Theoretical Perspectives on Abnormal Behaviour

The General Nature of Theories 

-Two main streams of thought since the 20th century: one focusing on biological aspects, the other focusing on the environment (i.e. Nature/nurture) 

-trend in modern psych: Biological approaches tend to dismiss influence of experiences vs. Psychological approaches that emphasize environmental factors 

-Biological/psychodynamic view dysfunction as product of forces beyond individual control vs. Humanistic/existential which see it as a product of the individuals actions 

-A theory is useful not so much because it is true, but because it generates research that leads to an increase in knowledge – theories of past should not be based on how well they match information today, but rather how much new information they were able to generate 

Levels of Theories

Single-factor explanations: one single causal factor (e.g. Genetic defect or a single traumatic experience)...rare – much more complex 


-These explanations often reflect the lack of comprehensive knowledge of a certain disorder – 
as more research is done disorders often become more complex 


-Note: these theories are often just a reflection of the primary focus of the researcher – not that 
they actually think there is only one cause 
Interactionist explanations: behaviour is the product of a variety of factors (generally make more satisfactory theories) 

-A favourable scientific theory: 


-Integrates most of what is currently known in the simplest way possible (parsimony)


-Makes testable predictions about aspects of phenomena that were not previously thought of


-Make it possible to specify what evidence would deny the theory 

Testing Theories: The Null Hypothesis 

-Theories replaced not because evidence against them but because another theory does a better job of integrating knowledge, generating novel predictions AND is open to disproof 
Null Hypothesis: proposes that the prediction made from the theory is false


-Just because you have strong results does not mean it is the only single cause 


-If you have strong results it means that you can reject the null hypothesis (i.e. There is no 
observable difference between the variables you are measuring)



-This will at least eliminate some possible alternative theories and narrow the focus of 


research 

The Search for Causes
-General aim of mental disorder theories: 

1. explain the etiology (causes/origins)

2. Identify the factors that maintain the behaviour 

3. Predict the course of the disorder 

4. Design effective treatments 

-Note: factors involved in etiology may not be relevant to maintenance (i.e. The factors that caused determine the course of a disorder may have more to do with the lifestyle of the sufferer rather than the factors that caused the disorder) 


-May have a predisposition for the disorder, however it can be environmental/other factors that 
maintain it – or even cause it to develop in the first place 



-E.g. Phenylketonuria (PKU) is an inborn metabolic defect – unable to metabolize 


phenylalanine and is a recessive autosomal trait – eventually leads to decrease in various 

neurotransmitters causing severe mental retardation, microencephalopathy, seizures




-however, if early detection occurs and diet is changed – can life normal life 



(shows influence of environmental factors in development of disorders)



-E.g. Baxter (1992): OCD patient brain imaging revealed defective brain circuit – after 


treatment of strictly psychotherapy the abnormality disappeared (environmental factors 


can also influence biological)
Role of the Central Nervous System

-active interconnections throughout the brain indicate that no on area exclusively performs any one function – better to think of brain activity related to particular functions or actions not as located in a single area of the brain but as concentrated in one or more areas 

-Hindbrain: functioning of the autonomic nervous system (digestion, cardiovascular, breathing)

-Midbrain: centre of reticular activating system (sleep-wake centre), attentional processes 

-Forebrain: thought, speech, perception, memory, learning and planning 

-Dementia, Parkinson's, Alzheimer's linked to loss or ineffective functioning of brain cells 

-Neurotransmitters: chemical substances that carry messages from one neuron to the next – neurons not directly connected – have to pass through the synapse/synaptic cleft – which then passes message to dendrites of the next cell, and so on. 


-Different neurotransmitters seem to be concentrated in different areas of the brain – therefore 
leading to the conclusion that certain ones are involved with certain behaviour 


-Exploratory behaviours – dopamine, inhibiting behaviours – serotonin 

-Certain neurons seem to be more sensitive to certain types of neurotransmitters – these neurons seem to cluster together – forming brain circuits

-When in synapse neurotransmitters may activate or inhibit an impulse – however within synapse there are substances that deactivate neurotransmitters so some will be destroyed before it can act 


-Also many that are drawn back into primary axon due to reuptake  

-Abnormal behaviour can result from disturbances in neurotransmitter systems by: 

1. too much or too little of neurotransmitter produced/released in synapse

2. May be too few or too many receptors or dendrites 

3. An excess or deficit in amount of transmitter-deactivating substance in synapse (resulting in excess amounts) 

4. Reuptake process may be too rapid or too slow 

-Schizophrenia: theorized to be overactive dopamine system – weakened ability to mediate importance we attach to environmental stimuli – everything becomes relevant, becoming overwhelming 


-Functioning much more complex than this – more likely that this type of disfunction would 
cause general disturbances (rather than very specific ones) and it is various interactions with 



other systems/subtypes that lead to specific behaviour (diathesis stress)



-E.g. 14 distinct subtypes of serotonin and 5 different dopamine receptors  

-Neurotransmitter activity affects behaviour, but behaviour also affects neurotransmitter activity 


-Schizophrenia symptoms relieved by decreasing activity in dopaminergic system – taken as 
evidence that schiz. Is caused by excessive dopamine...may be false inference 


-E.g. Brain plasticity = capacity of the brain to reorganize its circuitry – can be influenced by a 
variety of factors (e.g. Diet, aging, stress, disease)  

The Role of the Peripheral Nervous System
= Somatic nervous system (muscles) + autonomic nervous system (two parts: sympathetic & parasympathetic) 


-Two parts of ANS cooperate to produce homeostatic activity – in times of stress work separate


-In stress sympathetic readies for action (fight or flight – pupils widen, breathing, heart rate) – 
parasympathetic shuts down digestive processes to not waste energy

-Likely that the response level in this system is different between individuals 


-Hans Selye: stress physiology = individuals differ in both strength & duration of response to 
threat – links to probability of developing psychophysiological disorders  



-E.g. overactive ANS may increase readiness to acquire phobias/other anxiety disorders



-E.g. Decreased parasympathetic regulation of breathing/heart rate shown in GAD + 


chronic muscle tension 




-Autonomic and somatic inflexibility may be important factors in GAD 

Role of Endocrine System
-Interaction with CNS create feedback loop maintaining levels of hormones in bloodstream 


-E.g. In response to feedback indicating sex hormones are low – CNS activates hypothalamus, 
then secreting releasing hormones that activate pituitary. When levels are adequate 
hypothalamus and pituitary will cease releasing – hormones released will activate sex organs  


-Pituitary = “master gland” 

-Cretinism: dwarf like appearance + mental retardation – defective thyroid gland 

-Hypoglycemia: pancreas producing unbalanced levels of insulin or glycogen, mimics anxiety symptoms 

-Hypothalamic-pituitary-adrenal (HPA) axis: communication b/w hypothalamus, pituitary, adrenal cortex – resulting in release of cortisol 


-Cortisol released by adrenal cortex in response to variety of stressors, facilitates response to 
short-term threat (e.g. Increases intracellular glucocorticoid receptors leading to anti-
inflammatory effects) 



-When chronically activated symptoms such as depression/anxeity/hypertension/heart 


disease common

Genetics and Behaviour: 

Behavioural genetics: offer insight into biological bases of abnormal functioning – but genes confer a liability not a certainty 
Genotype environment interaction: genes may influence behaviours that contribute to environmental stressors which increase risk of psychopathology (reciprocal relationship)


-E.g. Caspi study: connection between stressful life evens (SLE's) and genetics – relationship 
between SLE's and depression more common in participants w/ short variant of negative 
emotionality gene (5HTTLPR)



-NOTE: simply having this gene variant did not guarantee depression – rather only 


appeared in combination with SLE's – therefore combination of genetics and 



environment 

-Behavioural genetic studies = family, twin, adoption studies 


-When problem is characterized in two people – said to be concordance...degree of concordance 
thought to reveal influence of genetics – however, with many families there is also a shared 
environment, therefore could also reveal environmental influence 
Genetic linkage studies: examine families that have high incidence of particular psychiatric disorder – specifically searching for common genetic markers (e.g. Colour blindness, other medical disorders)
Molecular biology: mapping human genome, pinpointing defective genes that cause disorders – often defects that interact with environmental factors to produce disorder 

Psychodynamic Theories
-Freud founder of psychodynamics blah blah blah 

-Biological theorists person has little control over actions, psychodynamic see controls residing in personal experience 

-Freud's patient Anna O: repressed memories of traumatic past – expressed feelings during hypnosis 


-Lead to conclusion that traumatic experiences become repressed because they are too 
distressing for conscious to deal with 


-Identifying unconscious memories and discharging emotional responses during hypnosis = 
catharsis 
Levels of consciousness:  conscious (info we are currently aware of), preconscious (info not presently in our awareness but readily accessible), unconscious (majority of memories/drives that can only be raised with great difficulty)  - all biological drives reside in conscious  
Structures of personality: id (present at birth, biological/instinctual drives, pleasure principle), ego (develop after first year, curbs desires of id, drives of avoidance of pain or discomfort, maximize unpunished pleasure – reality principle), superego (older children, internalization of moral standards of society, monitors ego, moral principle) 


-ego tries to satisfy id whole not offending principles of superego 
Psychosexual stages of development: sexual drives = most important determinants of behaviour, eros or libido energy was the major life instinct and its expression was focused on different body parts = erogenous zones (each zone was focused on different developmental stage – failure to move into next stage would result in a fixation at a particular stage) 

-Oral (birth – 18m), Anal (18m-3yr), Phallic (3-6yr), Latency (6-12yr), genital (12-death)

-In Phallic stage of development:


- boys develop sexual desire for mother see father as competitor = oedipal 
complex...resulting in castration anxiety)


-Girls thought to desire father, because they envy his penis = Electra complex 

Defence mechanisms: used by ego to allow expression of libidinal desires in distorted or symbolic form, id constantly trying to break through defences 


-weaker the ego (less resolved psychosexual stages) = greater exhaustion of psychic energy


-Exhaustion leads to breakdown of psychological functioning 


-By interpreting symbolic nature of symptoms, psychoanalyst could identify psychosexual stage 
the are stuck in thus, revealing origin of problem 


-Patients acceptance of origin of problem = insight (ultimately leading to alleviation of prob.)

Behavioural Theories 

Classical conditioning = basis for learning i.e. Transfer of a response (the UCR or its practical replication, the CR) from one stimulus (UCS) to another (CS) – stimulus-stimulus learning
-John Watson applied to phobias 

-E.g. Little Albert: shown white rat and displayed no fear 


-Paired rat (CS) with very loud noises (UCS) which upset Albert soon, albert would be upset by 
the mere presentation of the rat (without the noise)
-Note: extinction of these fears often occurs rapidly (however, people with phobias will continue to be fearful of the stimulus even without presentation of any harmful consequence...why do they persist unlike other classically conditioned behaviours)  


-In response to this problem two – factor theory was developed -Two types of learning in 
acquisition maintenance of phobias: 



1. classical conditioning established aversive response to CS



2. avoidance of CS in order to prevent feeling afraid – avoiding CS prevents extinction 


from occurring
Operant conditioning: B. F. Skinner, all actions are followed by consequences – some consequences encourage  repetition (reinforcement) or reduction (punishment) of certain behaviours 


-Consequences that offer pleasant rewards following behaviour, leading to increase in that 
behaviour = positive reinforcement 


-Behaviours resulting reduction of distress, leading to increase in that behaviour  = negative 
reinforcement 


-Behaviours resulting in unpleasant experiences leading to reduction = positive punishment 


-Consequences that involve the removal of something desirable leading to reduction of 
behaviour = negative punishment  

-Operant conditioning component of two factor theory explains how phobias are maintained past their original conditioning 

Social Learning Theory

-Many learned behaviours occur in a social context – thus acquired vicariously/observation of others rather than personal experience (e.g. Learn to be aggressive by watching others be rewarded for aggressive behaviour) 


-Extended to include observation from books, movies, television 

-Noted that individual characteristics (expectations, abilities, appraisals, etc.) influence different responses to stimuli 


-E.g. Loss of a job doesn't always trigger depression – rather the appraisal of situation 

contributes to the feelings and responses to the situation (e.g. See it as an opportunity to try 
something new, rather than feeling hopeless) 
Cognitive-behavioural theory: (Bandura) both thinking ad behaviour are learned, and therefore can be changed


-These cognitions arise out of experience, and patterns are maintained by consequences in the 
same way overt behaviour is maintained


Two key concepts of CBT: -self control (learning to regulate own behaviour, play active role)


-self-efficacy: set of beliefs people have about their capabilities to exercise control over events 
that effect their lives (on going monitoring of behaviour results in ongoing changes in perceived 
self efficacy: success increases self-efficacy failure decreases)

Cognitive Theories
-Different clinically oriented cognitive theories, share three principles: 1) thinking affects emotion and behaviour 2) thoughts can be monitored and changed 3) altering one's thoughts, one will experience desired behavioural and emotional change 
Rational-Emotive Behaviour Therapy: (Ellis) When humans faced with unfavourable circumstances they make themselves feel frustrated, disappointed, self-defeating, etc. 


-ABC model of human disturbance: C) consequences of life events (e.g. Negative affect) are 
not contingent upon the activating event (A), but mediated by one's beliefs (B) about these 
experiences


-Certain beliefs are considered maladaptive because the are in absolutist terms (e.g. I MUST be 
loved and approved at ALL times, things MUST always go right, etc.)
Cognitive Theory and Therapy: emotions and behaviours heavily influenced by individual perceptions/appraisals of the events 


-3 main levels of cognition emphasized: 1) schemas (internal representation of stored 
information – used to organize new info); 2) information processing and intermediate beliefs 
(including dysfunctional rules, assumptions and attitudes); 3) automatic thoughts 


-Maladaptive self-schema occurs during childhood but doesn't activate until negative life events



-E.g. Someone vulnerable to depression may fundamentally believe they are worthless 


but the belief may not affect them until they experience rejection 




-Once the belief is active in mind they may start to selectively attend to and recall 


info that is only consistent with this negative view of self 
Content-specificity: different beliefs related to different kinds of abnormal behaviour 


-e.g. Depressed individuals theorized to have negative automatic thoughts focusing on personal 
loss, deprivation and failure 


-Anxiety related to thoughts about world being dangerous, uncertain future, self inadequacy 


-Paranoia associated w/ cognitions that people cant be trusted, others are abusive deceitful 


-Excessive dependancy – view self as weak, helpless, incompetent 
Information processing biases/intermediate beliefs: selective attention or enhanced memory for info that is schema-consistent 


-E.g. People with high levels of anxiety have been shown to pay more attention to threatening 
stimuli, to negatively interpret ambiguous stimuli, enhanced memory for fearful stimuli 


-Also seen in “if-then” statements or “all-or-nothing” thinking (e.g. “A” student receives a 
lower than expected grade – therefore they see themselves as a complete failure)
Automatic thoughts: frequent thoughts that pop into minds that are not accompanied by conscious appraisal (e.g. Learning to drive a car) – people who experience psychopathology have greater number of negative/threat related automatic thoughts 



-Stem directly from core beliefs/schemas in interaction w/ environment (e.g. Walk by a 
coworker without them saying hi – may automatically think “they don't like me” - stemming 
from belief of being unlovable/undesirable) 

-Cognitive therapy aims to shift from unhealthy appraisals to more realistic/adaptive ones – highly collaborative and involves designing specific learning experiences 

Humanistic Views 

-(Carl Rogers/Abraham Maslow) 

-Emphasize dignity and potential of humans, improving oneself 
Person-centred theory considers person to be of central importance in understanding behaviour 

-Self-fulfillment achieved by accepting oneself, being honest in all interactions, trusting experience, relying on oneself for evaluations – honesty will help to realize potential 

-Abnormal behaviour results from distorted view of self – arises in inability to trust experienced
-Distressing life events distort perception of all subsequent experience  

-Essentially believe that all people good – nasty or dysfunctional behaviour is due to experiences that have diverted from path of self-actualization  

-Maslow's hierarchy of needs: Physiological needs, safety needs, belongingness needs, esteem needs, self-actualization needs 


-Unless one level needs are met or unsatisfactorily met, the personal will not be able to move up 
toward self-actualization 


-Dysfunctional behaviour results from failure to attain self-esteem necessary to achieve self-
actualization

-Summary: dysfunctional behaviour is from people's view of themselves and experiences, can be helped to change their perspective and thereby overcome problems 

Existential Views

-(Rollo May, Viktor Frankl)Awareness of his/her own existence as critical feature of human functioning – realization that we could cease to exist 

-Death and loss of direction/meaning in our lives are threatening 

-Stress responsibility for our choices, and for our actions – free to make choices must take responsibility for them 

-Possibility of non existence + responsibility for actions makes us anxious = angst 
- “Courage to be” = effort to seek meaning in our lives – alternatively, we give up and become full of despair

-Treatment directed at confronting clients with their responsibilities and assisting them in finding meaning in their lives 

Labelling Theory

-some important aspects of psychopathology result from expectations instilled when an expert labels a person with having a particular disorder 


-Results in people treating them differently 

-E.g. (Rosenhan experiment) 8 normal people complain to doctors about hearing voices – became admitted to hospital – their normal behaviour was considered pathological  


-label of being psychiatrically ill allowed staff to treat patients as objects rather than human 
beings 

Social Support

-support by others is sig. Factor in preventing, reducing intensity of psychological problems – in absence can lead to a causal chain leading to dysfunction 


-E.g. When children have relationship outside of family who they trust, they are protected from 
otherwise upsetting/violent household



-E.g. Not all people who experience traumatic experiences develop PTSD – support 


from friends and family can reduce probability of development 


-E.g. Adolescents high risk because parents display affective or personality disorder, less likely 
to develop symptoms themselves if have a greater perceived social support 

Gender

-Traditional female role emphasizing dependancy, lack of assertiveness/submissiveness thought by some to account for higher depression rates in women

-Different prevalence rates between men and women – perhaps gender-specific socialization processes could account 

-E.g. Anorexia nervosa – seen predominantly among young women 

-Certain personality disorders appear to reflect exaggerated features of either female or male sterotyped behaviours 


-E.g. Dependent personality disorder characterized by dependency and submissiveness vs. 
Antisocial personality disorder involving aggressiveness and self-interest (very few men 
diagnosed with dependent and few women considered antisocial)



-Seen as evidence that these individuals are displaying exaggerated features of their 


gender roles 

Race and Poverty

-Prejudices, lack of opportunities create stress in lives of minorities – same way that poverty affects individuals 

-When both ethnicity and poverty are seen together we can expect possible psychological and social problems 

-Severe psychological problems three times higher among lowest income groups 


-Poverty can produce a lot of stress, also perhaps dysfunctional people gravitate to the lower end of socio-economic spectrum 



-Or professionals from privileged classes more likely to apply denigrating diagnoses to 


patients from lower classes – while more acceptable diagnosis for higher classes 

Systems Theory

-The whole is more than the sum of its parts (vs. Reductionism that says the whole is the sum of its parts)

-Causation is the combined effect of multiple factors that are likely to be bidirectional 


-E.g. Persistent misbehaviour can influence behaviour such that parents' actions worsen child's 
behaviours (vicious circle) 

-Suggests that causation is result of multiple factors, is a bidirectional process, also points out that the same end result can arise from many possible causes (multifinality)

Diathesis-Stress Perspective

-Predisposition to develop a disorder interacting with the experience of stress = mental disorders 


-Either the predisposition or the stress may be more important depending on the disorder or the 
particular person 

-Cannot be categorized as either psychological or biological (a diathesis may be biological or psychological, as may be the stressor)


-E.g. Biological diathesis could be role of genetics in schizophrenia, mood disorders, 
alcoholism


-E.g. Psychological diathesis could be temperament, childhood abuse, inappropriate parenting, 
cultural pressures 

-series of unpredictable and unpleasant events may produce a sense of resignation that predisposes a person to depression - note that a predisposition will not produce disorder without trigger of some stress – weather biological (physical illness), psychological (breakup), social (perceived pressure from boss)

-Encourages us to look at a range of possible influences rather than fixing on a single factor 

Biopsychosocial Model

-Disorders cannot be understood as resulting from the influence of one factor, be it biological, psychological, or social 

-Each factor must be taken into account (with differing emphases depending on disorder or individual) 

-Research (Polmin & Neiderhiser): integrated findings to strongly suggest genetics and environment interact to determine human behaviour 

-Integration of existing models requires interdisciplinary research and general openness relating to concepts from diverse theoretical perspectives 
