FINAL EXAM NOTES

Chapter 13 – Paraphilias and Gender Identity Disorders 
Paraphilias
1. Fetishism: reliance on inanimate objects or on a body part of sexual gratification
· Partialism: obsession with a single body part 
2. Transvestism: sexual gratification through dressing in the clothes of the opposite sex
3. Exhibitionism: sexual gratification through display of one’s genitals to an involuntary observer
4. Voyeurism: sexual gratification through secret observation of other people’s sexual activities or sexual anatomy
5. Sadism: sexual gratification through infliction of pain and humilitation on others
6. Masochism: sexual gratification through pain and humiliation inflicted on oneself
7. Frotteurism: sexual gratification through touching and rubbing against a non-consenting person
8. Pedophilia: sexual gratification on the part of an adult, through sexual contact with prepubescent children 
· Situational molesters: most of the time prefer adult partners, child molesting is impulsive or due to stress
· Preference molesters: prefer children as sexual partners 
Theories
Psychodynamic Perspective
· Oedipal fixation: continuation into adulthood of the diffuse sexual preoccupations of the child 
· Inability to disentangle and control id impulses
· Group and individual therapy: uncovering the conflict and working through it (ineffective for sex offenders) 
Behavioral Perspective
· Conditionning: early conditioning paired sexual experiences with unconventional stimuli 
· Unlearning deviant patterns: 
Gender Identity Disorder
· Characterized by a central dilemma, that of having a gender identity opposite to one’s biological gender
· Gender dysphoria: unhappiness with one’s own gender
· Desire to change to the other gender
· Transexual: people seeking to change their gender by means of hormones or surgery 



· Patterns
· Homosexual male-to-female transsexuals
· Girlish from childhood
· Attracted to men as sex partners
· Don’t find cross dressing sexually exciting 
· Want men to want them as a woman 
· Homosexual female-to-male transsexuals
· Boyish in childhood 
· Attracted to women
· No sexual excitement in cross dressing
· Want to be loved as a man
· Heterosexual male-to-female transsexuals
· Don’t show feminine behavior as children
· Sexually attracted to women
· Aroused by tranvestism 

Chapter 14 – Schizophrenia
Definition: diagnostic label for psychoses marked by severe distortion of thought/language, perception, mood and bizarre behavior 
Symptoms:
· Disorders of thought
· Delusions: firmly held beliefs that have no basis in reality (resilient to contradiction) 
a. Persecution: belief that one is being plotted against, spied upon, threatened or otherwise mistreated (conspiracy)
b. Control: belief that other people are controlling your thoughts, feelings and actions (thought broadcasting, thought insertion and though withdrawal) 
c. Reference: belief that one is being referred to by things or events that have nothing to do with them
d. Grandeur: belief that one is extremely famous and powerful
e. Sin and Guilt: belief that one has committed the unpardonable sin or has committed great harm to others 
f. Hypochondriacal: belief that one is suffering from hideous diseases 
g. Nihilistic: the belief that one or others or the whole world has ceased to exist 
· Disorders of Language 
· Loosening of Associations: ideas jump from one to another, with the result that the person wanders further and further away from the topic 
· Poverty of content: poor communication despite correct grammar and adequate vocabulary
· Neologisms: use of new words and phrases, often formed by combining parts of two or more regular words that have little if any translation (use of known words in an uncommon way)
· Clanging: pairing of words that have no relation to one another beyond the fact that they rhyme or sound alike 
· Word salad: words or phrases are combined in what appears to be a completely disorganized fashion 
· Disorders of Perception 
· Hallucinations: perceptions that occur in the absence of any appropriate external stimuli 
· Auditory (most common)
· Visual 
· Disorders of Mood
· Blunted Affect: show little emotion
· Flat Affect: patient shows no emotion 
· Inappropriate Affect: the expression of emotions is unsuitable to the situation 
Course of Schizophrenia
· Prodromal Phase: gradual deterioration of functioning before any clearly psychotic symptoms appear (the earlier this begins, the worse the prognosis) 
· Socially withdrawn, cease to care about appearance/hygiene, performance in school/work deteriorates
· Active Phase: patients begins showing psychotic symptoms (hallucinations, delusions, disorganized speech, severe withdrawal) 
· Residual Phase: gradual recovery, behavior is similar to that of the prodromal phase 
· Blunted or flat effect
Subtypes
· Disorganized Schizophrenia
· Pronounced incoherence of speech
· Mood disturbance
· Disorganized behavior, lack of goal orientation 
· Catatonic Schizophrenia
· Marked disturbance in motor behavior 
· Catatonic stupor: complete immobility, usually accompanied by mutism 
· Echolalia 
· Paranoid Schizophrenia
· Delusions/hallucinations of a relatively consistent nature, often related to the themes of persecution and grandeur  
· Most common 
Dimensions
·  Positive-Negative Symptoms
· Positive: presence of something that is normally absent (hallucinations/delusions)
· Negative: absence of something that is normally present (flat affect, poverty of speech, social withdrawal and attentional impairment)
· Process-reactive Dimension
· Variation in onset of schizophrenia 
· Process: gradual
· Reactive: sudden (caused by trauma) 
· Good-poor Premorbid Dimension
· How well the patient was functioning before the onset of the active phase
· Paranoid/Non paranoid
· Criterion is the presence (paranoid) or absence (nonparanoid) of delusions of persecution and grandeur 
Dimensions
· Type 1 
· Reactive, good pre morbid
· Positive
· Paranoid
· Type 2
· Process, bad premorbid
· Negative
· Non-paranoid 
Theory and Therapy
· Neurological
· Genetic studies
· Family studies: the closer one is related to a person with schizophrenia, the more likely they are to develop it
· Twin studies: Type II has a stronger genetic component
· Adoption studies: there is a genetic component
· Brain Imaging Studies
· Brain size is smaller than normal
· Ventricles tend to be enlarged
· Abnormalities in: frontal cortex, temporal lobe-limbic structures, and basal ganglia or cerebellum 
· Positive symptoms: abnormalities in temporal lobes/limbic structures 
· Prenatal Brain imagery
· More likely to develop schizophrenia if individual was in utero when the mother was exposed to severe stress
· Most important in second trimester 
· Biochemical Research		
· Dopamine Hypothesis:  schizophrenia is associated with excess activity in the parts of the brain that use dopamine as a neurotransmitter 
· Cognitive 
· Attention Deficit is the main problem
· Overattention: cannot focus on just one thing and screen out all others (Type 1) 
· Underattetion: underattentive to external stimuli (Type II)
· Biological Vulnerability
· Therapy: cognitive rehabilitation 
· Attentional Hypothesis: inability to confine extraneous data to the edge of consciousness (breakdown of selective attention)
· Interpersonal
· Expressed Emotion: level of criticism and the level of emotional overinvolvment of the family (those patients with high EE do better) 
· Communication deviance: double-bind situation (mother gives the child mutually contradictory messages, implicitly forbidding the child to point out the contradiction); measured according to the number of deviant responses on tests like the TAT or Rorschach 
· Behavioral Therapy
· Learned Responsiveness: patients have not learned to respond to a stimuli that most of us would respond to
· Begin taking cues from other people
· Must therefore relearn normal behavior 
· Direct reinforcement: change behavior by changing the consequences of the behavior
· Token Economy: patients are given tokens in exchange for performing target behaviors 
· Social – skills training: teach patients skills that will help them be able to live on the outside of a facility (conversation skills, eye contact, physical gestures, smiling, improved speech etc) 

Chapter 15 – Neurophysiological Disorders

Acquired Brain Disorder: directly traceable to the destruction of brain tissues or to biochemical imbalances in the brain 
Dementia: impairment of memory and at least two cognitive functions, resulting in a decline from a higher level of performance that compromises a person’s occupation or social functioning (diagnosed according to cause) 
· Cognitive impairments: learning and memory* (attention and arousal, language function, visual-perception function, motor skills and executive functioning) 
1. Brain Trauma: injury to the brain as a result of jarring, bruising (contusion) or cutting (laceration) 
a. Concussion: blow to the head that jars the brain, momentarily disrupting its functioning. Measured using the Glasgow Coma Scale. 
i. Diffuse Axonal Injury: after a concussion, an axon might bend, swell or disintegrate depending on the severity, interrupting communication between neurons. 
2. Cerebrovascular Accident (Stroke): blockage or breaking of the blood vessels in the brain results in injury to brain tissues 
a. Transient Ischemic Attacks: 
i. Mini stroke 
ii. Blood clot blocks a blood vessel in your brain 
iii. Doesn’t last as long as a stroke 
b. Infarction: supply of blood to the brain is cutoff, resulting in the death of brain tissue fed by that source. 
i. Embolism: ball of something blocks blood vessel
ii. Thrombosis: fatty material inside the blood vessels build up 
c. Hemorrhage: blood vessel in the brain ruptures causing blood to spill out into the brain tissue. 
i. Inside the brain – hypertension 
ii. Outside brain – due to aneurysm 
d. Effects
i. Right hemisphere: visual-spatial and visual – constructional
ii. Left hemisphere – language 
e. Diagnostic Techniques
i. CT Scan: Slices of CAT scans show regions of high/low density 
ii. Angiography: way to observe the inside of the arteries 
iii. Doppler imaging: a way to look inside the body to gather information about the movement of blood throughout the circulatory system 
f. Treatment
i. Medications
1. Anticoagulants (if no bleeding)
2. Vasodilators
3. Lower blood pressure
ii. Surgical
1. Clipping/coiling 




3. Degenerative Disorders: general deterioration of intellectual, emotional, and motor functioning as a result of progressive pathological change in the brain 
a. Cortical (gray matter)
i. Alzheimer’s: presensce neurofibrillary tangles and neuritic plaques (B-amyloid) and reduced acetylcholine; symptoms: cognitive deficits (loss of memory for recent events), irritability and failure of concentration and memory; controlled in part by genes (chromosome 21), ApoE4
ii. Vascular dementia: caused by multiple infarctions impairing many of the brain’s faculties; symptoms: blackout, heart problems, kidney failure, hypertension, retinal sclerosis, language and memory deficits, emotional lability, depression and psychosis 
b. Subcortical (white matter) Dementia
i. Parkinson’s Disease: damage to basal ganglia, particularly the substantia nigra; symptoms: problems with memory, learning, judgment and concentration, social withdrawal, tremors; caused by: hereditary, encephalitis, viruses, toxins, deficient brain metabolism and head trauma 
ii. Huntington’s Disease: transmitted genetically, damage to basal ganglia (caudate nucleus) in the cerebral hemisphere which is responsible for posture and motor coordination; symptoms: rudeness, depression to euphoria, memory, hallucinations, delusions and motor problems
c. Mixed
i. Lewy Body Disease: presence of structures called Lewy bodies in neurons in the brain containing ubiquitin which breaks down abnormal cellular proteins; symptoms: similar to above dementias however the hallucinations, confusion and agitations comes and goes within a matter of minutes, unexplained falls
ii. Vascular Dementia: accumulation of TIA (infarctions), blackout/heart problems, memory/language impairment, mood swings; hypertension/sex are risk factors
Problems in Diagnosis
· Differentiation
· Delirium: a transient, global disorder of cognition and attention, acute onset and sundowning 
· Vs. Dementia 
Definitions
· Memory
· Declarative learning (anterograde amnesia – can’t create new memories after incident) – problems in encoding, storage and retrieval
· Failure to cue
· Temporal gradient (retrograde amnesia – before event_
· Semantic knowledge/impaired clustering
· Anomic aphasia: problem speaking or understanding language 
· Spatial	
· 



Chapter 16 – Disorders of Childhood and Adolescence
· 1 out of every 5 children and adolescents has a moderate or severe physiological disorder 
Four Major Patterns
1. Disruptive Behavior Disorders: poorly controlled, impulsive, aggressive acting-out behavior in situations where self-control is expected. Boys are more likely to be physically aggressive. Causes include prenatal disruptions, genetics, socioeconomic factors and childhood maltreatment. 
a. Attention Deficit Hyperactivity Disorder: 3-5% of elementary school children (85% of kids with conduct disorder also have ADHD)
· Excess motor activity
· Short attention span
· Incessant restlessness
· Impulsive and disorganized behavior
· Poor academic performance, adaptive functioning, social relationships, rule-governed behavior, health and sleep patterns
· Difficulty following instructions and finishing tasks 
b. Conduct Disorder: 4-16% of kids under 18 
· Aggression against people or animals
· Destructions of property
· Deceitful or theft
· Other serious violations of rules 
· (Under 18, 3 infractions in the past year and poor adjustment at home or school)
· Early onset = more likely for APD
· Smaller frontal lobes, issues with the limbic system
· Can be caused by family factors (disruptive in order to coerce their parents to given them what they want)
2. Disorders of Emotional Stress: main problem is mental suffering. Girls are more likely than boys to suffer from everything but depression. In the teenage years, girls are twice as likely to suffer from disorders of emotional stress. Child maltreatment may be a cause. 
a. Separation Anxiety Disorder: 2-5%
· Intense fear and distress upon being separated from parents or other caregivers
· This is normal up until about 12 months old, however in people with this disorder it persists well into school years 

b. Generalized Anxiety Disorder: 
· Anticipatory anxiety about performance situations
· Severe doubts about one’s capabilities
· May be caused by family dynamics

c. Social Phobia:
· Fear of social situations in which embarrassment may occur
· Begins with a fear of strangers and can manifest into a fear of public speaking 
d. Childhood Depression: 2-5%
· Sad/hopeless mood, negative view, perceived loss of control, loss of concentration
· Cling to parents, refuse to go to school, express exaggerated fears, sulk, withdraw from activities, trouble in school and engage in delinquent acts
3. Habit Disorders: disruptions of daily physical habits
a. Eating Disorders
i. Anorexia Nervosa: 
· Severe restriction of food intake caused by a fear of gaining weight
· Body weight must be less than 85 percent than what is normal for that person
· Intense fear of becoming obese, unrealistic body image and amenorrhea (loss of menstrual period)
ii. Bulimia Nervosa:
· Uncontrolled binge eating plus compensation (purging)
· Doesn’t meet other criteria for anorexia (low body weight or amenorrhea) 
· Far more common than anorexia
iii. Childhood Obesity:
· Often results in low self-esteem
· 15% of children
b. Elimination Disorders 
i. Enuresis:
· Lack of bladder control past the age when such control is usual
· Beyond 5 years old, must be wetting the bed at least twice a week or show serious distress or impaired functioning
· Primary (never achieve bladder control) or Secondary (achieve it but then lose it due to stress)
ii. Encopresis:
· lack of bowl control past the age when such control is usual 
· Beyond 5 years
· Primary and Secondary
· May be due to a disruptive disorder or severe family problems or child maltreatment . 
4. Learning Disorders: occur in persons with at least average abilities for thinking and reasoning and who’s skills in reading, writing or mathematics is substantially below what would be expected for his/her age, education and intelligence. It also interferes with the person’s adjustment. 
a. Reading Disorder: read slowly and with poor comprehension. When they read out loud they drop, substitute or distort words.
i. Dyslexia – Auditory (Phonological) Model:
· Troubles with grapheme to phoneme conversion
· Trouble with phonological awareness
Uneven symmetry in planum temporale (L<R) caused by displaced neurons (ectopias)
· Abnormalities in corpus collosum and frontal cortex
b. Mathematics Disorder: fail to understand concepts, recognize symbols or remember operations. 
· May be caused by reduced white matter in the LH

THEORY AND THERAPY
Cognitive Perspective
· Negative cognitions in children (negative beliefs, faulty cognitions, poor problem solving)
· Changing children’s cognition and challenging their beliefs 
Behavioral Perspective
· Inappropriate learning or reinforcement of undesirable behavior
· Relearning through reinforcement, extinction, punishment, modeling and conditioning 
Psychodynamic Perspective
· Conflict and regression
· Play therapy: give children toys and art supplies with the assumption that whatever is worrying them will come out when they play
Interpersonal Perspective
· Family psychopathology
· Family therapy
Neurological Perspective
· Biogenic basis for disorders
· Drug therapy (psychopharmacology)
· Abnormalities of the corpus collosum and frontal lobes
· Frontal-basal circuitry (basal ganglia involved in motor functioning – if there is low blood flow there is lack of inhibitory functioning)

Chapter 17 – Mental Retardation and Autism
Mental Retardation
· 3 criteria
1) subaverage general intellectual functioning, determined by IQ tests
2) Significant limitations in adaptive functioning (ability to cope with life’s demands and live independently) (2/11)
3) Onset before the age of 18 
· Levels of mental retardation (cutoff point is 70 IQ)
1) Mild: 50-70 – can function independently in most areas of life
2) Moderate: 35-49 – live in community-based groups or with family
3) Severe: 20-34 – some self care skills but need considerable supervision (trouble speaking)
4) Profound: below 20 – extensive supervision, language is a problem and they have little or no ability to speak, remain institutionalized 
Genetics Factors
· Chromosomal abnormalities: X – linked 
· Fragile X Syndrome: weak spot that appears to be bent or broken; shows characteristics of autism, more severe in men 
· Down Syndrome: physical characteristics, moderate mental retardation; caused by an extra chromosome on pair 21 (trisomy 21); risk related to mother’s age
· Amniocentesis: analyzing amniotic fluid to test for above syndromes 
· Metabolic Disturbances
· Phenylketonuria: caused by a defective recessive gene that causes the child to be deficient in a liver enzyme that is needed to metabolize phenylalanine (amino acid). A build up of this amino acid can lead to retardation. It is controllable with a low protein diet
· Tay-Sachs Disease: defect of lipid metabolism due to the absence of the enzyme hexosominidase; causes complete immobility 
Environmental Factors
· Prenatal
· Drugs and other Teratogens:
· Exposure to dangerous chemicals
· Exposure to rubella, syphilis or a hormonal imbalance called thyroxine deficiency 
· Fetal Alcohol Syndrome: distinctive facial characteristics, retarded physical growth and mental retardation caused by a mother consuming alcohol when her child is in utero 
· Malnutrition: severe lack of one or more biological building blocks (anemia, Vitamin B or folic acid) 
· Postnatal
· Toxins: lead
· Physical trauma: shaken baby syndrome, SIDS, problems during labor
· Effects of deprivation: not enough stimulation, lack of a stable home, proper parental care, and adequate language models 
Autism
Symptoms
· Social Isolation: withdraw from all social contact
· Mental Retardation: IQ of less than 70 (do well on sensory motor tasks)
· Language Deficits: babble, whine, scream or show echolalia (echo what other people say), cannot communicate reciprocally
· Stereotyped behavior: repeat a limited number of movements endlessly, ritualistically and without any clear goal 
Theories
· Biological Perspective:
· Genetic research: even when a MZ twin has a sibling with autism and they don’t, they show limited language or cognitive abilities
· Chromosome studies: abnormalities on X or 15 chromosome 
· Biochemical studies: don’t have high levels of serotonin or dopamine
· Congenital disorders/birth complication: pregnancy at an advanced age, bleeding after first trimester, medicated during pregnancy
· Neurological research: most of the characteristics of autism are related to the functioning of the central nervous system
· Abnormalities in the cerebellum
· Neurons in the limbic system are smaller and tighter together
· Dendrites are shorter and less complex 
· Larger brain
· Cognitive Perspective
· Executive functioning: trouble problem solving, planning initiatives, controlling impulses, attention, performance and inhibiting inappropriate behavior
· Categorization and memory: difficulty in forming new concepts and understanding new information; deficits in short term/long term memory 
· Social understanding: don’t attend to other people’s emotional or attentional cues (can’t understand other people’s emotions) 
· Theory of mind: cannot appreciate beliefs and desires and cannot predict or understand behavior based on those states; can’t take on another person’s point of view 
Prevention and Therapy
· Behavior Therapy
· Self-help and adaptive skills (daily living skills)
· Language and communication skills
· Community skills
· Replacement of maladaptive behaviors
· Cognitive Therapy
· Correspondence training: following through with requests
· Self-management and self-monitoring
· Problem Solving
· Pharmacological therapy
· Drugs:
· Psychotropic drugs – manage disruptive or aggressive behavior
· Anticonvulsive drugs – control seizures 
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