AP Psychology Outline
Chapter 14: Psychological Disorders
Red – Definition

Blue – Important Points

Green – Important People & Contributions
1. Medical Model – Proposes to Think of Abnormal Behavior as a Disease. Abnormal behavior including mental illness, psychological disorder, and psychopathology.
a. Thomas Szasz = Medical Model Critic, “Minds can be ‘sick’ only in the sense that jokes are ‘sick’ or Economies are ‘sick’.”Abnormal behavior usually involves a deviation from social norms rather than an  illness. 
b. Diagnosis – Distinguishing 1 Illness from another.

c. Etiology – Apparent Causation and Developmental History of an Illness.

d. Prognosis – A Forecast about the Probable Course of an Illness.

e. Criteria of Abnormal Behavior = 
i. Deviance: People are often said to have a disorder because their behavior deviates from what their society considers acceptable. Transvestic fethism: is a sexual disorder in which a man achieves sexual arousal by dressing in womans clothing. This behavior is regarded as disordered because a man who wears a dress, brassiere, and nylons is deviating from one cultures norms.
ii. , Maladaptive Behavior: Everyday adaptive behavior is impaired. This is the key criterion in diagnosis of substance use. 

iii.  Personal Distress: 
f. Decisions upon if a Person is “Normal” or “Abnormal” is based off Social Norms of the Time.

g. Psychological Disorders Stereotypes = Psychological Disorders are Incurable, People with Psychological Disorders are often Violent and Dangerous, & People with Psychological Disorders Behave in Bizarre Ways and are Very Different from Normal People.
h. David Rosenhan = Did experiment where it is hard to Distinguish Normality from Abnormality in People.

i. Psycho-Diagnosis: Classification of Disorders

i. Diagnostic and Statistical Manual of Mental Disorders (DSM-1952) – Current Classification Editions of Mental Disorders. DSM-IV (1994)
ii. DSM-V released Dec 2012
iii. 5 Different Axis of DSM

1. Clinical Syndrome
a. Anxiety disorders
b. Somatoform disorders
c. Dissociative disorders
d. Mood disorders
e. Schizophrenic disorders
f. Disorders of childhood
g. Sleep disorders
h. Eating disorders
i. Diagnosis in infancy, childhood, adolescence

j. Sexual and gender identity disorders
2. Personality Disorder or Mental Retardation

3. General Medical Conditions

4. Psychosocial & Environmental Problems

5. Global Assessment of Functioning (GAF) Scale

j. Issues of DSM:

i. Comorbidity: The coexistence of two or more disorders. 

k. Prevalence of Psychological Disorders

i. Epidemiology – Study of Distribution of Mental or Physical Disorders in a Population.
ii. Prevalence – Percentage of a Population that Exhibits a Disorder During a Specified Time Period.

iii. Psychological disorders in 1/3 of the population.

iv. About 45% of Population has a Mental Disorder sometime During their Lives.

2. Anxiety Disorders

a. Anxiety Disorder – Class of Disorder marked by Feelings of Excessive Apprehension and Anxiety.

i. Generalized Anxiety Disorder – Marked by Chronic, High Level of Anxiety that is Not Tied to any Specific Threat. People with this disorder worry constantly about yesterday’s mistakes and tomorrows problems. In particular minor matters related to family, finances, work and personal illness.  Symptoms include : trembling, muscle tension, diarrhea, dizziness, faintness, and heart palpitations. 
ii. Phobic Disorder – Marked by Persistent and Irrational Fear of an Object or Situation that Presents No Realistic Danger. When their fears seriously interfere with their everyday behavior. Phobic reactions tend to be accompanied by physical symptoms anxiety such as trembling and palpitations. 
1. People can develop phobic responses to virtually anything, even to things  you take for granted such as driving. 

2. Acrophobia: Fear of heights
3. Claustrophibia: fear of small places

4. Brontophobia: fear of storms

iii. Panic Disorder – Characterized by Recurrent Attacks of Overwhelming Anxiety that Usually Occur Suddenly and Unexpectedly.

1. Agoraphobia – Fear of going out to Public Places.

iv. Obsessive-Compulsive Disorder (OCD) – Marked by Persistent, Uncontrollable Intrusions of Unwanted Thoughts (Obsessions) and Urges to Engage in Senseless Rituals (Compulsions).

v. Post-Traumatic Stress Disorder (PTSD) – Involves Enduring Psychological Disturbance Attributed to the Experience of a Major Traumatic Event.
1. The More Emotional One’s Reaction at the Time of the Stressful Event, the more Chance for PTSD.

2. Common Symptoms are Flashbacks, Nightmares, and Emotional Numbing.

vi. Biological Factors

a. Factors Twin studies suggest a moderate genetic predisposition to anxiety disorders.  They may be more likely in people who are especially sensitive to the physiological symptoms of anxiety.  Abnormalities in neurotransmitter activity at GABA synapses have been implicated in some types of anxiety disorders, and abnormalities in serotonin synapses have been implicated in panic and obsessive-compulsive disorders.

b. The concordance rate for anxiety disorders in identical twins is higher than that for fraternal twins, who share less genetic overlap. These results show that there is a genetic predisposition to anxiety disorders. 

c. Many anxiety responses, especially phobias, may be caused by classical conditioning and maintained by operant conditioning.  Parents who model anxiety may promote the development of these disorders through observational learning.

2. Concordance Rates – Percentage of Twin Pairs of Relatives who Exhibit the Same Disorder.

3. Moderate Chance of Genetic Pre-Disposition for Anxiety Disorders

4. GABA Neurotransmitters play a Key role in Anxiety Disorders.

vii. Conditioning & Learning

1. Anxiety Responses may be Acquired & Maintained through Conditioning. Example: a young child who is buried briefly in snow by a small avalanche and who now an adult is afraid of snow. According to Mowrer an originally neutral stimulus (the snow) may be paired with frightening event (the avalanche) so that it becomes a conditioned stimulus eliciting anxiety.
a. Once a fear is acquired through classical conditioning, the person may start avoiding the anxiety producing stimulus. The avoidance response is negatively reinforced because it is followed by a reduction in anxiety. This process involves operant conditioning. Thus, separate conditioning processes may create and then sustain specific anxiety Reponses.

b. Many phobias appear to be acquired through classical conditioning when a neutral stimulus is paired with an anxiety arousing stimulus. Once acquired, a phobia may be maintained through operant conditioning. Avoidance of the phobic stimulus reduces anxiety, resulting in negative reinforcement.

2. Conditioned Fears can be Created by Observational Learning.

3. High Stress often precipitates onset of Anxiety Disorders.

a. Cognitive theories hold that certain styles of thinking, over interpreting harmless situations as threatening, for example, make some people more vulnerable to anxiety disorders.  The personality trait of neuroticism has been linked to anxiety disorders, and stress appears to precipitate the onset of anxiety disorders.

b. Some people are more likely to suffer from problems with anxiety because they tend to
i.  a) Misinterpret harmless situations as threatening. 
ii. B) focus excessive attention on perceived threats 

iii. C) selectively recall information that seems threatening 

3. Somatoform Disorders

a. Somatoform Disorders – Physical Ailments that Cannot be Fully Explained by Organic Conditions and are Largely due to Psychological Factors.
b. Somatization Disorder – Marked by a History of Diverse Physical Complaints that Appear to be Psychological in Origin.

c. Conversion Disorder – Characterized by a Significant Loss of Physical Function (With no Apparent Organic Base), Usually in a Single Organ System.

d. Hypochondriasis (Hypochondria) – Characterized by Excessive Preoccupation with Health Concerns and Incessant Worry about Developing Physical Illness.

4. Dissaciotive Disorders

a. Dissociative Disorders – Class of Disorders in which People lose Contact with Portions of their Consciousness or Memory, Resulting in Disruptions in their Sense of Identity.
b. Dissociative Amnesia – Sudden Loss of Memory for Important Personal Information that is too Extensive to be due to Normal Forgetting.

c. Dissociative Fugue – People lose their Memory for their Entire Lives along with their Sense of Personal Identity.

d. Dissociative Identity Disorder (DID) – Involves the Co-Existence in 1 Person of 2 or More Largely Complete, and Usually Very Different, Personalities. (Multiple Personality Disorder). People with multiple personalities feel that they have more than one identity. Each personality his or hear own name, memories, traits, and physical mannerisms. 
i. Example: A shy, inhibited person might develop a flamboyant, extraverted alternate personality. 

ii. Usually Attributed to Excessive Stress.

iii. Some skeptical theorists, such as Carleton University Nicholoas Spanos believe that people with multiple personalities are engaging in intentional role-playing to use mental illness as face-saving excuse for their personal failings. Small minority of therapists help create multiple personalities in their patients by subtly encouraging that emergence of alternate personalities. 

5. Mood Disorders

a. Mood Disorders – Marked by Emotional Disturbances of Varied Kinds that may Spill over to Disrupt Physical, Perceptual, Social, and Thought Processes. There are two basic types of mood disorders
i. Mood Disorders are Episodic, or Come & Go.

ii. Uni-Polar Disorder – Experience Emotional Extremes at 1 End of Mood Spectrum as they are troubled only by depression.
iii. Bi-Polar Disorder – Experience Emotional Extremes at Both Ends of Mood Spectrum  such as going through both depression and mania (excitement and elation).
b. Major Depressive Disorder – People Show Persistent Feelings of Sadness and Despair and a Loss of Interest in Previous Sources of Pleasure.

i. Anhedonia: a diminished ability to experience pleasure. Depressed people lack the energy of motivation to tackle the tasks of living, to the point where they often have trouble getting out of bed. 

1. Substantial majority of cases emerge before the age of 40. Depression occurs in children as well as adolescents and adults. The vast majority (75-95%) of people who suffer from depression experience more than one episode over the course of their lifetime, the average number of depressive episodes to five to six. The average length of these episodes is six months. 

ii. Dysthymic Disorder – Consists of Chronic Depression that is Insufficient in Severity to Justify Diagnosis of a Major Depressive Episode.

1. Up to 10% of Canadians will experience major depressive episode sometime in their lives, with about 1% suffering from bipolar disorder.
2. Researchers suggest depression is about twice as high in woman as it is in men.

c. Bi-Polar Disorder (Maniac Depressive Disorder) – Characterized by the Experience of 1 or More Manic Episodes as Well as Periods of Depression.

i. The symptoms seen in maniac periods generally are the opposite of those seen in depression. In a maniac episode, a persons mood becomes elevated to the point of euphoria. 
ii. Affects 1% of the North American population. Equal in males and females.Maniac episodes typically last about four months. Episodes of depression tend to run somewhat longer and most bipolar patients end up spending more time in depressed states than maniac states. 

iii. Cyclothymic Disorder – When they Exhibit Chronic but Relatively Mild Symptoms of Bi-Polar Disturbance.

d. Diversity in Mood Disorders

i. Seasonal affective disorder (SAD): A type of depression that follows a seasonal pattern, and Postpartum depression, a type of depression that sometimes occurs after childbirth.

ii. The symptoms of postpartum depression, which can include both depression and mania, occur at a time of life when most women expect to be happiest and  most excited- after their children are born. Estimates suggests that it occurs in about 10-20% of women who have given birth.

iii. Suicide: 

1. Women attempt suicide three times more often than  men.. But men are more likely to actually kill themselves in an attempt, so they complete four times as many suicides as women. In 2002, there were 799 suicides by women and 2849 by men. 

2. 90% of the people who complete suicide suffer from type of psychological disorder, although in some cases this disorder may not be readily apparent beforehand. 

iv. Estiology of Mood Disorders:

1. Genetic Vulnerability: Twin studies suggest that genetic factors are involved in mood disorders. Concordance rates average around 65% for identical twins but only 14% for fraternal twins, who share less genetic similarity. Thus, evidence suggests that heredity can create predisposition to mood disorders. The influence of genetic factors appears to be stronger for bipolar disorders than unipolar disorders.  

2. Biological and Neurochemical Factors: Correlations have been found between mood disorders and abnormal levels of two neurotransmitters in the brain: Norepinephrine and serotonin, although other Neurotransmitter disturbances may also contribute.

a. A variety of drug therapies are fairly effective in the treatment of severe mood disorders. Most of these drugs are known to affect the availability of the neurotransmitters that have been related to mood disorders.  
3. Hormonal Factors: Hypothalamic-pituitary- adrenocortical (HPA); over activity along the HPA axis in response to stress may often play a role in the development of depression. Consistent with this hypothesis, depressed patients tend to show elevated levels of cortisol, a key stress hormone produced by HPA activity. 

4. Dispositional Factors: high standards have been a characteristic long associated with depression. Three aspects to perfectionism:

a. 1) Self oriented perfectionism: tendency to set high standards for onself.

b. 2) Other-oriented perfectionism: refers to setting high standards of others. 
c. 3) Socially prescribed perfectionism: which is tendency to perceive that others are setting high standards of oneself.

i. Flett have found links between perfectionism and eating disorders, symptoms of depression and problematic interpersonal relationships and other health problems including postpartum depression
ii. Two personality based models of depression, those proposed by Aaron Beck and  Sidney Blatt suggest that specific personality variables serve as vulnerability factors of depression. 

1. Two personality styles, sociotropy and autonomy, are related to depression. Sociotropic individuals are especially invested in interpersonal relationships; they are over concerned with avoiding interpersonal problems and emphasize pleasing others. Autonomous individuals, are primarily oriented toward their own independence and achievement. 

5. Cognitive Factors: Aaron beck suggested depressed indivduals are characterized by negative cognitive triad, which reflects their tendency to have negative views of themselves, their world, and their future. Dysfunctional schemas underlie many of their symptoms associated with depression. 
a. Martin Selgman suggested learned helplessness model of depression and it’s most recent descendent, hopelessness theory. Depression is caused by learned helplessness of giving up behavior produced by exposure to unavoidable aversive events.  

b. People who exhibit a pessimistic explanatory style are especially vulnerable to depression. These people tend to attribute their setbacks to their personal flaws instead of situational factors, and they tend to draw global. Far reaching conclusions about their personal inadequacies based on these setbacks. 

c. According to helplessness theory which builds on these insights, pessimistic factors- along with high stress, low self-esteem, and so forth that may contribute to hopelessness and this depression. 

d. Susan Nolen Hoeksema has highlighted the importance of rumination and has found that depressed people who ruminate about their depression remain depressed longer than those who try to distract themselves. People who respond to depression with rumination  repetitively focus their attention on their depressing feelings. They think constantly about how sad, lethargic, and unmotivated they are. 
e. Interpersonal Roots: Depression-prone people lack social finesse needed  to acquire many important kinds of  reinforcers, such as good friends, top jobs, and desirable spouses. Ian has found associations between poor social skills and depression. 

i. Another interpersonal factor is that depressed people tend to be depressing. Individuals suffering from depression often are irritable and pessimistic. They complain a lot and aren’t particularly enjoyable companions. 
f. Mood disorders are a class of disorders marked by emotional disturbances of varied kinds that may spill over to physical, perceptual, social, and thought processes.
g. Major depressive disorder is marked by profound sadness, slowed thought processes, low self-esteem, and loss of interest in previous sources of pleasure.  Major depression is also called unipolar depression. Research suggests that the lifetime prevalence rate of unipolar depression is between 7 and 18%.  Evidence suggests that the prevalence of depression is increasing, particularly in more recent age cohorts, and that it is 2X as high in women as in men.  
h. Dysthymic disorder consists of chronic depression that is insufficient in severity to justify diagnosis of major depression.
i. Bipolar disorder (formerly known as manic-depressive disorder) is characterized by the experience of one or more manic episodes usually accompanied by periods of depression.  In a manic episode, a person’s mood becomes elevated to the point of euphoria.
j. Bipolar disorder affects a little over 1%-2% of the population and is equally as common in males and females.
k. People are given the diagnosis of cyclothymic disorder when they exhibit chronic but relatively mild symptoms of bipolar disturbance.  
l. Evidence suggests genetic vulnerability to mood disorders.  These disorders are accompanied by changes in neurochemical activity in the brain, particularly at norepinephrine and serotonin synapses.
m. Cognitive models suggest that negative thinking contributes to depression.  Learned helplessness and a pessimistic explanatory style have been proposed by Martin Seligman as predisposing individuals to depression. Hopelessness theory, the most recent descendant of the learned helplessness model of depression, proposes a sense of hopelessness as the “final pathway” leading to depression…not just explanatory style, but also high stress, low self-esteem, and other factors combine in the development of depression. Current research also implicates ruminating over one’s problems as important in the maintenance of depression, extending and amplifying individuals’ episodes of depression.
n. Interpersonal inadequacies and poor social skills may lead to a paucity of life’s reinforcers and frequent rejection. Stress has also been implicated in the development of depressive disorders.
e. Heredity can Create a Pre-Disposition to Mood Disorders
f. Neuro-Chemical Factors

i. Norepinephrine & Serotonin Levels affect Mood Disorders.

ii. Low Levels of Serotonin is Common in Depression.

g. Susan Nolen-Hoeksema = Cognitive Model = Negative Thinking is what leads to Depression in Many People.
h. Behavioral Model = Inadequate Social Skills with others Cause Depression.

6. Schizophrenic Disorders

a. Schizophrenic Disorders – Class of Disorders Marked by Delusions, Hallucinations, Disorganized Speech, and Deterioration of Adaptive Behavior.

i. 1% of Population has Schizophrenia

b. Delusions – False Beliefs that are Maintained even though they Clearly are out of Touch with Reality.

c. Hallucinations – Sensory Perceptions that Occur in the Absence of a Real, External Stimulus or are Gross Distortions of Perceptual Input.

d. Subtypes, Course, Outcome
i. Paranoid Schizophrenia – Dominated by Delusions of Persecution, along with Delusions of Grandeur. People come to believe that  they have many enemies who want to harass and oppress them. 
ii. Catatonic Schizophrenia – Marked by Striking Motor Disturbances, Ranging from Muscular Rigidity, to Random Motor Activity. They may remain virtually motionless and seem oblivious to the environment around them for long periods of time. Others go into a state of cataonic excitement. They become hyperactive and incoherent. Some alternate between these dramatic extremes. Catatonic stupor: some patients go into extreme withdrawal .
iii. Disorganized Schizophrenia – Particularly Severe Deterioration of Adaptive Behavior is Seen. Include emotional indifference, frequent inchorence, and virtually complete social withdrawal. Aimless babbling and giggling are common. 
iv. Undifferentiated Schizophrenia – Schizophrenia that cant be easily Categorized into 1 Category .

e. Negative v. Positive Symptoms

i. Nancy Andreasen divided the disorder in two categories, based on pre dominance of negative versus positive symptoms. 
ii. Negative Symptoms – Behavioral Deficits, Flattened Emotions, Social Withdrawal, Apathy, Impaired Attention, and Poverty of Speech.

iii. Positive Symptoms – Behavioral Excesses or Peculiarities, such as Hallucinations, Delusions, Bizarre Behavior, and Wild Flights of Ideas
1. 75% manifesting by age of 30
2. 2-% individuals will enjoy a full recovery.

f. Schizophrenia usually Emerges during Adolescence or Early Adulthood.

g. Etiology of Schizophrenia

i. Heredity plays a Role in Development of Schizophrenic Disorders. In twin studies, concordance rate averages around 48% for identical twins, in comparison about 17% for fraternal twins.  Studies also show that a child born in two schizphernic parents has about 46% probability of developing the disorder. As compared to the general population of 1%.
ii. Neurochemical factors:
1. Dopamine Hypothesis – Excess Dopamine Activity in Nuero-Chemical causes Schizophrenia.

iii. Abnormalities in the Brain Could Cause or be Caused by Schizophrenia.

1. Such as Enlarged Brain Ventricles, or Smaller Pre-Frontal Cortex.

a. Enlarged ventricles are assumed to reflect the degeneration of nearby brain tissue. 
iv. NeuroDevelopmental Hypothesis – Schizophrenia is caused by, in part, by Various Disruptions in the Normal Maturation Processes of the Brain Before or at Birth. Insults to the brain during birth can cause subtle neurological damage that elevates individuals vulnerability to schizophrenia years in later in adoloscents
v. High Expressed Emotion causes people cured of Schizophrenia to Relapse into it Easier.

vi. Research has linked schizophrenia to a genetic vulnerability and changes in neurotransmitter activity at dopamine, and perhaps serotonin, receptors. Structural abnormalities in the brain, such as enlarged ventricles, are associated with schizophrenia, as are metabolic abnormalities in the prefrontal and temporal lobes. Researchers theorize that positive symptoms are related to prefrontal abnormalities and negative symptoms to temporal abnormalities. The question remains to be answered re: whether these abnormalities are cause or consequence of schizophrenia.
vii. The neurodevelopmental hypothesis of schizophrenia asserts that it is attributable to disruptions in maturational processes of the brain before or at the time of birth that are caused by prenatal viral infections or malnutrition, obstetrical complications, and other brain insults.
viii. Studies of expressed emotion, or the degree to which a relative of a person with schizophrenia displays highly critical or emotionally overinvolved attitudes toward the patient, suggest that expressed emotion is a good predictor of the course of schizophrenic illness, negatively impacting prognosis.
ix. Precipitating stress and unhealthy family dynamics have also been shown to be related to schizophrenia.
7. Personality Disorders

a. Personality Disorders – Class of Disorders Marked by Extreme, Inflexible Personality Traits that Cause Subjective Distress or Impaired Social and Occupational Functioning.
i. Usually Emerge in Late Childhood or Adolescence.

b. 3 Types of Personality Disorders

i. Anxious/Fearful

1. Avoirdant 

2. Dependent 

3. Obsessive-compulsive 

ii. Odd/Eccentric

1. Schizoid 

2. Schizotapal

3. Paranoid Personaility

iii. Dramatic/Impulsive

1. Histrionic

2. Narcissistic

3. Borderline
4. Antisocial

c. AntiSocial Personality Disorder – Marked by Impulsive, Callous, Manipulative, Aggressive, and Irresponsible Behavior that Reflects a Failure to Accept Social Norms.

d. Autism: developmental disorder characterized by social and emotional deficits, along with repetitive and stereotypic behaviors, interests, and activities. 

i. Echolia: in which they mimic what they have heard from others and repeat back sentences others just have communicated to them. 

8. Psychological Disorders & Law

a. Insanity – Legal Status Indicating that a Person Cannot be Held Responsible for His or Her Actions because of Mental Illness.

b. Involuntary Commitment – People are Hospitalized in Psychiatric Facilities against their Will.
9. Culture & Pathology

a. Social “Norms” Differentiate in Cultures, so “Abnormal Behavior” Differentiates too.

b. Culture-Bound Disorders – Abnormal Syndromes Found only in a Few Cultural Groups.

