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Goals for today’s class…

· Chapter 15

· What is abnormal? 

Defining abnormal behaviour.

· What is the cause of mental illness?  

Examining different theoretical approaches to understanding the nature of mental disorders.

· Assessment & Diagnosis.  

Classifying and labeling mental illness.

· Anxiety Disorders

· Mood Disorders

· Dissociative Disorders

· Schizophrenia

· Personality Disorders

“Medical Student Syndrome”

· It is somewhat typical for students who are learning about an illness/disorder to feel they are exhibiting the disorder.

· Hardy (1997) 

Found students majoring in psychology to be more worried about their psychological health than those majoring in other fields. 

She also found that learning about psychological disorders was helpful in reducing students’ fears about their own psychological status. 

However, these same students reported an increase in fear about their families’ mental health. 

Abnormal Psychology Terms

· Abnormal Psychology (Unusual?  Rare?)

· Pathology (the study of disease)

· Psychopathology (the study of mental diseases/disorders)

· Mental Illness, Mental Disease or Mental Disorder

Definitions

· Etiology – the cause or origin of a disease

· “genic” – formed from

Biogenic – formed from (or caused by) biology

Psychogenic – originating from the mind

· Symptomatology – the study of, or the treatment of, the symptoms of a disease

Theories of Etiology (explaining abnormal behaviour)

· Historically

The presence of the supernatural – witches, or demonic possession

Early “evidence” of demonic possession or witchcraft (confessions) was obtained through torture of individuals with psychological disorders

The movement of the moon and the stars – hence, “lunatic” is derived from the latin word for moon (luna)

Theories of Etiology (explaining abnormal behaviour)

· Early Biological Model

Hippocrates (and later, Galen) – recognized that psychological disorders could be treated like any other disease

Assumed that normal brain functioning is related to four bodily humours (fluids): blood, black bile, yellow bile and phlegm.

Disease resulted from too much or too little of one or more of these humours

Theories of Etiology (explaining abnormal behaviour)

· The Medical Model (the disease model)

Believes that abnormal behaviour is similar to a disease

Abnormal behaviour is biogenic

Each type has specific causes & specific symptoms

Turned individuals displaying abnormal behaviour over to the medical profession

· The Medical Model

Had some success at finding underlying biological etiologies for some behaviour patterns

But not for most

And…this treated individuals who may have been experiencing “problems in living” as “sick” and hence, in need of a cure (Szasz)

Theories of Etiology (explaining abnormal behaviour)

· The Psychological Approaches

Various theoretical perspectives that attribute etiology for disturbed behavioural patterns to psychological processes resulting from the person’s interaction with the environment

1. The Psychodynamic perspective – abnormal behaviour issues from unconscious conflicts originating in childhood

2. The Behavioural perspective – abnormal behaviour is the result of inappropriate learning (has been rewarded)

3. The Cognitive perspective – abnormal behaviour is the result of maladaptive ways of perceiving & thinking about self and environment

4. The Social-Cognitive perspective – abnormal behaviour is the result of environmental experiences and cognitive/processing factors.

5. The Interpersonal perspective – abnormal behaviour is the product of disordered relationships

6. The Sociocultural perspective – abnormal behaviour is the result of broad social and cultural forces (emphasis on cultural, gender, socioeconomic and ethnic factors, and identity on behaviour)

7. The Neuroscience perspective – (similar to the medical model) – focuses on the neurological (or biological) factors that may underlie abnormal behaviour

8. The Humanistic Perspective – abnormal behaviour is a reflection of an inability to achieve one’s potential, possibly caused by social pressures or values

9. Interactionist (biopsychosocial) Approach – incorporating biological, psychological and sociocultural factors

How do we define Abnormal Behaviour?

· Norm Violation

Social norms vary over time, and across cultures

Who gets to define “normal”?

How do we define Abnormal Behaviour?

· Statistical Rarity (unusualness)

Does not distinguish between desirable and undesirable rarities

How do we define Abnormal Behaviour?

· Personal Discomfort

Individual is their own judge – but this has no standards

How do we define Abnormal Behaviour?

· Maladaptive Behaviour

Is the individual able to meet the demands of their life?

How do we define Abnormal Behaviour?

· Combining standards

Facts – statistical rarity & clearly dysfunctional behaviour

Values – adaptation and adherence to social norms

How do we define Abnormal Behaviour?

· Most societies identify the same categories of behaviour as indicating “mental disorder”

Behaviour that is harmful to the self/others without serving the interests of the self

Poor reality contact (beliefs/sensory perceptions that most others do not have)

Inappropriate emotional reactions (for the person’s situation)

Erratic behaviour – behaviour that shifts unpredictably

Psychological Assessment
· Psychological Assessment:
The collection, organization, and interpretation of information about a client and his or her situation
A process whereby a sequence of questions/steps aid in systematically gathering data on the client for the purpose of coming to a decision
Involves gathering/integrating multiple types of data from multiple sources
Purpose of Assessment
· Intervention-focused Assessment
Creating a comprehensive/accurate description of client’s current state and needs, with the intent of determining the appropriate treatment actions.
· Screening
Identifying individuals who may have problems that require clinical attention.  Or, identifying individuals who may be at risk for developing problems.
· Prognosis
Combining assessment data with the research literature to make predictions about the patient’s future course of psychological functioning.
Diagnosis

· Diagnosis:

Clinical assessment often includes diagnosis, in which the person’s problem is classified within one of a set of recognized categories of abnormal behaviour and is labeled accordingly.

Two approaches…

1. Dimensional Classification

based on the premise that functioning (thoughts, emotions, behaviours, personality) does not exist in categories, but rather along dimensions

psychiatric disorders are examples of normal traits amplified to an extreme

2. Categorical Classification

i.e. the DSM

The DSM is a categorical classification that divides mental disorders into types based on criteria sets with defining features

A categorical system works best when:
all members of a diagnostic class are homogeneous, 
when there are clear boundaries between classes, 
and when the different classes are mutually exclusive
None of which apply to the DSM
DSM5

· Diagnostic and Statistical Manual of Mental Disorders, Fifth edition (2013)

· Published by the American Psychiatric Association

· DSM-I (1952) - The initial goal for developing a classification of mental disorders was the need to collect statistical information

· The non-N.A. world uses the W.H.O.’s ICD-10 (the International Statistical Classification of Diseases and Related Health Problems)

DSM5


“Each of the Mental Disorders is conceptualized as a clinically significant behavioural or psychological syndrome or pattern that occurs in an individual and that is associated with present distress (e.g. a painful symptom) or disability (i.e. impairment in one or more important areas of functioning) or with a significantly increased risk of suffering death, pain, disability, or an important loss of freedom….


…In addition, this syndrome or pattern must not be merely an expectable and culturally sanctioned response to a particular event, for example, the death of a loved one.  Whatever its original cause, it must currently be considered a manifestation of a behavioural, psychological, or biological dysfunction in the individual.  Neither deviant behaviour (e.g. political, religious, or sexual) nor conflicts that are primarily between the individual and society are mental disorders unless the deviance or conflict is a symptom of a dysfunction in the individual, as described above.”

Diagnosis

· The DSM is a system for diagnosing and classifying individuals who are exhibiting abnormal behaviours (thoughts, emotions)

· Criteria for diagnosis is highly detailed and specific

Essential Features – features that “define” it

Associated Features – usually present

Diagnostic Criteria – a list of symptoms (Essential & Associated) that must be present

Differential Diagnosis – how to distinguish this disorder from others

The Old DSM-4 System

· The Earlier DSM (the fourth edition) was a multi-axial classification system
Five “axes” – each person is rated on five distinct dimensions (axes), each of which refers to a different domain in the person’s functioning

· In the new DSM-5, the same information is all there, but it is just all mashed together into one lump

The Old DSM-4 System

· DSM has Five Axes of Diagnosis

Axis I - Clinical syndrome

Axis II - Personality disorders & Intellectual Disability

Axis III - General medical conditions

Axis IV - Psychosocial/environmental problems

Axis V - Global assessment of functioning

· Axis II are disorders that usually originate/manifest in childhood – they are separated from Axis I in order to provide an opportunity for the clinician to indicate the primary problem (Axis I) as well as any other chronic condition (Axis II) that might accompany or contribute to it.

Axis 1

· Clinical Disorders & Other Conditions that may be a focus of clinical attention

All disorders & conditions experienced by the patient are reported on Axis 1

except personality disorders and intellectual disability (which are coded on Axis 2)

Axis 1 (a list of categories)
· Neurodevelopmental Disorders (usually first diagnosed in Infancy, Childhood, or Adolescence)
excluding intellectual disability, which is diagnosed on Axis 2
· Schizophrenia and other psychotic disorders
· Bipolar and related disorders
· Depressive disorders
· Anxiety disorders
· Obsessive-Compulsive and related disorders
· Trauma- and Stressor-related disorders
· Dissociative disorders
· Somatic Symptom and related disorders
· Feeding and Eating disorders
· Elimination disorders
· Sleep-wake disorders
· Sexual dysfunctions
· Gender dysphoria
· Disruptive, Impulse-Control, and Conduct disorders
· Substance-related and Addictive disorders
· Neurocognitive disorders
· Paraphilic disorders
· Other Mental disorders
· Medication-induced movement disorders and other adverse effects of medication
· Other conditions that may be a focus of clinical atention
Axis 2

· Personality Disorders & Intellectual Disability

10 Personality Disorders

Paranoid, Schizoid, Schizotypal, Antisocial, Borderline, Histrionic, Narcissistic, Avoidant, Dependent, Obsessive-Compulsive, and Personality Disorder Not Otherwise Specified

Intellectual Disability

Axis 3

· General Medical Conditions

On this axis, the diagnostician notes any current physical disorders (e.g. cirrhosis of the liver, diabetes, brain tumors, cancer) that could be relevant to the understanding or management of the patient’s psychological difficulties.

Axis 4

· Psychosocial & Environmental problems

Axis 4 is for reporting psychosocial & environmental problems (i.e. a negative life-event, a familial or other interpersonal stress, etc.) that may affect the diagnosis, treatment, and prognosis of mental disorders.

Axis 5

· Global Assessment of Functioning

Axis 5 is for reporting the clinician’s judgment of the individual’s overall level of functioning

For example – “behaviour is considerably influenced by delusions or hallucinations or serious impairment in communication or judgment.”

Criticisms of Diagnosis

· Once a person is diagnosed, it becomes a defining feature of their life – giving psychiatrists control over the person’s life

· Creates a false distinction between “normal” and “abnormal” (where do you draw the line on fuzzy concepts such as “depression”?)

When does a feature of “normal” become clinically significant?

· Diagnosis creates an “artificial” boundary between different behavioural categories (i.e. schizophrenia vs. depression) – and people are often not just one or the other

· Diagnosis is not explanation – diagnosing or labelling  a person as “suffering from depression” – does not explain the underlying causes (but we often think it does)

· A diagnosis can reduce the person to an illness (mental health workers and/or society may just perceive the illness, and no longer see the person)

Anxiety

· Anxiety – a manifestation of the fear response

· Four basic components

Physiological

Emotional

Cognitive

Behavioural

· Note – experiencing nonpathological levels of anxiety and depression at some point in one’s life is a common occurrence

Anxiety Disorders

· The single largest mental health problem in Canada

· 12% of Cdn population are struggling with an Anxiety Disorder at any given time

Public Health Agency of Canada

· Anxiety is often comorbid with depression

co-occurrence rates of 60%

· Neurosis – historically seen as related to anxiety

Panic Attack

· A panic attack is not a mental disorder.  But they can occur in the context of any anxiety disorder as well as other mental disorders and some medical conditions.

· Panic Attack:  The essential feature is an abrupt surge of intense fear or intense discomfort that reaches a peak within minutes and during which time four or more of 13 physical and cognitive symptoms occur.

A panic attack is distinguished from ongoing anxiety by its time to peak intensity; its discrete nature; and its typically greater severity.

Attacks that meet all other criteria, but have fewer than 4/13 symptoms are referred to as limited-symptom attacks
DSM Criteria for Panic Attack

· An abrupt surge of intense fear or intense discomfort that reaches a peak within minutes and during which time four or more of the following symptoms occur :

Palpitations, pounding heart, or accelerated heart rate

Sweating

Trembling or shaking

Sensations of shortness of breath or smothering

Feeling of choking

Chest pain or discomfort

Nausea or abdominal distress

Feeling dizzy, unsteady, lightheaded, or faint

Chills or heat sensations

Paresthesias (numbness or tingling sensations)

Derealization (feelings of unreality) or depersonalization (being detached from oneself)

Fear of losing control or going crazy

Fear of dying

Agoraphobia

· Agoraphobia – anxiety about, or avoidance of, places or situations from which escape might be difficult (or embarrassing) or in which help may not be available in the event of having a panic attack or panic-like symptoms.

DSM Criteria for Agoraphobia

· Essential feature is marked, or intense, fear or anxiety triggered by the real or anticipated exposure to a wide range of situations.  

· The diagnosis requires marked fear or anxiety about two (or more) of the following five situations:

Using public transportation (e.g. automobiles, buses, trains, ships, planes)

Being in open spaces (e.g. parking lots, marketplaces, bridges)

Being in enclosed spaces (e.g. shops, theaters, cinemas)

Standing in line or being in a crowd

Being outside of the home alone

DSM Criteria for Agoraphobia

· The examples are not exhaustive.  Other situations may be feared.

· When experiencing fear and anxiety cued by such situations, individuals typically experience thoughts that something terrible might happen.

· Individuals frequently believe that escape from such situations might be difficult, or that help might be unavailable when panic-like symptoms or other incapacitating or embarrassing symptoms occur.

DSM Criteria for Agoraphobia

· The agoraphobic situations almost always provoke fear or anxiety.

· The agoraphobic situations are actively avoided, require the presence of a companion, or are endured with intense fear or anxiety.

· The fear or anxiety is out of proportion to the actual danger posed by the situation.

· The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more.

· The fear, anxiety, or avoidance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.

Panic Disorder

· The essential features of Panic Disorder is the presence of recurrent, unexpected panic attacks followed by at least 1 month of one or both of the following:

persistent concern or worry about additional panic attacks or their consequences (e.g. losing control, having a heart attack, “going crazy”), 

a significant maladaptive change in behaviour related to the attacks (behaviours designed to avoid having panic attacks, such as avoidance of exercise or unfamiliar situations).

Generalized Anxiety Disorder

· Essential feature is excessive anxiety or worry (apprehensive expectation) about a number of events or activities.

Occurring more days than not for at least 6 months.

· The individual finds it difficult to control the worry and to keep worrisome thoughts from interfering with attention to tasks at hand.

Generalized Anxiety Disorder

· The anxiety or worry are accompanied by at least 3 additional symptoms (with at least some symptoms having been present for more days than not for the past 6 months).  Only 1 item is required in children.

Restlessness or feeling keyed up or on edge.

Being easily fatigued.

Difficulty concentrating or mind going blank.

Irritability.

Muscle tension.

Sleep disturbance (difficulty falling or staying asleep, or restlessness, unsatisfying sleep).

Phobias

· Essential feature is marked fear or anxiety about a specific object or situation (e.g. flying, heights, needles, spiders)

· The phobic object/situation almost always provokes immediate fear/anxiety, which is out of proportion to the actual danger posed, and is either actively avoided or endured with intense fear or anxiety.

· The fear/anxiety/avoidance is persistent, typically lasting at least 6 months.

· Causes clinically significant distress or impairment in social, occupational, or other functioning.

Phobias

· In children, the fear/anxiety may be expressed by crying, tantrums, freezing, or clinging.

· Specific Phobia – involves fear of a particular object or situation (the most common anxiety disorder, lifetime prevalence rate = 10%)

Specific Phobias: Subtypes 

1. Animal Type: fear is cued by animals or insects. 8% prevalence

2. Natural Environmental Type: fear is cued by objects in the natural environment (storms, heights, water). 13% prevalence

3. Blood-Injection-Injury Type: fear is cued by seeing blood or an injury or by receiving an injection or other invasive medical procedure. 3% prevalence

4. Situational Type: fear is cued by a specific situation (public transportation, tunnels, flying, driving). 13% prevalence

5. Other Type: fear is cued by stimuli not covered by one of the other types.

Social Anxiety Disorder (Social Phobia)

· Essential feature is a marked, or intense, fear or anxiety of social situations in which the individual may be scrutinized by others.

E.g. social interactions (having a conversation, meeting unfamiliar people), being observed (eating or drinking), and performing in front of others (giving a speech)

· In children, the fear or anxiety must occur in peer settings and not just during interactions with adults.

Social Anxiety Disorder (Social Phobia)

· The individual fears that they will act in a way (or show anxiety symptoms) that will be negatively evaluated – and will be humiliating or will lead to rejection.

· The social situations almost always provoke fear or anxiety – and it out of proportion.

· The social situations are avoided or endured with intense fear or anxiety.

· The fear/anxiety/avoidance is persistent, typically lasting for 6 months or more.

· In children, the fear or anxiety may be expressed by crying, tantrums, freezing, clinging, shrinking, or failing to speak in social situations.

Obsessive-Compulsive Disorder

· Obsessions: recurrent and persistent thoughts, urges, or images that are experienced, at some time during the disturbance, as intrusive and unwanted, and that in most individuals cause marked anxiety or distress.

· The individual attempts to ignore or suppress such thoughts, urges, or images, or to neutralize them with some other thought or action (i.e. by performing a compulsion). 

Obsessive-Compulsive Disorder

· Compulsions: repetitive behaviours (e.g. hand washing, ordering, checking) or mental acts (e.g. praying, counting, repeating words silently) that the individual feels driven to perform in response to an obsession or according to rules that must be applied rigidly.

· The behaviours or mental acts are aimed at preventing or reducing anxiety or distress, or preventing some dreaded event or situation; however, these behaviours or mental acts are not connected in a realistic way with what they are designed to neutralize or prevent, or are clearly excessive.

Obsessive-Compulsive Disorder

· The obsessions or compulsions are time consuming (e.g. take more than 1 hour per day) or cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

· Non-pathological obsessions are common in the general population.

· O-C becomes pathological (OCD) when the O/C do not pass or are recurrent.  

· Lifetime prevalence 2.2% 

OCD Specifiers

· Many individuals with OCD have dysfunctional beliefs.

· Individuals with OCD vary in the degree of insight they have about the accuracy of the beliefs that underlie their obsessive-compulsive symptoms.

“OCD with good or fair insight” – the individual recognizes that beliefs are definitely or probably not true or that they may or may not be true.

“OCD with poor insight” – the individual thinks beliefs are probably true.

“OCD with absent insight/delusional beliefs” – the individual is completely convinced that beliefs are true.

Post-traumatic Stress Disorder (PTSD)

· Exposure to actual or threatened death, serious injury, or sexual violation in one or more of the following ways:

Directly experiencing the traumatic event(s)

Witnessing, in person, the event(s) as it occurs to others

Learning that the event(s) occurred to a close family member or close friend.

Experiencing repeated or extreme exposure to aversive details of the traumatic event(s)

Post-traumatic Stress Disorder (PTSD)

· Duration of the disturbance is more than 1 month.

· The disturbance causes clinically significant distress or social/occupational impairment.

Post-traumatic Stress Disorder (PTSD)

· Symptoms:

The presence of 1 or more intrusion symptoms:

Recurrent, involuntary, and intrusive distressing memories of the trauma.

Recurrent distressing dreams

Dissociative reactions (flashbacks) in which the individual feels or acts as if the trauma is recurring

Intense or prolonged psychological distress in response to cues

Marked physiological reactions to cues

Posttraumatic Stress Disorder (PTSD)

· Symptoms:

Persistent avoidance of stimuli associated with the event, as evidenced by one or both of the following:

Efforts to avoid distressing memories, thoughts, feelings associated with the event

Efforts to avoid external reminders that arouse distressing memories/feelings.

Posttraumatic Stress Disorder (PTSD)

· Symptoms:

Negative alterations in cognitions and mood associated with the trauma, as evidenced by at least two of the following:

An inability to remember an important aspect of the trauma (dissociative amnesia)

Persistent and exaggerated negative beliefs about self, others, or the world

Persistent, distorted cognitions about the cause/consequences of the trauma – leading the individual to blame self or others

Persistent negative emotional state

Markedly diminished interest/participation in significant activities

Feelings of detachment (estrangement) from others

Persistent inability to experience positive emotions

Post-traumatic Stress Disorder (PTSD)

· Symptoms:

Marked alterations in arousal and reactivity associated with the trauma, as evidenced by at least two of the following:

Sleep disturbance (difficulty falling/staying asleep, restless sleep)

Irritable behaviour and angry outbursts

Hypervigilance

Problems with concentration

Exaggerated startle response

Reckless or self-destructive behaviour

Mood Disorders

· It is normal to undergo fluctuations in mood

· Mood Disorders 

Involve mood swings that are prolonged/extreme enough to seriously disrupt life.

Include syndromes of depression and mania, either separately or in combination.

Also include cognitive, behavioural, and somatic symptoms.

Major Depressive Episode

· Five or more of the following 9 symptoms have been present during the same 2 week period and represent a change from previous functioning.

At least one of the symptoms is either depressed mood (1), or loss of interest or pleasure (2).

· Symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

Major Depressive Episode

1. Depressed mood most of the day, nearly every day.

Indicated by subjective reports, or observations made by others

In children/adolescents, this can be irritable mood

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day (subjective report or observation).

3. Significant weight loss when not dieting or weight gain (e.g. a change of more than 5% of body weight in a month), or decrease/increase in appetite nearly every day.

In children, this may be a failure to make expected weight gains.

4. Insomnia or hypersomnia nearly every day.

5. Psychomotor agitation or retardation nearly every day (observable by others).

6. Fatigue or loss of energy nearly every day.

7. Feelings of worthlessness or excessive or inappropriate guilt nearly every day.

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day.

9. Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a suicide attempt, or a specific plan.

Major Depressive Disorder

· The criteria for a diagnosis of Major Depressive Disorder is the presence of at least one Major Depressive Episode.

· If the individual has experienced either a manic or hypomanic episode, then the diagnosis is changed to a Bipolar Disorder.

Persistent Depressive Disorder (Dysthymia)

· The essential feature of Dysthymia is a chronically depressed mood that occurs for most of the day, more days than not, for at least 2 years 

Persistent Depressive Disorder (Dysthymia)

· During this time (while depressed), the presence of two or more of the following:

Poor appetite or overeating

Insomnia or hypersomnia

Low energy or fatigue

Low self-esteem

Poor concentration or difficulty making decisions

Feelings of hopelessness

Persistent Depressive Disorder (Dysthymia)

· During the 2 year period, the individual has never been without the preceding symptoms for more than 2 months at a time.

· Criteria for a major depressive disorder may be continuously present for 2 years.

· There has never been a manic episode or a hypomanic episode.

Bipolar and Related Disorders

· Bipolar I Disorder

Historically called manic-depressive disorder.

For a diagnosis of Bipolar I Disorder, the presence of at least 1 manic episode is required.

· Bipolar II Disorder

For a diagnosis of a Bipolar II Disorder, at least 1 hypomanic episode, and at least 1 Major Depressive episode is required.

Manic Episode

· A distinct period of abnormally and persistently elevated, expansive, or irritable mood and abnormally and persistently increased goal-directed activity or energy, lasting at least 1 week and present most of the day, nearly every day (or any duration if hospitalization is required).

· During this period, at least 3 of the following 7 symptoms are present to a significant degree.

If the mood is irritable, rather than elevated, then diagnosis requires at least 4 of the following.

1. Inflated self-esteem or grandiosity

2. Decreased need for sleep

3. More talkative than usual or pressure to keep talking

4. Flight of ideas or subjective experience that thoughts are racing

5. Distractibility

6. Increase in goal-directed activity, or psychomotor agitation

7. Excessive involvement in activities that have a high potential for painful consequences

Manic Episode

· The mood disturbance is sufficiently severe to cause marked impairment in social or occupational functioning or to necessitate hospitalization to prevent harm to self or others, or there are psychotic features.

Hypomanic Episode

· A distinct period of abnormally and persistently elevated, expansive, or irritable mood and abnormally and persistently increased activity or energy, lasting at least 4 consecutive days and present most of the day, nearly every day.

· During this period, at least 3 of the following 7 symptoms are present to a significant degree.

If the mood is irritable, rather than elevated, then diagnosis requires at least 4 of the following.

Hypomanic Episode (all the same as manic)

1. Inflated self-esteem or grandiosity

2. Decreased need for sleep

3. More talkative than usual or pressure to keep talking

4. Flight of ideas or subjective experience that thoughts are racing

5. Distractibility

6. Increase in goal-directed activity, or psychomotor agitation

7. Excessive involvement in activities that have a high potential for painful consequences

Hypomanic Episode

· The symptoms represent a noticeable change from typical behaviour.

· The mood disturbance is NOT severe enough to cause marked impairment in social or occupational functioning or to necessitate hospitalization.

· There are no psychotic features.

Mixed Episode

· Can occur during a Depressive, Manic, or Hypomanic episode.

· Symptoms occur during the majority of days of the episode.

· The individual experiences rapidly alternating moods (sadness, irritability, euphoria) accompanied by symptoms of mania and depression.

· criteria are met for both a Manic/Hypomanic Episode and a Major Depressive Episode nearly every day.

Mood Disorders

· Numerous possible etiologies & a number of different approaches to understanding MDs

· Biological Factors

Genetic Risk: first degree relatives of individuals with Bipolar I have elevated rates of Bipolar I: 4-24%

Genetic studies point toward a biological component

Nervous system abnormalities (brainwave patterns)

Neurotransmitter deregulation (i.e. serotonin & dopamine)

Mood Disorders

· Psychological Factors

Psychodynamic Theories

Freud – aggression turned inward

Early Attachment – having a secure attachment to caregiver is important for developing a sense of trust and a sense of self, as well as an ability to form healthy adult attachments.

Behavioural Theories

Learning to withdraw from stressors may lead to a decrease in positive reinforcers (i.e. a decrease in social support)

Cognitive-Behavioural Theories

Learned Helplessness – being unable to avoid aversive events may lead to a feeling of being helpless – leading to attributions that one is helpless (a belief that bad events are caused by internal, stable, uncontrollable factors)

Cognitive Theories

A lack of positive thoughts

Interpreting life events in negative terms

Rumination – A (negative) coping style.  Chronic remembering of, and focusing on, past negative events.  Focusing on one’s negative feelings. 

People who are depressed tend to engage in the use of Cognitive Distortions

· Cognitive Distortions

All-or-nothing thinking

Overgeneralization

Mental filter

Disqualifying the positive

Jumping to conclusions

Magnification (catastrophizing) or minimization

Emotional reasoning

Should statements

Labelling and mislabelling

Personalization

Dissociative Disorders

· Dissociative disorders are a class of disorders where the individual experiences a sudden disruption in consciousness

· This disruption may produce changes in the individual’s memory and/or identity

· Dissociative disorders are usually explained as an individual's coping response to severe conflict and/or stress

Dissociative Amnesia

· Dissociative Amnesia: Sudden loss of memory of important events and/or personal information

Amnesia (loss of memory) can be produced by physical means (e.g., brain damage); however dissociative amnesia is related to traumatic/stressful events

The amnesia is typically confined to the traumatic event (the person will not remember the event itself or a period of time surrounding the event)

Dissociative Fugue

· Dissociative Fugue: individual loses memory of their entire life and their sense of personal identity

Causes are the same as dissociative amnesia (e.g., traumatic/ stressful event); however with dissociative fugue, individual has no memory of their past or their present self

Individual may relocate to a new area, adopt a new identity, and may establish a new family/career

It is common for the fugue state to end and for the person to re-establish their original identity

Dissociative Identity Disorder

· Dissociative Identity Disorder (a.k.a. Multiple Personality Disorder):

· DSM: Essential feature is the presence of two or more distinct identities or personality states (each with its own relatively ensuring pattern of perceiving, relating to, and thinking about the environment and self)

Dissociative Identity Disorder

· A distinction is usually made between the host (the personality state that represents who the person was before the onset of the disorder), and the alters (the later-developing identities)

Alternating Personalities – (simplest pattern)

Two identities take turns controlling behaviour, each having amnesia for the thoughts/actions of the other

Alter is conscious – (more complex pattern)

The host is not aware of the alter, but the alter is aware of the host

While the host is in control, the alter is conscious, and knows the host’s thoughts and actions – when the alter surfaces, it can discuss the host’s actions/problems

Dissociative Identity Disorder

· Physiological differences between the host and the alters include:

Handwriting styles; voice qualities; allergic responses; handedness qualities; EEG responses; changes in respiration rate; galvanic skin responses, etc.

Dissociative Identity Disorder

· Most studies show that DID patients report extremely high rates of childhood sexual or physical abuse

· DID patients enter treatment seeking help not for DID but for affective, psychotic-like, or somatoform symptoms

· DID is diagnosed 3-9 times more frequently in adult females than in adult males

Dissociative Identity Disorder

· Does DID really exist?

· Spanos and the sociocognitive perspective:

Prevalence and number of alters per patient has increased substantially since the 19th century

Role of the media: popular media has made information concerning DID readily available

Role of the therapist: patients may be adopting a view of themselves that is congruent with the view conveyed to them by their therapist

Schizophrenia: Key Features

· Positive symptoms – appear to reflect an excess or distortion of normal functions.  

Including distortions in thought content (delusions), perception (hallucinations), language and thought processes (disorganized speech), and self-monitoring of behaviour (grossly disorganized or catatonic behaviour).

Two dimensions of positive symptoms

“psychotic dimension” includes delusions and hallucinations

“disorganized dimension” includes disorganized speech and behaviour

· Negative symptoms – appear to reflect a diminution or loss of normal functions.

Key Features: Delusions

· Delusions: erroneous beliefs that usually involve a misrepresentation of perceptions or experience, and are resistant to change even in the face of conflicting evidence.  Content may include a variety of themes.

Persecutory delusions are the most common – the person believes they are being tormented, followed, tricked, spied on, or ridiculed.

Referential delusions – believes that certain gestures, comments, passages from books/newspapers, song lyrics (etc.) are directed at them.

Grandiose delusions – believes they have exceptional abilities, wealth, or fame

Erotomanic delusions – believes that another person is in love with him/her

Nihilistic delusions – believes that a major catastrophe will occur

Somatic delusions – believes that health or organ function is at risk

· Delusions:
Delusions can be bizarre if they are clearly implausible, do not derive from ordinary experience, and are not understandable to peers.

Bizarre – belief that an outside force has removed my internal organs and replaced them with someone else’s organs (without leaving scars).

Nonbizarre – belief that I am being watched by the police or government.

Key Features: Hallucinations

· Hallucinations: Perception-like experiences that occur without an external stimulus.  Vivid and clear.  Not under voluntary control. Can occur in any sensory modality (auditory, visual, olfactory, gustatory, tactile).

Auditory are most common – usually experienced as voices (familiar or unfamiliar) that are perceived as distinct from the person’s own thoughts.

Key Features: Disorganized Thinking (Speech)

· Disorganized thinking (“thought disorder”) - due to difficulty in diagnosing “thought disorder” and because this is usually based on the individual’s speech, the emphasis here is on disorganized speech.

Derailment or loose associations

Tangentiality

Incoherence or “word salad”

Key Features: Grossly Disorganized or Abnormal Motor Behaviour

· Grossly Disorganized Behaviour – may manifest in a variety of ways, including childlike silliness to unpredictable agitation.

May involve difficulties in performing goal-directed behaviours.

Key Features: Catatonia

· Catatonic Motor Behaviours – include a marked decrease in reactivity to the environment

Negativism – resistance to instructions 

Catatonic mutism and stupor – complete unawareness

Catatonic rigidity – rigid posture

Catatonic posturing – assuming bizarre postures

Catatonic excitement – purposeless excessive motor activity

Key Features: Negative Symptoms

· Diminished emotional expression

· Avolition

· Alogia

· Anhedonia

· Asociality

Schizophrenia

· Schizophrenia: essential features are a range of cognitive, behavioural, and emotional dysfunctions that have been present for a significant portion of time during a 1-month period, with some signs of the disorder persisting for at least 6 months.

· Two (or more) of the following, present for a period of at least 1 month.  At least one of these must be 1, 2, or 3.

Delusions

Hallucinations

Disorganized speech (e.g. Frequent derailment or incoherence)

Grossly disorganized or catatonic behaviour

Negative symptoms

Schizophrenia

· Since onset, level of functioning in one or more areas (self-care, work, interpersonal relations, etc.) must be markedly below the level achieved prior to onset.

· Continuous signs of disturbance must be present for at least 6 months.

Schizophrenia Subtypes

· Schizophrenia Subtypes: Paranoid, Disorganized, Catatonic, Undifferentiated, Residual

Often symptoms of more than one subtype are present.

order of classification:

Catatonic (whenever prominent catatonic symptoms are present), 

Disorganized, 

Paranoid, 

Undifferentiated (a “catch-all” category describing presentations that include prominent active-phase symptoms not meeting criteria for the first 3), 

Residual (for presentations in which there is continuing evidence of the disturbance, but the criteria for the active-phase symptoms are no longer met).

Schizophrenia Subtypes

· Paranoid – preoccupation with one or more delusions or frequent auditory hallucinations (but not disorganized speech, disorganized or catatonic behaviour, flat/inappropriate affect)

· Disorganized – all of the following are prominent: disorganized speech, disorganized behaviour, flat or inappropriate affect (criteria are not met for catatonic type)

· Catatonic – at least two of the following: motor immobility, excessive motor activity, extreme negativism (motiveless resistance to all instruction or attempts to be moved), peculiarities of voluntary movement (posturing)

· Undifferentiated – some of the characteristic symptoms are present (i.e. delusions, hallucinations, etc.) but does not meet the criteria for the first three subtypes

· Residual – absence of prominent delusions, hallucinations, disorganized speech/behaviour.  Continuing evidence of the disturbance as indicated by the presence of negative symptoms (or limited characteristic symptoms – e.g. odd beliefs)

Schizophrenia Course

· Prodromal phase – In some cases, onset may be sudden (“reactive” or “good premorbid”).  However, in other cases the onset may be protracted over years (“process” or “poor premorbid”).

· Active phase – patient shows prominent symptoms of schizophrenia

· Residual phase – (active phase is usually followed by residual phase) patient shows symptoms similar to prodromal phase (i.e. blunted affect)

· Typical pattern is to fluctuate between Residual phase and Active phase.

Schizophrenia: Causes

· Biological Factors

Evidence of heritability

Structural brain abnormalities

Enlarged ventricles in the brain

Small frontal cortex

Neurotransmitter deregulation

Higher levels of dopamine

· Psychological Factors

Diathesis-Stress Model

Personality Traits
· Personality Traits: enduring patters of perceiving, relating to, and thinking about the environment and oneself that are exhibited in a wide range of social and personal contexts.

· Only when Personality Traits are inflexible and maladaptive and cause significant functional impairment or subjective distress do they constitute PDs.

Personality Disorders

· Personality Disorder:

An enduring pattern of inner experience and behaviour that deviates markedly from the expectations of the individual’s culture (manifested in at least 2 of the following areas: cognition, affectivity, interpersonal functioning, or impulse control)

Pervasive and inflexible

Has an onset in adolescence or early childhood

Is stable over time

Leads to distress or impairment

Personality Disorder Clusters

· The 10 PDs are grouped into three clusters based on descriptive similarities

Odd/Eccentric

Dramatic/Emotional

Anxious/Fearful

· The clustering system has serious limitations and has not been consistently validated.  Individuals frequently present with co-occurring PDs from different clusters.

Cluster A: Odd/Eccentric

· Persons with these disorders appear odd, eccentric, do not get along well with others

· Paranoid, Schizotypal, and Schizoid

Cluster A: Odd/Eccentric

· Paranoid: 

pervasive distrust and suspiciousness of others such that their motives are interpreted as malevolent.

Individuals with this disorder will assume that other people will exploit, harm, or deceive them, even if no evidence exists to support this expectation.

· Schizotypal: 

pervasive pattern of social and interpersonal deficits marked by acute discomfort with, and reduced capacity for, close relationships as well as by cognitive or perceptual distortions and eccentricities of behaviour.

Individuals often have ideas of reference (i.e. incorrect interpretations of casual incidents and external events as having a particular and unusual meaning specifically for the person).

· Schizoid:

pervasive pattern of detachment from social relationships and a restricted range of expression of emotions in interpersonal settings.

Individuals appear to lack a desire for intimacy, seem indifferent to opportunities to develop close relationships, and do not seem to derive much satisfaction from being part of a family or other social group.

Cluster B: Erratic/Emotional

· Persons with these disorders appear erratic, emotional, and have difficulties getting along with others

· Antisocial, Borderline, Histrionic, Narcissistic

Cluster B: Erratic/Emotional

· Antisocial:

pervasive pattern of disregard for, and violation of, the rights of others that begins in childhood or early adolescence and continues into adulthood.

Historically referred to as Psychopathy, Sociopathy, or Dyssocial Personality Disorder.

Deceit and manipulation are central features – hence, it is recommended to integrate information acquired from systematic clinical assessment with information collected from collateral sources.

Lack of remorse – indicated by being indifferent to having hurt/mistreated others. 

· Borderline: 

pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity that begins by early adulthood and is present in a variety of contexts.

Individuals make frantic efforts to avoid real or imagined abandonment.  The perception of impending separation or rejection, or the loss of external structure, can lead to profound changes in self-image, affect, cognition, and behaviour.

· Histrionic: 

pervasive and excessive emotionality and attention-seeking behaviour.

Individuals with HPD are uncomfortable or feel unappreciated when they are not the centre of attention.  Often lively and dramatic, they tend to draw attention to themselves and may initially charm new acquaintances by their enthusiasm, apparent openness, of flirtatiousness.  Quickly turns into demands to be the centre of attention.

If not the centre of attention, may do something dramatic (e.g. make up stories, create a scene).

· Narcissistic:

pervasive pattern of grandiosity, need for admiration, and lack of empathy that begins by early adulthood and is present in a variety of contexts.

A grandiose sense of self-importance.

Routinely over-estimate their abilities and inflate their accomplishments, often appearing boastful and pretentious (& devalue the contributions of others).

They may casually assume that others attribute the same value to their efforts and may be surprised when the praise they expect and feel they deserve is not forthcoming.

Cluster C: Anxious/Fearful

· Persons with these disorders appear anxious, fearful, apprehensive, and have trouble with social relationships.

· Avoidant, Dependent, Obsessive-Compulsive

Cluster C: Anxious/Fearful

· Avoidant:

pervasive pattern of social inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation that begins by early adulthood and is present in a variety of contexts.

Individuals with APD avoid work/school activities that involve significant interpersonal contact because of fears of criticism, disapproval, or rejection.

These individuals avoid making new friends unless they are certain they will be liked and accepted without criticism.  Other people are assumed to be critical and disapproving (until they pass stringent tests proving otherwise).

· Dependent:

pervasive and excessive need to be taken care of that leads to a submissive and clinging behaviour and fears of separation.  This pattern begins by early adulthood and is present in a variety of contexts.

The dependent and submissive behaviours are designed to elicit caregiving and arise from a self-perception of being unable to function adequately without the help of others.

Individuals with DPD have great difficulty making everyday decisions (e.g. what colour shirt to wear) without an excessive amount of advice and reassurance from others.

· Obsessive-Compulsive:

preoccupation with orderliness, perfectionism, and mental and interpersonal control, at the expense of flexibility, openness, and efficiency.  This pattern begins in early adulthood and is present in a variety of contexts.

Attempt to maintain a sense of control through painstaking attention to rules, trivial details, procedures, lists, schedules, or form, to the extent that the major point of the activity is lost.

