Chapter 14: Psychological Disorders
I. PERSPECTIVES ON PSYCHOLOGICAL DISORDERS

A. Introduction
· Abnormal psychology (psychopathology): Where researchers scientifically study mental illnesses. They study the symptoms, causes, progress/development, treatment and prevention of mental illness. 
· Prevalence: Based on recent research, 26% people said that during the past 12 months they experienced mental illness (more prevalent than we think). During lifetime to this point, 46% answered that they did experience mental illness.
· Help?: In spite of the fact that mental illness is so prevalent, over 60% do not seek help. Those who do seek help, more often than not, the help is inadequate. Reasons: low income, no health insurance, no access (rural areas), people don’t understand and can’t identify the mental illness, they should “grin and bear it”, they think it makes them crazy if they have to see a doctor. 
· Caution:  Don’t diagnose yourself based on the mental illness lectures.

B. Defining Psychological Disorders
· Anxiety and depression can be normal. At what point does behavior become abnormal? 
· Criteria: 
· Statistical infrequency: Behavior has to be statistically infrequent. Only a very small number in population of interest exhibit this behavior. Then, it is likely to be considered abnormal. Have to be careful how we use this criterion. 
· Deviant: Does it deviate from the norms and standards of society you live in? If it deviates it is likely to be considered abnormal or disordered. Different cultures have different norms. 
· Distressing: Has to be personally distressing. Some people with mental illness are in denial. Ex. Psychopaths (serial killers) are not distressed after killing; they kill for the thrill. They distress other people. 
· Dysfunctional: Dysfunctional means harmful to person or others and has to be disruptive to life. 

C. Understanding Psychological Disorders
· How we explain the WHY is very important. How we explain will affect how we treat people with disorders. 

1. The demonic model
· For the longest time people believed that those who behaved abnormally were possessed by bad spirits/devil and were punished by God. They treated people with mental illnesses in horrific ways like chaining them, removing teeth, set them on fire, etc. 
· In the dark ages: witchcraft – test: if “witch” drowns, they are human, if they don’t, they are a witch and are hung.

2. Medical Perspective
· With the renaissance people started thinking differently. Perhaps there was a physical illness that underlined abnormal behaviors. However, they were still treated badly. Physicians believed that their blood caused problems. People thought you could scare the illness out of them. 
· Pinel: Physician and major reformer. He was assigned to head the asylum in Paris and was appalled at the treatment of mentally ill. He wanted the ill to be treated humanely. They still thought mental illness was physiologically based.
· Syphilis: Sexually transmitted disease that when left untreated, it causes mental illness. This solidified idea that underneath mental illness there are physical factors.
· Today: Symptoms, diagnose, therapy, cure
· The medical model is a big improvement, but it focuses that mental illness is due to physical/biological factors. Ex. Single moms living in poverty have higher levels of anxiety. As soon as they are given help and taken out of poverty, their depression goes away. 

3. Bio-Psycho-Social Perspective
· Looks at both nature & nurture and how their interaction influences abnormal behaviors. 
· Genetic, physiological, psychological, social & culture
· Culture specific examples:
· Anorexia is a mental illness, found in a culture where being thin = beautiful. 
· Koro: anxiety disorder found in some men in Southeast Asia. They are terrorized because they believe that their penises will go back in abdomen and kill them. 

D. Classifying Disorders
· DSM – IV – TR: The source that mental health workers go to in order to help them identify a psychological disorder. It lists and categorizes all psychological disorders and their symptoms identified today. Criteria met before diagnosing disorder is also listed. It does not explain the causes of psych. disorders. 
· Every several years it is revised using latest research to delete or add disorders.
· Any DSM is not written by a single organization – over 1000 psychologists and psychiatrists write it. Over 60 organizations review it. 
· DSM-IV has been seriously criticized:
· Based too much on medical model, not enough credit to culture and other variables. It reflects the Western ideas. 
· Way too bloated: too many disorders. One third of population will qualify for having a psychological disorder; too many categories.
· Nonetheless, it remains the most comprehensive set of guidelines for psych. disorders.    

E. Labelling Psychological Disorders
· When we label someone as mentally ill, labels can be positive and negative. 
· Biasing Power (negative): When we label them, we are likely to perceive everything that person does as abnormal. We see them through the filter of the mental illness.
· Study by Rosenhan, David (1973): He and 7 people went to different hospitals, told them that they’re hearing 3 words nonstop. 7 were diagnosed with schizophrenia and put into psych ward. They then stopped and acted like their normal selves but were kept on psych ward for long period of time despite doing everything normally. All actions were considered sinister. The patients recognized that they were normal, but doctors considered they were mental. 
· Self-fulfilling prophecies: When we label people, there’s a risk of making person labeled behave in line with the disorder they’re given. Treating a person in a certain way can make that person behave that way.
· Benefits of diagnostic labels: Facilitates communication between mental health workers. Another possible benefit is that sometimes when people are told that a person has a disorder, the people become more accepting, understanding and helpful.
· Myths busting: 
· Bizarre: You can look at people and identify those with mental illnesses - false. Majority is that you can’t identify by looking. 
· Personal weakness: Having a psych illness is no different from having diabetes – you are not weaker.
· Often dangerous: 9 out of 10 are not dangerous. 
· Never fully recover: Not true, majority of people either fully recover or have mental illness managed. Only a small number will suffer throughout their lives. 
· No work, low paying jobs: Mental illnesses do not know color or socio-economic status. Ex. American president suffered from depression.  

II. ANXIETY DISORDERS

A. Introduction
· Animals and humans have developed a fear mechanism to help identify danger and trigger f light or fight response; it is normal to be anxious from time to time to help our survival
· Fear and anxiety help you by acting as a personal alarm system; it is adaptive
· Maladaptive: anxiety is maladaptive when it is overly exaggerated or irrational, uncontrollable, or destructive 
· There are a number of anxiety disorders but they all have one thing in common – maladaptive anxiety

B. Generalized Anxiety Disorder
· People who suffer from this are in a constant state of worry, tension and apprehension. Their anxiety is global, pervasive, uncontrollable and it is not focused. They worry about anything and everything, literally. Their worries are dysfunctional and overly exaggerated. 
· They have elevated heart rates and sweaty palms; they are jittery, experience fatigue and get little sleep. 

C. Phobias
· Very common, focused, irrational, anxiety is focused on something specific
· Phobias may not interfere with life. Ex. If you have a fear of snakes, but you don’t visit a zoo or someone with a pet snake, the chances of meeting a snake is almost zero; you can move on and it’s not disruptive
· Some can be disruptive and incapacitating:
· Agoraphobia: Terrified of going out in public, panic attack, afraid of being in a public place, not be able to get help; as a result they restrict their lives – become prisoners in their home. 
· Social phobia: People are terrified and paralyzed by social situations (being around others) particularly if they have to do something in public (eating a meal, public washroom). They are so afraid of being embarrassed in front of others and judged/criticized by others. This paralyzes them and they can’t do much.

D. Obsessive compulsive disorder
· OCD is an anxiety disorder. The person’s life is controlled by obsessions and/or compulsions. Obsessions are thoughts that are unwanted, uncontrollable and intrusive. They repeat these thoughts over and over again. They cause high levels of tension and apprehension. Compulsions are when a person feels driven to repeat a behavior over and over again.

E. Post-traumatic Stress Disorder
· People who have experienced a seriously traumatic event may develop PTSD after
· Witnessing someone else going through trauma can cause PTSD; it causes feelings of horror and extreme helplessness 
· A large number of those working in the front-line like police officers, paramedics and firefighters develop PTSD since they tend to witness traumatic events
· With PTSD, the person relives the trauma. It comes back with all the details as if it’s happening again. It keeps repeating and also appears in their dreams. Because of this they are in a heightened state of arousal. They are easily angered, their hearts are racing, etc. 
· Sadly, it is long lasting.  
· Examples:
· Child soldiers: Over 250,000 children are kidnapped from their families and forced to join the army. They are tortured, raped and forced to do horrific things to others. 97% of the children suffer from PTSD. They will live the rest of their lives with this.
· WW2: Some veterans in their 80’s today still suffer from PTSD; 
· Normal human beings can develop it, not only soldiers, if they experience traumatic events

F. Explaining Anxiety Disorders
1. Biological factors
· Anxiety is complex and is influenced by a number of factors 
· There is definitely a genetic component – proven by twin, adoption and family studies
· Natural selection: According to researchers it is possible that we are biologically predisposed to be afraid of anything that has threatened the survival of our ancestors and we learn those fears faster than other people. 
· Study: Monkeys born in the wild are terrified of crocodiles and snakes. However, they are not afraid of rabbits and flowers. Monkeys born in the labs do not show fear. Researchers made a tape to make it look like wild monkeys were afraid of all 4 things. Then, they showed the tape to the lab monkeys, which became terrified of the crocodiles and the snakes. They learned the 2 fears, but they never became afraid of the flower or rabbit, indicating a biological predisposition to fear.
· Brain: There is a link between the brain and anxiety disorders.
· Amygdala: Tend to be highly revved up and overactive in people with anxiety disorders. It is related to the detection and expression of emotions.
· OCD: Those with OCD have higher levels of activity in 
· frontal lobes
· caudate nucleus: linked with memory and learning, and with the regulation of movements and intentions 
· interior cingulate nucleus: structure that monitors errors and action; this is overly active in people with OCD
· Also linked with low levels of serotonin
· GAD (Generalized anxiety disorder): Low levels of serotonin and GABA (a neurotransmitter that is inhibitory; it tells other neurons not to fight.
·  People with GAD are highly anxious because they don’t have GABA to calm them down; some people drink alcohol to bring GABA up and bring down anxiety 

2. Psychological factors
· Chronic stress = high risk of developing anxiety disorder
· Children who were raised in abusive or neglectful families are also likely to develop an anxiety disorder; this also applies to relationships
· Faulty thinking: People who suffer from anxiety disorders have a way of thinking that makes them vulnerable. 
· One way is that they tend to be hyper-vigilant, scanning the environment for threats and they notice and focus on the threats, disregarding any sign of safety. 
· Another example is that they tend to over magnify. Ex. If they have the cold it’s a sign that they’re going to die; they are more likely to feel anxious
· Maladaptive learning: People who suffer from AD, even normal anxiety, learn to be anxious and afraid. Sometimes learning can become maladaptive
· Fear Conditioning: In elevator one day, no fear of it, then a fire breaks out in building, elevator stops and smoke gets in elevator, starting to feel heat and fear of death. Someone saves you before you get hurt. After that experience, you become conditioned to be terrified of the elevator. You avoid the elevator at all costs.
· Stimulus Generalization: Dog bites you; you become afraid of all dogs. A woman is raped by one man; her fear generalizes to all men – maladaptive since not all men want to rape women.
· Reinforcement: While growing up, every time you see a cockroach you scream. Then your dad comes in and you are consoled and have milk and cookies. You continue to be afraid of the cockroach since you are reinforced and comforted. In the elevator example, you take the stairs to reduce the anxiety and reinforce the fear since you’re avoiding the elevator. 
· Best way to overcome fear is to walk through it (figuratively!).
· Observational Learning: Mom freaking out when seeing worm, we also learn that fear through observation. 

3. Socio-cultural factors
· Rates/level of anxiety go up during poverty and financial problems
· Anxiety goes away with help 
· Ex. Taijin Kyofusho, a social phobia Japanese style. In Japan, children are trained to be mindful of other people’s feelings and to have good manners. This is powerful and important in Japan. They are terrified that will do something that will embarrass someone else (such as the way they look), showcasing importance of culture.

III. MOOD DISORDERS

A. Major Depressive Disorder 
· Major depression: Sucked in a black hole that sucks the life out of you
· Symptoms include: deep sad mood, loss of interest in everyday and pleasurable activities and pleasurable activities, sleep difficulty (more or less), physical slowness, agitation, energy loss, feel seriously worthless and that everything you do is inappropriate, difficulty thinking & concentrating. 
· 10% attempt suicide, not all of them succeed
· Diagnosis: If they have 5 or more of the symptoms and seriously sad mood for over 2 weeks they are diagnosed with clinical depression

B. Dysthymic Disorder
· “Mini-me” depression: Suffer from same symptoms as depression but less severe and intense. However, it is chronic and long-lasting. 
· Can’t function adequately and they have constant state of the blues which lasts for a long time.
· Person is diagnosed if they have 2 or more of depression symptoms and 2 years of depression.
· Double-depression: They experience major depression, and when they come out of it, they go into dysthymic disorder. Not as depressed, but still depressed. 

C. Bipolar Disorder
· Manic depression: People experience both ends of emotional spectrum; episodes of major depression and then state of mania
· Symptoms of mania: Incredible increase in abnormal energy, excessively euphoric mood, extremely irritable - particularly when you tell them they have a problem, over talkative, thoughts are racing so fast that when they talk they’re trying to keep up with thoughts so they slur and jump from one topic to next, highly distractible, unrealistic beliefs about their powers and intellect; judgment is compromised and they do stupid things; sexual drive is revved up – inappropriate behavior, unsafe sex, promiscuous; behave in provocative ways; in denial of problem
· Diagnosis: Meet criteria for major depression; manic part: extremely elevated mood for 1 week + and 3 of manic symptoms   
· Cyclothymic disorder: “Mini-me” bipolar disorder; they cycle between manic episode and depression but symptoms are less severe

D. Explaining Mood Disorders
1. The Biological Perspective
· There is a genetic component to bipolar disorder and depression – shown by family, twin and adoption studies
· Example of depression running in families: Hemingway family has problem with depression. Ernest committed suicide, so did his father, sister, and brother. In 1996, his granddaughter also committed suicide. 
· People may have inherited the gene.
· Brain:
· Loss of gray matter/tissue – linked to depression. People with severe depression have smaller frontal lobes (up to 70%) and the hippocampus is smaller
· Low levels of activity in left frontal lobe, high levels of activity in right frontal lobe
· Link between revved up amygdala and depression: more research is needed
· Neurotransmitters and depression: low levels of dopamine, serotonin, norepinephrine (for confidence and motivation), glutamate (excitatory neurotransmitter, ordering neurons to fire)
· Mania: High levels of norepinephrine and glutamate.  
· Hormonal system: Specifically about flight and fight response; high levels of activity in body and brain
· Evolutionary perspective: Moderate depression could be adaptive such as when faced with a loss and we go into moderate depression because it forces us to stop and to make changes in our lives (good thing, stepping stone to do something better). Depression is major when something adaptive became maladaptive

2. Social-Cognitive Perspective
· Social and cognitive factors interact in complex way that lead to mood disorders
· Environmental factors must be taken into consideration; we must not disregard them
· In the learned-helplessness experiment: Prior to shocking the dogs, they had normal levels of neurotransmitters (norepinephrine). After the shocks the levels went from healthy to unhealthy. 
· According to the Social-Cognitive perspective, people are depressed because of the way they think about life and interpret life situations
· Depression is a disorder of thinking
· Depressed people tend to think negatively about themselves, the future, and the world
· Pessimistic explanatory style: ex. when someone fails at something or encounters something negative, they tend to overexaggerate the consequences
· When a negative event occurs, they explain them through the following factors:
· Internal: event is due to an internal weakness – “I’m an idiot”
· Stable: my weakness has always been here and will always be here
· Global: this personal weakness affects me in all areas of my life
· When a positive event occurs, they explain the event with the following factors:
· External: luck, questions were easy, just this time that I was able to do it
· Unstable
· Specific
· There is reciprocal determinism between thoughts and mood
· Mutual causality, mutual influence
· Our thinking is going to influence our moods, and in turn the moods we’re in will affect our thoughts

E. The Vicious Cycle of Depression
· Depression is self-perpetuating; it feeds on itself
· There is reciprocal determinism between brain chemistry, mood, and cognition (thinking)
· Cycle: 1. Stressful experiences  2. Negative explanatory style  3. Depressed mood  4. Cognitive and behavioural changes 
· There is reciprocal determinism between life experiences, thinking style, moods, and behaviours
· Can break the cycle at any point to get out of depression
· Ex. Failing midterm: instead of thinking you are an idiot, take control and make changes
F. and…
· #1 diagnosed psychological disorder
· Occurs in women twice as much as men
· Women have more stress in their lives than men do
· Couples working outside of home: women put in at least 3 more hours of work when they get home than men 
· Women are more likely to be sexually harassed and abused; linked to depression and anxiety
· In the US for the same jobs, women are paid less than men and have more financial problems
· Women are more likely to talk and be open about it and seek help, while men are trained to put on a strong front
· Depression in men may not take the same form as women: their depression may be expressed as anger and be misdiagnosed, or they start behaving in a reckless way
· Depression can self-terminate. However, if people do not get help and depression terminates on its own, those people are more likely to get a recurrence and have symptoms that are more severe with every recurrence
· Depression is on the rise
· It is occurring earlier and earlier

IV. SCHIZOPHRENIA

A. Introduction
· Schizophrenia is one of the most devastating psychological illnesses
· The hallmark: they lose touch of reality
· Profound disturbances and disruptions in thinking, feeling, behaving and perception 
· Mental health workers consider schizophrenia to be the “cancer” of psychological disorders
· Equal opportunity disorder – found all over the world, men and women get in equal rates (1/100)

B. Symptoms of Schizophrenia
1. Positive symptoms
· Positive = the presence of
· Delusions: False beliefs that continue in spite of powerful evidence to the contrary. The delusions of people with schizophrenia are bizarre and far-fetched. 
· Ex. They may believe their neighbour is an alien; religious delusions believing they are God
· Hallucinations: Perception without sensation 
· Ex. Hearing voices when nobody is talking, feeling something that is not there
· Auditory and visual hallucinations are most common
· Brain scan shows that auditory and visual areas in the brain light up, as though they are actually hearing or seeing something; however, the frontal lobes are not activated as they would be in normal people
· Disorganized speech:
· They start with one idea and don’t finish before moving on to the next, they make up words
· In some instances they create a word salad – works stuck together that make no sense
· Researchers believe speech is a reflection of their disorganized thinking
· Catatonia (refers to a number of different behaviours): 
· One example: they go into a physical position and stay in it for hours or days without moving
· Disorganized behaviours: They display behaviour but the behaviour is either inappropriate or ineffective at getting to their goals
· Refusing to urinate in toilet because believe the water is holy, so urinate in public
· Wrap their heads in aluminum foil so government will not steal their ideas
· Disorganized emotions: Display and express emotions, but emotions are inappropriate
· Laughing while talking about someone who committed suicide
· Disorganized thinking
· There is a breakdown of selective attention
· Positive symptom because they are able to focus their attention, but they are distracted so their attention is on anything and everything

2. Negative symptoms
· Negative = the absence of
· Flat affect: Their emotional expression, responsiveness, facial expressions are lacking
· Speech: Speech may become slow and monotonous, lacking inflections
· Alogia: in certain instances, they almost stop producing speech (grunt or rarely say anything)
· Avolition: Apathy, lack of motivation, stop taking care of themselves, can sit for days at a  time
· Attentional deficits: Do not have attention anymore, can drift away for several hours

C. Subtypes of Schizophrenia
· Schizophrenia is not a single disorder; it is a class of disorders
· Type I Schizophrenia:
· Known as reactive
· Linked with positive symptoms
· Acute onset
· Good prognosis
· Favourable response to medication
· Type II Schizophrenia:
· Process schizophrenia
· Linked with negative symptoms
· Chronic
· Poor prognosis
· Poor response to medication
· Men are hit more often than women
· Complex: 20-30% of cases show mixed symptoms
· See table 14.3

D. Understanding Schizophrenia
1. Genetic factors
· There is definitely a genetic component. If no one in family has it, risk of developing is 1/100. If a first-degree relative has it, risk increases to 1/10. If identical twin has it, risk of developing is ½. The higher the genetic similarity the higher the risk
· Identical twins who share the same placenta, if one twin has it, the other twin has a 6/10 chance of developing
· Identical twins with separate placenta – 1/10
· Adoption studies confirm that there is a genetic component (to biological parents)
· Chromosomes 6, 7, 13, 22: Schizophrenia is linked to abnormalities with these chromosomes
· Chances of getting schizophrenia increase by 30 folds with abnormality on chromosome 22
· On the GRM3 gene, the SNP4 part of that gene is linked to schizophrenia
· DNA: People suffering from schizophrenia have either large chunks of DNA missing, or have extra chunks of DNA. In the study, every single person with schizophrenia tested - every chunk missing or extra was unique to every single one of them  adds to complexity of disease
· HERV-W: Hypothesis that this retrovirus is one of the causes of schizophrenia. Everyone has this retrovirus. Our ancestors were infected by the retroviruses, and each of us has them but our body keeps them inactive. However if something goes wrong, one of the retroviruses escapes, becomes active and starts producing proteins that cause schizophrenia. Found in 49% of people with schizophrenia, and only in 4% of people without
· Father’s age: The older the father, the higher the risk (30s and 40s even)
· Based on very large studies – over 25% of cases can be linked with father’s age
· Another study showed that in England in 1980s: average age for marriage was 29, now it is 32  12%-15% increase in schizophrenia cases
· To date, mother’s age is not linked to schizophrenia

2. Brain Abnormalities
· Neurotransmitters:
· Dopamine overactivity is associated with schizophrenia. It is part of the explanation, but not the whole.
· Linked with positive symptoms
· Dopamine underactivity in the frontal lobes is linked with negative symptoms
· Glutamate (an excitatory neurostransmitter) deficiencies are linked with negative symptoms
· Based on new studies, there is an abnormal interaction between glutamate and dopamine
· GABA abnormalities are linked with schizophrenia
· Brain structure and function:
· Loss of brain tissue, ex. some people with schizophrenia have smaller frontal lobes
· Enlarged ventricles = loss of brain tissue
· Low levels of activity in the frontal lobes
· Inappropriate connections in utero
· When mother is pregnant, something goes wrong and as a result, the neurons form inappropriate connections with each other. Neuron A is supposed to connect with C but it connects with F when it shouldn’t. The connections remain dormant until they reach an age when symptoms start to appear.
· Abnormal connections frontal lobes and hippocampus
· Orientation of neurons in hippocampus (from autopsies):
· Usually in a healthy brain, the orientation of neurons is parallel
· In people with schizophrenia, the orientation is more haphazard 
· Causes of brain abnormalities:
· Low birth weight
· Birth complication (oxygen deprivation), men with schizophrenia were 4 times more likely to have been born to mothers bleeding during pregnancy
· If mother is pregnant in periods of famine and starvation, the risk doubles
· Analgesic – if mother takes pain killers, almost 5 times more risk
· Maternal viruses during pregnancy
· Mother infected with herpes, children more 5 times more likely of developing schizophrenia later on
· Influenza 2nd trimester = 2x; 1st trimester = 7x
· The fetus’ brain produces 250 000 neurons per minute, at one point it peaks and brain makes 3 million neurons. If something interferes with that process, brain will be affected
· Head injury before the age of 10 increases the risk
· Marijuana before the age of 18
· Study: Recruited healthy group of teenagers, and a group already diagnosed with schizophrenia, followed them for 5 years, constantly scanning brains
· Brains of healthy teenagers at the end of 5 years: areas indicating gray matter has been lost due to pruning  healthy
· Brains of teenagers with schizophrenia at the beginning of study: already had significant loss. At the end of the 5 years: serious loss of gray matter
· White matter growth in healthy teenagers vs. those with schizophrenia
· Healthy levels of growth in healthy teenagers, and in those with schizophrenia the development of white matter is stunted (low rate) and lopsided
· Warning in textbook: There are environmental factors that affect schizophrenia 

3. Psychological Factors
· To date, there has been no psychological factor identified to be the cause of schizophrenia
· However there are factors that can influence the development, relapse, and severity of symptoms
· Unhealthy families
· Expressed emotions: The extent to which family members communicate with each other using negative criticism, not supportive of each other, communication is disparaging with each other, tend to be over-intrusive into each other’s business  when people with schizophrenia are released from the hospital and return to families high on expressed emotions, a larger number (65-75%) relapse. Only 35% will relapse when returning to families with low expressed emotions
· Healthy families are protective factor: children raised in healthy family with mothers suffering from schizophrenia develop normally 
· Good news:
· 25% of people have one episode, then they’re done for their lives
· Another 25% may have recurring episodes but their disease is managed and they function adequately
· Bad news:
· 50% have chronic and will suffer for the rest of their lives, affect ability to function properly

V. PERSONALITY DISORDERS

A. Introduction
· Definition: Patterns in typical ways of thinking, feeling and behaving that are maladaptive, dysfunctional, inflexible and rigid
· Inflexible and rigid: Even though we have a typical way, we can be flexible; we know how to adapt our behaviours to environment (behaving at a party vs. at a funeral) 
· Most people are not distressed by their personality disorder but they cause problems for others (ex. family); they are less likely to seek professional help since they don’t see it as a problem
· 10 distinct personality disorders, classified into 3 major clusters

B. 1: Anxious/Fearful Behaviours
· An example is Withdrawn avoidant personality disorder: Pervasive pattern is to avoid interpersonal relationships and intimacy. However, they long and yearn for affection and relationships, but they avoid them because they are terrorized of being rejected and criticized (extreme sensitivity to these) 

C. 2. Odd or Eccentric Behaviours
· An example is Schizoid personality disorder: Avoidance of interpersonal relationships and intimacy; people are not interested at all in relationships (including sexual relationships, family)
· Tend to be loners, appear cold, aloof, and their emotional expression is flat; very surprised when others express emotions, it baffles them; they stay away from any interaction with any human being that requires the slightest bit of emotional intimacy; stay with superficial and casual interactions

D. 3. Dramatic, Emotional, Erratic, or Impulsive Behaviour
1.  Histrionic Personality Disorder
· “Drama queens”: Emotional expression is overly exaggerated and excessive, over dramatize everything, constantly seeking attention, praise and assurance 
· If you don’t give attention, they will go out of their way to get it; self-centered, first time they appear charming, but as you get to know them they couldn’t care less about you; may dress up very inappropriately, engage in completely inappropriate behaviours, very low tolerance for frustration; insecure and shallow 

2. Narcissistic Personality Disorder
· Very exaggerated sense of self-importance; self-absorbed, difficulty feeling any concern for others, disregards feelings of others and use others; excessive need for admiration

3. Borderline Personality Disorder
· Characterized by instability in terms of self-esteem, emotions, goals, relationships
· Self-esteem: At one point they think they’re fantastic and amazing, next minute they think they’re worthless; can move from very sad to extremely happy to angry; shift quickly through emotions
· Goals: changing goals constantly in life
· Relationships: One moment they like you, then they hate you and want nothing to do with you
· Pervasive feelings of emptiness and they are terrified of being abandoned; this fear causes them to constantly seek reassurance, they tend to be self-destructive (cutting, suicide) and they are very impulsive (do before think); dysfunctional behaviours

4. Antisocial Personality Disorder
· Psychopath, sociopath: different breed of humanity
· Constantly violating, disregarding, and abusing the rights of others
· Often criminals; lie and cheat
· To them we are not human beings, just objects for their gratification – use for the purpose
· They have zero care and don’t care if they hurt you, don’t feel compassion or empathy, no conscience, no guilt – say you deserve it
· Not every killer is a psychopath and not every psychopath is a killer
· Psychopaths use people like objects and have no conscience
· They are good at identifying what makes you tick: use and abuse to get what they want, then dump you
· On the surface they appear charming
· When it comes to fear, they fear very little; abnormal fear response, autonomic arousal is low
· How do people end up as psychopaths? Some associations:
· There seems to be a genetic component to it; linked to abuse in childhood but have to be careful because many people are abused in childhood and grow up to be kind and compassionate
· Under what circumstances do people with childhood abuse grow up to be psychopaths?
· Link between having an alcoholic father and psychopathy (this by itself doesn’t mean you will be a psychopath)
· Researchers believe it’s the nature & nurture interaction that most likely leads to psychopathy
· Maltreatment plus genetic deficiency is more likely to lead to psychopathy than either one alone
 
· Study the following definitions: somatoform (margin, p.608), conversion disorder (main text, p.608), hypochondriasis (main text, p.609), dissociative disorder (margin, p.609), dissociative identity disorder (margin, p.609)  read page 

VI. RATES OF PSYCHOLOGICAL DISORDER

· This is not included for the 2nd midterm, study instructions for final later
· 1% of women and 6% of men have antisocial personality disorders
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