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Chapter 14: Psychological Disorders
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1. Medical Model – Proposes to Think of Abnormal Behavior as a Disease.
a. Thomas Szasz = Medical Model Critic, “Minds can be ‘sick’ only in the sense that jokes are ‘sick’ or Economies are ‘sick’
b. Epidemiology is the study of the distribution of mental or physical disorders in the population.  
c. Prevalence refers to the percentage of a population that exhibits a disorder during a specified time period.
d. Lifetime prevalence is the percentage of people who have been diagnosed with a specific disorder at any time in their lives. Current research suggests that about 44% of the adult population will have some sort of psychological disorder at some point in their lives.
e. Diagnosis – Distinguishing 1 Illness from another.
f. Etiology – Apparent Causation and Developmental History of an Illness.
g. Prognosis – A Forecast about the Probable Course of an Illness.
h. Criteria of Abnormal Behavior = Deviance, Maladaptive Behavior, & Personal Distress. All three criteria do not have to be met for a person to be diagnosed with a psychological disorder…diagnoses involve value judgments.
i. Decisions upon if a Person is “Normal” or “Abnormal” is based off Social Norms of the Time.

j. 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.

k. David Rosenhan = Did experiment where it is hard to Distinguish Normality from Abnormality in People.

l. Psycho-Diagnosis: Classification of Disorders

i. Diagnostic and Statistical Manual of Mental Disorders (DSM IV) – Current Classification Editions of Mental Disorders.

ii. 5 Different Axis of DSM

1. Clinical Syndromes

2. Personality Disorder or Mental Retardation

3. General Medical Conditions

4. Psychosocial & Environmental Problems
5. Global Assessment of Functioning (GAF) Scale
iii.  The goal of this multiaxial system is to impart information beyond a traditional diagnostic label.
m. 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. 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. ”free-floating anxiety.”

ii. Phobic Disorder – Marked by Persistent and Irrational Fear of an Object or Situation that Presents No Realistic Danger.

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

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

2. Moderate Chance of Genetic Pre-Disposition for Anxiety Disorders
3. GABA Neurotransmitters play a Key role in Anxiety Disorders.
4. Abnormalities in serotonin synapses have been implicated in panic and obsessive-compulsive disorders.
vii. Conditioning & Learning

1. Anxiety Responses may be Acquired & Maintained through Conditioning.

2. Conditioned Fears can be Created by Observational Learning.

3. High Stress often Precipitates onset of Anxiety Disorders.

4. Parents frequently pass on their anxieties to their children.   

viii. Cognitive Factors

1. Certain styles of thinking make some people particularly vulnerable to anxiety disorders. 

2. Some people are more likely to suffer  from problems of anxiety because they tend to 

a. Misinterpret harmless situations as threatening

b. Focus excessive attention on perceived threats

c. Selectively recall information that seems threatening.

ix. Stress

1. There is reason to believe that high stress often helps to precipitate the onset of anxiety disorders. 

3. Somatoform Disorders

a. Psychosomatic diseases– involve genuine physical ailments caused in part by psychological factors, especially reactions to stress. 

b. Somatoform Disorders – Physical Ailments that Cannot be Fully Explained by Organic Conditions and are Largely due to Psychological Factors.

c. Somatization Disorder – Marked by a History of Diverse Physical Complaints that Appear to be Psychological in Origin.

i. Individuals with somatization disorder are often said to “cling ill to health”

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

e. 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)

i. Usually Attributed to Excessive Stress.

ii. DID is related to severe emotional trauma that occurred in childhood, although this link is not unique to DID, as a history of child abuse elevates the likelihood of many disorders, especially among females.
iii. Some theorists believe that people with DID are engaging in intentional role playing to use an exotic mental illness as a face-saving excuse for their personal failings and that therapists may play a role in their development of this pattern of behaviour, others argue to the contrary. 
iv. In a recent survey, only ¼ of American psychiatrists in the sample indicated that they felt there was solid evidence for the scientific validity of DID.
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.

i. Mood Disorders are Episodic, or Come & Go.

ii. Uni-Polar Disorder – Experience Emotional Extremes at 1 End of Mood Spectrum.

iii. Bi-Polar Disorder – Experience Emotional Extremes at Both Ends of Mood Spectrum.

b. Major Depressive Disorder – People Show Persistent Feelings of Sadness and Despair and a Loss of Interest in Previous Sources of Pleasure.

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

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

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

ii. 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.
iii. Cognitive models suggest that negative thinking contributes to depression
iv. 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
v. 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. 
vi. Current research also implicates ruminating over one’s problems as important in the maintenance of depression, extending and amplifying individuals’ episodes of depression.
vii. 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.
d. Heredity can Create a Pre-Disposition to Mood Disorders

e. Neuro-Chemical Factors

i. Norepinephrine & Serotonin Levels affect Mood Disorders.

ii. Low Levels of Serotonin is Common in Depression.

f. Susan Nolen-Hoeksema = Cognitive Model = Negative Thinking is what leads to Depression in Many People.

g. Behavioral Model = Inadequate Social Skills with others Cause Depression.

h. Featured Study-Data for students who had no prior history of depression showed dramatic differences between the high risk and low risk groups in vulnerability to depression. 

i. During the brief 2.5 year period, a major depression disorder emerged in 17% of the high risk students in comparison to only 1% of the low risk students. 
ii. The high risk subjects also displayed a much greater incidence of minor depressive episodes. 
iii. Conclusion? The high risk participants who exhibited a negative cognitive style were consistently found to have an elevated likelihood of developing depressive disorders. Strong support for the cognitive vulnerability hypothesis, which asserts that negative thinking makes people more vulnerable to depression. 
iv. The experiment used a prospective design which moves forward in time, testing hypotheses about future outcomes. They are more difficult and time consuming to conduct, but can provide more insight about causation because they can show that one event preceded another. 
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

ii. Disturbed thought lies at the core of schizophrenia, whereas disturbed emotion lies at the core of mood disorders.
b. Symptoms 
i. Delusions – False Beliefs that are Maintained even though they Clearly are out of Touch with Reality.
ii. Hallucinations – Sensory Perceptions that Occur in the Absence of a Real, External Stimulus or are Gross Distortions of Perceptual Input.
iii. Chaotic thinking, or loose associations, is common in schizophrenia as well, where a person shifts topics in disjointed ways.
iv. Deterioration of adaptive behaviour involves noticeable deficits in the quality of a person’s routine functioning in work, social relations, and personal care.
v. Disturbed emotion may manifest as little emotional responsiveness (blunted or flat affect) or inappropriate emotional responses (laughing at a story of a child’s death).
1. A more favorable prognosis exists when the onset of the disorder is sudden and at a later age, the individual’s social and work adjustment was good prior to onset, the proportion of negative symptoms is low, and the patient has a good social support system.
c. Subtypes, Course, Outcome

i. Paranoid Schizophrenia – Dominated by Delusions of Persecution, along with Delusions of Grandeur.

ii. Catatonic Schizophrenia – Marked by Striking Motor Disturbances, Ranging from Muscular Rigidity, to Random Motor Activity.

iii. Disorganized Schizophrenia – Particularly Severe Deterioration of Adaptive Behavior is Seen.

iv. Undifferentiated Schizophrenia – Schizophrenia that cant be easily Categorized into 1 Category.

d. Negative v. Positive Symptoms

i. Nancy Andreasen

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.

e. Schizophrenia usually Emerges during Adolescence or Early Adulthood.

f. Etiology of Schizophrenia

i. Heredity plays a Role in Development of Schizophrenic Disorders.

ii. 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.

iv. NeuroDevelopmental Hypothesis – Schizophrenia is caused by, in part, by Various Disruptions in the Normal Maturation Processes of the Brain Before or at Birth caused by prenatal vitral infections.

v. High Expressed Emotion causes people cured of Schizophrenia to Relapse into it Easier.

vi. 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.

vii. 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.  Avoidant – excessively sensitive to potential rejection, humiliation or shame, Dependent – excessively lacking in self-reliance and self-esteem, Obsessive-compulsive – preoccupied with organization, rules, schedules, lists, and trivial details.
ii. Odd/Eccentric
1. Odd-eccentric cluster: Schizoid – defective in capacity for forming social relationships, Schizotypal – social deficits and oddities in thinking, perception, and communication, Paranoid – pervasive and unwarranted suspiciousness and mistrust.
iii. Dramatic/Impulsive
1. Dramatic-impulsive cluster: Histrionic – overly dramatic, tending to exaggerate expressions of emotion, Narcissistic – grandiosely self-important, lacking interpersonal empathy, Borderline – unstable in self-image, mood, and interpersonal relationships, Antisocial – chronically violating the rights of others, non-accepting of social norms, inability to form attachments.
c. AntiSocial Personality Disorder – Marked by Impulsive, Callous, Manipulative, Aggressive, and Irresponsible Behavior that Reflects a Failure to Accept Social Norms.
d. Specific personality disorders are poorly defined, and there is much overlap among them…some theorists propose replacing the current categorical approach with a dimensional one.
e. Research on the etiology of personality disorders has been conducted primarily on antisocial personality disorder. Genetic vulnerability has been suggested, along with autonomic reactivity, inadequate socialization, and observational learning.
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.

i. The M’naghten rule holds that insanity exists when a mental disorder makes a person unable to distinguish right from wrong.
ii. In Canada, the correct term for Insanity is not criminally responsible fon account of mental disorder. The insanity defence is used less frequently and less successfully than widely believed.
b. Involuntary Commitment – People are Hospitalized in Psychiatric Facilities against their Will.

i. In emergency situations, psychiatrists and psychologists can authorize temporary commitment only for a period of 24-72 hours.  Long-term commitments must go through the courts and are usually set up for renewable six-month periods.
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.

c. The principal categories of psychological disturbance are identifiable in all cultures, but milder disorders may go unrecognized in some societies.
d. Koro is an obsessive fear that one’s penis will withdraw into one’s abdomen, seen only in Malaya and other regions of southern Asia. Windigo involves intense craving for human flesh and fear that one will turn into a cannibal, seen only among Algonquin Indian cultures.
10. Personal Application

a. Eating disorders are sever disturbances in eating behaviour characterized by preoccupation with weight and unhealthy efforts to control weight.
i. Anorexia nervosa is an eating disorder characterized by intentional self-starvation, until recently seen only in affluent Western cultures.
ii. Bulimia nervosa involves habitually engaging in out of control overeating followed by unhealthy compensator efforts, such as self induced omitting, fasting, abuse of laxatives and diuretics and excessive exercise. 
iii. Binge Eating Disorder involves distress inducing eating binges that are not accompanied by the purging, fasting, and excessive exercise seen in bulimia. 
b. Females account for 90-95% of eating disorders. 
i. Typical Age is from 15-20
c. Cultural pressures on young women to be thin clearly help to foster eating disorders.
d. Unhealthy family dynamics, certain personality traits and disturbed thinking can also contribute to the development of eating disorders. 

