Psychological Disorders: Abnormal Psychology
Abnormal behavior is one of the concepts that are not easy to define. The American Psychiatric Association defines abnormal behavior in medical terms: a mental illness that affects or is manifested in a person’s brain and can affect the way a person thinks, behaves and interacts with people.

Abnormal behavior: behavior that is deviant, maladaptive, or personally distressful. 
Note: Only one of the criteria needs to be met for a behavior to be classified as abnormal.
1. Deviant: deviates or atypical from what is acceptable in a culture.

2. Maladaptive: interferes with a person’s ability to function effectively In the world

3. Personal distress: makes a person uncomfortable about himself/herself and causes stress and anxiety
Theoretical Approaches to psychological disorders:

	APPROACH
	VIEWS ON ABNORMAL BEHAVIOR
	THERAPY 
	FRAMEWORKS

	Biological Approach


	Attributes disorders to organic, internal causes like the brain and genetic factors

Uses a medical model that describes psychological disorders as medical diseases caused by biological origins.
	Drug therapy is commonly used to treat abnormal behavior.
	Structural View: abnormalities in the brain’s structure causes mental disorders.
Biochemical View: imbalance in the neurotransmitters or hormones causes mental changes

Genetic view: disorders genes causes abnormal functioning



	Psychological Approach
	A multifaceted approach that uses all perspectives of psychology that serves as a foundation for understanding the psychological factors involved in psychological disorders.
	Uses different therapies for treatment depending on the psychological perspective used. It can focus on the individual, social cognitive or psychodynamic therapies for treatment. 
	Psychodynamic perspective: disorders come from the unconscious conflict that results in anxiety and maladaptive behavior and ineffective early relationship with parents.
Behavioral and Social Cognitive perspective: abnormal behavior is caused by the rewards and punishments from the environment, environmental experiences, observational learning, expectancies, self-efficacy, self-control, and beliefs about one’s self and the world. 
Humanistic perspective: emphasis for the individual’s capacity for growth, freedom to choose one’s destiny, and positive personal qualities. Disorders are formed because of the inability to fulfill one’s potential coming from pressures from society to conform plus, added criticism and negative situations.


	Socio-cultural Approach
	Mental disorders results from larger social contexts: ineffective functioning of family, neighborhood, socioeconomic status, ethnicity, gender & culture. 
	Commonly used therapies are group therapy, family &couple’s therapy, support groups, community modification, counseling etc.
	Instead of focusing on the internal malfunctioning of the individual, this approach focuses mainly on the larger institutions and communities involved in a person’s life. Due to its large and diversified approaches, it also uses different frameworks utilized by anthropologists, social workers, political scientists, economists etc.  

	Interactionist Approach: Biopsychosocial Approach
	Sees abnormal behavior as a combination of factors: brain, heredity, distorted thoughts and low self esteem, family, and poverty.
	Therapies range from any combinations of the methods mentioned above.
	Frameworks may involve more than two frameworks mentioned above mixed with other frameworks coming from other perspectives and approaches.


Classifying Abnormal Behavior: provides better communication among psychologists and can also help in making predictions and the treatments necessary.

DSM-IV by the American Psychiatric Association (APA) – Diagnostic and Statistical Manual of Mental Disorders, 4th ED 1994

· contains 17 major classifications and more than 200 specific disorders.  * a new manual will be released within this year 2006
· Multi-axial system which classifies individuals on the basis of 5 dimensions or axes that also considers the individual’s history and highest level of functioning in the previous year.

	AXIS
	DESCRIPTION
	EXAMPLES

	Axis I
	All diagnostic categories except personality disorders and mental retardation
	Anxiety disorders, eating disorders, sleep disorders, dissociative disorders, etc.

	Axis II
	Personality disorders and mental retardation.
	Personality disorders, low intellectual functioning, etc.

	Axis III
	General medical conditions
	Heart condition, hypertension, cancer etc.

	Axis IV
	Psychosocial and environmental problems
	Occupation, economic & family problems

	Axis V
	Current level of functioning
	Rating of 100 about the highest level of adaptive functioning in a wide range of activities from the preceding year


Anxiety Disorders
Psychological disorders that feature motor tension (jumpiness, trembling, inability to relax); hyperactivity (dizziness, racing heart, perspiration); and apprehensive expectations and thoughts. 
1. Generalized Anxiety Disorder
( consists of persistent anxiety for at least 1 month

( unable to specify the reason for anxiety

( nervous most of the time, about work, relationships, and health, or minor things like being late and what to wear

( anxiety shifts from one thing to another
( genetic predisposition, deficiency in GABA

( having harsh self-standards that are virtually impossible to achieve or maintain, having parents that are too strict and critical, having automatic negative thoughts in the face of stress, having a history of uncontrollable stressors and traumas. 

2. Panic Disorder

( recurrent, sudden onset of intense apprehension or terror.

(Stressful life event 6 months prior to the onset 

(May be classified with or without agoraphobia – a cluster of fears about public places and inability to escape or find help.

( Produces severe palpitations, extreme shortness of breath, chest pains, trembling, sweating, dizziness, feeling of helplessness.

( Associated with overreaction to lactic acid – produced by the body when faced with stress

( Predisposition to the disorder, have autonomic nervous system that is predisposed to be overly active, problems that involves either or both norepinepherine and GABA.

( Fear-of-fear hypothesis: fear of having an attack in public places

( Women are twice likelier to have panic attacks.

3. Phobic Disorder: commonly called phobia
( Irrational, overwhelming persistent fear of a particular object or situation.
( Can pinpoint the cause of their fear

( Fear becomes a phobia when a situation is so dreaded, a person will do everything to avoid the fear.

( Predisposition to fear an object or situation, problems in the neural circuits involved with the thalamus, amygdala, & cerebral cortex, also involves overproduction of the neurotransmitter serotonin.

( Psychodynamic: develops because it used as defense mechanism. Behaviorists: phobias are learned fears – classical conditioning, observational learning 

4. Obsessive-Compulsive Disorder (OCD)
( Individuals have chronic anxiety-provoking thoughts, urges to perform repetitive, ritualistic behaviors to prevent or produce some further situation (compulsion) e.g. Excessive checking, cleansing, and counting.

( Genetic component, neurological impulses reaching the thalamus that creates obsessive thoughts and compulsive actions, depletion of serotonin. 

Psychologists: occurs during periods of stress, change in occupational and marital status, inability to turn off negative, intrusive thoughts.
( Onset during late adolescence or early adulthood although it can also be seen in young children.

4. Post-Traumatic Stress Disorder (PTSD)

( Develops through exposure to a traumatic event (war), severely oppressive situations (Holocaust), abuse (rape), natural disasters (earthquake, floods) and unnatural disasters like plane crash).  

(Onset may be delayed for months or years after the incident.
( Symptoms may include: flashbacks, constricted ability to feel emotion, excessive arousal, feelings of uneasiness, nervous tremors, sudden outburst of aggressiveness, & changes in lifestyle.

Dissociative Disorders
Psychological disorders that involve a sudden loss of memory or change in identity. Under extreme shock or stress, the individual’s conscious awareness becomes dissociated (separated or split) from previous memories and thoughts.

1. Dissociative Amnesia

( Extreme memory loss caused by extensive psychological stress

( Different from regular amnesia that is caused by blow in the head, causing trauma to brain that results in the inability to recall important events.

2. Dissociative Fugue

( Individual not only develops amnesia but unexpectedly travels away from home and assumes a new identity.
3. Dissociative Identity Disorder (DID) formerly called multiple personality disorder
( Having two or more distinct personalities or selves. 

( Each personality has its own memories, behaviors, relationships

( One personality dominates at one time while the other personality takes over at another time.

(Shift between personality usually occurs during distress (extremely high rate of sexual or physical abuse during childhood)

( Mothers who are rejecting and depressed.

( Father who are distant, alcoholic and abusive.

( Disorder may be from genetic disposition because research have shown it runs in the family.

( Different personalities also register different EEG (electroencephalograph) patterns.

Mood Disorders
Psychological disorder in w/c there is a primary disturbance of mood (prolonged emotion that changes the individual’s entire emotional state.

1. Depressive Disorder: Individuals suffer depression w/o ever experiencing mania

A. Major depressive Disorder (MDD)

( 5 symptoms out of 9 must be present during a 2-week period

- depressive mood most of the day

- reduced interest/pleasure in all or most activities

- significant weight loss/gain or significant change in appetite

- trouble sleeping/sleeping too much

- psychomotor agitation or retardation

- fatigue/loss of energy

- feelings of worthlessness/guilt in an inappropriate manner
- problems in thinking, concentrating or making decisions

- recurrent thought of death/suicide

B. Dysthymic Disorder: generally more chronic and has fewer symptoms than MDD
( depressed for most days for at least 2 years (adults), 1 year (children)

( major depressive disorder did not occur

( 2 year period of depression must not be broken by a normal mood lasting for more than 2 months

( 2 or of the symptoms in MDD

2. Bipolar Disorder: a person experiences mood swings of depression and mania (over excited, unrealistic optimistic state)

( symptoms include majority of the following:

- feelings of euphoria

- experience of panic and depression

- tremendous energy and sleeps very little

- impulsive

- manic episodes that lasts 1 week/average of 8-16 weeks

- manic and depressive states occurs 4 or more times a year, but usually separated by 6 months to a year.
Causes of mood disorders:
( biological: heredity/chromosomes, hormones, altered brain waves during sleep (slow sleep wave, immediate REM), decreased metabolic activity in the cerebral cortex, under-activity of some areas of the brain (e.g. prefrontal cortex ( depression) other areas are overactive (e.g. amygdale ( depression), neural death or disability, abnormalities in serotonin and dopamine.

( psychodynamic: childhood experiences that did not develop strong positive sense of self, overdependence in the evaluation of others.

- FREUD: early attachment to a love object contains mixtures of love and hate. When the desires are not provided or the object is lost, aggressive instincts are turned inward. 

( behavioral: decreased positive reinforcement, learned helplessness (usually occurs when a person is exposed to aversive stimuli over w/c he has no control)
( cognitive: cognitive distortions (negative thoughts, overgeneralization, catastrophic thinking), attributional views (internal causes, stable causes, global causes), depressive realism

( socio-cultural: socioeconomic status, ethnic factors, gender, societal development (e.g. emphasis on self, independence, individualism)

Schizophrenia

Severe psychological disorder characterized by highly disordered thought processes, odd communication (e.g. word salad), inappropriate emotion, abnormal motor behavior and social withdrawal.

1. Disorganized Schizophrenia

( delusions and hallucinations
( withdraws from human contact

( regress to silly, childlike gestures/behavior

( isolated or maladjusted during adolescences

2. Catatonic Schizophrenia

( bizarre motor behavior/ immobility

( shows waxy flexibility

3. Paranoid Schizophrenia

( delusions of reference, grandeur, persecution

4. Undifferentiated Schizophrenia

( disorganized behavior

( hallucination, delusions

( incomprehensible/ incoherence in language and communication

Causes:

( biological: genetic predisposition/heredity, enlarged ventricles in the brain, smaller frontal cortex, higher levels of dopamine.

( psychological: diathesis-stress model: combination of biogenetic disposition plus stress.

( socio-cultural: poverty is correlated with schizophrenia.

Personality Disorders
Chronic, maladaptive cognitive-behavioral patterns that are thoroughly integrated into the individual’s personality. They are troublesome to others. Their sources of pleasure are either harmful or illegal. These disorders are neither as bizarre as schizophrenia nor as intense as anxiety disorders. 

1. odd/eccentric Cluster: Paranoid, schizoid, and schizotypal disorders

( Paranoid: lack of trust in others and are suspicious. They see themselves as morally correct yet vulnerable and envied.

( Schizoid: do not form adequate social relationships. Shows shy and withdrawn behavior and may also have difficulty expressing anger. They are considered to be “cold people.

( Schizotypal: shows odd thinking patterns that reflect eccentric beliefs, suspicion and hostility.  
2. Dramatic/Emotionally Problematic Cluster

( Histrionic: seeks a lot of attention and tend to overreact. They respond more dramatically and intensely than is required in the situation. More common in women than men.

( Narcissistic: unrealistic sense of self-importance. They can’t take criticisms, can manipulate other people, and they lack empathy.

( Borderline: emotionally unstable, impulsive, unpredictable, irritable and anxious. They are prone to boredom, and their behavior is similar to that of schizotypal personality disorder but they are not consistently withdrawn and bizarre.

( Anti-social (used to be called psychopaths/sociopaths): guiltless, law breakers, exploitative, self-indulgent, irresponsible and intrusive. More common in men than women. 

-- Causes of antisocial behavior include; genetic predisposition, low delay of gratification, inadequate socialization, parents who are neglectful or inconsistent and punitive in child rearing, observational learning.

3. Chronic-Fearful/Avoidant Cluster

( Avoidant: shy and inhibited yet desires interpersonal relationships that is different from schizotypal and schizoid disorders. They have low self-esteem and are extremely sensitive to rejection. This disorder is close to being an anxiety disorder but not characterized by much personal distress.

( Dependent: lacks self confidence and do not express their own personalities. They have strong needs to cling to stronger personalities that they allow to make decisions for them. More common in women than men.

( Passive-Aggressive: show displeasures and they usually delay thing or procrastinate. They are stubborn or are intentionally inefficient in an effort to frustrate others.

( Obsessive compulsive: usually confused with obsessive-compulsive anxiety disorder. An individual with Obsessive compulsive personality disorder do not become obsessed about small issues. They still engage with specific routinely behavior but they do not become upset or distressed about their lifestyle. They are more obsessed with rules, emotionally insensitive and are usually oriented toward a lifestyle of productivity and efficiency. 

Eating Disorders
Psychological disorder that is characterized by the change in diet or appetite that may result to depression, anxiety, or even death.
1. Anorexia Nervosa: persistent and relentless pursuit of thinness through starvation.

( weighing less than 85 % of what is considered normal for age and height

( having an intense fear of gaining weight that does not decrease with weight loss

( having a distorted body image. Even if they are extremely thin, they see themselves as fat

( they overly criticize their bodies and measurements.

( causes: very high standards of themselves, families are too competitive and high-achievers, stress, on how others perceive them and not being able to reach high expectations and they turn something they can control: weight. Social factors and media such as fashion, and “thin is beautiful” motto contributes to anorexia. Recovery takes about 6-7 years and relapse occurs before stable eating patterns are established.

2. Bulimia Nervosa: consistently follow a binge-and-purge eating pattern.

( eats a lot and then induce vomiting or use laxative to expel what they have eaten.

( preoccupied with food, have string fear in gaining weight, depressed or anxious

( difficult to detect because this disorder occurs within the normal weight range. 

( usually women that are bulimic are overweight before the onset of the disorder.

( binge eating often begins during episodes of dieting

