
· circadian (24-hr or daily) cycles include body temperature, propensity to REM sleep, and secretion of cortisol, thyroid-stimulating hormone, and growth hormone 
· in depressed patients the or magnitude of the circadian rhythms is blunted or the various circadian rhythms that are normally well synchronized with each other become desynchronized or uncoupled 
· the majority of individuals with seasonal affective disorder become depressed in the fall and winter and normalize in the spring and summer
· they usually show increased appetite and hypersomnia rather than decreased appetite and insomnia and have clear disturbances in their circadian cycles showing weaker 24-hr patterns than nondepressed individuals
· serotonin may also be dysregulated in people with seasonal affective disorder 
· the therapeutic use of controlled exposure to light, even artificial light may work to re-establish normal biological rhythms 
· the disorder can also be treated effectively with fluoxetine (Prozac) which influences the serotonin system 
· childhood abuse and neglect appears to increase the risk the future stressful events will lead to depression 
· most of the stressful events involved in precipitating depression involve the loss of a loved one, serious threats to important close relationships or to one’s occupation, or severe economic or serious health problems
· losses that involve an element of humiliation can be especially potent
· the stress of caregiving to a spouse with a debilitating disease is also known to be associated with the onset of both major depression and generalized anxiety disorder for the caregiver 
· there are stressful life events that are independent of the person’s behaviour and personality (independent life events, e.g., losing a job because one’s company is shutting down) and events that may not have been at least partly generated by the depressed person’s behaviour or personality (dependent life events, e.g., failing to keep up with bills)
· dependent life events play an even stronger role in the onset o major depression than do independent life events
· severely stressful life events play a casual role (most often within a month or so after the event) in about 20-50% of cases 
· 70% of people with a first onset of depression have had a major stressful life event whereas only about 40% of people with a recurrent episode have had a recent major life event
· minor events may play a role in the onset of recurrent episodes more so than the initial episode
· chronic stress is associated with increased risk for the onset and maintenance of major depression
· chronic strain or stress refers to more forms of stress ongoing for at least several months (e.g., poverty) 
· women at genetic risk are three time more likely than those not at genetic risk to respond to severely stressful life events with depression 
· not having a close relationship with a spouse or lover, having three children under the age of 5 at home, not having a job, and having lost a parent by death before the age of 11 are strongly associated with the onset of depression following a major negative life event 
· depression is more prevalent among people who live alone, such as women who are separated or divorced, or elderly men who never married
· neuroticism is the primary personality variable that serves as a vulnerability factor for depression (and anxiety disorders as well) and refers to a stable and heritable personality trait that involved a temperamental sensitivity to negative stimuli 
· neuroticism is associated with a worse prognosis for complete recovery from depression
· high levels of introversion (or low positive affectivity) may also serve as vulnerability factors for depression
· people low on this disposition tend to feel unenergetic, unenthusiastic, dull, flat, and bored
· people who attribute negative life events to internal, stable, and global causes may be more prone to becoming depressed
· the incidence of depression is three times higher in women who have lost their mothers before age 11 (especially when there are disruptions to the child’s environment)
· certain individuals who have undergone early adversity remain resilient, and if the exposure to early adversity is moderate rather than severe, a form of stress inoculation may occur that makes the individual less susceptible to the effects of later stress 
· Freud hypothesized that when a loved one dies, the mourner regresses to the oral stage of development (when the infant cannot distinguish self from others) feeling all the same feelings toward the self as toward the lost person including anger and hostility (Freud believed that we unconsciously hold negative feelings toward those we love, in part because of their power over us
· the psychodynamic idea is that depression is anger turned inward
· Freud also hypothesized that someone either who has experienced the loss of a moth or whose parents did not fulfill the loss of a mother or whose parents did not fulfill the infant’s needs for nurturance and love develops a vulnerability to depression
· later psychodynamic theorists such as Klein and Jacobson emphasized the quality of the early mother-infant relationship in establishing a vulnerability to depression, and also emphasized a decrease in or threat to self-esteem as a critical issue
· a child’s need for a secure attachment to parental figures in order to be resistant to depression (and anxiety) in later life
· behavioural theories propose that people become depressed either when their responses no longer produce positive reinforcement or when their rate of negative reinforcements increases (such as experiencing stressful life events) 
· Aaron Beck hypothesized that the cognitive symptoms of depression often precede and cause the affective or mood symptoms 
· there are the underlying depressogenic schemas or dysfunctional beliefs, which are rigid, extreme, and counterproductive (that a person is usually not consciously aware of)
·   these schemas are thought to develop during childhood and adolescence as a function of one’s negative experiences with one’s parents and significant others
· when dysfunctional beliefs are activated by current stressors or depressed mood, they create a pattern of negative automatic thoughts
· there are three themes of what beck calls the negative cognitive triad: (1) negative thoughts about the self , (2) negative thoughts about one’s experiences and the surrounding world, and (3) negative thoughts about one’s future
· the negative cognitive triad tends to be maintained by a variety of negative cognitive biases or errors which include: dichotomous or all-or-none reasoning which involved a tendency to think in extremes, selective abstraction which involves a tendency to focus on one negative detail of a situation while ignoring other elements of the situation, and arbitrary inference which involved jumping to a conclusion based on minimal or no evidence 
· nondepressed people show a large positively bias attributions that may serve as a protective factor against depression 
· a positively bias is a tendency to process emotional information in an overtly optimistic, self-enhancing manner 
· simply inducing a depressed mood (e.g., through listening to sad music in a previously depressed (that is, at-risk) individual is generally sufficient to active latent depressogenic schemas 
·  casual hypotheses are usually  tested with some kind of prospective study design involving people who are not depressed being tested for their cognitive vulnerability (usually dysfunctional attitudes) at Time 1 and then are followed for one or more months or years, after which measurements of lifetime stress are administered
· Lewinsohn assessed about 1500 adolescents for their dysfunctional attitudes and then followed them for one year
· those who started with high levels of dysfunctional attitudes and who experienced high stress were more likely to develop major depression 
· laboratory dogs who were first exposed to uncontrollable shocks later acted in a passive and helpless manner when they were in a situation where they could control shocks
· humans find that they have no control over aversive events, they may learn that they are helpless, which makes them unmotivated to try to respond in the future; instead they exhibit passivity and even depressive symptoms and are also slow to learn that any response they do make is ineffective 
· people undergoing stressful life events over which they have little or no control may develop a syndrome like the helplessness syndrome seen in animals 
· Abramson proposed that when people are exposed to uncontrollable negative events, they ask themselves why, and the kinds of attributions that people make are in turn central to whether they become depressed 
· there are three critical dimensions on which attributions are made: 910 internal/external, (2) global/specific, and 93) stable/unstable
· a depressogenic or pessimistic attribution for a negative event is an internal, stable, and global one
· he proposed people who have a relatively stable and pessimistic attributional style have a vulnerability for depression which seems to develop in part through social learning
· hopelessness expectancy  the perception that one has no control over what was going to happen and by absolute certainty that an important bad outcome was going to occur
· depression-prone individuals make negative inferences about other likely negative consequences of the event (e.g., that this means more bad things will also happen), and negative inferences about the implications of the event for the self-concept 9e.g., that one Is unworthy or deficient)
· college students with pessimistic attributional style and dysfunctional beliefs are deemed high-risk for unipolar depression and are about four times more likely than those in the low risk group to develop first or a recurrent episode of major depression
· the high-risk students who also had a tendency to ruminate about their negative thoughts and moods were even more likely to become depressed than the high-risk nonruminators 
· people who are socially isolated or lack social support are more vulnerable to become depressed 
· some depressives have social-skills deficits (e.g., they seem to speak more slowly and monotonously and maintain less eye contact)
· women are about twice as likely as men to develop unipolar depression
· hormonal factors such as normal fluctuations in ovarian hormones may account for the differences
· women also have higher levels of neuroticism and experience more uncontrollable stress 
· woman are more likely to ruminate when they become depressed 
· men are more likely to engage in a distracting activity (or consume alcohol) 
· the sex difference starts in adolescence beginning to emerge between ages 12 and 13 and reaching its most dramatic peak between ages 14 and 16 (tied to pubertal status)
· girls tend to have more pessimistic attributional style, to show more rumination, and to experience more negative life events (especially interpersonal events) in adolescence
· body dissatisfaction goes up for females at this time and down for males; body dissatisfaction is also more closely related to self-esteem for girls than for boys
· depressive behaviour can elicit negative feelings and rejection in other people
· just over half of the patients who receive a diagnosis of a mood disorder also receive a diagnosis of an anxiety disorder at some point in their lives
· comorbid depression and anxiety is generally worse than for people with either one alone
· vulnerability for unipolar depression and generalized anxiety disorder comes from the same genetic factors, and which disorder develops is a result of what environmental experiences occur
· individuals are more likely to experience an anxiety disorder first and a depressive disorder later
· panic disorder, posttraumatic stress disorder, and obsessive-compulsive disorder are more likely to be accompanied by depression 
· anxiety and anxiety disorders are characterized by prominent feelings of hopelessness and they also believe that future control might be possible and so are likely to experience increased arousal and anxiety and an intense scanning of the environment in efforts to gain control 
· if the person is convinced not only that he or she is helpless, but also that bad outcomes will occur, helplessness becomes hopelessness, and depression sets in 
· martial distress spells a poor prognosis for a depressed spouse whose symptoms have remitted
· marital distress and depression may co-occur because the depressed partner’s behaviour triggers negative affect in the spouse 
· parental depression puts children at risk for depression 
· mood-disordered persons have an enhanced risk for engaging in violence, including family violence 
· men who attack their partners violently do so as a means of attempting to control and change a situation they perceive of threatening to their “proprietary” assumptions about the partnership 
· many of these men tend to be highly emotionally dependent on their partners 
· victims of physical abuse are themselves likely to become clinically depressed
· partners with insecure attachment partners, particularly the anxious-ambivalent variety, are at significantly increase risk for martial distress, depression, and domestic violence 
· bipolar disorders are distinguished from unipolar disorders by the presence of manic or hypomanic symptoms 
· in milder forms, similar kinds of symptoms can lead to a diagnosis of hypomanic episode, in which a person experiences abnormally elevated, expansive, or irritable mood for at least four days
· in addition, the person must have at least three other symptoms, similar to those involved in mania but to a lesser degree (e.g., inflated self-esteem)
· there is much less impairment in social and occupational functioning in hypomania, and hospitalization is not required 
· some people are subject to cyclical mood changes less serve than the mood swings seen in bipolar disorder which 
· these are symptoms known as cyclothymic disorder which is a less serious version of major bipolar disorder – minus certain extreme symptoms and psychotic features, such as delusions, and minus the marked impairment caused by full-blown manic or major depressive episodes 
· he or she experiences a distinct loss of interest or pleasure in customary activities and pastimes 
· other symptoms include low energy, feelings of inadequacy, social withdrawal, and a pessimistic, brooding attitude 
· the person may become especially creative and productive because of increased physical and mental energy 

Criteria for Cyclothymic Disorder
A. For at least two years, the presence of numerous periods with hyomanic symptoms and numerous periods with depressive symptoms that do not meet criteria for a Major Depressive Episode.
B. During the two-year period, the person has not been without the symptoms of Criteria A for more than two months at a time.
C. No Major Depressive Episode, Manic episode, or Mixed Episode has been present during the first two years of disturbance.
D. The symptoms cause clinically significant distress or impairment in functioning.

Criteria for Bipolar I Disorder
A. Presence (or history) of one or more Manic or Mixed Episodes (necessary for the diagnosis).
B. Presence (or history) of one or more Major Depressive Episodes (not necessary for the diagnosis).
C. The mood symptoms in Criteria A and b are not better accounted for by another disorder.
D. The symptoms cause clinically significant distress or impairment in functioning.
E. Specify if current or most recent episode is: 
1) hypomanic
2) manic
3) mixed
4) depressive

· a mixed episode is characterized by symptoms of both full-blown manic and major depressive episodes for at least 1 week, whether the symptoms are intermixed are alternate rapidly every few days
· many patients in a manic episode have some symptoms of depressed mood, anxiety, guilt, and suicidal thoughts, even if these are not severe enough to qualify as a mixed episode
· even though a patient may be exhibiting only manic symptoms, it is assumed that a bipolar disorder exists and that a depressive episode will eventually occur
· in Bipolar II disorder the person does not experience full-blown manic episodes but has experienced clear-cut hypomanic episodes, as well as major depressive episodes as in Bipolar I disorder 
· Bipolar II disorder is somewhat more common than Bipolar I disorder, and, when combined estimates are that about 3% of the population will suffer from one or the other disorder
· Bipolar II disorder evolves into Bipolar I disorder in only about 5-15% of cases 
· bipolar disorder, which occurs equally in males and females and usually starts in adolescence and young adult, is typically a recurrent disorder 
· in about two-thirds of cases the manic episodes either immediately precede or immediately follow a depressive episode; in other cases, the manic and depressive episodes are separated by intervals of relatively normal functioning 
· most patients with bipolar disorder experience periods of remission during which they are relatively symptom-free; but as many as 20-30% continue to experience significant impairment and mood liability, and as many as 60% have chronic occupational or interpersonal problems between episodes
· the recurrences can be seasonal in nature, in which case bipolar disorder with a seasonal pattern is diagnosed
· higher rates of psychomotor retardation and atypical depressive symptoms such as oversleeping and/or overeating are seen in the depressed phase of bipolar disorder as compared to unipolar major depressive disorder 
· suicidal attempts are at least as common in unipolar depression and probably higher
· 10-13% of people who have an initial major depressive episode will later have a manic or hypomanic episode and will be diagnosed at that time as having Bipolar I or II disorder
· people presenting initially with a major depressive disorder who have a history of creative achievements, professional instability, multiple marriages, and flamboyant behaviour may be especially likely to diagnosed later with Bipolar II disorder 
· some antidepressant drugs used to treat what is thought to be unipolar depression may actually precipitate manic episodes in patients who actually have as-yet-undetected bipolar disorder
· people with bipolar disorder suffer from more episodes during their lifetimes than do persons with unipolar depression (although these episodes tend to be somewhat shorts, averaging three to four months) 
· as many as 5-10% of persons with bipolar disorder experience at least four episodes every year, a pattern known as rapid cycling 
· those who develop rapid cycling are more likely to be women, have an earlier age of onset, and make more suicide attempts 
· rapid cycling is sometimes precipitated by taking certain kinds of antidepressants, but for many is a temporary phenomenon that gradually disappears within about two years
· a study of over 200 patients found that 24% had relapsed within six months of recovery, 77% had had at least one new episode within four years of recovery and 82% had relapsed within seven years
· a study of 146 bipolar patients found that they experienced some symptoms on an average of 475 of the weeks during the 13-year follow-up period 
· depressive symptoms were three times more common than manic or hypomanic symptoms 
· about 8-9% of the first-degree relatives of a person with bipolar illness can be expected to have higher bipolar disorder relative to 1% of the general population 
· the first-degree relatives of a person with bipolar disorder are also at elevated risk for unipolar major depression ( especially atypical depression) although the reverse is not true
· the average concordance rate was about 60% for monozygotic twins and about 12% for dizygotic twins
· genes account for about 80-90% of the variance in the tendency to develop bipolar disorder
· one study found that about 705 of the genetic vulnerability for mania is distinct from the genetic vulnerability for depression
· the genes for bipolar disorder are polygenic
· there is increased norepinephrine activity during manic episodes and lowered noepinephrine activity during depressive episodes
· serotonin activity appears to low in both depressive and manic phases
· increased dopaminergic activity of several brain areas may be related to manic symptoms of hyperactivity, grandiosity, and euphoria
· in depression there is decreased dopamine functioning
· bipolar patients have abnormalities in the way ions (such as sodium) are transported across the neural membranes
· cortisol levels of the hypothalamic-pituitary-adrenal axis are elevated in bipolar depression and they are also elevated during manic episodes
· bipolar depressed patients show evidence of abnormalities on the dexamethasone suppression test (DST) at about the same rate as do unipolar depressed patients which persist even when the patients have been fully remitted and asymptomatic for at least four weeks
· during a manic episode however, their rate of DST abnormalities had generally been found to be much lower
· abnormalities may also exist on the hypothalamic-pituitary-thyroid axis because abnormalities of thyroid function are frequently accompanied by changes in mood
· administration of thyroid hormone often makes antidepressant drugs work better
· thyroid hormones can also precipitate manic episodes in bipolar patients
· blood flow to the left prefrontal cortex is reduced during depression, but during manic it is reduced in the right frontal and temporal regions
· there are deficits in activity in the dorsolateral prefrontal cortex in bipolar disorder which seems to be related to deficits that people have in problem solving, planning, working memory, shifting of attentional sets, and sustained attention on cognitive tasks 
· the basal ganglia and amygdala are enlarged in bipolar disorder but reduced in size in unipolar depression
· there is increased activation in bipolar patients in subcortical brain regions involved in emotional processing, such as the thalamus and amygdala, relative to both unipolar patients and a control group
· disturbances in biological rhythms such as circadian rhythms are also seen in bipolar disorder, even when symptoms have mostly remitted 
· sleep difficulties are common in patients even between episodes
· stressful life events are often involved in precipitating manic episodes as well as depressive episodes
· patients who experienced severe negative events took an average of three times longer to recover from manic, depressive or mixed episodes 
· even minor negative events were found to increase time to recovery
· patients with more prior episodes were more likely to have episodes following major stressors than patients with fewer prior episodes
· people with bipolar disorder who report low social support show more depressive recurrences
· the personality variable neuroticism predicts increases in depressive symptoms in people with bipolar disorder
· striving and increased sensitivity to rewards in the environment predicts an increase in an episodes 
· students with a pessimistic attributional style who also had negative life events show an increase in depressive symptom as well as increases in manic episodes at other points in time
· psychodynamic theorists argue that ideas that often occur during manic states may serve the purpose of defending against distressing thoughts (fuelled by low self-esteem) by distracting the individual from them 
· when the manic patients were tested on indirect measure of attention, memory, and attributional style where one would expect their psychological defenses not be operating, showed patterns of responses just like depressed patients 
· in some Non-Western cultures such as china and Japan where rates of depression are relatively low, many of the psychological symptoms of depression are often not present, but instead people tend to exhibit somatic and vegetative manifestations such as sleep disturbance, loss of appetite, weight loss, and loss of sexual interest 
· the psychological components often missing are feelings of guilt and self-recrimination 
· in Australian Aborigines no attempted suicide or actual suicide is exhibited and they are more likely to vent their hostility on others than on themselves through suicide
· the lifetime prevalence for major depression in Canada is about 12%
· in Taiwan the lifetime prevalence is 1.5%; in the United States and Lebanon it is 17-19%
· the prevalence of depression is higher among Aboriginal Canadians and lower among Asian Canadians 
· higher rates of unipolar depression occur in lower socioeconomic groups  whereas bipolar disorder is more common in higher socioeconomic classes
· but unipolar disorder and bipolar disorder, but especially bipolar disorder, occur with alarming frequency in poets, writers, composers, and artists 
· mania or hypomania actually facilitates the creative process and depression material for creative activity
· the great majority of manic and depressed patients will recover (often only temporarily) within less than a year
· only about 40% of people with mood disorders receive minimally adequate treatment with the other 60% receiving no treatment or inadequate care
· antidepressant medications include the monoamine oxidase inhibitors (MAOIs) which can be quite effective in treating depression – especially atypical depression – but they can have potentially dangerous, even sometimes fatal, side effects if certain foods rich in the amino acid tyramine are consumed 9e.g., red wine, beer, aged cheese, salami)
· tricyclic antidepressants include imipramine (Tofranil) which increase norepinephrine and serotonin 
· only about 50% show what is considered clinically significant improvement and many of these patients still have significant residual depressive symptoms
· these antidepressants have unpleasant side effects (e.g., dry mouth, constipation, sexual dysfunction, and weight gain) and are highly toxic when taken in large doses 
· selective serotonin reuptake inhibitors (SSRIs) have fewer side effects and are better tolerated by patients, as well as being less toxic in large doses
· side effects include problems with orgasm and lowered interest in sexual activity, although insomnia, increased physical agitation and gastrointestinal distress can also occur
· three of these medications – fluoxetine, sertraline, and paroxetine (Prozac, Zoloft, and Paxil) were 3 of the 11 most prescribed drugs of any type in 2000 
· serotonin noepinephrine reuptake inhibitors (SNRIs) such as venlafaxine (Effexor) increase the availability of both serotonin and norepinephrine but have fewer side effects
· antidepressants drugs usually require at least three to five weeks to take effect
· about 50% of those who do not respond to the first drug prescribed do respond to the second one
· discontinuing the drugs when symptoms have remitted may result in relapse 
· untreated depressive episode typically disappears in six to nine months therefore those that take drugs for three to four months and then stop because they are feeling better are likely to relapse 
· a study found that 3=25% of patients receiving medication during the maintenance phase of treatment showed recurrence of major depression even while on the drugs
· SSRIs and SNRIs are associated with a worsening of suicidal thoughts and behaviours in children and adolescents
· lithium is used as treatment for manic episodes (can also be used for bipolar depression) and about 75% of manic patients show at least partial improvement 
· only slightly more than one-third of patients maintained on lithium remained free of an episode over five years
· for patients discontinuing lithium, the risk of running a new episode was 28 times higher per month when not on medication than when on medication
· unpleasant side effects of lithium include legarthy, decreased motor coordination, and gastrointestinal difficulties, as well as kidney malfunction and sometimes permanent kidney damage 
· anticonvulsants are often effective in patients who do not respond well to lithium but the risk for attempted and completed suicide was nearly two to three times higher for those on lithium
· electroconvulsive therapy (ECT) is often used with severely depressed patients (especially among the elderly) who may present an immediate and suicidal risk 
· a complete remission of symptoms occurs for many after about six to twelve treatments (with treatments administered about every other day)
· the treatments, which include seizures, are delivered under general anesthesia and with muscle relaxants 
· the most common immediate side effect is confusion although amnesia may last for several months
· ECT is associated with remission or marked improvement in 80% of manic patients 
· maintenance on mood-stabilizing drugs following ECT is usually required to prevent relapse 
· transcranial magnetic stimulation (TMS) involves brief but intense pulsating magnetic fields that induce electrical activity in certain parts of the cortex are delivered typically in the left prefrontal cortex 
· TMS is not as effective as ECT for sever depression
· bright light therapy has now been shown to be effective in treating nonseasonal depressions as well 
· cognitive-behavioural therapy (CBT) usually lasts about 10 to 20 sessions and teaches people to evaluate their beliefs and negative automatic thoughts systematically and to identify and correct their biases or distortions 
· when compared to pharmacotherapy it is at least as effective 
· study of moderate depression found that 58% responded to either cognitive therapy or to medication and in a two-year follow-up only 25% of patients treated with cognitive therapy had had a relapse versus 50% in the medication group 
· behavioural activation treatment focuses on getting patients to become more active and engaged with their environment and with their interpersonal relationships (includes scheduling daily activities and rating pleasure)
· one study found that moderately to severely depressed patients who received behavioural activation treatment did as well as those on medication and even slightly better than those who received cognitive therapy
· a modified form of CBT may be very useful in combination with medication in the treatment of bipolar disorder as well
· mindfulness based cognitive therapy (MBCT) is to be used with people who are currently well (not depressed) but have a history of recurrent episodes of depression with the goal of preventing further recurrences 
· it tried to change the way in which people relate to their thoughts, feelings, and bodily sensations in that they are simply thoughts occurring in the moment rather than reality
· MCBT involves training the person in mediation exercises that increase their awareness of the things in the present 
· interpersonal therapy (IPT) focuses on current relationship issues, trying to help the person understand and change maladaptive interaction patterns 
· interpersonal therapy seems to about as effective as medications or cognitive-behavioural treatment
· patients who receive continued treatment with IPT once a month were much less likely to have a recurrence
· interpersonal and social rhythm therapy is used to treat bipolar disorder in which patients are taught to recognize the effect of interpersonal events on their social and circadian rhythms and to regulate these rhythms
· behaviour by a spouse that can be interpreted by a former patient as criticism seems especially likely to produce depression relapse
· for bipolar disorder, some types of family interventions are directed at reducing the level of expressed emotion or hostility and how to cope with the disorder
· for married people who have unipolar depression and marital discord marital therapy is as effective as cognitive therapy in reducing unipolar depression for the depressed spouse 
· depressed patients show an excess of death due to natural causes (e.g., coronary heart disease) 
· manic patients also have a high risk of death because of such circumstances as accidents, neglect of proper health precautions, or physical exhaustion
· the risk of suicide now ranks among the ten leading causes of death in most Western countries
· each year about 3700 Canadians commit suicide, but the number of actual suicides is at least 2 to 4 times higher than the number officially reported because many self-inflicted deaths are attributed in official records to other more “respectable” causes 
· estimates are that about 40-60% of those who complete the act do so during a depressive episode or in the recovery phase
· the risk of suicide is about 1% during the year in which a depressive episode occurs, but the lifetime risk for someone who has recurrent depressive episodes is about 15% 
· estimates are that approximately 90% of people who either attempted or successfully committed suicide had some psychiatric disorder at the time
· risk factors for suicide attempts include being female, young, undereducated, unmarried or divorced, and having a mental disorder
· more women than men, by a ratio of 1.5 to 1, attempt suicide, but men – particularly older men – are four times more likely to actually kill themselves
· men tend to choose quicker acting and more lethal means such as firearms or hanging, whereas women are more likely to overdose on drugs
· out of all the people who have suicidal ideation about 60% will go on to make suicide plans and attempts in the following year
· those with schizophrenia have about a 10% risk and those hospitalized for alcohol dependence have about a 3-4% risk, relative to the average risk of 1.4% in the general population
· people living alone and people from socially disorganized areas are also at a heightened risk 
· certain highly creative successful scientists, health care professional, businessmen, composers, writers, and artists at higher-than-average risk
· hopelessness about the future may be a better predictor of suicide in the long term whereas symptoms that seem to predict suicide more reliably in the short term include severe anxiety, panic attacks, severe anhedonia (the inability to experience pleasure), global insomnia, delusions, and alcohol abuse
· people who become suicidal often come from backgrounds in which there was some combination of a good deal of family psychopathology, child maltreatment, and/or family instability 
· the concordance rate for suicide in identical twins is about 19 times higher than in fraternal twins 
· this genetic vulnerability seems to be at least partly independent of the genetic variability for major depression
· reduced serotonergic activity is associated with increased suicide risk – especially for violent suicide 
· people hospitalized for a suicide attempt who have low serotonin levels are also 10 times more likely to kill themselves in the nest year than those without low serotonin levels 
· suicide attempts are most common in people between 18 and 24 
· suicide rates among Canadian adolescents have doubles over the past 30 years 
· suicide remains the second leading cause of death for young Canadians, second only to motor vehicle accidents
· suicide accounts for 24% of all deaths among 15- to 24-year olds and 16% among 25- to 44-year olds
· among high school students the rates of self-reported suicide attempts is an alarming 10% with about twice as many students reporting that they have seriously considered it 
· among make adolescents who had attempted suicide nearly 9% completed suicide within five years, the comparable rates for girls were 1-4% 
· 10% of college students had seriously contemplated suicide in the past year and that most of these had some sort of plan
· mood disorder, conduct disorder, and substance abuse (especially alcohol) are relatively more common in both completers and nonfatal attempters 
· the surge in suicide attempts and complete suicides in adolescence may be linked t exposure to suicides through the media 
· 1-13% percent of adolescent suicides occur as a result of contagion factors 
· 505 of suicidal Canadian adolescents and young adults do not use mental health services such as counseling
· warnings of possible suicide include if the student becomes depressed and withdrawn, undergoes a marked decline in self-esteem, shows deterioration in personal hygiene, impulsive or wreck behaviour (including self-mutilating behaviour), writes about death or suicide, has a profound loss of interest in studies, stops attending classes and stays home during the day
· the student’s distressed is usually communicated to at least one other person
· for most suicidal students the major precipitating stressor appears to be either the failure to establish or the loss of close interpersonal relationships (often the breakup of a romance) 
· significantly more suicide attempts and suicides are made by students from families that have experienced separation, divorce, or death of a parent
· Aboriginal Canadians have higher rates of suicidality than non-Aboriginals
· culture instability has led to sexual abuse, family violence, and substance abuse, which are associated with a high risk of depression and suicide 
· childhood separation, poverty, and access to firearms are also contributing factors
· both Catholicism and Islam strongly condemn suicide, and suicide rates in Catholic and Islamic countries are correspondingly low
· the greatest deterrent to committing suicide is a sense of involvement and identity with other people (e.g., being married or having children)
· there is a well-known association between unemployment and suicide (especially for men)  
· some people (most often women) do not really wish to die but instead want to communicate a dramatic message to others concerning their distress which is why they use nonlethal methods such as minimal drug ingestion
· a small minority of suicidal people are seemingly intent on dying and they give little or no warning of their intent 
· they generally rely on the more violent and certain means of suicide such as shooting themselves 
· a third subset of people tend to leave the question of death up to fate and use methods that are often dangerous but moderately slow acting (e.g., drug ingestion); if they are rescued it was “meant to be:
· after an unsuccessful attempt, a marked reduction in emotional turmoil usually occurs, especially if the attempt was expected to be lethal 
· in the year after the suicide attempt repetition of the behaviour occurs in 15-25% of cases and 7-10% will eventually die by suicide 
· of people who do kill themselves about 20-40% have a history of one ore more previous attempts, however more than half of those who commit suicide have no previous attempts
· more than 40% of those who committed suicide communicated their suicidal intent in very clear and specific terms and another 30% had talked about death or dying in the months preceding their suicide
· these communications were usually made to several people and occurred a few weeks or months before the suicide
· 505 of people who die by suicide have never seen a mental health professional in their lifetime, and less than third are under the care of one at the time of their death
· among patients who were being hospitalized for having either suicidal ideation or intent, nearly 80% denied suicidal ideation the last time they spoke with a clinician before actually committing the suicide and over 50% of those who committed suicide did so while on a 15-minute suicide watch or under 1:1 observation
· only about 15-25% left notes usually addressed to relatives or friends
· with crisis intervention, if a serious suicide attempt has been made, the first step involves emergency medical treatment, followed by a referral to inpatient or outpatient mental health facilities in order to reduce the risk for future attempts
· suicide hotlines are available 24-hour-a-day by telephone
· prevention programs are aimed at alleviating the life problems of people who are in groups at high risk for suicide  (e.g., involve older men in social and interpersonal activities that help others 
· for adults who have already made at least one attempt, ten sessions of cognitive therapy focused on suicide prevention is beneficial in reducing farther attempts 
· in the 18 months subsequent to receiving treatment, patients in the cognitive therapy group were 50% less likely to reattempt suicide than participants in the usual care group, and their depressive and hopelessness symptoms were also lower than in the usual care group

Chapter 14: Schizophrenia 
· the lifetime morbid risk for developing schizophrenia is 1%
· people whose fathers were older (aged 45-50 years or more) at the time of their birth have two to three times the normal risk of developing schizophrenia
· people of Afro-Caribbean origin living in the United Kingdom seem to have a higher-than-expected rates of schizophrenia 
· rates of schizophrenia also seem to be unexpectedly high in Western Ireland and Croatia and especially low in Papua New Guinea 
· the Hutterites, a Christian sect that migrated to Canada and the United States from Europe in the late 1800s also show a low prevalence of schizophrenia 
· schizophrenia begins in late adolescence and early adulthood; cases in children are rare
· schizophrenia tends to begin earlier in men than in women
· in men there is a peak in new cases of v between the ages of 20 and 24 whereas the incidence of schizophrenia in women peaks during the same age period but is less marked than it is for men
· after age 35 the number of men developing schizophrenia falls markedly, but the number of women developing schizophrenia does not 
· instead, in women, there is a second rise in new cases that begins around age 40 
· overall the average age of onset of schizophrenia is around 25 years for men and around 929 years for women
· males develop a more severe form of the disorder and schizophrenia-related anomalies of brain structure are more severe in male than in female patients
· when estrogen levels are low symptoms in women with schizophrenia often tend to get worse 
· declining levels of estrogen around menopause might also explain why late onset schizophrenia is much more likely to strike women than men 
· this late-onset pattern in omen is associated with a more severe clinical presentation
· demence precoce – mental deterioration at an early age
· dementia praecox – a group of conditions that all seemed to feature deterioration beginning early in life 
· schizophrenia comes from Greek words meaning “split” and “mind” however, the splitting does not refer to multiple personalities but a split between intellect and emotion and between the intellect and external reality 

Criteria for the Diagnosis of Schizophrenia
A. Two or more of the following symptoms, present for a significant portion of the time during a one-month period (less if successfully treated):
1) delusions
2) hallucinations
3) disorganized speech
4) grossly disorganized or catatonic behaviour 
5) negative symptoms 
B. Dysfunction at work, interpersonal relations, or self-care.
C. Signs of disturbance for at least six months, with at least one month of the symptoms listed

· a delusion involves a disturbance in thought and occurs in more than 905 of patients at some point in their illness
· prominent among these beliefs are that one’s thoughts, feelings, or actions are being controlled by external agents (made feelings or impulses, that one’s private thoughts are being broadcast indiscriminately to others (thought broadcasting), that thoughts are being inserted into one’s brain by some external agency (thought insertion), or that some external agency has robbed one of ne’s thoughts (thought withdrawal 
· delusions of reference are also common where some environmental event (e.g., a television program) is believed to have special personal meaning intended only for the patient
· patients can also have delusions of bodily changes (e.g., bowels do not work) o r removal of organs
· a hallucination is a sensory experience that occurs in the absence of any external perceptual stimulus
· auditory hallucinations (e.g., hearing voices) are by far the most common, being present in up to 75% of patients with schizophrenia 
· visual hallucinations occur less frequently (15% of patients) 
· 73% report that the voices in their head usually spoke at normal conversations volume and are often those of people known to the patient in real life 
· most patients reported that they heard more than one voice and their hallucinations were worse when they were alone
· most commonly, the hallucinated voices utter rude and vulgar expletives or else are cirtical, bossy, or abusive
· hallucinating patients show increased activity in Broca’s area – an area of the temporal lobe that is involved in speech production
· auditory hallucinations occur when patients misinterpret their own self-generated and verbally mediated thoughts (inner speech or self-talk) as coming from an another source 
· if transcranial magnetic stimulation (where a magnetic field passing through the skull temporarily disrupts activity in underlying brain areas) is used to reduce activity in speech production areas hallucinating patients show a reduction in their auditory hallucinations
· a person affected with disorganized speech fails to make sense, the words and word combinations sound communicative, but the listener is left with little or no understanding of the point the speaker Is trying to make
· in some cases completely new made-up words known as “neologisms” appear in the patient’s speech
· a person with schizophrenia may no longer maintain minimal standards of personal hygiene or may exhibit a profound disregard of personal safety and health 
· grossly disorganized behaviour can appear as silliness or unusual dress
· impairment in the functioning of the prefrontal region of the cerebral cortex is responsible for these behaviours
· a patient with catatonia may show a virtual absence of all movement and speech and be in what is a catatonic stupor and at other times hold an unusual position for an extended period of time without any seeming discomfort
· positive symptoms an excess or distortion in a normal repertoire of behaviour (e.g., hallucinations and delusions reflecting)
· negative symptoms reflect an absence or deficit of behaviours that are normal present (e.g., flat or blunted emotional expressiveness, alogia (very little speech), avoilation (no ability to initiate or persist in goal-directed activities), asociality, apathy, and anhedonia)
· a preponderance of negative symptoms in the clinical picture is not a good sign for the patient’s future income
· disorganized symptoms include bizarre behaviour and disorganized speech 

Criteria for Paranoid Schizophrenia 
A. Preoccupation with delusions or frequent auditory hallucinations.
B. No evidence f marked disorganized speech, disorganized or catatonic behaviour, flat or inappropriate affect.

· a patient with paranoid schizophrenia may become highly suspicious of relatives or associates and may complain of being watched, followed, poisoned, talked about, or influenced by various tormenting devices rigged up by “enemies”
· patients with the paranoid subtype of schizophrenia tend to function at a higher level overall and also have more intact cognitive skills than patients with other subtypes 
· the prognosis for these patients is generally better than for patients with other types of schizophrenia 

Criteria for Disorganized Schizophrenia 
A. Disorganized speech.
B. Disorganized behaviour.
C. Flat or inappropriate affect.
D. No evidence of catatonic schizophrenia.

· disorganized schizophrenia usually occurs at an earlier age and has a gradual insidious onset
· in the past the subtype was called “hebephrenic schizophrenia”
· individuals are preoccupied with fantasies and show inappropriate laughter, baby talk, and childish giggling
· hallucinations and delusions may be present, but are not coherent or organized into a “story”
· people with disorganized schizophrenia are unable to perform routine tasks and engage in behaviours such as odd facial grimaces and talking and gesturing to themselves
· the prognosis is generally poor for individuals who develop disorganized schizophrenia

Criteria for Catatonic Schizophrenia 
A. In catatonic schizophrenia, the clinical picture is dominated by at least two of the following:
1) immobile body or stupor
2) excessive motor activity that is purposeless and unrelated to outside stimuli
3) extreme negativism (resistance to being moved, or to follow instructions) or mutism
4) assumption of bizarre postures, or stereotypes movements and mannerisms
5) echolalia or echopraxia 

· the central feature of catatonic schizophrenia is pronounced motor signs
· these patients are highly suggestible and will automatically obey commands or imitate the actions of others (echopraxia) or mimic their phrases (echolia)
· patients in a catatonic stupor stubbornly resists any effort to change their position, may become mute, resist all attempts at feeding, and refuse to comply with even the slightest request 
· individuals may suddenly pass from extreme stupor to a state of great excitement in which they talk or shout excitedly and incoherently, pace rapidly back and forth, openly indulge in sexual activities, attempt self-mutilation or even suicide, or impulsively attack and try to kill others 

Criteria for Undifferentiated Schizophrenia
A. Symptoms of schizophrenia that do not meet the criteria for the Paranoid, Disorganized, or Catatonic types.

· people in the acute, early phases of schizophrenic breakdown frequently exhibit undifferentiated symptoms, as do those whose clinical picture may change enough over time to warrant a change in diagnosis from a specific subtype to the undifferentiated subtype

Criteria for the Residual Type of Schizophrenia
A. Absence of prominent delusions, hallucinations, disorganized speech, and grossly disorganized or catatonic behaviour.
B. Continued evidence of schizophrenia (e.g., negative symptoms), or mile psychotic symptoms (e.g., odd beliefs, unusual perceptual experiences)

Criteria for Schizoaffective Disorder
A. An illness during which, at some time, there is either a Major Depressive Episode, a Manic Episode, or a Mixed episode that co-occus with symptoms of Schizophrenia (delusions, hallucinations, disorganized speech, disorganized behaviour or negative symptoms).
B. During the illness, there must be a period of at least two weeks where delusions and hallucinations have been present without mood symptoms.
C. The mood symptoms are present for a substantial portion of the toal illness time.

· because mood disorders can be unipolar or bipolar in type, there also are two types of schizoaffective disorder (bipolar and unipolar subtype)
· the prognosis for these patients is somewhere between that of the patients with schizophrenia and that of patients with mood disorders

Criteria for Schizophreniform Disorder 
A. Symptoms of schizophrenia.
B. An episode of the disorder (including the prodromal, active, and residual phases) that lasts at least one month but less than six months.

· schizophreniform disorder is most often seen in the undifferentiated form and brief psychotic states of this sort may or may not be related to subsequent psychiatric disorder
· all recent onset cases of true schizophrenia presumably must first receive a diagnosis of schizophreiform disorder 
· because of the possibility of an early and lasting remission in a first episode of schizophrenic breakdown, the prognosis for schizophreniform disorder is better than that for established forms of schizophrenia 

Criteria for Delusional Disorder
A. nonbizzare delusions (i.e., involving situations that could occur in real life such as being followed or being poisoned) that last for at least one month.
B. No evidence of full-blown schizophrenia.
C. Apart from the delusion, the person’s functioning is not markedly impaired; neither is behaviour obviously odd or bizarre 

· one subtype of delusional disorder is erotomania in which the theme of the delusion involves great love for a person, usually of a higher status
· a significant proportion of women who stalk are diagnosed with erotomania

Criteria for Brief Psychotic Disorder 
A. Presence of one or more of the following: delusions, hallucinations, disorganized speech or grossly disorganized or cataonic behaviour.
B. The episode lasts for at least one day but less than one month, with an eventual full return to normal functioning.
C. A diagnosis of Mood Disorder with Psychotic Features; Schizoaffective Disorder or Schizophrenia is ruled out. 

· patients may never have another episode again; episodes are often triggered by stress

Criteria for Shared Psychotic Disorder
A. A delusion develops in the context of a close relationship with another person who already had an established delusion.
B. The delusion is similar in context to that of the person who already has the established delusion.
C. Other psychotic disorders are ruled out. 

· the second individual comes to believe in the delusions of the other person
· disorders of the schizophrenic type tend to “run in families” 
· the prevalence of schizophrenia in the first-degree relative of a proband with schizophrenia is about 10%
· the Genian quadruplets were a set of rare monozygotic quadruplets that each developed schizophrenia (expected to occur by chance in 1 of 1.5 billion births)
· Hester, the most severely ill was born last, had the lowest birth weight, and was slow to develop
· Nora, the firstborn, suffered from delusions, hallucinations, and withdrawal 
· Myra was born third and diagnosed with residual schizophrenia 
· Iris (second-born) suffered from a severe form of schizophrenia 
· the family had a history of the disorder and their family environment was not healthy 
· the concordance rate is 28% in monozygotic twins and 6% in dizygotic twins 
· a co-twin with schizophrenia is associated with a lifetime risk for schizophrenia of 6% 
· because monozygotic twins essentially have identical genes, the children of even the well twin have an elevated risk of schizophrenia even if their parent did not actually suffer from the disorder
· an age-corrected schizophrenia incidence rate is 17.4% for the offspring of the nonschizophrenic or well monozygotic twin
· of children who born to mother in a state mental hospital suffering from schizophrenia an placed with relative or into foster homes within 72 hours of their birth, 26.6% of these children were later diagnosed with schizophrenia
· locating adult patients with schizophrenia who were adopted early in life and then looking at the rates of schizophrenia in their biological and adoptive relatives show us 13.3% of the biological relatives had schizophrenia, in contrast, only 1.3% of the adoptive parents showed such problems
· communication deviance is a measure of how understandable and “esy to follow” the speech of a family member is with unclear communication reflecting high communication deviance
· children who were at genetic risk and who lived in families where there was high communication deviance showed high levels of thought disorder 
· the control adoptees who had no genetic risk for schizophrenia showed no thought disorder, regardless of whether they were raised in a high- or low-communication-deviance family
· high-risk children who were raised by adopted families low in communication deviance were healthier than any of the other three groups
· only those children raised in dysfunctional families and had high genetic risk for schizophrenia went on to develop schizophrenia-related disorder themselves
· the individual’s “dose” of schizophrenia genes may explain why one person develops schizophrenia and another person develops a milder variant within the schizophrenia spectrum such as schizotypal personality disorder
· researchers are currently investigating chromosomes 22, 6, 8, and 1, among others 
· factors that might cause the disorder or trigger it include prenatal viral infection
· more people with schizophrenia are born between January and March than would be expected by chance 
· the risk of schizophrenia seems to be greatest when the mother gets the flu in the fourth to seventh month of pregnancy
· rhesus (Rh) incompatibility occurs when an Rh-negative mother carries an Rh-positive fetus (a way of typing the person’s blood) and is associated with increased risk of schizophrenia 
· the rate of schizophrenia is about 2.1% in makes who are Rh-incompatiable with their mothers while for males who have no such incompatibility with their mothers the rate is 0.8%
· the mechanism for this might involve oxygen deprivation or hypoxia as patients with schizophrenia are much more likely to be born following a pregnancy or delivery that was complicated in some way (e.g., the oxygen supply of the newborn was affected)
· in the Netherlands towards the end of World War II those who ere conceived at the height of the famine had a twofold increase in their risk of later developing schizophrenia 
· schizophrenia is polygenic
· around two-thirds of monozygotic embryos are monochorionic (share a placenta and their blood supply) and the remaining monozygotic twins and all dizygotic twins are dichorionic (separate placentas and fetal circulations) 
· the higher the concordance rate for schizophrenia in monozygotic twins might be a consequence of the greater potential for monochorionic monozygotic twins to share infections
· monozygotic twins who are monochorionic are much more likely to be concordant for schizophrenia (around 60% concordance) than monozygotic twins who are dichorionic (around 11% concordance)
· only people who had apparent with schizophrenia and who had birth complications were the ones who later had brain abnormalities in adulthood, such as enlarged ventricles 
· for people who had two parents with schizophrenia, the problems were even worse
· people with no family history of schizophrenia did not show enlarged ventricles, regardless of whether they experienced delivery complications when they were born
· schizophrenia is a neurodevelopmental disorder that might be caused by a disruption cell migration, with some cells failing to reach their target destinations (known to occur during the second trimester) 
· pre schizophrenic children show more motor abnormalities including unusual hand movements and show less positive facial emotion and more negative facial emotion 
· there is evidence of delayed speech and delayed motor development at age 2 in children who later went on to develop schizophrenia 
· children with a genetic risk for schizophrenia are more deviant on tasks that measure attention 
· adolescents at risk for schizophrenia are also rated lower in social competence
· of an initial group of 51 high-risk children, 10 developed schizophrenia or schizophrenia-like psychosis as adults and 80% showed unusual motor behaviour when they were between 7 and 12 years of age 
· patients with schizophrenia have enlarged brain ventricles, with males possibly being more affected than females, but is apparent in only a significant minority of patients (note that enlarged brain ventricles are not specific to schizophrenia and can be seen in Huntington’s disease, and in chronic alcoholics)
· enlarged brain ventricles are an indicator of a deficit in the amount of brain tissue 
· patients with schizophrenia show about a 3% reduction in whole brain volume relative to controls and this decrease seems to be present very early in life 
· brain abnormalities in patients with schizophrenia progressively get worse with time 
· the volume of grey matter declines significantly over time with a 3% decrease in a one-year period 
· patients with schizophrenia show abnormally low frontal lobe activation when the engage in mentally challenging tasks 
· frontal lobe dysfunction is believed to account for some of the negative symptoms of schizophrenia and perhaps be involved in some attentional-cognitive deficits 
· the temporal lobes, the hippocampus, and the amygdala are compromised in schizophrenia especially on the left side and may be linked to positive symptoms
· the volume of the thalamus is reduced in patients with schizophrenia so they are less able to successfully filter out irrelevant information
· as a result of dysfunctional synaptic pruning there are abnormalities of neuronal density in the distribution of cells in the cortex and hippocampus 
· there is evidence that patients with schizophrenia are missing “inhibitory interneurons”
· dynamic vulnerability model (Neufeld) – a genetic predisposition leads to odd behaviour and thinking problems, which leads to environmental stress creating distress for the person which impairs coping and worsens schizophrenic symptoms
· in an experiment people with schizophrenia, especially those with paranoid schizophrenia, took longer to reach their decision about whether a pair of faces expressed the same or different emotional and they were less accurate in their judgments 
· this is because they engage in a greater number of cognitive processing steps which might explain why they have difficulty when they attempt to interpret complex, meaningful stimuli and how delusions develop
· patients with schizophrenia have smaller brain volumes than their well co-twins 
· well co-twins however had smaller brains than healthy control twins
· patients who develop schizophrenia suffer additional brain abnormalities that are not genetic in origin
· a history of fetal oxygen deprivation has been shown to be associated with brain abnormalities later in life
· the “dopamine hypothesis” comes from three important observations: (1) pharmacological action of the drug chlorpromazine (Largactil) is helpful to patients and works by blocking dopamine receptors, (2) abuse of amphetamines, drugs that produce a functional excess of dopamine, leads to a form of psychosis that involves paranoia and auditory hallucinations, (3) clinical studies that actually treat patients by giving them drugs which increase the availability of dopamine in the brain have complications that include psychotic symptoms pointing to the role of dopamine in inducing psychosis 
· dysregulated dopamine transmission may actually make us pay more attention to and give more significance to stimuli that are not especially relevant or important (called “aberrant salience”) 
· in the early stages of their illnesses, patients often report heightened sensory awareness or increased meaning in events
· a functional excess of dopamine can occur by too much dopamine being available in the synapse if the receptors that dopamine acts on are especially dense and prolific or if they are especially sensitive 
· dopamine is studied indirectly by measuring its major metabolite homovanillic acid (HVA) which is collected in cerebrospinal fluid (CSF) 
· there is no strong evidence to support the idea that patients with schizophrenia are producing more dopamine, but there is support for receptor sensitivity 
· there are more D2 receptors in the brains of patients with schizophrenia than in controls (60-110% more), but drugs used to treat schizophrenia are also known to cause postsynaptic receptor supersensitivity 
· however before patients receive an medications there is still more than twofold increase in D2 receptors 
· glutamate is an excitatory neurotransmitter 
· PCP, or angel, dust is known to block glutamate receptors which induces symptoms (positive and negative) that are very similar to those of schizophrenia 
· ketamine is an anesthetic that produced schizophrenia-like positive and negative symptoms but only in adults
· ketamine works by blocking glutamate receptors
· patients with schizophrenia  have lower levels of glutatmate in both the prefrontal cortex and the hippocampus compared with controls
· if glutamate receptors (known as “NMDA” receptors) are not normally active (perhaps because glutamate levels are low), subtle brain damage may result
· one action of dopamine receptors is to inhibit the release of glutamate 
· in reaction time studies schizophrenia patients do poorly and also show deficits on the Continuous Performance Task in which an individual must press when they see a specific number in a series 
· patients with schizophrenia show less prefrontal brain activity on the Wisconsin Card Test 
· 54-86% of people with schizophrenia also show eye-tracking dysfunction and are deficient in their ability to track a moving object
· only about 6-8% of the general population shows problems with eye tracking 
· 50% of first-degree relatives of schizophrenia patients also show eye-tracking problems 
· individuals given ketamine develop eye-tracking problems similar to those found in schizophrenia patients 
· when two clicks are heard in succession the brain produces a positive electrical response to each click (called P50) 
· in normal subjects, the response to the second click is less marked than the response to the first click because the normal brain dampens, or “gates” responses to repeated sensory events 
· patients with schizophrenia respond almost as strongly to the second click as to the first indicating poor P50 suppression
· first-degree family members of patients with v are also more likely to have problems with P50 suppression 
· poor P50 suppression is the result of problems with specific receptors in the hippocampus of the medial temporal lobe 
· the idea of the “schizophrenogenic mother’s” cold and aloof behaviour being the root cause of schizophrenia has been disproved 
· double bind – when the parents presents the child with ideas, feelings, and demands that are mutually incompatible (e.g., a mother complains about his son’s lack of affection but punishes him when he approaches her affectionately)
disturbances and conflict in families that include an individual with schizophrenia may well be caused by having a severely ill and psychotic person in the family 
· patients who return home to live with parents or with a spouse are at a higher risk of relapse than patients who leave the hospital to live alone or with siblings
· emotional family environments might be stressful to some patients
· expressed emotion (EE) is a measure of the family environment that is based on how a family member speaks about the patient during a private interview and has three main elements: criticism, hostility, and emotional overinvolvement (EOI)
· living in a high-EE home environment more than doubled the baseline lee=vels of relapse risk for schizophrenia patients in the 9 to 12 months after hospitalization 
· when EE levels are lowered in families patients’ relapse rates also decrease
· patients with schizophrenia are highly stress-sensitive (note dopamine and glutamate are affected by cortisol which is released when we are stressed)
· high-EE relatives have been found to be more behaviourally controlling of patients than low-EE relatives and these controlling behaviours predict relapse in patients with schizophrenia
· an increase in patients’ unusual thinking occurs immediately after a patient is criticized by a family member 
· in Denmark, children who spend the first 15 years of their lives living in an urban environment were 2.75 times more likely to develop schizophrenia compared to rural environments 
· recent immigrants have much higher risks of developing schizophrenia than do people who are native to the country of immigration
· first-generation immigrants (i.e., those born in another country) had 2.7 times the risk of developing schizophrenia and for second generations the relative risk was even higher at 4.5 
· immigrants with darker skin have a much higher risk of developing schizophrenia than do immigrants with lighter skin because the experiences of being discriminated against could lead some immigrants to develop a paranoid and suspicious outlook on the worlds, which could set the stage for the development of schizophrenia 
· healthy people who felt discriminated against were more likely to develop psychotic symptoms over time than those who did not perceive any discrimination 
· people with schizophrenia are twice as likely as people in the general population to smoke cannabis 
· young men who were heavy cannabis users by the time they were 18 were more than six times more likely to have developed schizophrenia 27 years later
· 10.3% of those who used cannabis by age 15 were diagnosed with signs of schizophrenia by age 26 compared with only 3% of the controls who did not use cannabis 
· using cannabis more than doubles a person’s risk of developing schizophrenia at a later stage in life 
· removing cannabis abuse in 15-year-olds would reduce the later development of schizophrenia in the population by 8% 
· 15 to 25 years after developing schizophrenia around 38% of patients have a generally favourable outcome and can be thought of as recovered
· however only around 16% of patients recover to the extent that they no longer need any treatment 
· around 12% require long-term institutionalization 
· around a third of patients show continued signs of illness, usually with prominent negative symptoms 
· the more severe negative symptoms are the poorer the level of overall functioning over time
· patients who live in less industrialized countries do better than patients who live in more industrialized nations which may be because levels of expressed emotion are much lower in countries such as India than in Canada, the United States, and Europe
· first-generation antipsychotics are medications like chlorpromazine (Largactil) and haloperidol (Haldol) that were among the first to be used (sometimes referred to as neuroleptics) 
· the earlier patients receive these medications, the better they tend to do over the long term
· these medications work by blocking the action of dopamine through blocking the D2 dopamine receptors 
· clinical changes can be seen within the first 24 hours of treatment and work best for the positive symptoms of schizophrenia 
· common side effects of these medications include drowsiness, dry mouth, and weight gain 
· many also experience extrapyramidal side effects (EPS) which are involuntary movement abnormalities (muscle spasms, rigidity, shaking) 
· some patients who have been treated with neuropletics for long periods of time may also develop tardive dyskinesia (involuntary movements of the tongue and lips) 
· 56% of patients who have taken neuroleptics for 10 years or more suffer from tardive dyskinesia, with women being especially susceptible
· in very rare cases there is a toxic reaction to the medication that is called neuroleptic malignant syndrome which is characterized by high fever and extreme muscle rigidity, and if left untreated can be fatal 
· second-generation antipsychotics include clozapine (Clozaril), risperiidone (Risperdal), olanzapine (Zyprexa), quetiapine (Seroquel), ziprasidone (Geodon), amd aripiprazole (Abilify) 
· these medications have fewer extrapyrmidal symptoms and alleviate both the positive and negative symptoms of schizophrenia 
· the medications work by blocking a much broader range of receptors including the D4 dopmaine receptor 
· patients taking these medications are also less likely to be rehospitalized than patients taking conventional first-generation antipsychotics 
· drowsiness and weight gain are very common as well as diabetes
· in rare cases, clozapine also causes a life-threatening drop in white blood cells known as agranulocytosis 
· family therapy involves working with patients and their families to educate them about schizophrenia, to help improve their coping and problem-solving skills, and to enhance communication skills
· patients do better clinically and relapse rates are lower when families receive family treatment
· family treatment results in an average costs savings of 27% per patient 
· case managers are people who help patients find the services they need in order to function in the community (e.g., help with housing, employment)
· multidisciplinary teams deliver all the services the patient needs 
· social skills training includes employment skills, relationship skills, self-care skills, and skills in managing medication or symptoms 
· social routines are broken down into smaller, more manageable components
· social skills training does not always lead to patients to be more generally competent in the world at large as many of the new skills patients learn do not seem to generalize to everyday settings 
· cognitive behavioural therapy (CBT) decreases the intensity of positive symptoms, reduces relapse, decreases social disability, and decreases their levels of psychosis 
· therapist and patient explore the subjective nature of the patient’s delusions and hallucinations, examine evidence for an against their veracity and verdicality, and subject delusional beliefs to reality testing
· patients who receive CBT also show decreases in their hallucinations and delusions, compared to patients who received either supportive or counseling routine care 
· patients who were treatment with a “befriending” intervention also did unexpectedly well 
· by the time of the two-year follow-up the patients who were doing the best were those who had received supporting counseling 
· supportive counseling gives patients an opportunity to discuss their problems
· personal therapy comprises different components that are administered at different point in the patient’s recovery 
· in the early stages, patients examine the relationship between their symptoms and their stress levels while learning relaxation and cognitive techniques; later the focus is on social and vocational skills
· (Nash) was treated with insulin coma therapy which involved an injection of insulin that led to a rapid decrease in blood sugar, coma, and convulsions, five days a week for six weeks 

Chapter 11: Personality Disorders 
· the five factor model of personality traits includes neuroticism, extroversion/introversion, openness to experience, agreeableness/antagonism, and conscientiousness 
· personality disorders were formerly known by psychodynamic theorists as character disorders 
· two of the general features that characterize most personality disorders are chronic interpersonal difficulties and problems with one’s identity or sense of self
· the person’s enduring pattern of behaviour must be pervasive and inflexible, as well as stable and of long duration
· it must also cause either clinically significant distress or impairment in functioning and be manifested in at least two of the following areas: cognition, affectivity, interpersonal functioning, or impulse control
· personality disorders stem largely from the gradual development of inflexible and distorted personality and behavioural patterns that result in persistently maladaptive ways of perceiving, thinking about, and relating to the world
· major stressful life events in early life also help set the stage for the development of these inflexible and distorted personality patterns
· in the United States 9.1-13% of individuals were found to suffer from a personality disorder
· the personality disorders are coded on a separate axis, Axis II 
· 67% of people with a personality disorder were found to also suffer from at least one anxiety disorder, mood disorder, impulse control disorder, or substance-use disorder
· more misdiagnoses occur here than in any other category of disorder
· the criteria for personality disorders are defined by inferred traits or consistent patterns of behaviour rather than by more objective behavioural standards (e.g., having a panic attack)
· people often show characteristics of more than one personality disorder
· there are six different facets or components of each of the five basic personality traits to be measured 
· neuroticism: anxiety, angry-hostility, depression, self-consciousness, impulsiveness, and vulnerability
· extroversion: warmth, gregariousness, assertiveness, excitement seeking, and positive emotions
· openness to experience: fantasy, feelings, actions, ideas, and values
· agreeableness: trust, straightforwardness, altruism, compliance, modesty, and tender mindedness
· conscientiousness: competence, order, dutifulness, achievement striving, self-discipline, and  deliberation 
· 85% of patients who qualified for one personality disorder diagnosis also qualified for at least one more
· infants’ temperament may predispose them to the development of particular personality traits and disorders
· dimensions of temperament are negative emotionality, sociability versus social inhibition or shyness, and activity level 
· the genetic contribution to personality disorders is probably mediated by the genetic contributions to the primary trait dimensions most implicated in each disorder rather than to the disorder themselves
· maladaptive habits and cognitive styles may original in disturbed parents-child attachment relationships
· early emotional, physical or sexual abuse may be important factors for several personality disorders as well as social stressors, societal changes, and cultural values
· the DSM personality disorders are grouped into three clusters on the basis of similarities of features among the disorders: 
1) Cluster A: Includes paranoid, schizoid, and schizotypal personality disorders. People with these disorders often seem odd or eccentric, with unusual behaviour ranging from distrust and suspiciousness to social detachment,
2) Cluster B: Includes histrionic, narcissistic, antisocial, and borderline personality disorders. Individuals tend to be dramatic, emotional, and erratic.
3) Cluster C: Includes avoidant, dependent, and obsessive-compulsive personality disorders. In contrast to the other two clusters, anxiety and fearfulness are often part of these disorders.

Criteria for Paranoid Personality Disorder 
A. Evidence of pervasive distrust or suspiciousness of others present in at least four of the following ways: 
1) pervasive suspiciousness of being deceived, harmed, or exploited
2) unjustified doubts about loyalty or trustworthiness of friends or associates
3) reluctance to confide in others because of doubts of loyalty or trustworthiness 
4) hidden demeaning or threatening meanings read into benign remarks or events 
5) bears grudges; does not forgive insults, injuries, or slights
6) recurrent suspicions regarding fidelity of spouse or sexual partner
B. Does not occur exclusively during course of Schizophrenia, Mood Disorder with psychotic features, or other psychotic disorder. 

· individuals with paranoid personality disorder blame others for their own mistake s and failures and such people are chronically “on guard” 
· most of the time they are in clear contact with reality, although they may experience transient psychotic symptoms during periods of stress
· genetic transmission might occur though the heritability of high levels of antagonism (low agreeableness) and neuroticism (angry-hostility) that are among the primary traits in paranoid personality disorder  
· parental neglect or abuse and exposure to violent adults may also play a role

Criteria for Schizoid Personality Disorder
A. Evidence of a pervasive pattern of detachment from social relationships and a restricted range of expression of emotions in interpersonal settings shown in at least four of the following ways:
1) neither desires nor enjoys close relationships
2) almost always chooses solitary activities 
3) has little if any interest in sexual experiences with another person
4) takes pleasure in few if any activities
5) lacks close friends or confidants
6) appears indifferent to the praise or criticism of others
7) shows emotional coldness, detachment, or flat affect 
B. Does not occur exclusively during course of Schizophrenia, Mood Disorder with psychotic features, or other psychotic disorder or a Pervasive Developmental Disorder. 

· individuals with schizoid personality disorder rarely marry 
· they show high levels of introversion (especially low on warmth, gregariousness, and positive emotions and are also low on openness to feelings (one facet of openness to experience) 
· maladaptive underlying schemas lead them to view themselves as self-sufficient loners and to view others as intrusive

Criteria for Schizotypal Personality Disorder
A. A pervasive pattern of social and interpersonal deficits marked by acute discomfort with, and reduced capacity for close relationships as well as by cognitive or perceptual distortions and behavioural eccentricities as indicated by at least five of the following: 
1) ideas of reference
2) odd beliefs or magical thinking
3) unusual perceptual experiences
4) odd thinking and speech
5) suspiciousness or paranoid ideation
6) inappropriate or constricted affect
7) behaviour or appearance that is odd, eccentric, or peculiar 
8) lack of close friends or confidants
9) excessive social anxiety that does not diminish with familiarity 
B. Does not occur exclusively during course of Schizophrenia, Mood Disorder with psychotic features, or other psychotic disorder or a Pervasive Developmental Disorder. 

· individuals with schizotypal personality disorder are excessively introverted 
· although contact with reality is unusually maintained, highly personalized and superstitious thinking is characteristic of people with schizotypal personality and under extreme stress they may experience transient psychotic symptoms 
· schizotypal personality disorder is moderately heritable 
· a number of studies on  patients with schizotypal personality disorder have shown the same deficit in their ability to track a moving target visually that is common in schizophrenia and also have deficits in their ability to sustain attention and deficits in memory which are both common in schizophrenia
· like patients with schizophrenia individuals with schizotypal personality disorder show deficits in their ability to inhibit attention to a second stimulus that rapidly follows presentation of a first stimulus
· schizotypal personality disorder often occurs in the first-degree relatives of people with schizophrenia 
·  teenagers who have schizotypal personality disorder have been show to be at increased risk for developing schizophrenia and schizophrenia-spectrum disorders in adulthood

Criteria for Histrionic Personality Disorder
A. A pervasive pattern of excessive emotionality and attention seeking, as indicated by at least 5 of the following:
1) discomfort in situations in which s/he is not the centre of attention
2) inappropriate sexually seductive or proactive behaviour
3) displays rapidly shifting and shallow expression of emotions 
4) consistently uses physical appearance to draw attention to the self
5) has an excessively impressionistic style of speech
6) shows self-dramatization and exaggerated expressions of emotion 
7) is overly suggestible 
8) considers relationships to be more intimate than they actually are

· some studies suggest that this disorder occurs more often in women than men 
· there may be a common predisposition that is more likely to be manifested in women as histrionic personality disorder and in men as antisocial personality disorder
· individuals with histrionic personality disorder have very high levels of extroversion including high levels of gregariousness, excitement seeking, and positive emotions
· their high levels of neuroticism particularly involve the depression and self-consciousness facets; they are also high on openness to fantasies 
· they have maladaptive schemas revolving around the need for attention to validate self-worth

Criteria for Narcissistic Personality Disorder 
A. A pervasive pattern of grandiosity (in fantasy and behaviour), need for admiration, and lack of empathy, as indicted by at least five of the following
1) grandiose sense of self-importance
2) preoccupation with fantasies of unlimited success, power, brilliance, beauty
3) belief that s/he is “special” and unique
4) excessive need for admiration
5) sense of entitlement
6) tendency to be interpersonally exploitative
7) lacks empathy
8) is often envious of others or believes that others are envious of him or her
9) shows arrogant, haughty behaviours or attitudes

· individuals with narcissistic personality disorder have a strong tendency to overestimate their abilities and accomplishments, while underestimating the abilities and accomplishments of others
· they often think they can understood only by other high-status people or should only associate with such people 
· they are unwilling or unable to take the perspective of others 
· individuals with high levels of narcissistic traits have greater tendencies toward sexual coercion when they are rejected by the target of their sexual desires and also rated film depictions of rape less unfavorably and more enjoyable 
· individuals with narcissistic personality disorder are characterized by low agreeableness/high antagonism (which includes traits of low modesty, arrogance, grandiosity, and superiority), low altruism (expecting favourable treatment and exploiting others), high tough-mindedness (lack of empathy), high levels of fantasy-proneness (openness to experience) and high levels of angry-hostility and self-consciousness (facets of high neuroticism) 
· the histrionic tends to be more emotional and dramatic than the narcissistic by seeking more attention whereas the narcissistic seeks admiration
· according to psychodynamic theorists narcissistic personality disorder is likely to develop if parents are neglectful, devaluing, or unempathetic to the child; this individual will be perpetually searching for affirmation of an idealized and grandiose sense of self
· according to social learning theorists (Bandura) narcissistic personality disorder come from unrealistic parental overvaluation and parents pamper and indulge their children 

Criteria for Borderline Personality Disorder
A. A pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity as indicated by at least five of the following:
1) frantic efforts to avoid real or imagined abandonment 
2) a pattern of unstable and intense interpersonal relationships
3) identity disturbance characterized by a persistently unstable self-image or sense of self
4) impulsivity in at least two potentially self-damaging areas (e.g., spending, sex, substance abuse, reckless driving)
5) recurrent suicidal behaviour, gestures, or self-mutilating behaviour
6) affective instability due to a marked reactivity f mood
7) chronic feelings of emptiness
8) inappropriate, intense anger
9) transient, stress-related paranoid ideation or severe dissociative symptoms 

· people with borderline personality disorder have intense relationships typically involving overidelizations of friends or lovers that later end in bitter disillusionment and disappointment
· of 64  patients 10.3% of those with borderline personality disorder ultimately committed suicide 
· borderline personality is associated with analgesia (the absence of the experience of pain in the presence of a theoretically painful stimulus) in as many as 70-80% of women BPD 
· 75% of people with borderline personality disorder have cognitive symptoms that include relatively short or transient episodes in which they appear to be out of contact with reality and experience delusions or other psychotic-like symptoms such as hallucinations, paranoid ideas, or severe dissociative symptoms
· BPD represents about 10% of patients in outpatient care and 20% of patients in inpatient clinical settings
· approximately 75% of individuals receiving this diagnosis are women 
· BPD commonly co-occurs with mood and anxiety disorders (especially panic disorder and PTSD) as well as substance-use and eating disorders 
· 50% of those with BPD also qualified for a mood disorder diagnosis at some point 
· there is a substantial co-occurrence of BPD with histrionic, dependent, antisocial, and schizotypal personality disorders
· impulsivity and affective instability which are prominent in BPD are partially heritable
· the serotonin-transport gene and the monoamine oxidase A gene may play a role in the development of borderline personality disorder 
· people with BPD often appear to be characterized by lowered functioning of the neurotransmitter serotonin which is involved in inhibiting behavioural responses (e.g., too low to put the “brake on” impulsive behaviour)
· patients with BPD show disturbances in the regulation of noradrenergic neurotransmitters that are similar to those seen in chronic stress 
· their hyperresponsive noradrenergic system may be related to their hypersensitivity to environmental changes 
· certain brain areas that ordinarily serve to inhibit aggressive behaviour such as the orbital prefrontal and medial prefrontal cortex seem to show decreased activation in BPD 
· people with this disorder usually report a large number of negative – even traumatic – events in childhood (e.g., abuse, neglect, separation, and loss)
· patients with BPD report significantly higher rates of abuse than patients with other personality disorders: emotional abuse (73% versus 51%), physical abuse (59% versus 34%), and sexual abuse (61% versus 32%) 
· about 90% of patients with BPD reported some type of childhood abuse or neglect
· people who have high levels if impulsivity and affective instability may have a diathesis to develop BPD in the presence of psychological risk factors such as trauma, loss, and parental failure
· children who are impulsive and unstable tend to be “difficult” or troublesome children and therefore may be at increased risk for being rejected and/or abuse 

Criteria for Avoidant Personality Disorder
A. A pervasive pattern of social inhibition, feels of inadequacy, and hypersensitivity to negative evaluation, as indicated by at least four of the following:
1) avoids occupational activities that involve significant interpersonal contact
2) unwillingness to get involved with people unless certain of being liked
3) restraint within intimate relationships because of the fear of being shamed or ridiculed
4) preoccupation with being criticized or rejected 
5) is inhibited in new interpersonal situations because of feelings on inadequacy 
6) views self as socially inept or inferior to others
7) extreme reluctance to take personal risks or engage in any new activities for fear of embarrassment 

· people with avoidant personality disorder do not seek out other people because of their fear of criticism yet they desire affection and are often lonely and bored
· individuals with this disorder also show more generalized timidity and avoidance of many nocel situations and emotions (including positive emotions) and show deficits in their ability to experience pleasure as well
· the difference between the loner with schizoid personality disorder and the loner who is avoidant is that the one with an avoidant personality is shy, insecure, and hypersensitive to criticism, whereas the one with a schizoid personality is aloof, cold, and relatively indifferent to criticism 
· avoidant personality disorder may simply be a somewhat more severe manifestation of generalized social phobia because the same genetic factors contribute to both
· avoidant personality may have its origins in an innate “inhibited” temperament that leaves the infant and child shy and inhibited in novel and ambiguous situations 
· there is evidence that the fear of being negatively evaluated is moderately heritable 
· introversion and neuroticism are both elevated and are also moderately heritable 
· genetic factors account for 35% of the variance in avoidant personality disorder 
· abuse and rejection would be especially likely to lead to anxious and fearful attachment patterns in temperamentally inhibited children

Criteria for Dependent Personality Disorder
A. A pervasive and excessive need to be taken care of that leads to a submissive and clinging behaviour and fears of separation, as indicated by a least five of the following:
1) difficulties making every day decisions without excessive advice and reassurance from others
2) needs others to take responsibility for most major areas of life
3) difficulty expressing disagreement with others because of fear of loss of support or approval
4) goes to excessive lengths to obtain nurturance and support from others
5) feels uncomfortable or helpless when alone because of fears of being unable to care for self
6) urgently seeks another relationship for care and support when a close relationship ends
7) unrealistic preoccupation with fears of being left to take care of himself or herself

· people with dependent personality disorder may be indiscriminate about mates and lack self-confidence 
· they may function well as long as they are not required to be on their own
· the borderline personality, who usually has intense relationships, reacts with feelings of emptiness or rage if abandonment occurs, whereas the dependent personality reacts initially with submissiveness and appeasement and then finally with an urgent seeking of a new relationship
· the histrionic personality is much more gregarious, flamboyant, ad actively demanding of attention, whereas the dependent personality is more docile and self-effacing 
· dependent personalities have great difficulty separating in relationships because they feel competent on their own and have a need to be taken care of whereas avoidant personalities have trouble initiating relationships because they fear criticism or rejection which will be humiliating
· avoidant personality co-occurs with dependent personality disorder rather frequently
· 31% of the variance in dependent personality disorder is accounted for by genetic factors
· personality traits such neuroticism and agreeableness which are high in dependent personality disorder have a genetic component 
· genetically based predispositions to dependence and anxiousness may be especially prone to the adverse effects of parents who are authoritarian and overprotective and reinforce dependent behaviour
· maladaptive schemas for these individuals  involve core beliefs about weakness and competence and needing others to survive

Criteria for Obsessive-Compulsive Personality Disorder 
A. A pervasive pattern of preoccupation with orderliness, perfectionism, and mental and interpersonal control, as indicated by at least four of the following:
1) preoccupation with details, rules, order, or schedules to the extent that the major point of an activity is lost
2) extreme perfectionism that interferes with task completion 
3) excessive devotion to work to the exclusion of leisure and friendships 
4) overly inflexible and over conscientious about matters of morality, ethics, or values
5) inability to discard worn-out or worthless objects
6) reluctance to delegate tasks or to work with others unless others do exactly the same things
7) miserliness in spending style toward both self and others
8) shows rigidity and stubbornness

· people with obsessive-compulsive personality disorder (OCPD) have difficulty relaxing or dong anything just for fun and are rigid, stubborn, and cold
· people with OCPD have lifestyles characterized by overconscientiousness, inflexibility, and perfectionism, but without the presence of true obsessions or compulsive rituals 
· about 20% of patients with obsessive-compulsive disorder have a comorbid diagnosis of personality disorder 
· individuals with narcissistic and antisocial personality disorders may share the lack of generosity towards others that characterizes OCPD but the former tend to indulge themselves whereas those with OCPD are equally unwilling to be generous with themselves
· both the schizoid and the obsessive-compulsives personalities may have a certain amount of formality and social detachment, but only the schizoid personality lacks the capacity for close relationships whereas a person with OCPD has difficultly in interpersonal relationships because of excessive devotion to work and great difficulty expressing emotions
· individuals with OCPD have excessively high levels of conscientiousness 
· individuals have low levels of novelty-seeking (e.g., they avoid change) and reward dependency (e.g., they work excessively at the expense of pleasurable pursuits) but high levels of harm avoidance (e.g., they respond strongly to aversive stimuli and try to avoid them) 
· 27% of the variance in OCPD is related to genetic factors
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· passive-aggressive personality disorder (also known as negativistic personality disorder) shows a pervasive pattern of passive resistance to demands in social or work situations, sometimes being highly critical or scornful of authority 
· they also show a strong pattern of negativistic attitudes and commonly complain about their personal misfortunes or of being misunderstood and unappreciated
· the mood of individuals with depressive personality disorder is one of unhappiness, gloom, or dejection and they tend to feel inadequate, worthless, remorseful, or guilty 
· they also tend to be pessimistic and prone to worry
· people with personality disorders enter treatment only at someone else’s insistence and they do not often believe that they need change 
· those from the odd/eccentric Cluster A and the erratic/dramatic Cluster B have general difficulties in forming and maintaining good relationships, including with a therapist 
· people who have both an Axis I and an Axis II disorder do not on average do as well in treatment for their Axis I disorders as patients without comorbid personality disorders 
· patients from the anxious/fearful Cluster C may also be hypersensitive to any criticism they receive from the therapist
· for people with severe personality disorders therapy may be more effective in situations where acting-out behaviour can be constrained
· cognitive therapy focuses on changing the underlying dysfunctional schemas
· antidepressant medications from the SSRI category are considered most safe and useful for treating rapid mood shifts, anger, and anxiety
· mood-stabilizing medications such as carbamazepine (Tegretol) may be useful in reducing irritability, suicidality, and impulsive aggressive behaviour
· the goal of psychodynamic psychotherapy is to strengthen the weak egos of these individuals by helping them see shades of grey between extremes and integrate positive and negative views of the self and others into more nuanced views
· treatment can be effective but is expensive and time-consuming
· dialectical behaviour therapy encourages patients to accept this negative affect without engaging in self-destructive or other maladaptive behaviours
· there is a hierarchy of goals for this treatment: (1) decreasing suicidal and other self-harming behaviour; (2) decreasing behaviours that interfere with therapy such as missing sessions, lying, and getting hospitalized, (3) decreasing escapist behaviours that interfere with a stable lifestyle, (4) increasing behavioural skills in order to regulate emotions, to increase interpersonal skills, and to increase tolerance for distress, and (5) other goals the patient chooses 
· this therapy combines individual and group components with a therapist who is taught to accept the patient for who he or she is 
· in the treatment of schizotypal personality disorder low doses of antipsychotic drugs may result in modest improvements, and antidepressants from the SSRI category may also be useful
· significant improvement in patients with Cluster C disorders using a form of short-term psychotherapy that is active and confrontational 
· cognitive-behavioural treatment with avoidant personality disorder has also resulted in significant gains
· antidepressants from the MAO inhibitor and SSRU categories may sometimes help in the treatment of avoidant personality disorder also

Criteria for Antisocial Personality Disorder
A. A pervasive pattern of disregard for and violation of the rights of others occurring since age 15, as indicated by at least three of the following:
1) failure to conform to social norms and repeated lawbreaking
2) deceitfulness 
3) impulsivity or failure to plan ahead
4) irritability and aggressiveness 
5) reckless disregard for safety of self or others 
6) consistent irresponsibility
7) lack of remorse
B. The individual is at least 18 years of age.
C. There is evidence of Conduct Disorder with onset before age 15.

· in addition to the defining features of antisocial personality, psychopathy also includes such affective and interpersonal traits as lack of empathy, inflated and arrogancy self-appraisal, and glib and superficial charm 
· the one-year prevalence rate in Ontario is 1.7%; the prevalence of psychopathy is likely to be 1% in north America 
· 15% of male prisoners and 7% of female prisoners have high levels of psychopathy 
· those that show many of the features of the first (affective and interpersonal) dimension of psychopathy but not as many features of the second (antisocial) dimension, or at least few enough that these individuals do not generally get into trouble with the law
· Hare developed a 20 item Psychopathy Checklist-Revised (PCL-R) on the basis of the Ceckley criteria 
· about 70-80% of prison inmates qualify for a diagnosis of ASPD, but only about 15-30% meet the criteria for psychopathy
· people with psychopathy are three times more likely to reoffend and four times more likely to reoffend violently following prison terms than are people without a psychopathy 
· adolescents diagnosed with psychopathy are not only more likely to show violent reoffending, but also more likely to reoffend more quickly 
· psychopaths can be charming, spontaneous, and likable on first acquaintance but are deceitful and manipulative, callously using others to achieve their own ends living in a series of present moments
· but also included are hostile people who are prone to acting out impulses in remorseless and often senseless violence 
· they behave as though social regulations and laws do not apply to them but their intellectual development is typically normal 
· the first (affective and interpersonal) dimension is positively related to verbal intelligence, but the second (antisocial) dimension is negatively related to intelligence 
· psychopaths have learned to take rather than earn what they want and are prone to thrill seeking and deviant and unconventional behaviour often breaking rules without regard for the consequences 
· they seldom forgo immediate pleasure for future gains and long-range goals 
· these aspects of psychopathy are most closely related to the second (antisocial) dimension of psychopathy 
· some psychopaths have high rates of alcohol abuse and dependence and other substance-abuse/dependence disorders; this is only related to the antisocial or deviant dimension of the Psychopathy Checklist-Revised
· elevated rates of suicide attempts and completed suicide are also associated only with the second (antisocial) dimension of psychopathy 
· some psychopaths are charming and likable but exploit people’s needs and weaknesses
· these frequent liars usually seem sincerely sorry if caught in a lie and a promise to make amends but will not do so 
· manipulative and exploitative in sexual relationships, psychopaths are irresponsible and unfaithful mates
· there is a moderate heritability for antisocial or criminal behaviour
· personality traits that are elevated in psychopathy (e.g., callousness show moderate heritabilities as well 
· children of biological parents with ASPD were more likely to develop antisocial personalities if their adoptive parents exposed them to an adverse environment (e.g., martial conflict or divorce, legal problems, parental psychopathology, etc.) than if their adoptive parents exposed them to a more normal environment
· similar findings were also found in twins at high or low risk for conduct disorder in which the environmental risk factor was physical abuse
· monoamine oxidase-A gene is involved in the breakdown of neurotransmitters 
· individuals with low MAO-A activity were far more likely to develop ASPD if they had experienced early maltreatment than were individuals with high MAO-A activity and early maltreatment or those with low levels of MAO-A activity without early maltreatment
· similar findings have been reported for conduct disorder
· ASPD and other externalizing disorders (such as alcohol and drug dependence and conduct disorder0 all share a strong genetic vulnerability
· psychopaths who are high on the egocentric, callous, exploitative dimension have low trait anxiety and show poor conditioning of fear 
· psychopaths show deficient conditioning of skin conductance responses when anticipating an unpleasant or painful event and they were slow at learning to stop responding in order to avoid punishment
· psychopaths’ having a deficient behavioural inhibition system show deficits in conditioning of anticipatory anxiety and learning to avoid punishment 
· humans show a larger startle response if a startle probe stimulus Is presented when the subject is already in an anxious state, known as fear-potential startle, but psychopaths did not show this effect
· these deficits in fear –potentiated startle responding are related not only to the first (affective) dimension of psychopathy 
· the behavioural activation systems in individuals with ASPD is overactive which explains why they are focused on obtaining rewards and if they are caught focus on actively avoiding threatened punishment (e.g., through deceit or lies, or running away)
· people with psychopathy have a dominant response set for reward
· antisocial boys who later managed to avoid criminal convictions show increased autonomic arousal (heart rate and skin conductance) relative to boys who were later convicted of crimes
· during a speech about personal faults and weaknesses successful psychopaths show greater heart rate reactivity to this stressful task than unsuccessful psychopaths
· increased cardiac reactivity of the successful psychopaths may serve them well in processing what is going on in risky situations and in making decisions that may prevent their being caught 
· successful psychopaths show superior “executive functioning” (e.g., planning, abstraction, cognitive flexibility, and decision making) which also probably enhances their ability to elude punishment
· psychopaths show less significant psychological reactivity to distress cues (slides of people crying) than nonpsychopaths, but were not underresponsive to unconditioned threat cues such as slide of sharks or pointed guns 
· smaller startle responses when viewing unpleasant slides is especially pronounced with slides depicting scenes of victims who have been mutilated or assaulted, but not with slides representing threats to the self (e.g., aimed weapons) 
· psychopathy and antisocial personality generally being early in childhood, especially for boys, and the younger they start, the higher the risk of ASPD
· early antisocial symptoms are associated with a diagnosis f conduct disorder and include theft, truancy, running away from home, and associating with delinquent peers
· children with an early history of oppositional defiant disorder – characterized by a pattern of hostile and defiant behaviour toward authority figures that usually begins by the age of 6 years, followed by early onset conduct disorder around age 9 – are most likely to develop ASPD as adults
· when ADHD occurs with conduct disorders (which happens in 30-50% of cases) this leads to a high likelihood that the person will develop ASPD, and possibly psychopathy
· genetic propensities to mild neuropsychological problems such as those leading to hyperactivity or attentional difficulties, along with a difficult temperament, may be important predisposing factors for early onset conduct disorder, which often leads to life-course persistent adult ASPD 
· parent psychopathology (e.g., employment, education and occupation, stress events, divorce/transitions, neighbourhood/school) can lead to ineffective parenting especially discipline and supervision which causes antisocial behaviour in children and deviant peers leading to early arrest and chronic delinquency and resulting in an antisocial lifestyle 
· in some cultures such as China, psychopaths may be much less likely to engage in aggressive, especially violent behaviour than they are in most Western cultures 
· individualistic societies are more likely to promote some of the behavioural characteristics that, carried to the extreme, result in psychopathy 
· estimates of the prevalence of ASPD are much lower in Taiwan, a relatively collectivist society, than in the United States (approximately 0.1-0.2% versus 1.5-5%) 
· most people with psychopathic and antisocial personalities believe they do not need treatment 
· some may participate in rehabilitation programs in penal institutions but are rarely changed by them
· intensive individual treatment programs (as many as four sessions a week for at least a year) led to as many as 60% of individuals showing significant improvement in psychopathic symptoms and decreases in recidivism 
· drugs such as lithium and carbamazepine have had some success in treating the aggressive/impulsive behaviour of violent and aggressive criminals 
· antidepressants from the SSRI category can sometimes reduce aggressive/impulsive behaviour and increase interpersonal skills 
· targets of cognitive-behavioural interventions include the following: 91) increasing self-control, self-critical thinking, and social perspective-taking, (2) increasing victim awareness, (3) teaching anger management, (4) changing antisocial attitudes, and (5) curing drug addiction 
· treatment must take place in a controlled situation where the individual cannot leave (such as an inpatient or prison setting)
· Beck’s cognitive treatment of antisocial disorder focuses on improving social and moral behaviour by examining self-serving dysfunctional beliefs that psychopaths tend to have
· cognitive-behavioural treatments are somewhat more effective in treating young offenders (teenagers) than older offenders 
· psychopathy is more difficult to treat than antisocial personality disorder 
· the criminal activities of many psychopathic and antisocial personalities declines after the age of 40 even without treatment (referred to as “burned-out psychopaths) but over 50% continue to arrested after age 40 and the egocentric, callous, and exploitative affective and interpersonal dimension persists 
· intelligence is a protective factor for some adolescents who are at risk for psychopathy or antisocial personality 
· many adolescents with conduct disorder never get involved in criminal behaviour because they are positively influenced by schooling and focus their energies on more socially accepted behaviours
· preventive interventions aimed at mother estimated to be at high risk for producing children who could be at risk include prenatal care (aimed at improving maternal nutrition, decreasing smoking and other substance use) and improving parental skills 
· for young children programs target the family environment by teaching effective parental disciple and supervision 
· the earlier the prevention and intervention are started, the greater the likelihood they might succeed 
· FAST Track intervention – an intensive program for kindergarten students which includes parent training and school interventions 
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Personality Gender Ratio
Disorder Characteristics Prevalence Estimate

Cluster A

Paranoid Suspiciousness and mistrust of others; tendency 0.5-2.5% males > females
to see self as blameless; on guard for perceived
attacks by others

Schizoid Impaired social relationships; inability and lack of males > females
desire to form attachments to others

Schizotypal Peculiar thought patterns; oddities of perception males > females
and speech that interfere with communication
and social interaction

Cluster B

Histrionic Self-dramatization; overconcern with attractiveness; males = females
tendency to irritability and temper outbursts if
attention seeking is frustrated

Narcissistic Grandiosity; preoccupation with receiving males > females
attention; self-promoting; lack of empathy

Antisocial Lack of moral or ethical development; inability males > females
to follow approved models of behaviour;
deceitfulness; shameless manipulation of others;
history of conduct problems as a child

Borderline Impulsiveness; inappropriate anger; drastic mood females > males
shifts; chronic feelings of boredom; attempts at (by 3:1)
self-mutilation or suicide

Cluster C

Avoidant Hypersensitivity to rejection or social derogation; 0.5-1% males = females

shyness; insecurity in social interaction and
initiating relationships
Dependent Difficulty in separating in relationships; discomfort 2-4% males = females
at being alone; subordination of needs in order to
keep others involved in a relationship; indecisiveness
Obsessive- Excessive concern with order, rules, and trivial 1% males > females
compulsive details; perfectionistic; lack of expressiveness (by 2:1)
and warmth; difficulty in relaxing and having fun




