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long as you provide attribution. Y ou may not use the ma terial f or
commer cial purposes. | f you remix, tr ansform, or build upon the
material, y ou must distribute y our contributions under the same
license as the orig inal. Additionall y, if you r edistribute this te xtbook,
in whole or in par t, in ei ther a prin t or dig ital format, then y ou must
retain on e very physical and/or ele ctronic page an attribution to
the orig inal author( s).

The Self-T ests provided with each chapter ar e a new addition f or
this book; these w ere created using the H5P plugin for WordPress,
and are available for others to do wnload and use in their o wn
instanc es of WordPress or Pressbooks.

OERs are defined as Oteaching, learning, and r esearch resources
that reside in the public domain or ha ve been released under an
intelle ctual pr operty license that permi ts their fr ee use and re-
purposing b y othersO Hewlett Foundation ). This te xtbook and the
OERs from which it has been built ar e openly licensed using
a Creative Commons license, and are offered in various dig ital and
e-book f ormats fr ee of char ge. Printed editions o f this book ¢ an be
obtaine d for a nominal f ee thr ough the Univ ersity of Saskatche wan
bookstor e.

Cover Attribution

Cover image by Steve Johnson on Unsplash. Cover design by Rob
Butz
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Chapter 1 Intvduction

JORDEN A. CUMMINGS

Welcome to Abnormal P sychology! As youOll ead more about in
this chapter , abnormal psy chology refers to the scien tific study of
people who ar e exhibi ting beha viour tha t seems atypic al or unusual,
with the in tent to be able to r eliably predict, explain, diagnose,
identif y the causes of, and tr eat maladaptiv e behavior. Abnormal
psychology is one of the largest sub-fields in psychology,
representing a gr eat deal of research and applie d work trying to
understand and cur e mental disor ders. As you will se e from the f irst
part of this chapter , and as you learn mor e in this book, the ¢ osts of
mental iliness ar e substantial.

This chapter will in troduce you broadly to impor tant concepts,
definitions, and terminolog y in abnormal psy chology that will fr ame
the r est of your le arning. I t reviews how to def ine mental disor der
as well as the str engths and limi tations o f our curr ent diagnostic
approaches. YouOll ead, as well, about how cultur e and cultur al
expectations inf luence our views on abnormali ty. We cannot
examine abnormali ty without taking cultur al norms in to account.

In this chapter y ou will also le arn about ho w mental health
professionals assess individuals who mig ht be experiencing a men tal
disorder, some impor tant concepts for me asurement lik e validity
and reliability, and read an overview of some of the man vy dif ferent
tools these pr ofessionals use to conduct their assessmen ts. Last,
youOll larn how these pr ofessionals diagnose and classif y abnormal
behaviour .

Chapter 1 Introduction | 13



1.1 Bfining Psychopatholpg

ALEXIS BRIDLEY & LEE WDAFFIN JR, CARRIE CUTTLER, JESSICA
CAMPOLI, AND JORDEN A. CUMMINGS

Section Learning O bjectives

¥

Know the c ost of mental iliness to socie ty.

Define abnormal psy chology, psychopatholog y, and
psychological disor ders.
¥  Explain the c oncept of dysfunction as it relates to

K

mental illness.

¥  Explain the c oncept of distr ess as t r elates to
mental illness.

¥  Explain the c oncept of deviance as it r elates to
mental illness.

¥  Explain the c oncept of danger ousness as it r elates
to men tal illness.

What is the Cost of Mental lllret
Society?

Mental illness has signif icant social and e conomic c osts in Canada.
People with men tal illness ar e more likely to e xperienc e social and

14| 1.1 Defning P sychopatholog y



economic mar ginalization, including social isola tion, inabili ty to
work, and lower educational attainment and inc ome, compar ed to
Canadians who do not ha ve a mental illness (Burczycka, 2018).
People with mental illness also have a higher risk of being
victimiz ed. One in ten pe ople wi th men tal he alth-r elated disabili ties
in Canada report experiencing violenc e over the past y ear, a rate
that is double tha t found in the gener al population (Burczycka,
2018). Moreover, mental illness c an significantly impact people®
ability to work. It is estima ted that 2 out o f 9 workers suffer from
a mental illness that affects their w ork performance, and this
amounts to an annual w age loss of over $6.3 billion ( Smetanin et al.,
2011).

Each year, the economic burnout o f mental illness in Canada
is estimated at $51 billion (Smetanin et al., 2011). Mental illness
significantly impacts the he alth c are system dir ectly and indir ectly.
Directly, there are costs of about $21.3 bilion due to
hospitalizations, me dical visits, and suppor t staff (Smetanin et al.,
2011). Thee are also indir ect costs to the justic e system, social
service and education systems, and other ¢ osts due to losses in
quality of lif e. The personal and e conomic c osts of mental illness will
fur ther incr ease due to gr eater numbers o f Canadians expected to
be impacted by mental health pr oblems, combine d with our ag ing
population and gr owth o f the Canadian popula tion o ver the ne xt
30 years (Smetanin et al.,, 2011). B 2041, annual costs of mental
illness ar e expected to be $30 7 billion (M ental H ealth Commission o f
Canada, 2010.

In terms o f worldwide impac t, the W orld Economic Forum use d
2010 data to estima te $2.5 trillion in g lobal costs of mental illness in
2010 and projected costs of $6 trillion b y 2030. The costs for men tal
illness ar e greater than the ¢ ombine d costs of cancer, diabetes, and
respirator y disor ders (Whiteford et al., 2013).

Thoug h ther e is no one behavior tha t w e can use to classif y people
as abnormal, most clinic al practitioners agr ee that any behavior
that strays from what is considered the norm or is une xpected
within the c onfines of one® cultur e, that causes dysfunction in
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cognition, emotion, and /or beha vior, and that causes distr ess and/
or impairmen tin func tioning, is abnormal beha vior. Armed wi th this
understanding, le t®@ discuss what men tal disor ders are.

Definition of Abnormal Psycholggand
Psychopatholog

The term abnormal psy chology refers to the scien tific study of
people who ar e atypical or unusual, wi th the in tent to be able to

reliably predict, explain, diagnose, iden tif y the c auses of, and tr eat
maladaptiv e behavior. A more sensitive and less stigmatizing term

that is used to refer to the scien tific study of psychological
disorders is psychopathology. These definitions beg the questions

of, what is consider ed abnormal and wha t is a psychological or
mental disor der?

Defining Psychologit Disoders

It may be surprising to y ou, but the c oncept of mental or
psychological disor ders has pr oven very dif ficult to def ine and even
the Americ an Psychiatric Associa tion (APA), in its public ation, the
Diagnostic and S tatistic al Manual of Mental Disor ders, 5th e dition
(DSM-5 for shor t), states that thoug h Go definition ¢ an captur e all
aspects of all disor ders in the r ange containe d in the DSM -50 e@rtain
aspects are requir ed. While the c oncept of mental or psy chological
disor ders is dif ficult to def ine, and no def inition will e ver be perf ect,
it is recognized as an extr emely impor tant concept and ther efore
psychological disor ders (aka mental disor ders) have been defined
as a psychological dysfunction which ¢ auses distress or impair ed
functioning and de viates from typical or expected behavior
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according to socie tal or cultur al standar ds. This definition includes
thr ee componen ts (3 Ds). Let® break these down now:

¥ Dysfunction B includes Glinic ally signif icant disturbanc e in an
individual®s cognition, emotion r egulation, or beha vior tha t
reflects a dysfunction in the psy chological, biological, or
developmen tal pr ocesses underlying men tal func tioningO (pg.
20). In other w ords, dysfunction r efers to a br eakdown in
cogni tion , emotion , and/or behavior . For instanc e, an
individual e xperiencing delusions tha t he is an omnipoten t
deity would have a breakdown in ¢ ognition be cause his
thoug ht pr ocesses are not c onsisten t wi th r eality. An individual
who is unable to e xperienc e pleasure would have a breakdown
in emotion. Finall y, an individual who is unable to le ave her
home and attend w ork due to f ear of having a panic attack
would be e xhibi ting a br eakdown in beha vior. Abnormal
behavior has the ¢ apacity to mak e our w ell-being dif ficult to
obtain and ¢ an be assessal by looking at an individual®s curr ent
performanc e and comparing i t to wha t is expected in gener al
or how the person has perf ormed in the past.

¥ Distr essor I mpairmen t B Distr ess can take the form o f
psychological or physical pain, or both ¢ oncurr ently. Smply
put, distr ess refers to suf fering. Alone thoug h, distr ess is not
sufficient enoug h to describe beha vior as abnormal. W hy is
that? The loss of a loved one would c ause even the most
ormall yO fundioning individual pain and suf fering. An athle te
who experienc es a career-ending in jury would displa y distr ess
as well. Suffering is par t of lif e and cannot be avoided. And
some people who displa y abnormal beha vior ar e generally
positiv e while doing so. Typic ally, if distr ess is absert then
impairmen t must be pr esent to de em behavior abnormal.
Impairmen t refers to when the person e xperienc es a disabling
condition Oin social, occupational, or other impor tant
activi tiesO (pg. 20. In other w ords, impairmen t r efers to when a
person loses the ¢ apacity to func tion normall y in daily lif e (e.g.,
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can no longer main tain minimum standar ds of hygiene, pay
bills, attend social func tions, or go to w ork). Once again
typically distr ess and/or impairmen tin func tioning ar e
requir ed to c onsider beha vior abnormal and to diagnose a
psychological disor der.

¥ Deviance D A closer examination o f the w ord abnormal sho ws
that it indic ates a move away from what is normal, t ypical, or
average. Our cultur e D or the totali ty of socially tr ansmitted
behaviors, customs, v alues, technolog vy, attitudes, beliefs, ar t,
and other pr oducts that are particular to a gr oup b determines
what is normal and so a person is said to be de viant when he or
she fails to f ollow the stated and unstated rules of society,
called social norms . What is consider ed ormalO by society
can change over time due to shif tsin accepted values and
expectations. For instanc e, just a few decades ago
homosexuality was consider ed taboo in the U .S. and it was
include d as a mental disor der in the f irst e dition o f the DSM;
but toda y, it is gener ally accepted. Likewise, PDAs, or public
displays of affection, do not ¢ ause a second look b y most
people unlik e the past when these out ward expr essions of love
were restric ted to the priv acy of one® own house or be droom.
Inthe U.S., crying is gener ally seen as a weakness for males but
if the beha vior oc curs in the ¢ ontext of a tr agedy such as the
Vegas mass shooting on O ctober 1, 2017 in which 58 pe ople
were killed and about 500 w ere wounded, theniitis
appropriate and understandable. Finall y, consider tha t
statistic ally deviant behavior is not ne cessarily negativ e.
Genius is an example of behavior tha t is not the norm, buti tis
generally consider ed a positiv e attribute r ather than a nega tive
one.

Thoug h not par t of the DSM 5@ conceptualiza tion o f what abnormal
behavior is, many clinicians add a 4th D B dangerousness to this
list. Dangerousness refers to when beha vior r epresents a thr eat to
the safety of the person or others. | ndividuals e xpressing suicidal
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intent, those e xperiencing acute par anoid ide ation ¢ ombine d with
aggressive impulses (e.g., wanting to harm pe ople who ar e perceived
as Obeing out to get them O), and mary individuals wi th antisocial
personali ty disor der may be consider ed dangerous. Mental he alth
professionals (and many other pr ofessionals including r esearchers)
have a duty to report to law enforcement when an individual
expresses an intent to harm themsel ves or others. N evertheless,
individuals wi th depr ession, anxiety, and obsessive-c ompulsiv e
disor der are typically no mor e a threat to others than individuals
without these disor ders. As such, itis impor tant to note tha t having
a mental disor der does not a utomartic ally deem one to be danger ous
and most danger ous individuals ar e not men tally ill. I ndeed, a review
of the li teratur e (Matthias & Angerme yer, 2002) found that only a
small pr opor tion o f crimes ar e commi tted by individuals wi th severe
mental disor ders, that str angers are at a lower risk o f being attacked
by a person with a severe mental disor der than b y someone who
is mentally healthy, and that elevated risks to beha ve violently are
limited to a small number o f symptom c onstellations. Similar ly,
Hiday and Burns (2010) showed that danger ousness is more the
exception than the rule.
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1.2 Cultual Expetations

ROSE M. SPIELMAN, KFHRYN DUMPER, WILLIAM JENKINS, ARLENE
LACOMBE, MARILYN LOVETT, & MARION PERLMUTTER

Section Learning O bjectives

¥  Understand the cultur al problems inher ent in
defining the ¢ oncept of psycholog ical disor der

What is Clinial Asesment?

Violating cultur al expectations is not, in and o fitself, a satisfactory
means of iden tif ying the pr esence of a psycholog ical disor der. Since
behavior v aries fr om one cultur e to another , what may be expected
and consider ed appropriate in one cultur e may not be vie wed as
such in other cultur es. For example, returning a str anger® smile
is expected in the Uni ted States because a pervasive social norm
dictates that we recipr ocate friendl y gestur es. A person who r efuses
to acknowledge such gestures might be considered socially
awkw ardNper haps even disor deredNfor viola ting this e xpectation.
However, such expectations ar e not univ ersally shared. Cultur al
expectations in Japan involve showing r eserve, restraint, and a
concern for main taining priv acy around str angers. Japanese people
are generally unr esponsive to smiles fr om str angers (Patterson et
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al., 2007). Eye contact provides another e xample. In the United
States and Europe, eye contact with others t ypically signifies
honesty and attention. H owever, most L atin-Americ an, Asian, and
African cultur es interpret direct eye contact as rude,
confr ontational, and aggr essive (Pazain, 2010). Thus, someone who
makes eye contact with you could be consider ed appropriate and
respectful or br azen and offensive, depending on y our cultur e.

Eye contact
is one of
many social
gestures that
vary from
cultur e to
cultur e.
(credit: Joi
Ito)

Hallucinations (seeing or he aring things tha t are not ph ysically
present) in Western socie ties is a violation o f cultur al expectations,
and a person who r eports such inner e xperienc es is readily labeled
as psychologically disor dered. In other cultur es, visions that, for
example, pertain to futur e events may be regarded as normal
experienc es that are positively valued (Bourguignon, 1970). Finally,
it is impor tant to r ecognize that cultur al norms change o ver time:
what mig ht be considered typical in a society at one time may
no longer be vie wed this w ay later, similar to ho w fashion tr ends
from one er a may elici t quiz zical looks de cades later Nimagine how a
headband, legwarmers, and the big hair o f the 1980s would go o ver
on your campus today.
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The Myth of Mental llines

In the 1950s and 1960s, the concept of mental illness w as widely
criticiz ed. One of the major cri ticisms f ocused on the notion tha t
mental illness w as a @nyth that justif ies psychiatric in ter vention
in sociall y disappr oved behaviorO (Wakefield, 1992). Thomas Szasz
(1960), a noted psychiatrist, w as perhaps the biggest pr oponent
of this vie w. Szasz amgued that the notion o f mental illness w as
invented by society (and the mental health establishmen t) to
stigmatiz e and subjugate people whose beha vior viola tes accepted
social and legal norms. | ndeed, Szasz suggested that what appear to
be symptoms o f mental illness ar e mor e appropria tely char acteriz ed
as @roblems in livingO (Szasz, 1960.

In his 1961 book, The Myth of Mental Illness: Foundations of a
Theory of Personal Conduct, Szasz expressed his disdain f or the
concept of mental illness and f or the f ield of psychiatry in gener al
(Oliver, 2006). The basis for Szasz® attack w as his contention tha t
detectable abnormali ties in bodil y struc tures and functions (e.g.,
infections and or gan damage or d ysfunction) represent the def ining
featur es of genuine illness or dise ase, and because symptoms o f
purpor ted mental iliness ar e not accompanie d by such detectable
abnormali ties, so-c alled psychological disorders are not disor ders
at all. Szasz (19612010 ) proclaime d that Glisease or illness can only
affect the bod y; hence, ther e can be no mental illnessO (p. 267).

Today, we recogniz e the extr eme level of psycholog ical suffering
experienc ed by people with psychological disorders: the painful
thoug hts and f eelings the y experienc e, the disor dered behavior the y
demonstr ate, and the le vels of distr ess and impairmen t the y exhibi t.
This makes it very dif ficult to den y the r eality of mental iliness.

However contr oversial Szasz® views and those o f his suppor ters
might have been, they have influenced the mental health
communi ty and society in several ways. First, lay people, poli ticians,
and pr ofessionals now often r efer to men tal illness as men tal he alth
Qroblems,0 implicitly acknowledging the Oproblems in livingd
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perspective Szasz described (Buchanan-Bar ker & Barker, 2009). Also
inf luential w as Szasz€view of homose xuality. Szasz was perhaps the
first psy chiatrist to openl y challenge the ide a that homose xuality
represented a form of mental iliness or dise ase (Szasz, 1965). B
challenging the ide a that homose xuality represented a form a
mental illness, Szasz helped pave the way for the social and civil
rights that gay and lesbian people now have (Barker, 2010). His
work also inspir ed legal changes that pr otect the rig hts of people in
psychiatric insti tutions and allo w such individuals a gr eater degr ee
of inf luenc e and responsibili ty over their liv es (Buchanan-Bar ker &
Barker, 2009).
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1.3 Clinial Asesment

ALEXIS BRIDLEY & LEE WDAFFIN JR. AND CARRIE CUTTLER

Section Learning O bjectives

¥

Define clinic al assessmert.

Clarif y why clinic al assessment is an ongoing
process.

Define and exemplif y reliabili ty.

Define and exemplif y validity.

Define standar dization.

List and describe six me thods o f assessment.

K

K K K K

What is Clinial Asesment?

In order for a mental health pr ofessional to be able to ef fectively
treat a clien t and kno w that the sele cted tr eatment actuall y worked
(or is w orking), he/she f irst must engage in the clinic al assessment
of the clien t. Clinical assessmen t refers to collecting inf ormation
and drawing conclusions thr ough the use of observation,
psychological tests, neur ological tests, and in ter views to de termine
what the person ® problem is and what symptoms he /she is
presenting wi th. This collection o f information in volves learning
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about the clien t@ skills, abilities, personali ty characteristics,

cognitive and emotional func tioning, social c ontext (e.g.,
environmental str essors), and cultur al factors par ticular to them

such as their language or e thnici ty. Clinic al assessment is not just

conducted at the beg inning o f the pr ocess of seeking help but all

thr oughout the pr ocess. Why is that?

Consider this. First, w e need to de termine if a tr eatment is even
needed. By having a clear accounting of the person ® symptoms
and how they affect daily functioning w e can determine to wha t
extent the individual is ad versely affected. Assuming tr eatment is
needed, our second reason to engage in clinic al assessmernt is to
determine wha t tr eatment will w ork best. As you will se e later in
this chapter , ther e are numer ous approaches to tr eatment. These
include Behavior Ther apy, Cognitive Therapy, Cognitive-Behavior al
Therapy (CBT), Humanistic-Experien tial Ther apies, Psychod ynamic
Therapies, Couples and Family Therapy, and biolog ical tr eatmen ts
(e.g., psychopharmac ology). Of course, for any mental disor der,
some of the af orementione d ther apies will have greater ef ficacy
than others. Ev en if several can work well, it does not me an a
particular ther apy will w ork well for tha t specific clien t. Assessment
can help the clinician f igure this out. Finall y, we need to kno w if
the tr eatment worked. This will in volve measuring symptoms and
behavior before any treatment is used and then me asuring
symptoms and beha vior while the tr eatmentis in plac e. We will e ven
want to me asure symptoms and beha vior af ter the tr eatment ends
to mak e sure symptoms do not r eturn. Kno wing what the person &
baselines are for dif ferent aspects of psychological func tioning will
help us to se e when impr ovement occurs. In recap, obtaining the
baselines happens in the beg inning, implemen ting the tr eatment
plan happens mor e so in the middle, and then making sur e the
treatment produces the desired outc ome occurs at the end. It
should be cle ar fr om this discussion tha t clinic al assessment is an
ongoing process.
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Key Conepts in Asesment

Impor tant to the assessment process are three critical concepts
b reliabili ty, validity, and standar dization. Actually, these thr ee are
impor tant to scienc e in general. First, we want assessment to be
reliable or consistent. Outside o f clinic al assessment, when our ¢ ar
has an issue and we take it to the me chanic, we want to mak e sure
that what one me chanic says is wrong with our ¢ ar is the same as
what another sa ys or even two others. | f not, the me asurement tools
they use to assess cars are flawed. The same is true o f a patient who
is experiencing a men tal disor der. If one men tal he alth pr ofessional
says the person has major depr essive disorder and another sa ys
the issue is bor derline personali ty disor der, then ther e is an issue
with the assessment tool being use d. Ensuring tha t two dif ferent
raters (e.g., mechanics, mental he alth pr ofessionals) are consistent
in their assessmen ts is called interr ater r eliability . Another t ype of
reliabili ty occurs when a person tak es a test one day, and then the
same test on another da y. We would e xpect the person ® answers to
be consisten t wi th one another , which is c alled test-r etest reliability .
An example is if the person tak es the Minnesota Multiphasic
Personality Inventory (MMPI) on Tuesday and then the same test
on Friday, then unless some thing mir aculous or tr agic happened
over the t wo days in between tests, the sc ores on the MMP | should
be nearly identic al to one another . In other w ords, the two scores
(test and r etest) should be corr elated with one another . If the test
is reliable, the correlation should be v ery high (remember, a
corr elation goes fr om - 100 to + 100 and posi tive means as one score
goes up, so does the other , so the correlation for the t wo tests
should be hig h on the posi tiv e side).

In addition to r eliabili ty, we want to mak e sure the test me asures
what it says it measures. This is called validi ty . Let® say a new test
is developed to me asure symptoms o f depr ession. It is compar ed
against an existing, and pr oven test, such as the Be ck Depr ession
Inventory (BDI). If the new test me asures depression, then the
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scores on it should be hig hly correlated with the ones obtaine d
by the BDI. This is called concurrent or descriptive validity . We
mig ht even ask if an assessment tool looks v alid. If we answer yes,
then it has face validity, thoug h it should be note d that this is not
based on any statistic al or evidence-based method of assessing
validity. An example w ould be a personali ty test tha t asks about ho w
people behave in certain situations. It, ther efore, seems to me asure
personality or we have an overall feeling that it me asures what we
expect it to me asure.

A tool should also be able to ac curately predict what will happen
in the futur e, called predictive validity . Let@ say we want to tell if
a high school studen t will do w ell in college. We might create a
national e xam to test ne eded skills and c all it something lik e the
Scholastic Apti tude T est (SAT). We would have high school studen ts
take it by their senior y ear and then w ait until the y are in college
for a few years and see how they are doing. If they did w ell on the
SAT, we would expect that at that poin t, the y should be doing w ell
in college. If so, then the SAT accurately predicts college success.
The same would be true o f a test such as the Gr aduate Record Exam
(GRE) and its ability to pr edict gr aduate school perf ormanc e.

Finally, we want to mak e sure that the e xperienc e one patient
has when taking a test or being assesse d is the same as another
patient taking the test the same da y or on a dif ferent day, and with
either the same tester or another tester . This is accomplishe d with
the use of clearly laid out rules, norms, and /or pr ocedures, and
is called standar dization . Equally impor tant is that mental he alth
professionals interpr et the r esults of the testing in the same w ay or
other wise it will be uncle ar what the me aning of a specific score is.

Methods of Asesment

So how do we assess pdaients in our c are? We will discuss
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psychological tests, neurological tests, the clinic al interview,
behavior al assessment, and a few others in this se ction.

The Clinial Interview

A clinic al interview is a face-to-fac e encounter between a mental
health pr ofessional and a patient in which the f ormer obser ves
the latter and gathers data about the person & behavior, attitudes,
curr ent situation, personali ty, and lif e histor y. The inter view may be
unstructur ed in which open-ende d questions ar e asked, structur ed
in which a spe cific set of questions ac cording to an in terview
schedule are asked, or semi-structur ed, in which ther e is a pre-set
list o f questions but clinicians ar e able to f ollow up on spe cific issues
that catch their a ttention.

A mental sta tus examina tion is used to or ganize the inf ormation
collected during the in terview and to systema tic ally evaluate the
client thr ough a series of observations and questions assessing
appearance and behavior (e.g., grooming and body language),
thoug ht processes and content (e.g., disorganized speech or
thoug ht and false beliefs ), mood and affect (e.g., hopelessness or
elation ), intelle ctual func tioning (e.g., speech and memor y), and
awareness of surr oundings (e.g., does the client know wher e he/
she is, when it is, and who he /she is?). The e xam covers areas
not normall y part of the in terview and allows the men tal health
professional to de termine which ar eas need to be e xamined fur ther .
The limi tation o f the in ter view is tha tit lacks r eliabili ty, especially in
the case of the unstruc tur ed inter view.
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Psychologael Tests and Inventories

Psychological tests are used to assess the clien t@ personality, social
skills, cognitive abilities, emotions, beha vioral responses, or
inter ests and can be administer ed either individuall y or to gr oups.
Projecti ve tests consist o f simple ambiguous stimuli tha t can elicit
an unlimi ted number o f responses. They include the R orschach test

or inkblot test and the Thematic A pper ception T est which r equir es
the individual to wri te a complete story about each of 20 cards
shown to them and g ive details about wha t led up to the sc ene
depicted, what the char acters ar e thinking, wha tthe y are doing, and
what the outc ome will be. Fr om these r esponses, the clinician gains

perspective on the patient® worries, ne eds, emotions, c onflicts.
Another pr ojective test is the sentence completion test and asks
individuals to f inish an inc omplete sentenc e. Examples include OMy
mother® E. or Ol hop&

Personality in ventories ask clients to state whether e ach item
in a long list o f statements applies to them, and ¢ ould ask about
feelings, behaviors, or beliefs. Examples include the MMP 1| or
Minnesota Multiphasic P ersonality Inventory and the NEO-P I-R
which is a ¢ oncise me asure of the f ive major domains o f personali ty
P Neuroticism, Extr oversion, Openness, Agreeableness, and
Conscientiousness. Six facets define each of the five domains and
the measure assess emotional, interpersonal, e xperimen tal,
attitudinal, and motiv ational st yles (Costa & McCrae, 1992). These
inventories ha ve the ad vantage of being e asy to administer b y either
a professional or the individual taking i t, are standardized,
objectively scored, and are completed either on the ¢ omputer or
thr ough paper and pencil. Tha t said, personali ty cannot be dir ectly
assessal and so you can never completely know the individual on
the basis of these in ventories.
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Neurlogial Tests

Neurological tests ar e also used to diagnose c¢ ognitive impairmen ts
caused by brain damage due to tumors, inf ections, or he ad injury;
or changes in br ain activi ty. Positron Emission Tomography or PET
is used to stud y the br ain® functioning and beg ins by injecting the
patien t wi th a r adionuclide which ¢ ollects in the br ain. Patien ts then
lie on a scanning table while a ring-shape d machine is posi tione d
over their he ad. Images are produced that yield inf ormation about
the func tioning o f the br ain. Magnetic Resonance Imaging or MRI
produces 3D images of the br ain or other bod y struc tur es using
magnetic f ields and computers. The y are used to de tect struc tur al
abnormali ties such as brain and spinal c ord tumors or ner vous
system disor ders such as multiple scler osis. Finally, computed
tomography or the CT scan involves taking X-r ays of the br ain at
different angles that are then combine d. They are used to detect
struc tur al abnormali ties such as brain tumors and br ain damage
caused by head injuries.

Physial Examination

Many mental he alth pr ofessionals recommend the pa tient see their
family physician for a physical examination which is much lik e a
check-up. Why is that? Some organic conditions, such as
hyperthyroidism or hormonal irr egularities, manif est behavior al
symptoms tha t are similar to men tal disor ders and so ruling such

conditions out ¢ an save costly ther apy or sur gery.

Behaioral Asesment

Within the r ealm of behavior modif ication and applie d behavior

30 | 1.3 Clinical Assessmernt



analysis, is behavioral assessment which is simply the
measurement of a tar get behavior. The tar get behavior is whatever
behavior we want to change and i t can be in excess (heeding to
be reduced), or in a def icit state (needing to be incr eased). During
behavior al assessment w e assess the ABCs d behavior:

¥ Antecedents are the environmental events or stimuli tha t
trigger a beha vior

¥ Behavior s are what the person does, sa ys, thinks /f eels; and

¥ Consequences are the outc ome of a behavior tha t either
encour ages it to be made again in the futur e or disc our ages its
futur e occurr ence.

Though we might try to change another person & behavior using
behavior modif ication, w e can also change our o wn behavior using
self-moni toring which r efers to me asuring and r ecording one @ own
ABCs. In the c ontext o f psychopatholog y, behavior modif ication ¢ an
be useful in tr eating phobias, r educing habi t disor ders, and ridding

the person o f maladaptiv e cognitions.

A limitation o f this me thod is tha t the pr ocess of observing and/
or recording a behavior c an cause the behavior to change, c alled
reactivity . Have you ever notic ed someone staring at you while y ou
sat and ate your lunch ? If you have, what did y ou do ? Did you change
your behavior? Did y ou become self-c onscious? Lik ely yes and this
is an example of reactivi ty. Another issue is tha t the beha vior tha t is
made in one situation may not be made in other si tuations, such as
your signif icant other onl y acting out a t their fa vori te te am®football
game and not at home. This f orm o f validity is called cr oss-sectional
validi ty.

Intelligene Tests

Intelligenc e testing is oc casionally used to determine the clien t@
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level of cognitive functioning. | ntelligenc e testing c onsists of a
series of tasks asking the patient to use both v erbal and non verbal
skills. An example is the Stanford-Binet Intelligenc e test which is
used to assess fluid r easoning, knowledge, quantitative reasoning,
visual-spatial pr ocessing and working memor y. These tests are
rather time-c onsuming and r equire specialized training to
administer . As such, they are typically only used in cases where
there is a suspected cognitive disorder or in telle ctual disabili ty.
Intelligenc e tests have been criticiz ed for not pr edicting futur e
behaviors such as achie vement and r eflecting social or cultur al
factors /biases and not ac tual in telligenc e.
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1.4 Diagnosing and
Clasifying Abnormal
Behaior

ALEXIS BRIDLEY & LEE WDAFFIN JR, CARRIE CUTTLER, AND
JORDEN A. CUMMINGS

Section Learning O bjectives

¥  Explain what it means to make a clinic al diagnosis.
¥  Define syndr ome.
¥  Clarify and exemplif y what a classification system
does.
¥  ldentify the t wo most used classification systems.
¥  Qutline the histor y of the DSM.
¥  Identify and explain the elemen ts of a diagnosis.
¥  Outline the major disor der categories o f the
DSM-5.
Describe the ICD- 11.
Clarify why the DSM-5 and ICD- 11 ned to be
harmoniz ed.

K K

Clinical Diagnosis and Ctafscation
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Systems

To begin any type of tr eatment, the clien t/pa tient must be cle arly
diagnosed with a men tal disor der. Clinical diagnosis is the pr ocess
of using assessment data to de termine if the pa ttern o f symptoms
the person pr esents with is c onsistent with the diagnostic cri teria
for a specific mental disorder set forth in an establishe d
classification system such as the DSM -5 or ICD- 10 (both will be
described shortly). Any diagnosis should have clinical utility,
meaning it aids the men tal he alth pr ofessional in de termining the
prognosis, the tr eatment plan, and possible outc omes of tr eatment
(APA, 2013. Receiving a diagnosis does not ne cessarily mean the
person r equir es treatment. This de cision is made base d upon ho w
severe the symptoms ar e, the level of distr ess caused by the
symptoms, symptom salience such as e xpressing suicidal ide ation,
risks and benef its of tr eatment, disabili ty, and other fac tors (APA,
2013). Likewise, a patient may not me et full cri teria f or a diagnosis
but r equir e treatmen t none theless.

Symptoms tha t cluster toge ther on a r egular basis are called a
syndr ome. If they also follow the same, pr edictable course, we say
that they are characteristic o f a specific disorder. Classifica tion
systems for mental disor ders provide mental health pr ofessionals
with an agreed upon list o f disor ders falling in distinc t categories
for which ther e are clear descriptions and cri teria f or making a
diagnosis. Distinct is the key word here. People experiencing
delusions, hallucina tions, disor ganized speech, catatonia, and /or
negative symptoms ar e different from people presenting with a
primary clinical deficit in cognitive functioning that is not
developmen tal in na tur e but has be en acquir ed (i.e. they have shown
a decline in c ognitive functioning o ver time ). The former w ould
likely be diagnosed with a schiz ophr enia spectrum disor der while
the latter lik ely has a neurocognitiv e disor der (NCD). The latter c an
be fur ther distinguishe d from neur odevelopmen tal disor ders which
manif est early in development and in volve developmental deficits
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that cause impairmen ts in social, ac ademic, or oc cupational
functioning ( APA, 2013. These thr ee disorder gr oups or c ategories
can be clearly distinguishe d from one another . Classification
systems also permit the gathering o f statistics f or the purpose o f
determining incidenc e and pr evalence rates, they facili tate r esearch
on the e tiolog y and tr eatment of disor ders, and the y conform to the
requir ements of insur ance companies for the pa yment of claims.

The most widel y used classification system in the Uni ted States
and Canada is the Diagnostic and Statistical M anual of M ental
Disorders curr ently in its 5th e dition and pr oduced by the Americ an
Psychiatric Associa tion (APA, 2013. Alternatively, the World H ealth
Organization (WHO ) produces the International Statistical
Classification of Diseases and Related Health Problems (ICD)
currently in its 10th edition wi th an 11th edition e xpected to be
published in 2018. We will beg in by discussing the DSM and then
move to the ICD .

The DSM Clasfication System

A Brief History of the DSM

The DSM 5 was published in 2013 and took the plac e of the DSM
IV-TR (TR means Text Revision; publishe d in 2000 ) but the histor y
of the DSM goes back to 1844 when the Americ an Psychiatric
Association publishe d a predecessor of the DSM which w as a
Qtatistic al classification o f insti tutionaliz ed mental patientsO and
@Ewas designed to impr ove communic ation about the t ypes of
patien ts cared for in these hospi talsO APA, 2013, p. §. However, the
first o fficial version of the DSM w as not publishe d until 1952. The
DSM evolved thr ough four subse quent editions af ter W orld War Il
into a diagnostic classif ication system to be use d by psychiatrists
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and physicians, but also other men tal health pr ofessionals. The
Herculean task of revising the DSM IV -TR began in 1999 when the
APA embarked upon an e valuation o f the str engths and w eaknesses
of the DSM in c oordination wi th the W orld Health Or ganization
(WHO) Division o f Mental H ealth, the W orld Psychiatric Associa tion,
and the N ational | nstitute o f Mental H ealth (NIMH). This r esulted in
the public ation o f a monogr aph in 200 2 called, A Research Agenda
for DSM-V. From 2003 to 2008, the AP A, WHO, NIMH, the N ational
Institute on Drug Abuse (NID A), and the National | nstitute on
Alcoholism and Alc ohol Abuse (NIA AA) convened 13 international
DSM-5 research planning c onferences, Oto eview the world
literatur e in specific diagnostic ar eas to prepare for revisions in
developing both DSM -5 and the | nternational Classification o f
Disease, 11th Rvision (ICD- 11)APA, 2013.

After the naming o f a DSM-5 Task Force Chair and Vic e-Chair
in 2006, task f orce members w ere selected and appr oved by 2007
and workgroup members w ere approved in 2008. W hat resulted
from this w as an intensiv e process of Gonduc ting li ter atur e reviews
and secondary analyses, publishing r esearch reports in scien tif ic
journals, de veloping dr aft diagnostic cri teria, posting pr eliminary
drafts on the DSM -5 Web site for public ¢ omment, presenting
preliminar y findings at professional meetings, perf orming f ield
trials, and r evisiting cri teria and te xtOAPA, 2013.

What resulted was a @ommon language for communic ation
between clinicians about the diagnosis o f disor dersO along wih a
realization tha t the cri teria and disor ders contained within w ere
based on curr ent r esearch and may under go modif ication wi th new
evidence gather ed (APA, 2013. Additionall y, some disor ders were
not include d within the main bod y of the documen t because they
did not ha ve the scientific evidence to suppor t their widespr ead
clinic al use, but w ere include d in Section lll under O Conditions f or
Further Stud yO to Ohiplig ht the e volution and dir ection o f scientif ic
advances in these ar eas to stimula te fur ther r esearchO APA, 2013.
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Elements of a Diagnosis

The DSM 5 states that the f ollowing mak e up the k ey elements of a
diagnosis (APA, 2013:

¥ Diagnostic Cri teria and Descriptor s B Diagnostic cri teria ar e
the guidelines f or making a diagnosis. W hen the full cri teria
are met, mental he alth pr ofessionals can add severity and
course specifiers to indic ate the patien t® curr ent pr esentation.
If the full cri teria ar e not met, designators such as Qother
specifiedO or GnspecifiedO an be used. If applic able, an
indic ation o f severity (mild, moder ate, severe, or extr eme),
descriptiv e featur es, and course (type of remission B partial or
full B or r ecurr ent) can be provided with the diagnosis. The
final diagnosis is based on the clinic al inter view, text
descriptions, cri teria, and clinic al judgment.

¥ Subtypes and S pecifier s B Snce the same disor der can be
manif ested in dif ferent ways in dif ferent individuals the DSM
uses subtypes and specifiers to be tter char acteriz e an
individual®s disorder. Subtypesdenote Omutuall y exclusive and
jointly exhaustive phenomenolog ical subgroupings wi thin a
diagnosisO APA, 2013. For example, non-r apid eye movement
sleep arousal disor ders can have either a sle epwalking or sle ep
terr or t ype. Enuresis is nocturnal onl y, diurnal onl y, or both.
Specifier s are not mutuall y exclusive or join tly exhaustive and
so mor e than one specifier can be given. For instanc e, binge
eating disor der has remission and se verity specifiers. Major
depr essive disor der has a wide r ange of specifiers that can be
used to char acteriz e the severity, course, or symptom clusters.
Again the fundamen tal distinc tion be tween subtypes and
specifiers is tha t ther e can be only one subt ype but multiple
specifiers.

¥ Princip le Diagnosis B Aprincipal diagnosis is used when mor e
than one diagnosis is g iven for an individual ( when an

1.4 Diagnosing and Classifying Abnormal Beha vior | 37



individual has comorbid disor ders). The principal diagnosis is
the r eason for the admission in an inpa tient setting or the
reason for a visit r esulting in ambula tor y care medical services
in outpa tient settings. The principal diagnosis is gener ally the
main focus of tr eatmen t.

¥ Provisional D iagnosis D If not enoug h information is a vailable
for a mental he alth pr ofessional to mak e a definitiv e diagnosis,
but ther e is a strong pr esumption tha t the full cri teria will be
met wi th addi tional inf ormation or time, then the provisional
specifier can be used.

DSM-5 Disader Categries

The DSM-5 includes the f ollowing c ategories o f disor ders:
Table 1.1. DSM5 Classif ication System of Mental Disor ders
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Disor der Category

Neurodevelopmen tal
Disor ders

Schizophr enia
Spectrum and Other
Psychotic Disor ders

Bipolar and R elated
Disor ders

Depressive Disorders

Anxiety Disor ders

Obsessive-Compulsiv e
and Related Disor ders

Trauma- and
Str essor- Related
Disor ders

Dissociativ e Disorders

Somatic Symptom and
Related Disor ders

Feeding and Eating
Disor ders

Elimination Disor ders

Sleep- Wake Disorders

Short Description

A group of conditions tha t arise in the
developmen tal period and include in telle ctual
disabili ty, communic ation disor ders, autism
spectrum disor der, motor disor ders, and ADHD

Disor ders char acteriz ed by one or mor e of the
following: delusions, hallucina tions,

disor ganized thinking and spe ech, disor ganized
motor beha vior, and negative symptoms

Characteriz ed by mania or h ypomania and
possibly depr essed mood; includes B ipolar | and
I, cycloth ymic disor der

Characteriz ed by sad, empty, or irri table mood,
as well as somatic and c ognitive changes that
affect func tioning; includes major depr essive
and persisten t depr essive disor ders

Characteriz ed by excessive fear and anxiety and
related behavior al disturbanc es; Includes
phobias, separation anxie ty, panic attack,
generalized anxiety disor der

Characteriz ed by obsessions and compulsions
and includes OCD , hoarding, and bod y
dysmorphic disor ders

Characteriz ed by exposur e to a tr aumatic or
stressful event; PTSD, acute str ess disorder, and
adjustmen t disor ders

Characteriz ed by a disruption or disturbanc e in
memor y, identity, emotion, per ception, or
behavior; dissocia tiv e identity disor der,
dissociative amnesia, and depersonaliza tion /
derealization disor der

Characteriz ed by prominen t somatic symptoms
to include illness anxie ty disor der somatic
symptom disor der, and conversion disor der

Characteriz ed by a persistent disturbanc e of
eating or e ating-r elated behavior to include
bingeing and pur ging

Characteriz ed by the inappr opriate elimina tion
of urine or f eces; usually first diagnose d in
childhood or adolesc ence

Characteriz ed by sleep- wake complain ts about
the quali ty, timing, and amoun t of sleep;
includes insomnia, sle ep terr ors, nar colepsy,
and sleep apnea
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Sexual Dysfunc tions

Gender Dysphoria

Disruptiv e,
Impulse-Con trol, and
Conduct Disor ders

Substanc e- Related
and Addictive
Disor ders

Neurocognitive

Disor ders

Personality Disor ders

Paraphilic Disor ders

Characteriz ed by sexual dif ficulties and include
prematur e ejaculation, f emale orgasmic
disor der, and erectile disor der

Characteriz ed by distr ess associated with the
incongrui ty between one® experienc ed or
expr essed gender and the gender assigne d at
bir th

Characteriz ed by problems in self -c ontr ol of
emotions and beha vior and in volve the viola tion
of the rig hts of others and c ause the individual
to be in viola tion o f societal norms; | ncludes
oppositional def iant disor der, antisocial
personali ty disor der, kleptomania, e tc.

Characteriz ed by the continue d use of a
substanc e despite signif icant pr oblems r elated
to its use

Characteriz ed by a decline in c ognitive
functioning o ver time and the N CD has not been
present sinc e birth or e arly in lif e

Characteriz ed by a pattern o f stable tr aits which
are inflexible, per vasive, and leads to distr ess or
impairmen t

Characteriz ed by recurr ent and in tense sexual
fantasies that can cause harm to the individual
or others; includes e xhibi tionism, v oyeurism,
and sexual sadism

The ICD-11

In 1833, the

| nternational

Statistic al Institute adopte d the

International List o f Causes of Death which w as the first e dition
of the ICD . The World Health Or ganization w as entruste d with the
development of the ICD in 1948 and publishe d the 6th v ersion
(ICD-6), which w as the first v ersion to include men tal disor ders. The
ICD- 11 vas published in June 2018 and adopte d by member sta tes of
WHO in June 2019. The WHO states:

ICD is the f oundation f or the iden tif ication o f health tr ends and
statistics g lobally, and the international standar d for reporting
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diseases and health conditions. It is the diagnostic classif ication
standard for all clinic al and research purposes. ICD def ines the
universe of diseases, disorders, injuries and other r elated health
conditions, liste d in a comprehensive, hierarchical fashion that
allows for:

¥ easy storage, retrie val and analysis of health inf ormation f or
evidenc e-based decision-making;

¥ sharing and c omparing he alth inf ormation be tween hospitals,
regions, settings, and c ountries;

¥ and data comparisons in the same loc ation acr oss different
time periods.

Source: http:/ /iwww .who.int /classifications /icd/en [

The ICD lists many types of diseases and disorders and includes
Chapter V: Mental and Behavioral Disorders. The list o f mental
disor ders is br oken down as follows:

®

Organic, including symptoma tic, men tal disor ders

w«

Mental and behavior al disor ders due to psy choactive
substance use

Schizophr enia, schizotypal and delusional disor ders
Mood (affectiv e) disor ders

Neurotic, str ess-related and somato form disor ders

K K K K

Behavior al syndr omes associated with ph ysiological
disturbanc es and physical factors

Disor ders of adult personali ty and behavior

Mental r etar dation

Disor ders of psycholog ical development

K K K K

Behavior al and emotional disor ders with onset usually
occurring in childhood and adolesc ence
¥ Unspecified mental disor der
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Harmonization of DSM-5 and ICD-11

According to the DSM -5, ther e is an effort to harmoniz e the two
classification systems so that there can be a more accurate
collection o f national he alth statistics and design o f clinic al trials,
incr eased ability to replicate scientific findings acr oss national
boundaries and to r ectif y the lack o f agreement between the DSM -
IV and ICD- 10 diagnoses. (APA, 2013. At time o f public ation o f this
text, however, this had not y et oc curr ed.

Refeenes
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Summary and Sdlést:
Defining & Clasifying
Abnormal Behaour

ALEXIS BRIDLEY & LEE WDAFFIN JR, CARRIE CUTTLER, ®SE M.
SPIELMAN, KAHRYN DUMPER, WILLIAM JENKINS, ARLENE
LACOMBE, MARILYN LOVETT, & MARION PERLMUTTER, AND
JORDEN A. CUMMINGS

Summary

Mental iliness has a signif icant social and e conomic ¢ ost on socie ty,
both dir ectly and indir ectly thr ough costs lik e victimiza tion, lost
ability to work, burnout, hospi talizations, and me dical visits.
Abnormal psy chology is a field of psychology that studies pe ople
who ar e atypic al or unusual. The in tention o f this stud y is to pr edict,
explain, diagnose, iden tif y the c auses of, and tr eat men tal disor ders.

Mental disor ders are hard to def ine. Most def initions include the
03 DsO: Dysfurtion, distr ess (r impairmen t), and deviance. Meaning
that disor ders disturb an individualO s cognition, emotion r egulation
or behaviour, that this ¢ auses distr ess for the individual, and tha t
this behaviour is a mo ve away from what our cultur e determines is
normal, t ypical, or average.

It is impor tant to c onsider cultur e when evaluating abnormal
behaviour . Violating cultur al expectations is not, in and o fitself, a
satisfactor y means of identif ying the pr esence of a psychological
disor der. Behaviour v aries fr om cultur e to cultur e, so what may be
expected and appr opriate in one cultur e may not be vie wed as such
in others.

In order for a mental health pr ofessional to ef fectively treat a
client (and know if the tr eatment is w orking), the y must f irst kno w
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what a clien t@ presenting pr oblem is. Clinic al assessmert r efers to
collecting inf ormation about this and dr awing c onclusions thr ough
the use of observation, psy chological tests, neur ological tests, and
inter views to de termine wha t the symptoms the clien tis pr esenting
with. The concepts of reliability, validity, and standar dization ar e
key to the assessment pr ocess.

After the assessment is complete, a professional can consider
if the person me ets criteria for a clinic al diagnosis. Diagnosis is
the pr ocess of using assessment data to de termine if the pa ttern
of symptoms the person pr esents with is consistent with the
diagnostic cri teria f or a specific mental health disor der, set forth
in an establishe d classification system lik e the DSM-5 or ICD- 10.
Symptoms tha t cluster toge ther on a r egular basis are called a
syndrome.

Classification systems for mental disor ders provide health
professionals with an agr eed-upon list o f disor ders, for which ther e
are clear descriptions and cri teria f or making a diagnosis. The most
widel y used classification system in N orth Americ a is the Diagnostic
and Statistic al Manual of Mental Disor ders, curr ently in its 5th
edition. I tis publishe d by the Americ an Psychiatric Associa tion. The
first edition of the DSM w as published in 1952 and the curr ent
edition w as published in 2013 after almost 14 y ears of research! The
World Health Or ganization (WHO ) also publishes the | nternational
List of Causes of Death (ICD), an alternativ e classification system.

The DSM also states the k ey elements of diagnosis, which include
diagnostic cri teria and descriptors, which ar e guidelines f or making
a diagnosis. A second key element ar e subtypes and specifiers, used
to better char acterize an individual®s disorder since the same
disorder can manif est in dif ferent ways for dif ferent people. Last,
principle diagnoses ar e given when mor e than one diagnosis is
applic able for one individual and pr ovisional diagnoses ar e given
when not enoug h information is available to mak e a definitive
diagnosis.
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An inter active or media element has been excluded
@ from this ver sion of the text. You can view it online
here:
https:// openpressusaskca/abnormalpsychology /?p=331

Link: https:// openpr ess.usask.ca/abnormalpsy cholog y/wp-
admin/admin-aj ax.php?action=h5p_embe d&id=6
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Chapter 2 Intnduction

JORDEN A. CUMMINGS

Abnormal psy chology is a broad and div erse topic o f study that, as
you will se e in this chapter , has fascinated humans for centuries.
There are many different lenses thr ough which w e can view
abnormal beha viour . In this chapter w e will discuss man y of those
lenses, illustr ating and c omparing how they conceptualize
psychopatholog y. In the first par t of this chapter , youOll ead about
historic al perspectives on abnormali ty, all the w ay from pr ehistoric
beliefs thr ough to the 18th and 19th ¢ enturies. As y ou will se e, views
on abnormali ty have always been inf luenc ed by the br oader cultur e
and historic al context that the y exist in.

You will then le arn about the modern ther apeutic orien tations,
beginning wi th the bir th of abnormal psy chology as a discipline:
Sigmund Fr eud® psychoanalysis. These orientations are used to
explain abnormal beha viour and tell clinicians ho w to tr eat it. This
section also ¢ overs humanistic and person-c entr ed appr oaches, the
behaviour al and cognitive models as well as cognitive-behaviour al
ther apy (which c ombine the t wo), acceptance and mindfulness-
based approaches, and some emer ging views on abnormali ty. Each
of these orien tations vie ws abnormal beha viour slig htly dif ferently,
althoug h many of their ide as overlap and many orien tations have
informe d one another . This chapter will also discuss the biolog ical
model of mental illness and psy chopharmac ology as a treatment
option.

Another modern de velopment, beginning in the 1990s, w as the
rise of evidence-based practice in clinic al psychology and the
development of criteria f or evaluating the r esearch evidence for
various psy chother apies, in order to de velop the distinc tion o f
@mpiric ally suppor ted tr eatmen t.O h the final part of this chapter ,
you will le arn what evidence-based practice and empiric ally
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suppor ted tr eatments involve, and also learn about char acteristics
for iden tif ying the opposi te: tr eatments that harm.
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2.1 Historial Rerspetives on
Mental llines

ALEXIS BRIDLEY & LEE WDAFFIN JR, CARRIE CUTTLER, AND
JORDEN A. CUMMINGS

Section Learning O bjectives

¥  Describe pr ehistoric and ancien t beliefs about
mental illness.

¥  Describe Gr eco-Roman thoug ht on men tal illness.

¥  Describe thoug hts on men tal iliness during the
Middle Ages.

¥  Describe thoug hts on men tal iliness during the
Renaissance.

¥  Describe thoug hts on men tal illness during the 18th
and 19th centuries

As we have seen so far, what is consider ed abnormal beha vior
is often dictated by the cultur e/socie ty a person lives in, and
unfortunately, the past has not tr eated the af flicted very well. In this
section, w e will e xamine how past socie ties viewed and dealt wi th
mental iliness.
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Prehistoric and Ancient Beliefs

Prehistoric cultur es often held a superna tur al view of abnormal
behavior and saw it as the work of evil spiri ts, demons, gods, or
witches who took ¢ ontrol of the person. This f orm of demonic
possession was believed to occur when the person engage d in
behavior c ontr ary to the r eligious te achings of the time. T reatment
by cave dwellers include d a technique c alled tr ephination , in which
a stone instrumen t known as a trephine was used to r emove part
of the skull, cr eating an opening. The y believed that evil spiri ts
could escape through the hole in the skull, ther eby ending the
person ® mental affliction and r eturning them to normal beha vior.
Early Greek, Hebrew, Egyptian, and Chinese cultur es used a
treatment method c alled exorcism in which e vil spiri ts were cast
out thr ough prayer, magic, flogging, star vation, noise-making, or
having the person ingest horrible tasting drinks.

Greco-Roman Thought

Rejecting the ide a of demonic possession, Gr eek physician,
Hippocr ates (460- 377 BC.), said that men tal disor ders were akin to
physical disor ders and had natur al causes. Secifically, he suggested
that they arose from brain pathology, or head trauma/br ain
dysfunction or dise ase, and were also affected by heredity.
Hippocr ates classified mental disor ders into thr ee main categories
P melancholia, mania, and phr enitis (br ain fever) and gave detaile d
clinic al descriptions o f each. He also describe d four main f luids or
humor s that dir ected normal func tioning and personali ty B blood
which ar ose in the he art, black bile arising in the sple en, yellow bile
or choler from the liv er, and phlegm from the br ain. Mental disor ders
occurr ed when the humors w ere in a state of imbalanc e such as
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an excess of yellow bile c ausing fr enzy/mania and too much black
bile causing melancholia /depr ession. Hippocr ates belie ved mental
illnesses could be tr eated as any other disor der and f ocused on the
under lying patholog y.

Also impor tant was Greek philosopher , Plato (429-347 BC.), who
said that the men tally ill w ere not r esponsible for their o wn actions
and so should not be punishe d. He emphasized the r ole of social
environment and early learning in the de velopment of mental
disor ders and belie ved it was the responsibili ty of the c ommuni ty
and their families to ¢ are for them in a humane manner using
rational discussions. Gr eek physician, Galen (A.D. 129-199 said
mental disor ders had either ph ysical or men tal causes that include d
fear, shock, alcoholism, he ad injuries, adolesc ence, and changes in
menstrua tion.

In Rome, physician Asclepiades (124-40 BC) and philosopher
Cicero (106-43 BC) rejected Hippocr atesO ida of the four humors
and inste ad stated that melanchol y arises fr om grief, f ear, and rage;
not e xcess black bile. Roman physicians tr eated mental disor ders
with massage and warm baths, with the hope tha t their pa tients
be as comfortable as possible. They practiced the concept of
Gontrariis contr ariusQ meaning opposite by opposite, and
introduced contrasting stimuli to bring about balanc e in the
physical and mental domains. An e xample would be consuming a
cold drink while in aw arm bath.

The Middle Ags b 500 AD to 1500 AD

The progress made during the time o f the Gr eeks and Romans was
quickl y reversed during the Middle Ages wi th the incr ease in power
of the Chur ch and the fall o f the Roman Empir e. Mental iliness w as
yet again explaine d as possession by the De vil and me thods such as
exorcism, flogging, pr ayer, the touching o f relics, chanting, visi ting
holy sites, and holy water w ere used to rid the person o f the De vil@
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inf luence. In extr eme cases, the afflicted were confined, beat, and
even execute d. Scientific and medical explanations, such as those
proposed by Hippocr ates, were discarded at this time.

Group hysteria, or mass madness, was also seen in which lar ge
numbers o f people displayed similar symptoms and false beliefs.
This include d the belief tha t one w as possessed by wolves or other
animals and imi tated their beha vior, called lycanthr opy, and a mania
in which lar ge numbers o f people had an unc ontr ollable desir e to
dance and jump, c alled tar antism . The latter w as believed to have
been caused by the bi te of the w olf spider , now called the tar antula,
and spread quickl y from Italy to German y and other par ts of Europe
wher e it was called Saint Vitus® dance.

Perhaps the return to superna tural explanations during the
Middle Ages mak es sense given events of the time. The B lack Death
or Bubonic Plague had kille d up to a thir d, and according to other
estimates almost half, of the popula tion. Famine, w ar, social
oppr ession, and pestilenc e were also factors. Death was ever
present which led to an epidemic o f depression and fear.
Nevertheless, near the end of the Middle Ages, m ystical
explanations f or men tal illness began to lose fa vor and go vernmen t
officials regained some of their lost po wer over nonr eligious
activi ties. Science and medicine w ere once again called upon to
explain men tal disor ders.

The Renaisane D 14th to 16th Centuries

The most note worthy development in the r ealm of philosophy
during the R enaissance was the rise o f humanism , or the w orldview
that emphasizes human welfare and the uniqueness o f the
individual. This helpe d continue the de cline o f supernatur al views of
mental illness. I n the mid to la te 1500s, Johann W eyer (15151588, a
German ph ysician, publishe d his book, On the Deceits of the Demons,
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that rebutted the Chur ch® witch-hun ting handbook, the Malleus
Maleficarum , and argued that many accused of being wi tches and
subsequently imprisone d, tor tured, hung, and/or burne d at the
stake, were mentally disturbe d and not possessed by demons or
the Devil himself. H e believed that lik e the body, the mind w as
susceptible to illness. N ot surprising ly, the book was met with
vehement pr otest and e ven banned from the chur ch. It should be
noted that these t ypes of acts occurred not only in Europe but
also in the Uni ted States. The most famous e xample w as the Salem
Witch T rials 0f 1692 in which mor e than 200 pe ople w ere accused of
practicing wi tcher aft and 20 w ere kille d.

The number o f asylums, or places of refuge for the men tally
ill wher e they could r eceive care, began to rise during the 16th
centur y as the governmen t r ealized ther e were far too man y people
afflicted with mental illness to be lef t in priv ate homes. H ospitals
and monasteries w ere converted into asylums. Thoug h the in tent
was benign in the beg inning, as they began to overflow patients
came to be tr eated more like animals than pe ople. In 1547 the
Bethlem H ospital opened in London wi th the sole purpose o f
confining those wi th men tal disor ders. Patients were chained up,
placed on public displa y, and often heard crying out in pain. The
asylum be came a tourist a ttr action, wi th sig htseers paying a penny
to view the mor e violent patients, and soon w as called OBelamO
by local people; a term tha t today means @ state of uproar and
confusion O (otps:// www.merriam-w ebster.com/dic tionar y/
bedlam).

Reform Movement D 18th to 19th Centuries

The rise of the mor al tr eatmen t mo vement occurr ed in Eur ope in
the late 18th century and then in the Uni ted States in the e arly
19th century. Its earliest pr oponent was Phillipe Pinel (1745-1826)
who w as assigned as the superin tendent of la Bicetr e, a hospital for
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mentally ill menin P aris. He emphasiz ed the impor tanc e of affording
the mentally ill r espect, mor al guidanc e, and humane tr eatment, all
while c onsidering their individual, social, and oc cupational ne eds.
Arguing that the men tally ill were sick people, Pinel or dered that
chains be removed, outside e xercise be allowed, sunny and well-
ventilated rooms replace dungeons, and patients be extended
kindness and support. This approach led to considerable
impr ovement for many of the patients, so much so, that several
were released.

Following Pinel® lead in England, William T uke (17321822), a
Quaker te a merchant, establishe d a pleasant rur al estate called the
York Retreat. The Quakers believed that all people should be
accepted for who the y were and treated kindly. At the r etreat,
patients could work, rest, talk out their pr oblems, and pr ay (Raad
& Makari, 2010). The work of Tuke and others le d to the passage o f
the County Asylums Act of 1845 which r equir ed that every county in
England and W ales provide asylum to the men tally ill. This w as even
extende d to Eng lish colonies such as Canada, India, Austr alia, and
the West Indies as word of the maltr eatment of patients at a facili ty
in Kingston, J amaica spread, leading to an a udit of colonial facili ties
and their policies.

Reform in the Uni ted States started with the figure largely
consider ed to be the fa ther o f Americ an psychiatry, Benjamin Rush
(145-1813. Rush advocated for the humane tr eatment of the
mentally ill, sho wing them r espect, and even giving them small g ifts
from time to time. Despite this, his pr actic e include d tr eatments
such as bloodletting and pur gatives, the invention of the
Otranquilizing chair © and a eliance on astrology, showing tha t even
he could not esc ape from the beliefs o f the time.

Due to the rise o f the mor al tr eatment mo vement in both Eur ope
and the United States, asylums became habitable places where
those afflicted with mental iliness could r ecover. However, it is
often said tha t the mor al tr eatment movement was a victim of its
own success. The number of mental hospitals greatly incr eased
leading to staf fing shor tages and a lack of funds to suppor t them.
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Thoug h tr eating patients humanel y was a noble endeavor, it did not
work for some and other tr eatments were needed, thoug h they had
not be en developed yet. It was also recognized that the appr oach
worked best when the facili ty had 200 or f ewer patients. However,
waves of immigr ants arriving in the U .S. ater the Civil W ar were
overwhelming the facili ties, with patient counts soaring to 1,000
or mor e. Prejudic e against the ne w arriv als led to discrimina tory
practic es in which immigr ants were not af forded mor al tr eatmen ts
provided to nativ e citizens, even when the r esources were available
to tr eat them.

Another le ader in the mor al tr eatment mo vement was Dorothe a
Dix (1802-1887), a New Englander who obser ved the deplor able
conditions suf fered by the men tally ill while te aching Sunday school
to female prisoners. She instiga ted the mental h ygiene mo vement,
which f ocused on the ph ysical well-being o f patien ts. Over the span
of 40 years, from 1841 to 1881, she motiated people and state
legislators to do some thing about this in justic e and raised millions
of dollars to build o ver 30 mor e appropriate men tal hospitals and
impr ove others. Her efforts even extended beyond the U.S. to
Canada and Scotland.

Finally, in 1908 Clifford Beers (1876-1943 published his book, A
Mind that F ound Itself, in which he describe d his personal strugg le
with bipolar disor der and the Ocruel and inhumane tr  eatmen t pe ople
with mental illnesses received. He witnessed and experienc ed
horrif ic abuse at the hands o f his caretakers. At one poin t during
his insti tutionaliza tion, he w as placed in a straightjacket for 21
consecutive nights.O Iittp:// www.mentalhe althameric a.net/our -
histor y). His story aroused sympathy in the public and le d him to
found the N ational Commi ttee for M ental Hygiene, known today
as Mental Health Americ a, which pr ovides education about men tal
illness and the ne ed to tr eat these pe ople wi th digni ty. Today, MHA
has over 200 af filiates in 41 states and emplo ys 6,500 affiliate staff
and over 10,000 v olunteers.

For mor e information on MHA, ple ase Visit:
http:// www.mentalhe althameric a.net/
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2.2 Thapeutic Orientations

HANNAH BOETTCHER, STERN G. HOFMANN, Q JADE WU, ALEXIS
BRIDLEY & LEE WDAFFIN JR, CARRIE CUTTLER, AND JORDEN A.
CUMMINGS

Section Learning O bjectives

¥  Describe the similari ties and dif ferences between
the oretic al orien tations and ther apeutic orien tations

¥  Explain how the f ollowing orien tations vie w
abnormali ty and suggest we treat it: Psychod ynamic/
psychoanalytic, person-c enter ed, behaviour al,
cognitiv e, cognitive behaviour al, acceptanc e-based,
and mindfulness-base d

¥  Discuss emerging tr eatment str ategies

What ae Theretical Orientations?

Althoug h all psychologists share a common goal of seeking to
understand human beha viour, psychology is a diverse discipline,
in which man y different ways of viewing human beha viour have
developed. Those views are impacted by the cultur al and historic al
context the y exist wi thin, as w e have previously discussed in e arlier
sections o f this book.
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The purpose o f a the oretic al orien tation is to pr esent a framework
through which to understand, or ganize, and predict human
behaviour . Theoretic al orien tations e xplain, fr om that orien tation &
perspective, why humans act the w ay they do. Applied to men tal
health, the y are often referred to as therapeutic orien tations and
serve to also pr ovide a framework for how to tr eat psy chopatholog y.
You can think o f each orien tation as a dif ferent pair o f colour ed
glasses through which w e view human beha viour. Each orien tation
will see human behaviour slig htly differently, and thus have a
different explanation f or why people act the w ay they do. When
applied to tr eatment, this me ans that each orientation mig ht
recommend dif ferent types of inter ventions f or the same disor der.

Practicing men tal health workers, like clinical psychologists,
generally adopt a the oretic al orien tation tha t the y feel best e xplains
human behaviour and thus helps them tr eat their clien ts and
patients. For example, as you will se e below, a psychodynamic
ther apist will have a very different explanation for a client®
presenting pr oblem than a beha viour ther apist would, and as such
each would choose dif ferent te chniques to tr eat that presenting
problem. I n this se ction w eQll discuss some éthe major the oretic al/
ther apeutic orien tations, how they view human beha viour and
treatmen t, and what te chniques the y mig ht use.

Psychoanalysis and Psychodynamiapiier

The earliest organized therapy for mental disorders was
psychoanalysis. Made famous in the e arly 20th c entury by one of
the best-kno wn clinicians o f all time, S igmund Fr eud, this appr oach
sees mental health pr oblems as rooted in unc onscious conflicts
and desires. In order to r esolve the mental illness, then, these
unconscious strugg les must be identified and addressed.
Psychoanalysis often does this thr ough exploring one & early
childhood e xperienc es that may have continuing r epercussions on
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one@mental health in the pr esent and later in lif e. Psychoanalysis is
an intensiv e, long-term appr oach in which pa tients and ther apists
may meet multiple times per w eek, often for many years.

Freud suggested mor e generally that psy chiatric pr oblems ar e the
result of tension be tween dif ferent parts of the mind: the id, the
superego, and the ego. | n Freud® structur al model, the id r epresents
pleasure-driv en unconscious ur ges (e.g., our animalistic desir es for
sex and aggression), while the super ego is the semi-c onscious par t
of the mind wher e morals and societal judgmen t are internaliz ed
(e.g., the part of you that automatic ally knows how society expects
you to behave). The egoNalso partly consciousNme diates between
the id and super ego. Freud believed that bring ing unc onscious
strugg les like these (where the id demands one thing and the
superego another) into conscious awareness would relieve the
stress of the conflict (Freud, 1920/1955)N which be came the goal
of psychoanal ytic ther apy.

Althoug h psychoanalysis is still pr actic ed today, it has lar gely been
replaced by the mor e broadly defined psychodynamic ther apy. This
latter appr oach has the same basic tene ts as psychoanalysis, but is
brief er, makes more of an effort to put clien ts in their social and
interpersonal ¢ ontext, and f ocuses mor e on relieving psy chological
distr ess than on chang ing the person.
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Techniques in Psychoanalysis

Psychoanalysts and
psychod ynamic ther apists
employ several techniques to
explore patients® unenscious
mind. One c ommon te chnique
is called fr ee association . Here,
the patient shares any and all
thoug hts that come to mind,
without a ttempting to or ganize
or censor them in an y way. For

o example, if y ou took a pen and
Building on the wor k of Josef Breuer

and others, Sigmund Freud developed ~ Paper and just wr ote down
psychotherapeutic theories and whatever came into your he ad,
techniques that became widely known
as psychoanalysis or psychoanalytic

therapy. [Image: CCO Public Domain, next wi thout allo wing
https:// goo.gl/m25gce]

letting one thoug ht lead to the

conscious cri ticism to shape

what you were writing, you
would be doing fr ee association. The anal yst then uses his or her

expertise to disc ern patterns or under lying me aning in the pa tien t@
thoug hts.

Sometimes, fr ee association e xercises are applied specifically to
childhood r ecollections. That is, psychoanalysts believe a person®
childhood r elationships wi th caregivers often determine the w ay
that person r elates to others, and pr edicts later psy chiatric
difficulties. Thus, e xploring these childhood memories, thr  ough free
association or other wise, can provide ther apists wi th insig htsinto a
patien t@ psycholog ical makeup.

Because we donOt akays have the ability to consciously recall
these deep memories, psy choanalysts also discuss their pa tientsO
dreams. In Freudian the ory, dreams contain not onl y manif est (or
literal) content, but also latent (or symbolic ) content (Freud, 1900;
1955). For example, someone may have a dream that his/her te eth
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are falling outNthe manif est or actual content of the dr eam.
However, dreaming that one® teeth are falling out ¢ ould be a
reflection o f the person ® unconscious concern about losing his or
her physical attr activenessNthe latent or me taphoric al content of
the dr eam. Itis the ther apist@® job to help disc over the latent content
under lying one ® manifest content thr ough dream analysis.

In psychoanalytic and psy chod ynamic ther apy, the ther apist plays
a receptive roleNinterpr eting the pa tient® thoug hts and behavior
based on clinic al experience and psychoanalytic the ory. For
example, if during ther apy a patient begins to e xpress unjustif ied
anger to ward the ther apist, the ther apist may recognize this as an
act of transference.That is, the patient may be displacing f eelings
for people in his or her lif e (e.g., anger toward a parent) onto the
ther apist. At the same time, thoug h, the ther apist has to be aware
of his or her o wn thoug hts and emotions, f or, in a related process,
called countertr ansference, the ther apist may displac e his/her o wn
emotions on to the patient.

The key to psychoanalytic the ory is to have patients uncover
the burie d, conflicting c ontent of their mind, and ther apists use
various tac ticsNsuch as seating patien ts to fac e away fr om themNto
promote a fr eer self-disclosur e. And, as a therapist spends mor e
time wi th a patient, the ther apist can come to view his or her
relationship wi th the pa tient as another r eflection o f the patient®
mind.

Advantagps and Disadwtags of Psychoanalytic
Therapy

Psychoanalysis was once the only type of psychother apy available,
but pr esently the number o f ther apists pr acticing this appr oach
is decreasing around the w orld. Psychoanalysis is not appr opriate
for some types of patients, including those wi th severe
psychopatholog y or in telle ctual disabili ty. Further, psychoanalysis is
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often expensive because treatment usually lasts many years. till,
some patients and ther apists find the pr olonged and detailed
analysis very rewarding.

Perhaps the gr eatest disad vantage of psychoanalysis and related
approaches is the lack o f empiric al support for their ef fectiveness.
The limi ted research that has been conduc ted on these tr eatmen ts
suggests that they do not r eliably lead to better men tal health
outc omes (e.g., Driessen et al., 2010). And, althoug h ther e are some
reviews that seem to indic ate that long-term psy chodynamic
ther apies might be beneficial (e.g.,Leichsenring & Rabung, 2008 ),
other r esearchers have questione d the validity of these reviews.
Nevertheless, psychoanalytic the ory was histor y® first attempt at
formal tr eatment of mental iliness, setting the stage f or the mor e
modern appr oaches used today.

Humanistic and &son-Centaad Theapy

One of the ne xt de velopments in ther apy for men tal iliness, which
arrived in the mid- 20th century, is called humanistic or person-
center ed ther apy (PCT). Here, the belief is that mental health
problems result fr om an inc onsistenc y between patients® behaior
and their true personal iden tity. Thus, the goal o f PCT is to cr eate
conditions under which pa tients can discover their self -w orth, feel
comfortable exploring their o wn iden tity, and alter their beha vior to
better r eflect this iden tity.
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PCT was developed by a
psycholog ist named Carl
Rogers, during a time o f
significant growth in the
movements of  humanistic
theory and human poten tial.
These perspectives were based
on the ide a that humans have

an inher ent driv e to realize and The quality of the r elationship between
therapist and patient is of gr eat
importance in per son-center ed

and creativity. Rogers, in therapy. [Image: CCO Public Domain,

particular, believed that all hitPsi// googlim25gce]

express their own capabilities

people have the poten tial to

change and impr ove, and that the r ole of ther apists is to f oster self -
understanding in an en vironment wher e adaptive change is most
likely to oc cur (Rogers, 1951). Rgers suggested that the ther apist
and patient must engage in a genuine, egali tarian r elationship in
which the ther apist is non judgmen tal and empa thetic. I n PCT, the
patient should e xperienc e both a vulner ability to anxie ty, which
motiv ates the desire to change, and an appr eciation for the
ther apist@ support.

Techniques in &son-Centead Theapy

Humanistic and person-c entered ther apy, like psychoanalysis,
involves a largely unstruc tur ed conversation be tween the ther apist
and the patient. Unlik e psychoanalysis, thoug h, a ther apist using
PCT takes a passive role, guiding the pa tient to ward his or her o wn
self-disc overy. Rogers® original name for PCT was non-dir ective
therapy, and this notion is r eflected in the f lexibili ty found in PCT.
Therapists do not tr y to change patientsO thoudits or beha viors
dir ectly. Raher, their r ole is to pr ovide the ther apeutic r elationship
as a platform for personal gr owth. I n these kinds o f sessions, the
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ther apist tends onl y to ask questions and doesn Ot povide any
judgment or in terpr etation o f what the patient says. Instead, the
ther apist is pr esent to pr ovide a safe and encour aging environment
for the person to e xplor e these issues for him- or herself.

An important aspect of the PCT relationship is the
ther apist® uncondi tional posi tive regard for the patient® feelings
and behaviors. That is, the ther apistis ne ver to c ondemn or cri ticiz e
the patient for what s/he has done or thoug ht; the ther apist is
only to e xpress warmth and empa thy. This cr eates an environment
free of appr oval or disappr oval, wher e patients come to appr eciate
their v alue and to beha ve in ways that are congruen t wi th their o wn
identity.

Advantags and Disadntags of
Person-Centead Themlpy

One key advantage of person-c entered ther apy is that it is hig hly
acceptable to patients. In other w ords, people tend to f ind the

suppor tive, flexible environment of this appr oach very rewarding.
Furthermor e, some of the themes o f PCT translate well to other

ther apeutic appr oaches. For example, most ther apists of any
orientation find that clients respond well to being tr eated with
nonjudgmen tal empathy. The main disad vantage to PCT, however,
is that findings about i ts effectiveness are mixed. One possibili ty
for this c ould be tha t the tr eatment is primaril y based on unspecific
tr eatment factors. That is, r ather than using ther apeutic te chniques
that ar e specific to the pa tient and the men tal pr oblem (i.e., specific
tr eatment factors), the ther apy focuses on te chniques that can be
applied to anyone (e.g., establishing a good r elationship wi th the
patient) (Cuijpers et al., 2012; Friedli, King, Llo yd, & Horder, 1997).
Similar to ho w Gne-siz e-fits-allO doesnOteally fit every person, PCT
uses the same practic es for everyone, which may work for some
people but not others. Fur ther r esearch is necessary to evaluate its
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utili ty as a therapeutic appr oach. It is impor tant to note, ho wever,
that many practitioners inc orpor ate Rogerian concepts, like
unconditional posi tive regard, into their w ork even if the y primaril y
practic e from a dif ferent the oretic al orien tation.

The Behaioural Model

The Behaviourists belie ved that how we actis learned b we continue
to act in the w ays that we are reinforced and we avoid acting in
ways that result in us being punishe d. Likewise, they believed that
abnormal beha viour r esulted from learning and c ould be tr eated
by learning via new reinforcements and punishmen ts. Early
behaviourists iden tified a number of ways of learning: First,
conditioning , a type of associative learning, oc curs which t wo
events are linked and has two forms B classical conditioning, or
linking toge ther t wo types of stimuli, and oper ant conditioning,
or linking toge ther a response with its consequence. Second,
observational learning occurs when w e learn by observing the
world around us.

We should also note the e xistenc e of non-associa tive learning or
when ther e is no linking o f inf ormation or obser ving the actions o f
others ar ound y ou. Types include habituation , or when w e simply
stop responding to repetitive and harmless stimuli in our
environment such as a fan running in y our laptop as y ou work on a
paper, and sensitiza tion , or when our r eactions ar e incr easeddue to
a strong stimulus, such as an individual who e xperienc ed a mugging
and now experienc es panic when some one walks up behind him /
her on the str eet.

One of the most famous studies in psy chology was conducted by
Watson and Rayner (1920). Essertiall y, they wanted to e xplor e the
possibility of conditioning emotional r esponses. The researchers
ran a 9-mon th-old child, kno wn as Little Al bert, thr ough a series of
trials in which he w as exposed to a whi te rat. At first, he sho wed
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no response except curiosi ty. Then the r esearchers began to mak e
a loud sound (U CS) whenever the r at was presented. Little Albert
exhibited the normal f ear response to this sound. Af ter several
conditioning trials lik e these, Albert responded with fear to the
mer e presence of the whi te rat.

As fears can be learned, so too the y can be unle arned. Consider ed
the follow-up to W atson and Rayner (1920), Jones (1924) wanted
to see if a child (named Peter) who learned to be afr aid of white
rabbits could be conditione d to be come unafr aid of them. Simply,
she placed Peter in one end o f a room and then br ought in the
rabbit. The r abbit was far enoug h away so as to not ¢ ause distr ess.
Then, Jones gave Peter some ple asant food (i.e., something sw eet
such as cookies; remember the r esponse to the f ood is unle arned).
She continue d this pr ocedure with the r abbit being br ought in a
bit closer e ach time un til e ventually, Peter did not r espond with
distr ess to the r abbit. This pr ocess is called counter condi tioning or
extinction , or the r eversal of previous learning.

Operant conditioning, is mor e directly relevant to ther apeutic
work. Operant condi tioning is a type of associate learning which
focuses on consequences that follow a response or behavior tha t
we make (anything w e do, say, or think/f eel) and whether it makes
a behavior mor e or less likely to occur. Skinner talk ed about
conting encies or when one thing oc curs due to another . Think of it
as an If-Then sta tement. If | do X then Y will happen. For oper ant
conditioning, this me ans that if | mak e a behavior, then a specific
consequence will follow. The events (response and consequence)
are linked in time.

What form do these ¢ onsequences take? There are two main w ays
they can present themsel ves.

Reinf orcement B Due to the consequence, a behavior/
response is mor e likely to oc cur in the futur e. Itis
strengthene d.

Punishmen t B Due to the consequence, a behavior/
response is less likely to oc cur in the futur e. Itis
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weakened.

Reinforcement and punishmen t can occur as two types D positive
and negative. These words have no affective connotation to them
meaning the y do not impl y good or bad. Positive means that you are
giving some thing B good or bad. Negative means that something is
being tak en away B good or bad. Check out the f igur e below for how
these contingencies are arr anged.

Figure 2.1. Contingencies in Operant Conditioning

Let® go thr ough each:

¥ Positi ve Punishmen t (PP) b If something bad or a versive is
given or adde d, then the beha vior is less lik ely to oc cur in the
futur e. If you talk back to y our mother and she slaps y our
mouth, this is a P P. Your r esponse of talking back le d to the
consequence of the aversive slap being deliv ered or given to
your fac e. Ouch!!!

¥ Positi ve Reinf orcement (PR) b If something good is g iven or
added, then the beha vior is mor e likely to oc cur in the futur e.
If you study hard and earn an A on your e xam, you will be mor e
likely to stud y hard in the futur e. Smilar ly, your par ents may
give you money for your stellar perf ormanc e. Cha Ching!!!

¥ Negati ve Reinf orcement (NR) B This is a tough one for
students to c ompr ehend be cause the terms don Ot sem to go
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together and ar e counterin tuitive. Butit is really simple and
you experienc e NR all the time. This is wheny ou are more
likely to engage in a behavior tha t has resulted in the r emoval
of something a versive in the past. For instanc e, what do y ou do
if you have a headache? You lik ely answered take Tylenol. | f
you do this and the he adache goes away, you will tak e Tylenol
in the futur e when you have a headache. Another e xample is
continuall y smoking marijuana be cause it tempor arily
decreases feelings of anxiety. The behavior o f smoking
marijuana is being r einforced because it reduces a negative
state.

¥ Negati ve Punishmen t (NP) B This is when something good is
taken away or subtr acted making a behavior less lik ely in the
futur e. If you are late to class and y our pr ofessor deducts 5
points from your f inal gr ade (the poin ts are something good
and the loss is negativ €), you will hopefull y be on time in all
subsequent classes. Another e xample is taking a way a child®
allowance when he misbeha ves.

Techniques in Beka&ur Theapy

Within the ¢ ontext of abnormal beha vior or psy chopatholog vy, the
behavioral perspective is useful because it suggests that
maladaptiv e behavior oc curs when le arning goes awry. As you will
see thr oughout this book, a lar ge number o f tr eatment te chniques
have been developed from the beha vioural model and pr oven to
be effective over the y ears. For example, desensitization (W olpe,
1997) teaches clients to r espond calmly to fear-pr oducing stimuli.

It begins with the individual le arning a r elaxation te chnique such
as diaphragmatic br eathing. N ext, a fear hier archy, or list o f feared
objects and situations, is ¢ onstruc ted in which the individual mo ves
from least to most f eared. Finally, the individual ei ther imag ines
(systematic) or experienc es in real life (in-vivo) each object or

2.2 Therapeutic Orien tations | 69



scenario fr om the hier archy and uses the r elaxation te chnique while
doing so. This r epresents individual pairings o f feared object or
situation and r elaxation and so if ther e are 10 objects/si tuations in
the list, the clien t will e xperienc e ten such pairings and e ventually
be able to face each without fear. Outside of phobias,
desensitization has be en shown to be ef fective in the tr eatment of
Obsessive Compulsiv e Disorder symptoms (H akimian and D OSouza,
2016) and limitedly with the tr eatment of depression that is co-
morbid wi th OCD (Masoumeh and L ancy, 2016).

Critics of the behavioral perspective point out that it
oversimplif ies behavior and o ften ignor es inner determinan ts of
behavior. Behaviorism has also be en accused of being me chanistic
and seeing people as machines. Watson and Skinner def ined
behavior as whatw e do or say, but later, behaviorists adde d whatwe
think or f eel. In terms o f the latter, cognitive behavior modif ication
procedures arose after the 1960s along wi th the rise o f cognitive
psychology. This led to a cognitive-behavioral perspective which
combines c oncepts fr om the beha vior al and cognitive models. After
reviewing the basics o f the cognitive model, wedll discuss the
cognitiv e-behaviour al model in mor e detail.

The Cognitive Model

Behaviorism said psy chology was to be the stud y of observable
behavior, and any reference to cognitive processes was dismissed
as this was not overt, but c overt according to W atson and later
Skinner. Of course, removing cognition fr om the study of
psychology ignor ed an impor tant part of what mak es us human and
separates us from the r est of the animal king dom. Fortunately, the
work of George Miller , Albert Ellis, Aaron Beck, and Ulrich N eisser
demonstr ated the impor tance of cognitive abilities in
understanding thoug hts, behaviors, and emotions, and in the ¢ ase of
psychopatholog y, they helped to show that people can create their
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own pr oblems by how they come to in terpr et events experienc ed
in the world around them. H ow so? According to the c ognitive
model, irr ational or d ysfunctional thoug ht patterns ¢ an be the basis
of psychopatholog y. Throughout this book, w e will discuss se veral
tr eatmen t str ategies that ar e used to change un wanted, maladaptiv e
cognitions, whe ther the y are present as an excess such as with
paranoia, suicidal ide ation, or f eelings of worthlessness; or as a
deficit such as with self-confidence and self-efficacy. More
specifically, cognitive distor tions/maladaptiv e cognitions c an take
the following forms:

¥ Overgeneralizing B You see a larger pattern o f negativ es based
on one event.

¥ What if ? B Asking yourself wha t if some thing happens wi thout
being satisfied by any of the answ ers.

¥ Blaming B Focusing on some one else as the sour ce of your
negativ e feelings and not taking an y responsibili ty for chang ing
yourself.

¥ Personalizing B Blaming y ourself f or negativ e events rather
than seeing the r ole that others pla y.

¥ I|nability to disc onfirm B Ignoring an y evidenc e that may
contr adict your maladaptiv e cognition.

¥ Regret orien tation B Focusing on wha t you could have done
better in the past r ather than on making an impr ovement now.

¥ Dichotomous thinking B Vie wing pe ople or e vents in all-or -
nothing terms.

For more on cognitive distortions, check out this

website: http:// www.goodther apy.org/blog/20-c  ognitiv e-
distor tions-and-ho w-the y-af fect-y our-lif e-040 7154
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Cognitive Behaoral Theapy

Althoug h the behavioural and cognitive models have separate
origins, cognitive-behavior al ther apy (CBT), which combines
elements of both, has gained more widespread support and
practice. CBT refers to a famil y of ther apeutic appr oaches whose
goal is to alleviate psychological symptoms by changing their
under lying cognitions and beha viors. The pr emise of CBT is that
thoug hts, behaviors, and emotions in teract and contribute to
various men tal disor ders. For example, let@ consider how a CBT
ther apist w ould vie w a patient who ¢ ompulsiv ely washes her hands
for hours e very day. First, the ther apist would iden tif y the patien t@
maladaptiv e thoug ht: Of | don Ot vash my hands lik e this, | will ge t a
disease and die.O The therapist then iden tif ies how this maladaptiv e
thought leads to a maladaptiv e emotion: the feeling of anxiety when
her hands ar enOt being vashed. And finall y, this maladaptiv e emotion
leads to the maladaptiv e behavior: the pa tien t w ashing her hands f or
hours every day.

CBT is a present-f ocused ther apy (i.e., focused on the OnowO
rather than ¢ auses from the past, such as childhood r elationships )
that uses behavioral goals to impr ove one® mental iliness. Of ten,
these behavioral goals involve between-session home work
assignments. For example, the ther apist may give the hand-w ashing
patient a worksheet to tak e home; on this w orksheet, the w oman
is to wri te down every time she f eels the ur ge to wash her hands,
how she deals with the ur ge, and what behavior she r eplaces that
urge with. W hen the patient has her ne xt ther apy session, she and
the ther apist r eview her OhomeworkO togdher. CBT is a relatively
brief in ter vention o f 12 to 16 weekly sessions, closely tailor ed to the
natur e of the psy chopatholog y and tr eatment of the spe cific mental
disorder. And, as the empiric al data shows, CBT has proven to be
highly efficacious for vir tually all psychiatric illnesses (H ofmann,
Asnaani, Vonk, Sawyer, & Fang, 2012).
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Figure 2.2. Rittern of thoughts, f eelings, and behaviors addressed through
cognitive-behavior al ther apy.

History of Cognitive Bek&ral Theapy

CBT developed from clinic al work conducted in the mid- 20th
century by Dr. Aaron T. Beck, a psychiatrist, and Al bert Ellis, a
psychologist. Beck used the term automatic thoug hts to refer to
the thoug hts depressed patients report experiencing
spontaneously. He observed that these thoug hts arise fr om thr ee
belief systems, or schemas: beliefs about the self, beliefs about the

world, and beliefs about the futur e. In tr eatment, ther apy initially
focuses on iden tif ying automatic thoug hts (e.g., Of | don Ot vash
my hands constantly, 10Il gea diseaseO), testing their validity, and
replacing maladaptiv e thoug hts with mor e adaptive thoug hts (e.g.,
Washing my hands thr ee times a day is sufficient to pr event a
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diseaseQ). h later stages of tr eatment, the patient®@ maladaptive
schemas are examined and modif ied. Ellis (1957) took a compar able
approach, in what he called rational-emotiv e-behavioral ther apy
(REBT), which also enc ourages patients to evaluate their o wn
thoug hts about si tuations.

Techniques in CB

Beck and Ellis strove to help patients identify maladaptive
appraisals, or the un true judgmen ts and evaluations of certain
thoug hts. For example, if i t@ your first time me eting ne w people,
you may have the automatic thoug ht, OThese people wonOt lile me
because | have nothing in ter esting to shar eO Tha thoug ht itself is
not wha t® tr oublesome; the appr aisal (or evaluation) that it mig ht
have merit is wha t® tr oublesome. The goal o f CBT is to help pe ople
make adaptive, instead of maladaptiv e, appraisals (e.g., Ol do knawv
inter esting things!O). This technique o f reappraisal, or cognitive
restructuring ,is a fundamental aspect of CBT. With cognitive
restruc turing, it is the ther apist®@ job to help poin t out when a
person has an inac curate or maladaptiv e thoug ht, so that the
patient can either elimina te it or modif y it to be mor e adaptive.

In addition to thoughts, thoug h, another impor tant tr eatment
target of CBT is maladaptiv e behavior. Every time a person engages
in maladaptiv e behavior (e.g., never speaking to some one in new
situations), he or she reinforces the validity of the maladaptiv e
thoug ht, thus main taining or perpe tuating the psy chological iliness.
In tr eatment, the ther apist and patient work together to de velop
healthy behavioral habits (often tr acked with worksheet-lik e
homework), so that the patient can break this c ycle of maladaptiv e
thoug hts and behaviors.

For many mental health pr oblems, especially anxiety disor ders,
CBT incorpor ates what is known as exposur e ther apy. During
exposur e ther apy, a patient confr onts a problematic situation and
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fully engages in the e xperienc e inste ad of avoiding i t. For example,
imagine a man who is terrif ied of spiders. W henever he enc ounters
one, he imme diately screams and panics. In exposur e ther apy, the
man would be forced to c onfront and in teract wi th spiders, r ather
than simpl y avoiding them as he usuall y does. The goal is to r educe
the fear associated with the si tuation thr ough extinction learning, a
neurobiological and cognitive process by which the pa tient
QinlearnsO the irrational f ear. For example, exposure ther apy for
someone terrif ied of spiders mig ht begin with him looking a t a
cartoon of a spider, followed by him looking a t pictures of real
spiders, and later, him handling a plastic spider . After weeks of
this incr emental exposure, the patient may even be able to hold
a live spider. After r epeated exposure (starting small and building
one® way up), the patient experienc es less physiological fear and
maladaptiv e thoug hts about spiders, br eaking his tendenc y for
anxiety and subsequent avoidance.

Advantags and Disadwntags of CB

CBT interventions tend to be r elatively brief, making them c ost-
effective for the average consumer. In addition, CBT is an intuitive
treatment that makes logical sense to patients. It can also be
adapted to suit the ne eds of many different populations. One
disadvantage, however, is that CBT does involve significant effort
on the patient® part, because the patient is an active participan t
in tr eatmen t. Ther apists often assign OhomeworkO €.g., worksheets
for recording one ® thoug hts and behaviors) between sessions to
maintain the ¢ ognitive and behavior al habits the patient is w orking
on. The greatest str ength of CBT is the abundanc e of empiric al
support for its effectiveness. Sudies have consistently found CBT
to be equally or mor e effective than other f orms of tr eatment,
including me dication and other ther apies (Butler, Chapman,
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Forman, & Beck, 2006; Hofmann et al., 2012). For this reason, CBT is
consider ed a first-line tr eatment for many mental disor ders.

Focus: Topic: Pioneers of CBT

The centr al notion o f CBT is the ide a that a person @
behavior al and emotional r esponses are causally inf luenc ed
by one® thinking. The stoic Gr eek philosopher Epic tetus is
quote d as saying, Gnen are not mo ved by things, but b y the
view the y take of them.O Maning, it is not the e vent per se,
but r ather one ® assumptions (including in terpr etations and
perceptions ) of the event that are responsible for one ®
emotional r esponse to it. Beck calls these assumptions
about e vents and situations automatic thoug hts (Beck,
1979), wher eas Ellis (1962) refers to these assumptions as
self-statements. The cognitive model assumes that these
cognitiv e processes cause the emotional and beha vior al
responses to events or stimuli. This ¢ ausal chain is
illustr ated in Ellis& ABC model, in which A stands f or the
antecedent event, B stands for belief, and C stands f or
consequence. During CBT, the person is enc our aged to
carefull y observe the sequence of events and the r esponse
to them, and then e xplor e the validity of the under lying
beliefs thr ough behavior al experimen ts and r easoning,
much lik e a detectiv e or scientist.

Acceptane and MindfulnesBasa
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Approaches

Unlik e the pr eceding ther apies, which w ere developed in the 20th
century, this next one w as born out o f age-old B uddhist and y oga
practic es. Mindfulness , or a process that tries to cultiv ate a
nonjudgmen tal, yet attentive, mental state, is a ther apy that f ocuses
on one ® awareness of bodil y sensations, thoug hts, and the outside
environment. W hereas other ther apies work to modif y or elimina te
these sensations and thoug hts, mindfulness f ocuses on
nonjudgmentally accepting them (Kaba t-Z inn, 2003; Baer, 2003).
For example, wher eas CBT may actively confront and work to
change a maladaptive thoug ht, mindfulness ther apy works to
acknowledge and accept the thoug ht, understanding tha t the
thoug ht is spontaneous and not what the person trul y believes.
There are two impor tant components of mindfulness: (1) self-
regulation of attention, and (2) orien tation to ward the pr esent
moment (Bishop et al., 2004). Mindfulness is thoug ht to impr ove
mental he alth be cause it dr aws attention away from past and futur e
stressors, encourages acceptance of troubling thoug hts and
feelings, and pr omotes ph ysical relaxation.

Techniques in MindfulnesBasg Theapy

Psycholog ists have adapted the pr actic e of mindfulness as aformof
psychother apy, generally called mindfulness-based ther apy (MBT).
Several types of MBT have become popular in r ecent years,
including mindfulness-based stress reduction (MBSR) ¢.g., Kabat-
Zinn, 1982) and mindfulness-based cognitive ther apy (MBCT)
(e.g., Segal, Williams, & Teasdale, 2002).
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MBSR uses meditation, y oga,
and attention to ph ysical
experienc es to reduce stress.
The hope is that reducing a
person ® overall str ess will allo w
that person to mor e objectively
evaluate his or her thoug hts. In
MBCT, rather than r educing
one® general stress to addr ess
a specific pr oblem, attention is
focused on one ® thoug hts and

One of the most important advantages . . .
of mindfulness based therapy is its their associa ted emotions. For

level of accessibility to patients. example, MBCT helps pr event
[lmage: Wayne MacPhalil,

https:// googl/aSzanf , CC BY-NC S '€lapses in  depression by
20, https:// goo.gl/T ocOZF] encour aging patients to

evaluate their o wn thoug hts
objectively and without v alue judgment (Baer, 2003). Although
cognitive behavioral therapy (CBT) may seem similar to this, i t
focuses on Cpushing outO the maladaptive thought, wher eas
mindfulness-base d cognitiv e ther apy focuses on Qhot ge tting ¢ aught
upO int. The tr eatments used in MBCT have been used to addr ess a
wide r ange of illnesses, including depr ession, anxiety, chronic pain,
coronary artery disease, and fiboromyalgia (Hofmann, Sawyer, Witt &
Oh, 2010).

Mindfulness and ac ceptanc eNin addition to being ther apies in
their o wn rig htNhave also been used as OtoolsO in other mgnitiv e-
behavior al ther apies, particular ly in dialectical beha vior ther apy
(DBT) (e.g., Linehan, Amstr ong, Suarez, Allmon, & H eard, 1991). BT,
often used in the tr eatment of borderline personali ty disor der,
focuses on skills tr aining. That is, it often emplo ys mindfulness and
cognitive behavioral ther apy practices, but it also works to te ach
its patien ts GkillsO they can use to corr ect maladaptiv e tendencies.
For example, one skill D BT teaches patients is called distr ess
toleranceNor, ways to ¢ ope wi th maladaptiv e thoug hts and emotions
in the momen t. For example, people who feel an urge to cut
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themselves may be taught to snap their arm wi th a rubber band

inste ad. The primar y dif ference between DBT and CBT is that DBT
employs techniques tha t addr ess the symptoms o f the pr oblem (e.g.,
cutting oneself ) rather than the pr oblem itself (e.g., understanding

the psychological motiv ation to cut oneself ). CBT does not te ach
such skills tr aining be cause of the concern that the skillsNe ven
thoug h they may help in the shor t-termNma y be harmful in the

long-term, b y maintaining maladaptiv e thoug hts and behaviors.

DBT is founded on the perspe ctive of a dialectical w orldview .
That is, rather than thinking o f the world as Oblack and white,0 or
@nly good and onl y bad,0 i focuses on accepting tha t some things
can have characteristics o f both OgoodO and Oba So, in a ase
involving maladaptiv e thoug hts, inste ad of te aching that a thoug ht
is entir ely bad, DBT tries to help pa tients be less judgmental of
their thoug hts (as with mindfulness-base d ther apy) and encour ages
change thr ough ther apeutic pr ogress, using cognitive-behavioral
techniques as well as mindfulness e xercises.

Another f orm o f tr eatment tha t also uses mindfulness te chniques
is acceptance and commi tment ther apy (ACT) (Hayes, Srosahl, &
Wilson, 1999). In this tr eatment, patients are taught to obser ve their
thoug hts from a detached perspective (Hayes et al.,, 1999). ACT
encour ages patien ts not to attempt to change or a void thoug hts and
emotions the y observe in themsel ves, but to r ecognize which ar e
beneficial and which ar e harmful. H owever, the dif ferences among
ACT, CBT, and other mindfulness-base d treatments are a topic of
contr oversy in the curr ent liter atur e.

Advantags and Disadntags of
Mindfulnes-Basa Themlapy

Two key advantages of mindfulness-base d ther apies are their
acceptability and accessibility to patients. Because yoga and
meditation ar e already widel y known in popular cultur e, consumers
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of mental healthcare are often interested in trying related
psychological ther apies. Curr ently, psycholog ists have not come to
a consensus on the efficacy of MBT, though growing evidence
suppor ts its effectiveness for tr eating mood and anxie ty disor ders.
For example, one r eview of MBT studies f or anxie ty and depr ession
found that mindfulness-base d interventions generally led to
moder ate symptom impr ovement (Hofmann et al., 2010).

Emeging Treatment Stategies

With gr owth in r esearch and
technolog y, psycholog ists have
been able to develop new
treatment str ategies in recent
years. Often, these appr oaches
focus on enhancing e xisting
treatments, such as cognitive-
behavioral ther apies, through

Recent impr ovements in video chat the use of technological
technology along with the pr olif eration
of mobile devices like smartphones and
tablets has made online deliver y of example, internet- and mobile-
therapy more commonplace. [Image:
Noba, CC Br 20, https:// goo.gl/

BRVSAT] psychological tr eatments mor e

advances. For
delivered therapies make

available, thr ough smartphones
and online ac cess. Clinician-super vised online CB T modules allo w
patien ts to ac cess treatment fr om home on their o wn sche duleNan
oppor tuni ty particular ly impor tant for patien ts wi th less ge ographic
or socioe conomic ac cess to tr aditional tr eatments. Furthermor e,
smartphones help e xtend ther apy to patientsO dail lives, allowing
for symptom tr acking, home work reminders, and mor e frequent
ther apist contact.
Another benef it of technology is cognitive bias maodifica tion .
Here, patients are given exercises, often thr ough the use of video

80 | 2.2 Therapeutic Orien tations



games, aimed at chang ing their pr oblematic thoug ht pr ocesses. For
example, researchers mig ht use a mobile app to tr ain alcohol
abusers to avoid stimuli r elated to alc ohol. One v ersion o f this game
flashes four pic tur es on the scr eenNthr ee alcohol cues (e.g., a can of
beer, the fr ont of a bar) and one health-r elated image (e.g., someone
drinking w ater). The goal is for the pa tientto tap the he althy picture
as fast as ghe c an. Games like these aim to tar get patients®
automatic, subc onscious thoug hts that may be dif ficult to dir ect
thr ough conscious effort. That is, by repeatedly tapping the he althy
image, the patientle arns to OignoreO the alohol cues, so when those
cues are encountered in the en vironment, they will be less lik ely
to trigger the ur ge to drink. Appr oaches like these are promising
because of their ac cessibility, however the y requir e fur ther r esearch
to establish their ef fectiveness.

Yet another emer ging treatment employs CBT-enhancing
pharmaceutical agents . These are drugs used to impr ove the effects
of ther apeutic in terventions. Based on research from animal
experimen ts, researchers have found that certain drugs inf luence
the biolog ical processes known to be in volved in le arning. Thus, if
people tak e these drugs while going thr ough psychother apy, they
are better able to OlearnO the techniques for impr ovement. For
example, the antibiotic d-c ycloserine impr oves treatment for
anxiety disor ders by facili tating the le arning pr ocesses that oc cur
during e xposur e ther apy. Ongoing r esearch in this e xciting ar ea may
prove to be quite frui tful.

Conclusion

Throughout human histor y we have had to de al with men tal illness
in one form or another . Over time, se veral schools of thoug ht have
emerged for tr eating these pr oblems. Althoug h various ther apies
have been shown to work for specific individuals, c ognitive
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behavioral therapy is currently the tr eatment most widel y
suppor ted by empiric al research. Still, pr actic es like psychod ynamic
ther apies, person-c enter ed ther apy, mindfulness-base d tr eatmen ts,
and acceptanc e and commi tment ther apy have also shown suc cess.
And, with r ecent advances in research and te chnolog v, clinicians ar e
able to enhanc e these and other ther apies to tr eat mor e patients
mor e effectiv ely than e ver before. However, what is impor tantin the

end is that people actuall y seek out men tal he alth spe cialists to help

them wi th their pr oblems. One of the biggest de terr ents to doing so

is that people don Ot understand what psy chother apy really entails.
Through understanding ho w curr ent pr actic es work, not only can
we better e ducate people about ho w to ge t the help the y need, but
we can continue to ad vance our tr eatments to be mor e effective in
the futur e.

Outside Resources

Article: A personal ac count of the benef its of
mindfulness-base d ther apy
https:// www.theguar dian.com/lif eandstyle/2014 /j an/11/
julie-m yerson-mindfulness-base d-c ognitive-ther apy

Article: The Ef fect of Mindfulness-Base d Therapy on
Anxiety and Depr ession: A Meta-Anal ytic Review
https:// www.ncbi.nlm.nih.go vipmc /ar ticles/
PMC2848393/

Video: An example of a person-c enter ed ther apy session.

82 | 2.2 Therapeutic Orien tations



A YouTube element has been &cluded from this
version of the text. You can view it online her e:

https:// openpressusaskca/abnormalpsychology /?p=87

Video: Carl Rogers, the f ounder o f the humanistic,
person-c enter ed appr oach to psy chology, discusses the
position o f the ther apist in PCT.
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A YouTube element has been &cluded from this
version of the text. You can view it online her e:

https:// openpressusaskca/abnormalpsychology /?p=87

Video: CBT (cognitiv e behavior al ther apy) is one of the
most common tr eatmen ts for a range of mental he alth
problems, fr om anxiety, depression, bipolar, OCD or
schizophr enia. This animation e xplains the basics and ho w
you can decide whe ther i t@ best for y ou or not.
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A YouTube element has been &cluded from this
version of the text. You can view it online her e:

https:// openpressusaskca/abnormalpsychology /?p=87

Web: An overview of the purpose and pr actic e of
cognitiv e behavior al ther apy (CBT)
http:// psychcentr al.com/lib /in-depth-c  ognitive-
behavior al-ther apy/

Web: The histor y and development of psychoanalysis
http:// www.freudfile.or g/psy choanalysis/histor y.html

Discussion Questions
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1. Psychoanalytic the ory is no longer the dominan t
ther apeutic appr oach, because it lacks empiric al
suppor t. Yet many consumers c ontinue to se ek
psychoanalytic or psy chodynamic tr eatments. Do you
think psy choanalysis still has a plac e in mental he alth
tr eatmen t? If so, why?

2. What mig ht be some advantages and disadvantages
of te chnolog ical advances in psychological
tr eatmen t? What will psy chother apy look lik e 100
years from now?

3. Some people have argued that all ther apies are
about e qually effectiv e, and that the y all affect change
thr ough common fac tors such as the in volvement of a
suppor tiv e ther apist. Does this claim sound
reasonable to you? Why or wh y not?

4. When choosing a psy chological treatment for a
specific patient, what factors besides the tr eatmen t@
demonstr ated efficacy should be tak en into account?
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2.3 The BiologitModel

ALEXIS BRIDLEY & LEE WDAFFIN JR. AND CARRIE CUTTLER

Section Learning O bjectives

¥ Describe ho w communic ation in the ner vous
system occurs.

¥  List the par ts of the ner vous system.

¥  Describe the struc tur e of the neur on and all key
parts.

¥  Outline ho w neur al tr ansmission oc curs.

¥  Identify and define impor tant neur otr ansmitters.

¥  List the major struc tur es of the br ain.

¥  Clarify how specific areas of the br ain are involved
in men tal iliness.

¥  Describe the r ole of genes in men tal illness.

¥  Describe the r ole of hormonal imbalanc es in mental
illness.

¥  Describe commonl y used tr eatmen ts for men tal
illness.

¥  Evaluate the usefulness o f the biolog ical model.

Proponents of the biolog ical model view mental illness as being
a result of a malfunc tion in the bod y to include issues wi th br ain
anatomy or chemistr y. As such, we will need to establish a
foundation f or how communic ation in the ner vous system oc curs,
what the par ts of the ner vous system ar e, what a neur on is and its
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struc tur e, how neur al tr ansmission oc curs, and what the par ts of
the br ain are. While doing this, w e will iden tif y areas of concern for
psycholog ists focused on the tr eatment of mental disor ders.

Brain Structue and Chemistry

Communia@tion in the Nervous System

To really understand br ain struc tur e and chemistr y, it is a good
idea to understand ho w communic ation oc curs wi thin the ner vous
system. Simply:

1. Receptor c ells in each of the five sensory systems detect
energy.

2. This inf ormation is passed to the ner vous system due to the
process of tr ansduction and thr ough sensory or afferent
neur ons, which ar e part of the peripher al nervous system.

3. Theinformation is r eceived by brain struc tur es (centr al
nervous system) and perception oc curs.

4. Once the inf ormation has be en interpr eted, commands ar e
sent out, telling the bod y how to r espond, also via the
peripher al nervous system.

Please note that we will not ¢ over this pr ocess in full, but just the
parts relevant to our topic o f psychopatholog y.

The Nervous System

The nervous system consists of two main parts b the central and
peripher al nervous systems. The central ner vous system (CNS)
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is the control center for the ner vous system which r eceives,
processes, interpr ets, and stor es incoming sensor y information. |t
consists of the brain and spinal cord. The perip heral ner vous
system consists of everything outside the br ain and spinal ¢ ord. It
handles the CNS@® input and output and divides in  to the soma tic and
autonomic ner vous systems. The somatic ner vous system allows
for voluntary movement by controlling the sk eletal muscles and i t
carries sensory information to the CNS. The autonomic ner vous
system regulates the func tioning o f blood v essels, gands, and
internal or gans such as the bladder , stomach, and he art. It consists
of sympathetic and par asympathetic ner vous systems. The
sym pathetic ner vous system is involved when a person is in tensely
aroused. It provides the str ength to f ight back or to f lee (fight-
or-f light response). Eventuall y, the r esponse brought about b y the
sympathetic ner vous system must end so the parasympathetic
ner vous system kicks in to ¢ alm the bod y.
Figure 2.3. The Structur e of the Nervous System
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The Neuon

The fundamen tal uni t of the ner vous system is the neur on, or ner ve
cell (See Figure 2.3). It has several struc tur es in common wi th all
cells in the bod y. The nucleus is the control center of the body
and the soma is the cell body. In terms o f struc tur es that make
it dif ferent, these focus on the abili ty of a neuron to send and
receive information. The axon sends signals/inf ormation thr ough
the neuron while the dendrites receive information fr om
neighboring neur ons and look lik e little tr ees. Notic e the s on the
end of dendri te and that axon has no such le tter. In other w ords,
ther e are lots of dendri tes but onl y one axon. Also of impor tance to
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the neur on is the myelin shea th or the whi te, fatty covering which:

1) provides insulation so tha t signals fr om adjacent neur ons do not
affect one another and, 2) incr eases the speed at which signals ar e
transmitted. The axon terminals are the end o f the ax on wher e the
electric al impulse be comes a chemic al message and is released into
the synaptic cleft which is the spac e between neur ons.

Thoug h not neur ons, glial cells play an impor tant part in helping
the ner vous system to be the ef ficient machine tha t it is. Glial
cells are support cells in the ner vous system that serve five main
func tions.

They act as a glue and hold the neur on in plac e.
They form the m yelin sheath.

They provide nourishmen t for the c ell.

They remove waste products.

They protect the neur on fr om harmful substanc es.

a s wDN e

Finally, nerves are a group of axons bundle d toge ther lik e wires in
an electric al cable.
Figure 24. The Structur e of the Neuron

2.3 The Biological Model | 93



Neural Transmision

Transducers or receptor cells in the major or gans of our five

sensory systems D vision (the eyes), hearing (the ears), smell (the

nose), touch (the skin ), and taste (the tongue ) B convert the ph ysical

energy that they detect or sense, and send it to the br ain via the

neur al impulse. H ow so? We will ¢ over this pr ocess in thr ee parts.
Part 1. The Neural Impulse

¥ Step 1 B Neurons waiting to f ire are said to be in resting
poten tial and to be polarized (meaning the y have a negative
charge inside the neur on and a positive charge outside).

¥ Step 2 b If adequately stimula ted, the neur on experienc es an
action poten tial and becomes depolarized . When this oc curs,
ion gated channels open allo wing posi tiv ely charged Sodium
(Na) ions to enter. This shifts the polari ty to positive on the
inside and negativ e outside.

¥ Step 3 B Once the action poten tial passes from one segment of
the axon to the ne xt, the pr evious segment begins to
repolarize . This occurs be cause the Na channels close and
Potassium (K) channels open. K has a posi tive charge and so
the neur on becomes negativ e again on the inside and posi tive
on the outside.

¥ Step 4 D After the neur on fires, it will not f ire again no matter
how much stimula tion i t receives. This is called the absolute
refr actor y period .

¥ Step 5 D After a shor t period o f time, the neur on can fire again,
but ne eds greater than normal le vels of stimula tion to do so.
This is called the relati ve refractor y period .

¥ Step 6 D Please note that the pr ocess is cyclical. Once the
relativ e refractor y period has passed the neur onreturnstoi ts
resting poten tial.

Part 2. The A ction P oten tial
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Let® look at the ele ctric al portion o f the pr ocess in another w ay
and add some detail.
Figure 2.5. The Ation Potential

¥ Recall that a neur on is normall y at r esting poten tial and
polariz ed. The char ge inside is - 70mV at r est.

¥ If it receives sufficient stimula tion me aning that the polari ty
inside the neur on rises fr om - 70 mV to -55m V defined as the
thr eshold of excitation , the neur on will fir e or send an
electric al impulse do wn the length o f the axon (the action
poten tial or depolariza tion). It should be note d that it either
hits -55m V and fires or it does not. This is the all-or-nothing
princip le. The thr eshold must be r eached.

¥ Once the electric al impulse has passed from one segment of
the axon to the ne xt, the neur on begins the pr ocess of
resetting c alled repolariza tion.

¥ During r epolarization, the neur on will not f ire no matter how
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much stimula tion i t receives. This is called absolute r efractor y
period.

¥ The neur on next mo ves into r elativ e refractor y period me aning
it can fire, but ne eds greater than normal le vels of stimula tion.
Notic e how the line has dr opped below - 70mV. Hence, to reach
-55mV and fire, it will ne ed mor e than the normal gain o f
+15mV (-70 to -55 m V).

¥ Andthenitreturnstor esting poten tial, as you saw in Figur e
2.3

lons are charged particles found both inside and outside the
neuron. It is positively charged Sodium (Na) ions that cause the
neuron to depolariz e and fire and positively charged Potassium (K)
ions that exit and r eturn the neur on to a polariz ed state.

Part 3. The Synapse

The electric al portion o f the neur al impulse is just the star t. The
actual c ode passes from one neur on to another in a chemic al form
called a neur otr ansmi tter . The point wher e this oc curs is c alled the
synapse. The synapse consists of thr ee parts b the axon terminals of
the sending neur on (presynaptic neur on); the space in between
called the synaptic cleft, space , or gap; and the dendrite of the
receiving neur on (postsynaptic neur on). Once the electric al impulse
reaches the end o f the axon, called the axon terminal , it stimula tes
synaptic vesicles or neur otransmitter sacs to release the
neur otr ansmitter. Neurotr ansmitters will onl y bind to their spe cific
receptor si tes, much lik e a key will onl y fit into the lock i t was
designed for. You mig ht say neur otr ansmitters are part of a lock-
and-k ey system. W hat happens to the neur otr ansmitters that do
not bind to a r eceptor si te? They mig ht go thr ough reuptak e which
is a process in which the pr esynaptic neur on takes back excess
neur otr ansmitters in the synaptic spac e for futur e use or enzymatic
degradation when enzymes destr oy excess neurotr ansmitters in
the synaptic spac e.
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Neurmtransmitters

What exactly are some of the neur otr ansmitters which ar e so
critic al for neur al tr ansmission, and ar e impor tant to our discussion
of psychopatholog y?

¥ Dopamine D controls voluntary movements and is associated
with the r eward mechanism in the br ain

¥ Serotonin B controls pain, sleep cycle, and digestion; le ads to a
stable mood and so lo w levels leads to depr ession

¥ Norepinep hrine B increases the heart r ate and blood pr essure
and regulates mood

¥ GABA D an inhibitor y neur otr ansmitter r esponsible f or
blocking the signals o f excitator y neur otr ansmitters
responsible for anxie ty and panic.

¥ Glutamate B anexcitator y neur otr ansmitter associated with
learning and memor y

The cri tic al thing to understand her e is that ther e is a belief in the
realm of mental health that chemic al imbalanc es are responsible
for many mental disor ders. Chief among these ar e neur otr ansmitter
imbalanc es. For instanc e, people with Seasonal Affective Disorder
(SAD) have difficult y regulating ser otonin. M ore on this thr oughout
the book as w e discuss each disor der.

The Bain

The central nervous system consists of the br ain and spinal ¢ ord;
the former w e will discuss brief ly and in terms o f key struc tur es
which include:

¥ Medulla D regulates breathing, he art r ate, and blood pr essure
¥ Pons D ads as a bridge connecting the c erebellum and me dulla
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and helps to tr ansfer messages between dif ferent par ts of the
brain and spinal c ord.

¥ Reticular f ormation B responsible for aler tness and attention

¥ Cerebellum B involved in our sense o f balance and for
coordinating the bod y® muscles so that mo vement is smooth
and precise. Involved in the le arning o f certain kinds o f simple
responses and acquir ed reflexes.

¥ Thalam us B major sensory relay center f or all senses except
smell.

¥ Hypothalam us B involved in driv es associated with the sur vival
of both the individual and the spe cies. It regulates temper atur e
by triggering sw eating or shiv ering and c ontr ols the c omple x
operations o f the autonomic ner vous system

¥ Amygdala Bresponsible for evaluating sensor y information and
quickl y determining i ts emotional impor tance

¥ Hippocam pus D our @atewayO to memory. Allows us to form
spatial memories so tha t we can accur ately navigate thr ough
our environment and helps us to f orm ne w memories (in volved
in memor y consolidation)

¥ The cerebrum has four distinc t r egions in e ach cerebral
hemispher e. First, the frontal lobe contains the motor ¢ ortex
which issues or ders to the muscles o f the bod y that pr oduce
voluntary movement. The fr ontal lobe is also in volved in
emotion and in the abili ty to mak e plans, think cr eatively, and
take initiative. The parietal lobe contains the soma tosensory
cortex and receives information about pr essure, pain, touch,
and temper atur e from sense receptors in the skin, muscles,
joints, internal or gans, and taste buds. The oc cipital lobe
contains the visual cortex and receives and processes visual
information. Finall y, the tempor al lobe is involved in memor vy,
perception, and emotion. | t contains the auditor y cortex which
processes sound.

Figure 26. Anatomy of the Br ain
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Of course, this is not an e xhaustive list of struc tur es found in the

brain but gives you a pretty good idea of function and which

struc tur es help to suppor t those func tions. W hat is impor tant to
mental he alth pr ofessionals is that for some disor ders, specific areas
of the br ain are involved. For instanc e, individuals wi th bor derline
personality disorder have been shown to have structural and
functional changes in br ain areas associated with impulse ¢ ontrol
and emotional r egulation while imag ing studies r eveal differences
in the fr ontal cortex and subcortic al struc tur es of individuals wi th
OCD.

Exercises
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Check out the f ollowing fr om Harvard Health f or mor e on
depression and the br ain as a cause:
https:// www.health.har vard.edu/mind-and-mood /wha t-
causes-depr ession

Genes, Hormonal Imbalaes; and Wal
Infections

Genetic Isues and Explanations

DNA, or de oxyribonucleic acid, is our her edity material and is f ound
in the nucleus o f each cell packaged in thr eadlik e struc tur es known
as chromosomes.Most of us have 23 pairs of chr omosomes or 46
total. Tw enty-t wo of these pairs ar e the same in both se xes, but the
23rd pair is c alled the sex chromosome and dif fers between males
and females. Males have X and Y chromosomes while f emales have
two Xs. According to the Gene tics H ome Reference website as part
of NIH& National Libr ary of Medicine, a gene is Othe basic physical
and functional uni t of heredityO littps:// ghr.nlm.nih.go viprimer /
basics/gene ). They act as the instruc tions to mak e proteins and it
is estimated by the Human Genome Pr oject that we have between
20,000 and 25, 000 genes. We all have two copies of each gene and
one is inheri ted from our mother and one fr om our fa ther.

Recent research has discovered that autism, ADHD, bipolar
disorder, major depr ession, and schizophrenia all share genetic
roots. They Overe more likely to have suspect genetic v ariation at
the same four chr omosomal sites. These include d risk v ersions of
two genes that regulate the f low of calcium into cellsO For mor
on this development, please check out the article at:
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https:// www.nimh.nih.go v/ne ws/scienc e-news/2013 /f ive-major -
mental-disor ders-shar e-genetic-r oots.shtml. Likewise, twin and
family studies have shown that people with first-degr ee relatives
with OCD ar e at hig her risk o f developing the disor der themsel ves.
The same is true o f most men tal disor ders. Indeed, it is pr esently
believed that genetic fac tors c ontribute to all men tal disor ders but
typically account for less than half o f the e xplanation. M oreover,
most men tal disor ders are linked to abnormali ties in man y genes,
rather than just one; tha tis, most ar e polygenetic .

Moreover, there are impor tant gene-en vironment in ter actions
that ar e unique for every person (even twins) which help to e xplain
why some people with a genetic pr edisposition to ward a certain
disor der develop that disor der and others do not ( e.g., why one
identic al twin may develop schiz ophr enia but the other does not ).
The diathesis-str ess model posits that people can inherit
tendencies or vulner abilities to e xpress certain tr aits, behaviors,
or disor ders, which may then be activated under c ertain
environmental conditions lik e stress (.g., abuse, traumatic e vents).
However, it is also impor tant to note tha t certain pr otectiv e factors
(like being raised in a consistent, loving, suppor tive environment)
may modif y the r esponse to str ess and thereby help to pr otect
individuals against men tal disor ders.

Exercises

For mor e on the r ole of genes in the de velopment of
mental iliness, che ck out this ar ticle fr om Psychology
Today:

https:// www.psycholog ytoday.com/blog/sa ving-
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normal /201604 /wha t-y ou-ne ed-kno w-about-the-
genetics-men tal-disor ders

Hormonal Imbalanes

The body has two coordinating and in tegr ating systems in the bod y.
The ner vous system is one and the endocrine system is the se cond.
The main dif ference between these two systems is in terms o f
the speed with which the y act. The ner vous system mo ves quickly
with ner ve impulses moving in a few hundr edths of a second. The
endocrine system mo ves slowly with hormones, r eleased by
endocrine g lands, taking se conds, or e ven minutes, to r each their

target. Hormones ar e important to psy chologists because they
organize the ner vous system and bod y tissues at certain stages of
development and activ ate behaviors such as aler tness or sle epiness,
sexual behavior, concentr ation, aggr essiveness, reaction to str ess, a
desire for companionship.

The pitui tar y gland is the Omaster glandO which regulates other
endocrine g lands. It inf luenc es blood pr essure, thirst, ¢ ontr actions
of the uterus during childbir th, milk pr oduction, sexual behavior
and inter est, body growth, the amoun t of water in the bod y® cells,
and other func tions as well. The pineal g land produces melatonin
which helps regulate the sle ep-w ake cycle and other cir cadian
rhythms. Overproduction o f the hormone mela tonin c an lead to
Seasonal Affective Disorder (a specific type of Major Depr essive
Disorder). The thyroid gland produces thyroxin which facili tates
energy, metabolism, and gr owth. H ypoth yroidism is a c ondition in
which the th yroid glands become under active and this c ondition
can produce symptoms o f depr ession. In contr ast, hyperthyroidism
is a condition in which the th yroid glands become overactive and
this condition c an produce symptoms of mania. Ther efore it is
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impor tant for individuals e xperiencing these symptoms to ha ve
their th yroid checked, because conventional tr eatments for
depr ession and mania will not ¢ orr ect the pr oblem wi th the th yroid,
and will ther efore not r esolve the symptoms. Rather, individuals
with these c onditions ne ed to be tr eated with th yroid me dic ations.
Also of key impor tance to mental health pr ofessionals are the
adrenal glands which ar elocated on top of the kidne ys, and
release cortisol which helps the bod y deal with str ess. However,
chronically, elevated levels of cortisol ¢ an lead to incr eased weight
gain, interfere with learning and memor y, decrease the immune
response, reduce bone density, incr ease cholesterol, and incr ease
the risk o f depr ession.
Figure 27. Hormone Systems

The Hypothalamic-Pi tui tar y-Adrenal-Cortical A xis (HPA Axis)is

2.3 The Biological Model | 103



the connection be tween the hypothalamus, pi tuitary glands, and
adrenal glands. Specifically, the hypothalamus r eleases
cortic otr opin-r eleasing factor (CRF) which stimula tes the an terior

pituitary to r elease adrenocortic otr ophic hormone ( ACTH), which

in turn stimula tes the adr enal cortex to r elease cortisol (see Figure
2.4). Malfunc tioning o f this system is implic ated in a wide r ange of
mental disor ders including, depr ession, anxiety, and post-tr aumatic
stress disorder. Exposure to chr onic, unpr edictable str ess during
early development can sensitive this system, making it over-
responsive to str ess (meaning it activ ates too r eadily and does not
shut do wn appr opriately). Sensitization o f the HP A axis leads to an
overpr oduction o f cortisol which onc e again can damage the body
and brain when it remains at chr onic ally high levels.

Figure 2.8. The HRA Axis
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For mor e on the link be tween cortisol and depr ession,
check out this ar ticle:

https:// www.psycholog ytoday.com/blog/the-
athle tes-w ay/201301/c ortisol-wh y-the-str ess-
hormone-is-public-enem y-no- 1

Viral Infections

Infections c an cause brain damage and lead to the de velopment
of mental illness or an e xacerbation o f symptoms. For e xample,
evidenc e suggests that contracting str ep infection c an lead to the
development of OCD, Tourette® syndrome, and tic disor der in
childr en (Mell, Davis, & Owens, 2005; Giedd et al., 2000; Allen e t al.,
1995; https:// www.psycholog ytoday.com/blog/the-perf  ectionists-
handbook/20120 2/c an-inf ections-r esult-in-men tal-iliness ).
Influenza epidemics ha ve also been link ed to schiz ophr enia (Brown
et al., 2004; McGrath and Castle, 1995; McGrath et al., 1994;
O@allaghan et al., 1991) though mor e recent r esearch suggests this
evidence is weak at best (Selten & Termorshuiz en, 2017; Ebet &
Kotler , 2005).
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Treatments

Psychopharmatogy and Psychatpic Drugs

One option to tr eat severe mental illness is psy chotr opic
medications. These me dications fall in to five major c ategories. In
this section w e will br oadly discuss these ¢ ategories, and in the ne xt
we will c over them in mor e detail.

Antidepr essants are used to tr eat depr ession, but also anxie ty,
insomnia, or pain. The most c ommon t ypes of antidepr essants are
selective serotonin r euptake inhibitors (SSRk) and include
Citalopr am (Celexa), Paroxetine, and Fluo xetine (Prozac). They can
often tak e 2-6 w eeks to tak e effect. Possible side effects include
weight gain, sleepiness, nausea and vomiting, panic a ttacks, or
thoug hts about suicide or d ying.

Anti-anxiety medications help wi th the symptoms o f anxiety and
include the benz odiazepines such as Diazepam (Valium), Alprazolam
(Xanax), and Lorazepam (Ativan). These medications ar e effective
in reducing anxie ty in the shor t-term and tak e less time to tak e
effect than an tidepr essants which ar e also commonly prescribed
for anxie ty. However, benzodiaz epines ar e rather addic tive. As such,
toler ance to these drugs ¢ an develop quickl y and individuals ma y
experienc e withdr awal symptoms (e.g., anxiety, panic, insomnia )
when the y cease taking the drugs. For this r eason, benzodiazepines
should not be used in the long-term. S ide effects include
drowsiness, dizziness, nausea, difficulty urinating, and irr egular
heartbeat, to name a f ew.

Stimulants increase one® alertness and attention and are
frequently used to tr eat ADHD. They include Lisde xamfetamine,
the combination of dextr oamphetamine and amphe tamine, and
Methylphenidate (Ritalin). Stimulan ts are generally effective and
produce a calming effect. Possible side effects include loss o f
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appetite, headache, motor tics or v erbal tics, and personali ty
changes such as appearing emotionless.

Antipsychotics are used to tr eat psy chosis (i.e., hallucina tions and
delusions). They can also be used to tr eat eating disor ders, severe
depression, PTSD, OCD, ADHD, and Generalized Anxiety Disor der.
Common antipsy chotics include Chlorpr omazine, Perphenazine,
Quetiapine, and Lur asidone. Side effects include na usea, vomiting,
blurr ed vision, w eight gain, r estlessness, tremors, and rig idity.

Mood stabilizers are used to tr eat bipolar disor der and at times
depression, schizoaffective disorder, and disorders of impulse
control. A common e xample is Li thium and side ef fects include loss
of coordination, hallucina tions, seizur es, and frequent urina tion.

For mor e information on psy chotr opic me dic ations,
please visit:

https:// www.nimh.nih.go v/he alth/topics /men tal-
health-me dications /inde x.shtml

The use of these drugs has be en generally beneficial to pa tients.
Most report that their symptoms de cline, leading them to f eel
better and impr ove their func tioning. Also, long-term
hospitalizations ar e less likely to occur as a result, thoug h the
medications do not benef it the individual in terms o f impr oved
living skills.

Electroconvulsive Thepy

According to M ental Health Americ a, OEletr oconvulsive ther apy
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(ECT) is a procedur e in which a brief applic ation o f electric stimulus
is used to pr oduce a generalized seizureO Rtients are placed on
a padded bed and administer ed a muscle r elaxant to avoid injury
during the seizur es. Annually, approximately 100,000 ar e treated
using ECT for conditions including se vere depression, acute mania,
and suicidality. The procedure is still the most c ontroversial
available to men tal health pr ofessionals due to Oits effectiveness
vs. the side effects, the obje ctivity of ECT experts, and the r ecent
incr ease in ECT as a quick and easy solution, inste ad of long-term
psychother apy or hospi talization O
(http:// www.mentalhe althameric a.net/e ct). Its popularity has
declined since the 1940s and 1950s.

Psychosugery

Another option to tr eat mental disor ders is to perf orm br ain
surgeries. In the past, we have conducted trephining and
lobotomies, nei ther o f which ar e used today. Today® techniques
are much mor e sophisticated and have been used to tr eat
schizophr enia, depression, and obsessive-compulsive disorder,
thoug h critics cite obvious ethic al issues with conducting such
surgeries as well as scientific issues. Due to these issues,
psychosur gery is only used as a radical last resort when all other
tr eatmen t options ha ve failed to r esolve a serious mental illness.

For mor e on psychosur gery, check out this ar ticle
from Psychology Today:

https:// www.psycholog ytoday.com/ar ticles/199203 /
psychosur gery
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Evaluation of the Model

The biolog ical model is gener ally well respected today but suf fers
a few key issues. First, consider the list o f side effects given for
the psy chotr opic me dications. You mig ht mak e the case that some
of the side ef fects are worse than the ¢ ondition the y are treating.
Second, the vie wpoint that all human beha vior is e xplainable in
biological terms, and ther efore, when issues arise they can be
treated using biolog ical methods, overlooks factors that are not
biolog ical in natur e. More on that over the ne xt t wo sections.
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2.4 Psychopharnodmgy

SUSAN BARRON

Section Learning O bjectives

¥  How do the majori ty of psychoactiv e drugs work in
the br ain?

¥  How does the r oute of administr ation af fect how
rewarding a drug mig ht be?

¥  Why is grapefrui t danger ous to consume wi th many
psychotr opic me dic ations?

¥  Why might individualiz ed drug doses based on
genetic scr eening be help ful for tr eating ¢ onditions
like depression?

¥  Why is ther e contr oversy regarding
pharmac other apy for childr en, adolescents, and the
elderly?

Psychopharmac ology is the stud y of how drugs af fect behavior. If
a drug changes y our per ception, or the w ay you feel or think, the

drug e xerts effects on y our br ain and ner vous system. We call drugs
that change the w ay you think or f eel psychoactiv e or psy chotr opic
drugs, and almost e veryone has used a psychoactive drug at some
point (yes, caffeine counts). Understanding some o f the basics about
psychopharmac ology can help us better understand a wide r ange
of things tha t interest psychologists and others. For e xample, the

110]| 2.4 Psychopharmac ology



pharmac ological treatment of certain neur odegenerative diseases
such as Parkinson ® disease tells us something about the dise ase
itself. The pharmac ological treatments used to tr eat psychiatric

conditions such as schiz ophrenia or depr ession have under gone
amazing development sinc e the 1950s, and the drugs use d to tr eat
these disor ders tell us some thing about wha t is happening in the

brain of individuals wi th these c onditions. Finall y, understanding

something about the ac tions of drugs of abuse and their r outes
of administr ation c an help us understand wh y some psychoactive
drugs ar e so addictive. In this module, w e will pr ovide an overview
of some of these topics as well as discuss some curr ent
controversial areas in the field of psychopharmac ology.

Intr oduction

Psychopharmac ology, the stud y of how drugs af fect the br ain and
behavior, is a relativ ely new scienc e, althoug h people have probably
been taking drugs to change ho w they feel from early in human
histor y (consider the o f eating f ermented frui t, ancien t beer r ecipes,
chewing on the le aves of the c ocaine plant for stimulan t pr operties
as just some examples). The word psychopharmacology itself tells us
that this is a f ield tha t bridges our understanding o f behavior (and
brain) and pharmac ology, and the r ange of topics include d within
this field is extr emely broad.
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Virtually any drug that
changes the way you feel does
this by altering ho w neur ons
communic ate with each other.
Neurons (mor e than 100 billion
in your nervous system)
communic ate with each other
by releasing a chemical
(neur otr ansmitter ) across a
tiny space between two
neurons  (the synapse). When Drugs that alter our f eelings and

the neur otr ansmitter cr 0sses pehavior do so by affecting the

the synapse, it binds to a communication between neur onsin

. . the brain. [I mage: https:// goo.gl/
postsynaptic r eceptor (pr otein) ,ocafl, cCo Public Domain,

on the r eceiving neur on and the  https:// goo.gl/im25gce]

message may  then be

transmitted onward. Obviously, neurotr ansmission is far mor e
complic ated than this B links a t the end o f this module ¢ an provide
some useful backgr ound if y ou want mor e detail B but the f irst step
is understanding tha t vir tually all psychoacti ve drug s interf ere with
or alter ho w neur ons communic ate with each other .

There are many neur otr ansmitters. Some of the most impor tant
in terms o f psychopharmac ological treatment and drugs o f abuse
are outlined in Table 1. The neurons that release these
neur otr ansmitters, for the most par t, are localized within spe cific
circuits of the br ain that mediate these behaviors. Psychoactive
drugs can either incr ease adivity at the synapse (these are
called agonists ) or reduce activity at the synapse (antagonists ).
Different drugs do this b y different mechanisms, and some
examples of agonists and an tagonists ar e presented in T able 2. For
each example, the drug®s tr ade name, which is the name o f the drug
provided by the drug ¢ ompany, and generic name (in par entheses)
are provided.
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Table 2.1 Neurotr ansmitter s and associated behaviours or diseases

A very useful link a t the end o f this module sho ws the v arious steps
involved in neur otr ansmission and some w ays drugs can alter this.

Table 2 provides examples of drugs and their primar y mechanism
of action, but i t is very impor tant to r ealize that drugs also have
effects on other neur otr ansmitters. This c ontributes to the kinds
of side effects that are observed when some one takes a particular
drug. The r eality is that no drugs curr ently available work only
exactly where we would lik e in the br ain or only on a specific
neurotr ansmitter. In many cases, individuals are sometimes
prescribed one psychotr opic drug but then ma y also have to tak e
additional drugs to r educe the side effects caused by the ini tial
drug. Sometimes individuals stop taking me dication be cause the
side effects can be so profound.
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Table 2.2 Examples of drugs and their primar y mechanism of action

Pharmaokinetics: What Is It B Why Is It
Important?

While this section may sound mor e like pharmacology, it is
impor tant to r ealize how impor tant pharmac okinetics ¢ an be when
considering psy choactive drugs. Pharmaco kinetics refers to how
the body handles a drug that we take. As mentioned earlier,
psychoactive drugs exert their ef fects on behavior by altering
neuronal communic ation in the br ain, and the majori ty of drugs
reach the br ain by traveling in the blood. The acr onym ADME is
often used with A standing f or absorption (ho w the drug ge ts into
the blood), Distribution (ho w the drug ge ts to the or gan of interest
b in this module, tha t is the br ain), Metabolism (ho w the drug is
broken down so it no longer e xerts its psychoactive effects), and
Excretion (how the drug le aves the body). We will talk about a
couple of these to show their impor tance for considering
psychoactiv e drugs.
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Drug Administation

There are many ways to tak e
drugs, and these r outes of drug
administr ation can have a
significant impact on how
quickl y that drug r eaches brain.
The most common route of
administr ation is or al
administr ation, which is
relatively slow and B perhaps
surprising ly B often the most

] variable and complex route of
A drug deliver ed by IV reaches the . .
brain mor e quickly than if the drug is administr ation. Drugs en ter the

taken orally. While r apid delivery has  stomach and then ge t absorbed
advantages, there are also risks
involved with IV administr ation. by the blood supply and
[Image: Calleamanecer, https:// goo.gl/  capillaries that line the small
OX6Yij5, CC BY-SA 30, https:// goo.gl/

eLCn20] intestine. The r ate of

absorption ¢ an be affected by a
variety of factors including the quan tity and the t ype of food in the
stomach (e.g., fats vs. proteins). This is why the me dicine label f or
some drugs (lik e antibiotics ) may specifically state foods that you
should or should NO T consume wi thin an hour o f taking the drug
because they can affect the r ate of absorption. Tw o of the most
rapid routes of administr ation include inhala tion (i.e., smoking or
gaseous anesthesia) and intravenous (IV) in which the drug is
injected dir ectly into the v ein and henc e the blood suppl y. Both of
these routes of administr ation ¢ an get the drug to br ain in less than
10 seconds. IV administr ation also has the distinc tion o f being the
most danger ous because if ther e is an adverse drug r eaction, ther e
is very little time to administer an y antidote, as in the ¢ ase of an IV
heroin overdose.

Why mig ht how quickl y a drug gets to the br ain be impor tant? If
a drug activ ates the r eward cir cuits in the br ain AND it r eaches the
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brain very quickl y, the drug has a hig h risk f or abuse and addic tion.
Psychostimulan ts like amphetamine or ¢ ocaine are examples of
drugs that have high risk for abuse because they are agonists at
DA neurons involved in reward AND because these drugs e xist in
forms that can be either smok ed or in jected intravenously. Some
argue that cigar ette smoking is one o f the har dest addic tions to
quit, and althoug h part of the r eason for this ma y be that smoking
gets the nic otine in to the br ain very quickly (and indir ectly acts
on DA neurons), it is a mor e complic ated story. For drugs that
reach the br ain very quickl y, not only is the drug v ery addictive,
but so ar e the cues associated with the drug ( see Rohsenow, Niaura,
Childr ess, Abrams, & Monti, 1990). For a crack user, this could be
the pipe tha t the y use to smok e the drug. For a cigar ette smoker,
however, it could be something as normal as f inishing dinner or

waking up in the morning (if tha t is when the smok er usually has
a cigarette). For both the cr ack user and the cigar ette smoker, the
cues associated with the drug ma y actually cause craving that is
alleviated by (you guessed it) P lighting a cigar ette or using cr ack
(i.e., relapse). This is one of the r easons individuals tha t enroll in
drug tr eatment pr ograms, especially out-o f-to wn pr ograms, are at
significant risk o f relapse if the y later f ind themsel ves in proximity
to old haunts, friends, etc. But this is much moredifficult for a
cigarette smok er. How can someone avoid eating ? Or avoid w aking
up in the morning, e tc. These examples help you begin to
understand ho w impor tant the r oute of administr ation c an be for
psychoactiv e drugs.

Drug Metabolism

Metabolism involves the br eakdown of psychoactiv e drugs, and this
occurs primaril y in the liv er. The liver produces enzymes (proteins
that speed up a chemic al reaction ), and these enzymes help c atalyze
a chemic al reaction tha t br eaks down psy choactiv e drugs. Enzymes
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exist in Ofamilies,0 and mary psychoactive drugs are broken down
by the same famil y of enzymes, the ¢ ytochr ome P450 superfamil y.
There is not a unique enzyme f or each drug; r ather, certain enzymes
can break down a wide v ariety of drugs. Tolerance to the ef fects
of many drugs c an occur wi th r epeated exposur e; that is, the drug
produces less of an effect over time, so mor e of the drug is ne eded
to get the same ef fect. This is par ticular ly true f or sedative drugs
like alcohol or opia te-based painkillers. Metabolic toler ance is one
kind of toler ance and it tak es place in the liv er. Some drugs (like
alcohol) cause enzyme induction B an increase in the enzymes
produced by the liver. For example, chronic drinking r esults in
alcohol being br oken down mor e quickly, so the alcoholic ne eds to
drink mor e to get the same ef fect b of course, until so much alc ohol
is consumed that it damages the liv er (alcohol can cause fatty liver
or cirr hosis).
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Recent Isues Rlatal to Psychotipic
Drugs and Metabolism

Grapefruit Juie and Metabolism

Grapefruit can interf ere with enzymes
in the liver that help the body to
process certain drugs. [I[mage: CCO

Public Domain, https:/ / goo.gl/m25gce]

Certain t ypes of food in the
stomach can alter the r ate of
drug absorption,
foods can also alter the r ate of

and other

drug me tabolism. The most w ell
gr apefrui t
juic e

known is juic e.

Grapefrui t suppresses
cytochr ome P450 enzymes in
the
enzymes normall y break down
a large drugs
(including the
psychotr opic drugs). If the
enzymes are suppressed, drug

can build up to

liver, and these liver
variety of

some of

levels

potentially toxic levels. In this c ase, the effects can persist for

extende d periods o f time af ter the ¢ onsumption o f grapefruit juic e.

As of 2013, there are at least 85 drugs shown to ad versely inter act
with grapefruit juice (Bailey, Dresser, & Arnold, 2013). Some
psychotr opic drugs tha t are likely to in teract with gr apefruit juic e

include ¢ arbamazepine (Tegretol), pr escribed for bipolar disor der;

diazepam (Valium), used to tr eat anxiety, alcohol withdr awal, and

muscle spasms; and fluvoxamine (Luvox), used to tr eat obsessive

compulsiv e disor der and depr ession. A link at the end o f this module

gives the latest list of drugs reported to have this unusual

inter action.
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Individualizel Thelapy Metabolic Diffeences,
and Ptential Rescribing Appoaches for the
Future

Mental illnesses c ontribute to mor e disability in western c ountries
than all other illnesses including ¢ ancer and heart disease.
Depression alone is pr edicted to be the se cond lar gest contributor
to dise ase burden by 2020 (World Health Or ganization, 2004 ). The
numbers of people affected by mental health issues are pretty
astonishing, wi th estima tes that 25% of adults e xperienc e a mental
health issue in an y given year, and this af fects not onl y the individual
but their friends and famil y. One in 17 adults experienc es a serious
mental illness (Kessler, Chiu, Demler, & Walters, 2005). Newer
antidepr essants are probably the most fr equently prescribed drugs
for tr eating men tal he alth issues, althoug h ther e is no Gnagic bulle tO
for tr eating depr ession or other ¢ onditions. P harmac other apy with
psychological therapy may be the most benef icial tr eatment
approach for many psychiatric ¢ onditions, but ther e are still many
unanswered questions. For e xample, why does one antidepr essant
help one individual y et have no effect for another? An tidepr essants
can take 4 to 6 w eeks to star t impr oving depr essive symptoms, and
we don Ot eally understand wh y. Many people do not r espond to the
first an tidepr essant pr escribe d and may have to tr y dif ferent drugs
before finding some thing tha t works for them. Other pe ople just
do not impr ove with antidepr essants (Ioannidis, 2008 ). As we better
understand wh y individuals dif fer, the easier and mor e rapidly we
will be able to help pe ople in distr ess.

One area that has received interest recently has to do wi th an
individualiz ed tr eatment appr oach. We now know that ther e are
genetic dif ferences in some of the ¢ ytochr ome P450 enzymes and
their abili ty to br eak down drugs. The gener al population falls in to
the following 4 categories: 1) ultr a-extensive metabolizer s break
down certain drugs (lik e some of the curr ent antidepr essants) very,
very quickly, 2) extensive metabolizer s are also able to br eak down
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drugs fair ly quickl y, 3) intermediate metabolizer sbreak down drugs

mor e slowly than ei ther o f the t wo above groups, and finally 4) poor
metabolizers break down drugs much mor e slowly than all of the
other gr oups. Now consider some one receiving a pr escription f or
an antidepr essant B what would the c onsequences be if they were
either an ultr a-extensive metaboliz er or a poor me taboliz er? The
ultr a-extensive metaboliz er would be given antidepr essants and
told it will pr obably take 4 to 6 weeks to begin working (this is
true ), but the y metaboliz e the medication so quickl y that it will

never be effective for them. | n contr ast, the poor me taboliz er given
the same dail y dose of the same antidepr essant may build up such

high levels in their blood (be cause they are not br eaking the drug

down), that the y will ha ve a wide r ange of side effects and feel really
badly B also not a positive outc ome. What if B inste ad B prior to

prescribing an an tidepr essant, the doc tor ¢ ould tak e a blood sample
and determine which t ype of metaboliz er a patient actually was?
They could then mak e a much mor e informed decision about the

best dose to pr escribe. Ther e are new genetic tests no w available
to better individualiz e treatment in just this w ay. A blood sample
can determine ( at le ast for some drugs ) which c ategor y an individual

fits into, but w e need data to de termine if this ac tually is effective
for tr eating depr ession or other men tal illnesses (Zhou, 2009 ).
Currently, this genetic test is e xpensive and not many health
insurance plans cover this scr een, but this ma y be an impor tant
componen t in the futur e of psychopharmac ology.

Other Contoversial Isues

Jweniles and Psychopharmiagy

A recent Centers for Disease Control (CDC) report has suggested
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that as many as 1 in 5 children between the ages of 5 and 17 may
have some type of mental disor der (e.g., ADHD, autism, anxie ty,
depression) (CDC, 2013. The incidenc e of bipolar disor der in
childr en and adolescents has also incr eased 40 times in the past
decade (Moreno, Laje, Blanco, Jiang, Schmidt, & Olfson, 200 7), and
itis now estimated that 1 in 88 childr en have been diagnosed with
an autism spe ctrum disor der (CDC, 2011). Why has ther e been such
an incr ease in these numbers? Ther e is no single answer to this
impor tant question. Some belie ve that gr eater public a wareness has
contribute d to incr eased teacher and par ent r eferr als. Others ar gue
that the incr ease stems from changes in cri terion curr ently used
for diagnosing. Still others suggest en vironmental factors, either
prenatally or postna tally, have contribute d to this upsur ge.

We do not have an answer,
but the question does bring up
an  additional  c ontroversy
related to how we should tr eat
this popula tion o f childr en and
adolescents. Many
psychotr opic drugs used for
treating psy chiatric disor ders
have been tested in adults, but
few have been tested for safety

or efficacy with childr en or
There are concerns about both the

adolescents. The most w ell- gty and efficacy of drugs lik e Prozac
establishe d psychotr opics for childr en and teens. [Image:

ibed f hild d zaza_bj, CC BY-NC-SA 20,
prescribe or children and 057/ 6o0.glT 0c0ZF]
adolescents are the
psychostimulan t drugs used for treating attention deficit
hyperactivi ty disor der (ADHD), and ther e are clinic al data on how
effective these drugs ar e. However, we know far less about the
safety and efficacy in young populations of the drugs t ypically
prescribed for tr eating anxie ty, depression, or other psy chiatric
disor ders. The young br ain continues to ma tur e until pr obably well

after age 20, so some scientists ar e concerned that drugs tha t alter
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neuronal activity in the de veloping br ain could have significant
consequences. There is an obvious need for clinic al trials in childr en
and adolescents to test the saf ety and effectiveness of many of these
drugs, which also brings up a v ariety of ethic al questions about
who de cides what childr en and adolesc ents will par ticipa te in these
clinic al trials, who ¢ an give consent, who r eceives reimbursemen ts,
etc.

The Elderly and Psychopharmlacy

Another popula tion tha t has not t ypically been include d in clinic al
trials to de termine the saf ety or ef fectiveness of psychotr opic drugs

is the elder ly. Currently, there is very little hig h-quali ty evidence
to guide pr escribing f or older pe ople D clinic al trials o ften exclude
people wi th multiple c omorbidi ties (other dise ases, conditions, etc.),
which ar e typical for elder ly populations (see Hilmer and Gn jidict,
2008; Pollock, Forsy th, & Bies, 2008). This is a serious issue be cause
the elder ly consume a dispr opor tiona te number o f the pr escription

meds prescribed. The term polypharmacy refers to the use of
multiple drugs, which is v ery common in elder ly populations in

the United States. As our popula tion ages, some estima te that the
proportion of people 65 or older will r each 20% of the U.S.
population by 2030, with this gr oup consuming 40% of the
prescribed medications. As shown in T able 3 (from Schwartz and
Abernethy, 2008), it is qui te clear why the t ypical clinic al trial tha t
looks at the safety and effectiveness of psychotr opic drugs c an
be problematic if w e try to in terpr et these r esults for an elder ly
population.
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Table 2.3 Comparison of clinical trial subjects and aged patients r eceiving
drug ther apies

Metabolism of drugs is often slowed considerably for elderly
populations, so less drug c an produce the same effect (or all too
often, too much drug ¢ an result in a variety of side effects). One
of the gr eatest risk fac tors for elder ly populations is falling ( and
breaking bones), which c an happen if the elder ly person gets diz zy
from too much o f a drug. Ther e is also evidenc e that psy chotr opic
medications can reduce bone density (thus worsening the
consequences if someone falls) (Brown & M ezuk, 2012). Although
we are gaining an awareness about some of the issues facing
pharmac other apy in older popula tions, this is a v ery comple x area
with many medical and ethic al questions.

This module pr ovided an introduction o f some of the impor tant
areas in the field of psychopharmac ology. It should be appar ent
that this module just touche d on a number o f topics include d in
this f ield. It should also be appar ent tha t understanding mor e about
psychopharmac ology is important to anyone interested in
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understanding beha vior and tha t our understanding o fissues in this
field has impor tant implic ations f or society.

Outside Resources

Video: Neur otr ansmission

A YouTube element has been &cluded from this
version of the text. You can view it online her e:
https:// openpressusaskca/
abnormalpsychology/?p= 120

Web: Description o f how some drugs w ork and the br ain
areas involved B 1http:// www.drugabuse.gov/ne ws-
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events/nida-notes /200 7/10 /impac ts-drugs-
neur otr ansmission

Web: Description o f how some drugs w ork and the br ain
areas involved B 2http://le arn.genetics. utah.edu/c ontent/
addiction /mouse /

Web: Information about ho w neur ons communic ate and
the r eward pathways http://le arn.genetics. utah.edu/
content/addic tion/r ewardbehavior/

Web: National | nstitute o f Alcohol Abuse and Alc oholism
http:// www.niaaa.nih.gov/

Web: National | nstitute o f Drug Abuse
http:// www.drugabuse.goVv/

Web: National | nstitute o f Mental
Health http:// www.nimh.nih.go v/iinde x.shtml

Web: Neurotr ansmission
https:// science.education.nih.go v/supplemen ts/nih2 /
Addiction /ac tivi ties/lesson2_neur otr ansmission.html

Web: Report of the W orking Gr oup on P sychotr opic
Medications f or Childr en and Adolescents:
Psychopharmac ological, Psychosocial, and Combine d
Inter ventions f or Childhood Disor ders: Evidenc e Base,
Contextual Factors, and Futur e Directions (2008 ):
http:// www.apa.org/pi /families /r esources/child-
medic ations.pdf

Web: Ways drugs can alter neur otr ansmission
http:// thebr ain.mcgill.ca/f lash/d /d_03 /d_03_m /
d_03_m_par /d_03_m_par .html
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Discussion Questions

1. What are some of the issues surr ounding
prescribing me dications f or childr en and
adolescents? How mig ht this be impr oved?

2. What ar e some of the fac tors tha t can affect r elapse
to an addic tive drug ?

3. How mig ht pr escribing me dications f or depr ession
be impr oved in the futur e to incr ease the lik elihood
that a drug w ould w ork and minimiz e side effects?
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25 Evidene Bast Ractie &
Empirially Supporte
Treatments

CAILEY STRAJSS AND JORDEN A. CUMMINGS

Section Learning O bjectives

¥  Describe the k ey componen ts of evidenc e-based
practice

¥  Explain how a tr eatment is deemed empiric ally-
suppor ted

¥  Define tr eatments that harm and e xplain wh y they
should be of concern for men tal health pr oviders

Evidene-Baseé Practice

Evidence-based practice (EBP) is defined by the Canadian
Psychological Association as the in tentional and c areful use of the
best research evidenc e available at the time, in or der to guide e ach
clinic al decision and deliv ered service. To practic e in an evidenc e-
based way, a clinician must mak e themselves aware of the best
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available research and utiliz e it while c onsidering spe cific client
preferences, personality traits, and cultur al contexts. Selecting a
treatment appr oach that has been shown to be ef fective for the
specific problem is impor tant, as well as tailoring it to fit the
individual clien t (referred to as client specificity). Delivering
treatment is ther efore a more intentional pr ocess than simply
learning one tr eatment modali ty and applying it indiscrimina tely to
every client.

Given that research is constantly evolving and new studies ar e
frequently added to the e xisting bod y of liter atur e, evidenc e-based
practic e requir es that a clinician main tain a commitment to being
and staying inf ormed. Clinicians must also not just ¢ onsume
empiric al research, but thoug htfull y evaluate it for validity. Every
study has limi tations, and understanding these limi tationsisin tegr al
to the cri tic al consumption o fresearch. Then, a clinician is char ged
with the dif ficult task o f deciding ho w to tr anslate the empiric al
research into every decision made in clinic al practice. Lastly, there
must always be open and honest ¢ ommunic ation be tween the
clinician and clien t, in an environment wher e the client feels
comfortable and safe expressing their ne eds.

Althoug h EBP requir es a great amount of work on the par t of the
service provider, it is ne cessary in or der to pr otect the public fr om
intentional or inad vertent harm. | t also maximiz es the chanc es for
successful tr eatmen t. Evidenc e-based pr actic e also encour ages the
view of Psychology as a legitimate, ethic al and scientific field of
study and practic e.

Empirially-Supportd Treatments

Born out of an increasing focus on accountability, cost
effectiveness, and protecting P sycholog y® reputation as a cr edible
health ser vice, task forces were mobiliz ed in the 1990s to in vestigate
the available tr eatments and services. By endorsing onl y those
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modali ties that met certain cri teria, the task f orces created lists
of empiric ally supported tr eatments. In order to be on the list,
the ther apy approach had to have been shown to be ef fective in
controlled research settings. This me ans that the ther apy was better
than plac ebo in a statistic ally significant way, or was found to be
at least as effective as an already empiric ally suppor ted tr eatmen t.
There was also a move towards standardized and manualiz ed
treatment. Treatments that could be e asily describe d (and ther efore
taught) through a clear step-b y-step set of rules w ere priori tized
over those tha t could not. Clinicians w ere urged to utiliz e only those
tr eatmen ts that w ere found to be empiric ally suppor ted, in an ef fort
to be full y evidenc e based in pr actic e.

The advantages of using empiric ally supported treatments are
numer ous. Subjecting e ach ther apy to in-depth scrutin y helps to
prevent inef fective or harmful appr oaches from being used. It
ther efore protects the public fr om adverse effects that range from
paying for an inef fective treatment, to sustaining psy chological
damage. Focusing on empiric ally suppor ted tr eatments serves as a
quality control system for the field of Psychology, and protects it
from becoming Owater ed downO ly tr eatmen t appr oaches that lack
efficacy. By using this system i t also becomes less likely that one will
make ethic al missteps. W hen a clinician ¢ ommits to e videnc e based
practice using only empiric ally supported tr eatments, the public
can be confident that the y will r eceive ther apy that is c ost effective
and has been shown to ha ve a high lik elihood o f helping them.

However, any big change wi thin a field is lik ely to have negative
consequences no matter ho w beneficial it may be. There have been
several arguments made against a system tha t stric tly adheres to
empiric ally suppor ted tr eatmen ts. Some took issue wi th the notion
that OwalidityO is objetive and can ever be achieved. They argued
that validity is an ever-chang ing process and that judgmen ts of
validity are only as good as the studies that investigate each
treatment appr oach (some of which ar e plagued with small sample
sizes and subpar r esearch conditions). Other cri tics suggeste d that
many legitimate ther apies do not lend themsel ves to manualiz ed
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approaches and that stric t adher ence to a manual does not allo w
the flexibili ty requir ed for clien t specificity. Yet another ar gument
against the list o fempiric ally suppor ted tr eatmentsis thatitis easily
misin terpr eted and used as a tool of elitism. Thir d-par ty payers
may decide to fund onl y those appr oaches that are on the list and
exclude all others, which is not ho w the list w as intended to be
used. Also, ther apy approaches for use with certain psy chological
disor ders (notabl y the personali ty disor ders) are underr epresented
on the list o f empiric ally supported tr eatments, leaving a large
subset of clien ts without appr opriate services. As with most issues,
the concept of empiric ally suppor ted tr eatmen s is ther efore likely
best used as a flexible guideline r ather than a rig id pr escription f or
practic e.

Treatments that Harm

In 2007 Somtt Lilienf eld wrote an impor tant article about
psychological treatments that cause harm. He argued that the
potential f or psy chology tr eatments to be harmful had be en largely
ignor ed. Despite an incr eased inter est in the nega tiv e side effects of
psychiatric me dications, the f ield of psychology had been allowed
to Ofly under the r adarO Lilienfeld posited that this o versight carried
with it serious risk to both the f ield of psychology and the public a t
large. He researched poten tiall y harmful ther apies (PHTSs) and broke
them do wn in to t wo categories: Le vel | (pr obably harmful) and Le vel
Il (possibl y harmful). | t was noted that the distinc tion be tween these
two categories lik ely requires further r esearch, as the ther apies
listed under Le vel Il may actually be moved to Level | with fur ther
information gather ed.

According to Lilienf eld, ther e are two reasons why clinicians ne ed
to be concerned about poten tially harmful ther apies. First,
clinicians ar e bound by an ethical duty to avoid harming their
clients. Ignorance is not a valid def ense for c ausing harm, no ma tter
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how unin tentional. Second, investigating the some times negative
effects of ther apy can shed light on poten tial causes of client
deterior ation. Le arning about si tuations in which clien ts do not
get better is as impor tant as the cases in which the y do b failure
presents an oppor tunity for growth and incr eased knowledge. In
his article Lilienf eld describes poten tial harm as including se veral
possibili ties: a worsening o f symptoms or emer gence of new ones,
incr eased distr ess about existing symptoms, unhe althy dependency
on the ther apist, reluctance to seek futur e tr eatment when ne eded,
and in extreme cases physical harm. Harm can even be done to
family and friends o f the client, as in the case of false abuse
accusations. A ther apy is consider ed a PHT if (1) it causes harmful
psychological or physical effects in clien ts or their r elatives, (2)
the harmful ef fects are enduring and ar e not simpl y a short-term

worsening o f symptoms during tr eatment (as in the case of some
PTSD treatments), and (3) the harm has been replicated by
independen t stud y. Treatments that harm ar e concerning be cause
they contribute to clien t attrition (i.e., clien ts prematur ely leaving
ther apy), long-term de terior ation (i.e., a worsening of client
func tioning), and a gener al degradation o f psycholog y® reputation
as a discipline.

In Lilienf eld® opinion, the topic o f tr eatments that harm r equir es
fur ther in vestigation. H is suggestions for futur e research include
the extent to which harmful ther apies are being administer ed,
reasons for the ¢ ontinue d populari ty of harmful ther apies, ther apist
or clien t variables that may incr ease or decrease the likelihood o f
harm, as well as any mediating v ariables. He also posits that the
antidote to P HTs may include using standar dized questionnair es at
every session to tr ack client outc omes.
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Summary

What is consider ed abnormal beha viour is o ften dic tated by the
cultur e/socie ty a person liv es in, as well as the historic al context of
the time.

Prehistoric cultur es often held superna tur al views of abnormal
behaviour, seeing abnormal beha viour as demonic possession tha t
occurr ed when a person engage d in behaviour contrary to the
religious te achings of the time. T reatment include d tr ephination
and exorcism.

Greco-Roman thoug ht on abnormal beha viour r ejected the ide a
of demonic possession. H ippocr ates pr oposed that men tal disor ders
are similar to ph ysical disorders and had natur al causes. He also
proposed that mental disor ders resulted when our humors w ere
imbalanc ed. Plato fur ther pr oposed that the men tally ill were not
responsible for their ac tions and so should not be punishe d.

Progress made by the Gr eeks and Romans was reversed during
the Middle Ages, when men tal illness w as yet again seen as the
result of demonic possession. Ex orcism, flogging, prayer, visiting
holy sites, and holy water w ere all used as treatments. At the time,
group hysteria w as also seen in lar ge numbers.

The Renaissance saw the rise in humanism, which emphasiz ed
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human w elfar e and the uniqueness o f the individual. The number o f
asylums began to rise as the go vernment took mor e responsibili ty
for pe ople® care.

The mor al tr eatment movement began in the la te 18th century
in Europe and then r ose in the Uni ted States in the e arly 19th
century. This movement emphasiz ed respect for the men tally ill,
mor al guidanc e, and humane tr eatment.

Theoretic al orien tations pr esent a framework thr ough which to
understand, or ganize, and predict human beha viour. When used to
tr eat pe ople wi th men tal illness the y are referred to as ther apeutic
orien tations.

The earliest orien tation w as psychoanalysis, developed by Freud.
This model suggests tha t psychiatric pr oblems are the result of
tension be tween the id, super ego, and ego. Althoug h psychoanalysis
is still practiced today it has largely been replaced by
psychodynamic the ory, which uses the same under lying principles
of psychoanalysis but is brief er, more present-f ocused, and
sometimes manualiz ed.

Person-cen tered ther apy is referred to as a humanistic ther apy,
and it is based on the belief tha t mental health pr oblems arise
when our inna te human tendenc y for self -actualiza tion ge ts block ed
somehow. Person-cen ter ed ther apy believes that pr oviding clien ts
with unc onditional posi tive regard and a place of suppor t will allo w
them to gr ow and change. In this sense, it is an unstruc tur ed
ther apy.

The behaviour al model o f psychopatholog y believes that how we
act is learned, including d ysfunctional, abnormal beha viour. It r elies
upon principles o f oper ant conditioning. Beha viour ther apises are
popular choic es for a wide r ange of mental iliness, espe cially anxiety
disor ders. Overall, they focus on learning ne w behaviour .

The cognitive model ar ose in dir ect r esponse to the beha viour al
model; cognitive theorists belie ve that by overlooking thoug hts,
behaviourism w as missing an impor tant component of mental
illness. According to the ¢ ognitive model our thoug hts, especially
about how we interpr et events, inf luenc e mental disor der.
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Cognitive behaviour al ther apy (CBT) combines aspects of both
behaviour al ther apy and cognitive therapy. It is one of the most
popular ther apies, internationall y, and it works for a wide v ariety of
diagnoses and pr esenting pr oblems.

Newer forms of therapy include the ac ceptance- and
mindfulness-base d approaches. Mindfulness is a pr ocess that
cultivates a non-judgmen tal state of attention. These types of
ther apies work by altering pe ople® relationships with their
thoug hts, behaviours, and emotions, wher eas previously developed
ther apies try to change this c ontent dir ectly.

Emerging tr eatment str ategies include the use o f internet-
delivered ther apies, cognitive bias modif ication via gamif ication,
and CBT-enhancing pharmac eutic al agents

The biolog ical model explains how mental illness de velops a
medical perspective. The neuron is the fundamen tal unit of
communic ation of the ner vous system. Neurotr ansmitters lik e
dopamine and ser otonin pla y a key role in our men tal health.

Genetic issues, hormonal imbalanc es, and viral inf ections ¢ an also
influenc e mental illness.

There are five major categories of psychotr opic me dication:
Antidepr essants, anti-anxie ty medic ations, stimulan ts,
antipsy chotics, and mood stabiliz ers. Electr oconvulsive ther apy and
psychosur gery are also sometimes used to tr eat cases of mental
illness that do not r espond w ell to me dication.

Pharmac okinetics r efers to ho w the bod y handles drugs that we
take, including dif ferent drug administr ations and drug me tabolism.

Contr oversial issues in psy chopharmac ology include the use o f
medications by juveniles and the elder ly.

Evidence-based practic e is the in tentional and ¢ areful use of the
best available research evidenc e combine d with clinic al experienc e
and specific client pr eferences. Empiric ally-suppor ted tr eatments
are those that me et certain r esearch cri teria in or der to be labele d
as scientifically supported. Last, treatments that harm ar e those
that cause damage to either clien ts or their families.
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SelfTest

@ An inter active or media element has been excluded
from this ver sion of the text. You can view it online
here:

https:// openpressusaskca/abnormalpsychology /?p=437

Link: https:// openpr ess.usask.ca/abnormalpsy cholog y/wp-
admin/admin-aj ax.php?action=h5p_embe d&id=10

Summar y and Self-Test: Perspectives on Abnormal Behaviour | 137






CHAPTER 3: MOOD
DISORDER

Chapter 3: M ood Disor ders | 139






Chapter 3 Intvduction

JORDEN A. CUMMINGS

Sadness and euphoria ar e two very human e xperienc es. We have all
felt down, blue, sad, or ma ybe even deep grief bef ore. Likewise, all
of us have been at one time or another ela ted, joyful, thrille d and
excited. But as intense as these experienc es might feel, they are very
dif ferent fr om clinic al mood disor ders. In this chapter y ouOll larn
about both depr ession and mania, and the v ariety of mood disor ders
that are marked by these experienc es. Although Qlepressed,O in
particular , is a phrase that gets used often feeling down is not the
same as being diagnosed with depr ession. In addition, the mood
disor ders consist o f many mor e symptoms than just f eeling do wn or
elated.

In this chapter w eQll discuss all ¢ the symptoms o f depr essed,
manic, and h ypomanic episodes as w ell as the diagnostic cri teria f or
both the unipolar and bipolar mood disor  ders. WeQll also eview the
rates and vulner abilities for both and the e tiolog ies hypothesiz ed to
under ly them. L ast, we@e going to discuss ho w mood disor ders are
tr eated wi th both biolog ical and psychological inter ventions.
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3.1 Mood Disders

ANDA GERSHON, RENEE THOMPSON, AND JORDEN A. CUMMINGS

Section Learning O bjectives

¥  Describe the diagnostic cri teria f or mood disor ders.

¥  Understand age, gender , and ethnic dif ferences in
prevalence rates of mood disor ders.

¥  Identify common risk fac tors f or mood disor ders.

¥  Know effective treatmen ts of mood disor ders.
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Everyone feels down or
euphoric fr om time to time, but
this is dif ferent from having a
mood disor der such as major
depressive disorder or bipolar
disorder. Mood disor ders are
extende d periods o f depr essed,
euphoric, or irri table moods
that in c ombination wi th other
symptoms c ause the person

) ) ) ) signif icant distr ess and
Perinatal depr ession following child

birth aff licts about 5% of all mother s, interfere with his or her dail y
An unfortunate social stigma life, often r esulting in social and
regarding this f orm of depr ession
compounds the problem for the women
who suffer its effects. [Image: CCO module, we describe major
Public Domain]

occupational dif ficulties. I n this

mood disor ders, including their
symptom pr esentations,
general prevalence rates, and how and why the rates of these
disorders tend to v ary by age, gender, and race. In addition,
biolog ical and environmen tal risk fac tors tha t have been implic ated
in the development and course of mood disor ders, such as
heritability and stressful life events, are reviewed. Finally, we
provide an overview of tr eatments for mood disor ders, covering
treatments with demonstr ated effectiveness, as well as new
tr eatmen t options sho wing pr omise.

The actr ess Brooke Shields publishe d a memoir ti tled Down Came
the Rain: My Journey thr ough Postpartum Depr essionin which she
describe d her strugg les with depr ession following the bir th of her
daughter. Despite the fac t that about one in 20 w omen experienc e
depression after the bir th of a baby (American Psychiatric
Association [APA], 2013), postpar tum depr essionNrecently renamed
(Qrerinatal depr essionONontinues to be v eiled by stigma, owing in
part to a widel y held e xpectation tha t mother hood should be a time
of great joy. In an opinion pie ce in the New York Times, Shields
revealed that entering mother hood w as a profoundly overwhelming
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experienc e for her. She vividly describes e xperiencing a sense o f
@oomO and freadO in esponse to her ne wborn baby. Because
mother hood is c onventionall y thoug ht of as a joyous event and not
associated wi th sadness and hopelessness, r esponding to a ne wborn
baby in this w ay can be shocking to the ne w mother as w ell as those
close to her . It may also involve a great de al of shame for the mother ,
making her r eluctant to divulge her e xperienc e to others, including
her doc tors and famil y.

Feelings of shame are not unique to perina tal depr ession. Stigma
applies to other t ypes of depressive and bipolar disor ders and
contributes to pe ople not al ways receiving the ne cessary suppor t
and treatment for these disor ders. In fact, the World Health
Organization r anks both major depr essive disorder (MD D) and
bipolar disor der (BD) among the top 10 le ading causes of disabili ty
worldwide. Further, MDD and BD carry a high risk o f suicide. It is
estimated that 25%D50% of people diagnose d with BD will a ttempt
suicide at least once in their lif etimes (Goodwin & Jamison, 200 7).

What Are Mood Disaters?

Mood Episodes

Everyone experienc es brief periods o f sadness, irritability, or
euphoria. This is dif ferent than having a mood disor der, such as
MDD or BD, which ar e characteriz ed by a constella tion o f symptoms
that causes people signif icant distr ess or impairs their e veryday
functioning.
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Major Depresive Episode

A major depr essive episode (MDE) refers to symptoms tha t co-
occur for at least two weeks and cause significant distr ess or
impairmen tin func tioning, such as in terf ering wi th w ork, school, or
relationships. Cor e symptoms include f eeling down or depr essed or
experiencing anhedonia Nloss of inter est or ple asure in things tha t
one typically enjoys. According to the f ifth edition o f the Diagnostic
and Statistical M anual (DSM-5; APA, 2013, the cri teria for an MD E
requir e five or mor e of the f ollowing nine symptoms, including one
or both o fthe firstt wo symptoms, f or most o f the day, nearly every
day:

1. depressed mood
2. diminishe d inter est or ple asure in almost all ac tivi ties

3. significant weight loss or gain or an incr ease or decrease in
appetite

4. insomnia or hyper somnia

5. psychomotor agi tation or retar dation

6. fatigue or loss o f energy

7. feeling worthless or e xcessive or inappr opriate guilt

8. diminishe d ability to concentr ate or inde cisiveness

9. recurr ent thoug hts of death, suicidal idea tion , or a suicide

attempt

These symptoms c annot be c aused by physiological effects of a
substance or a general medical condition (e.qg., hypoth yroidism).

Manic or Hypomanic Episode

The core criterion f or a manic or h ypomanic episode is a distinc t
period of abnormally and persisten tly euphoric, e xpansive, or
irri table mood and persisten tly incr eased goal-dir ected activity or
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energy. The mood disturbanc e must be pr esent for one w eek or
longer in mania ( unless hospitalization is r equir ed) or four days or
longer in h ypomania. Concurr ently, at least thr ee of the f ollowing
symptoms must be pr esent in the ¢ ontext of euphoric mood ( or at
least four in the ¢ ontext of irri table mood):

inf lated self-este em or grandiosi ty

incr eased goal-dir ected activity or psy chomotor ag itation
reduced need for sleep

racing thoug hts or f light of ideas

distr actibili ty

incr eased talkativeness

NOUE®N A

excessive involvement in risky beha viors

Manic episodes ar e distinguishe d from hypomanic episodes b y their
dur ation and associa ted impairmen t; wher eas manic episodes must
last one week and are defined by a significant impairmen t in
functioning, h ypomanic episodes ar e shorter and not ne cessarily
accompanie d by impairmen t in func tioning.

Mood Disoders

Unipolar Mood Disalers

Two major types of unipolar disor ders described by
the DSM-5 (APA, 2013 are major depr essive disor der and persisten t
depressive disorder (PDD; dysthymia). MDD is defined by one or
more MDEs, but no histor y of manic or h ypomanic episodes.
Criteria for PDD are feeling depr essed most of the day for mor e
days than not, f or at least two years. At least two of the following
symptoms ar e also requir ed to me et cri teria f or PDD:
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poor appe tite or o vereating
insomnia or h ypersomnia
low ener gy or fatigue

low self-este em

o0k WN R

feelings of hopelessness

poor ¢ oncentr ation or dif ficult y making de cisions

Like MDD, these symptoms ne ed to c ause significant distr ess or
impairmen t and cannot be due to the ef fects of a substance or
a general medical condition. To meet criteria for PDD, a person
cannot be wi thout symptoms f or mor e than t wo months at a time.
PDD has overlapping symptoms wi th MD D. If someone meets
criteria f or an MD E during a P DD episode, the person will r eceive

diagnoses of PDD and MD D.

Bipolar Mood Disalers

Three major t ypes of BDs are
described by the DSM-5 (APA,
2013). Bipolar | Disor der (BD 1),
which w as previously known as
manic-depr ession, is
characterized by a single (or
recurr ent) manic episode. A
depressive episode is not
necessary but commonly
present for the diagnosis o f BD
I. Bipolar 1l Disor der is
characterized by single (or
recurr ent) hypomanic episodes
and depr essive episodes.
Another type of BD is

Bipolar disor ders are characterized by
cycles of high energy and depression.
[Image: Brett W haley, https:// goo.gl/
k4HTR7, CC BY-NC 20, https:// goo.gl/
VnKIK8]

cycloth ymic disor der, characteriz ed by numer ous and alterna ting
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periods o f hypomania and depr ession, lasting at least two years. To
qualify for cycloth ymic disor der, the periods o f depr ession cannot
meet full diagnostic cri teria for an MDE; the person must
experienc e symptoms at le ast half the time wi th no mor e than two
consecutiv e symptom-fr ee months; and the symptoms must ¢ ause
signif icant distr ess or impairmen t.

It is impor tant to note tha t the DSM-5 was published in 2013,
and findings based on the upda ted manual will be f orthc oming.
Consequently, the research presented below was largely based on
a similar, but not iden tical, conceptualization of mood disor ders
drawn fr om the DSM-IV (APA, 2000).

Box 1. S$ecifier s

Both MD Es and manic episodes c an be fur ther describe d
using standar dized tags based on the timing o f, or other
symptoms tha t are occurring during, the mood episode, to
incr ease diagnostic specificity and inf orm tr eatmen t.
Psychotic f eatur es is specified when the episodes ar e
accompanie d by delusions (rigidly held beliefs tha t are
false) or hallucina tions (per ceptual disturbanc es that are
not based in r eality). Seasonal pattern is spe cified when a
mood episode oc curs at the same time o f the y ear for two
consecutiv e years N most commonl y occurring in the fall
and win ter. Peripar tum onse t is specified when a mood
episode has an onset during pr egnancy or wi thin f our
weeks of the bir th of a child. Appr oximately 3%6D6% of
women who ha ve a child experienc e an MDE with
peripar tum onset (APA, 2013. This is less frequent and
different fr om the bab y blues or when w omen feel tr ansient
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mood symptoms usuall y within 10 days of giving bir th,
which ar e experienc ed by most w omen (Nolen-H oeksema &
Hilt, 2009 ).

How Common Ae Mood Disaters? Who
Develops Mood Disders?

Depresive Disaters

In a nationally representative sample of Americ ans, lifetime
prevalence rate for MD D was 166% (Kessler, Berglund, Demler , Jin,
Merikangas, & Walters, 2005). This me ans that nearly one in five
Americans will me et the cri teria for MD D during their lif etime.
Lifetime pr evalence rates in Canada have been estimated at 11.2%
(Knoll & Maclennan, 2017). The 12-month pr evalenceNthe
proportion of people who me et criteria for a disor der during a
12mon th periodN o f MDD in Canada is 4.7% (Knoll & MacLennan,
2017).

Althoug h the onset of MD D can occur at any time thr oughout the
lifespan, the average age of onset is mid- 20s, with the age o f onset
decreasing with pe ople born mor e recently (APA, 2000). Prevalence
of MDD among older adults is much lo wer than it is for younger
cohorts (Kessler, Birnbaum, Bromet, Hwang, Sampson, & Shahly,
2010). The duration o f MD Es varies widel y. Recovery begins wi thin
thr ee months for 40% of people with MD D and within 12 months
for 80% (APA, 2013. MDD tends to be a r ecurr ent disor der with
about 40%D50% of those who e xperienc e one MD E experiencing
a second MD E (Monroe & Harkness, 2011). An arlier age of onset
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predicts a worse course. About 5%BD10% of people who e xperienc e
an MDE will later experienc e a manic episode (APA, 2000), thus
no longer me eting cri teria f or MD D but inste ad meeting them f or
BD |. Diagnoses of other disor ders across the lif etime ar e common
for people with MD D: 59% experienc e an anxiety disor der; 32%
experienc e an impulse control disor der, and 24% experience a
substanc e use disorder (Kessler, Merikangas, & Wang, 2007).

Women experienc e two to thr ee times hig her r ates of MD D than
do men (Nolen-H oeksema & Hilt, 2009 ). This gender dif ference
emerges during puber ty (Conley & Rudolph, 2009 ). Before puberty,
boys exhibi t similar or hig her pr evalence rates of MDD than do g irls
(Twenge & Nolen-H oeksema, 2002). MDD is inversely corr elated
with socioeconomic sta tus (SES), a person® economic and social
position based on income, education, and oc cupation. Higher
prevalence rates of MDD are associated with lower SES (Lorant,
Deliege, Eaton, Robert, Philippot, & Ansse au, 2003), particular ly for
adults over 65 years old (Kessler et al., 2010). Independent of SES,
results fr om a nationall y representative sample found tha t Eur opean
Americ ans had a higher pr evalence rate of MDD than did Afric an
Americans and Hispanic Americ ans, whose rates were similar
(Breslau, Aguilar-Gaxiola, Kendler, Su, Williams, & K essler, 2006).
The course of MDD for Afric an Americans is often mor e severe
and less often tr eated than it is for Eur opean Americ ans, however
(Williams et al., 2007). American research indic ates that Native
Americans (a designation still use d in the Uni ted States) have a
higher prevalence rate than do Eur opean Americans, African
Americans, or Hispanic Americ ans (Hasin, Goodwin, Stinson &
Grant, 2005). Depr ession is not limi ted to industrializ ed or w estern
cultur es; it is found in all c ountries that have been examined,
althoug h the symptom pr esentation as w ell as prevalence rates vary
across cultur es (Chentsova-Dut ton & T sai, 2009).

It is impor tant to note tha t sexual minori ties, including non-
gender binar y individuals tend to e xperienc e higher rates of
depression than the gener al population. For e xample, a recent
Canadian study estimated the Ilif etime prevalence rates of
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depression as 67.7% for sexual minori ties and 72% for gender liminal

individuals living in On tario (Williams e t al., 2017). h another stud y

conduc ted in On tario, 66.4% o f tr ansgender par ticipan ts reported

experiencing curr ent depr ession (Rotondi, Bauer, Scanlon, Kaay,

Travers, & Travers, 2011).

Bipolar Disoders

Adolescents experience a higher
incidence of bipolar spectrum
disorders than do adults. Making
matter s worse, those who are
diagnosed with BD at a younger age
seem to suffer symptoms more

intensely than those with adult onset.

[Image: CCO Public Domain]

(McDonald et al., 2015).

The lif etime pr evalence rate
of bipolar spe ctrum disor ders
in the gener al U.S. population is
estimated at approximately
4.4%, with BD | constituting
about 1% of this rate
(Merikangas et al.,, 2007). In
Canadian samples, the lif etime
prevalence rate for bipolar
disor der has been estimated at
2.6% (Statistics Canada, 2013)
and the 12-month prevalence
rate as 1.5% @Gtatistics Canada,
2013. More recent data shows
the lif etime pr evalence rate of
Bipolar | and Il in Canada at
0.87% and 0.57%, respectively

Prevalence estimates, however, are highly dependent on the

diagnostic pr ocedures used (e.g., interviews vs. self-r eport) and

whether or not sub-thr eshold forms of the disor der are include d in

the estima te. BD often co-oc curs wi th other psy chiatric disor ders.
Approximately 65% of people with BD meet diagnostic cri teria f or
at le ast one additional psy chiatric disor der, most commonl y anxiety

disor ders and substanc e use disorders (McElroy et al., 2001). The
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co-oc curr ence of BD with other psy chiatric disor ders is associated
with poor er illness course, including hig her rates of suicidali ty
(Leverich et al., 2003). A recent cr oss-national stud y sample of mor e
than 60,000 adults fr om 11 ountries, estima ted the w orldwide
prevalence of BD at 2.4%, with BD | constituting 0 .6% of this r ate
(Merikangas et al., 2011). h this stud y, the pr evalence of BD varied
somewhat by country. Whereas the United States had the hig hest
lifetime pr evalence (4.4%), India had the lo west (0.1%). \ariation in
prevalence rates was not ne cessarily related to SES, as in the case of
Japan, a high-inc ome country with a very low pr evalence rate of BD
(0.7%).

With r egard to ethnici ty, data from studies not ¢ onfounded by
SES or inaccur acies in diagnosis ar e limited, but available reports
suggest rates of BD among Eur opean Americ ans are similar to those
found among Afric an Americ ans (Blazer et al., 1985) and Hispanic
Americ ans (Breslau, Kendler, Su, Gaxiola-Aguilar , & Kessler, 2005).
Another lar ge community-based study found that althoug h
prevalence rates of mood disor ders were similar acr oss ethnic
groups, Hispanic Americ ans and African Americ ans with a mood
disorder were more likely to r emain persisten tly ill than Eur opean
Americans (Breslau et al., 2005). Compared with European
Americ ans with BD, African Americ ans tend to be under diagnosed
for BD (and over-diagnose d for schiz ophrenia) (Kilbourne, H aas,
Mulsant, Bauer, & Pincus, 2004; Minsky, Vega, Miskimen, Gara, &
Escobar, 2003), and Hispanic Americ ans with BD have been shown
to r eceive fewer psychiatric me dication pr escriptions and spe cialty
treatment visits (Gonzalez et al.,, 2007). Misdiagnosis of BD can
result in the underutiliza tion of treatment or the utiliza tion of
inappr opriate tr eatment, and thus pr ofoundly impact the c ourse of
illness.

As with MD D, adolescence is known to be a signif icant risk period
for BD; mood symptoms star t by adolescence in roughly half of BD
cases (Leverich et al., 2007; Perlis et al., 2004). Longitudinal studies
show that those diagnose d with BD prior to adulthood e xperienc e a
mor e pernicious ¢ ourse of illness r elativ e to those wi th adult onse t,
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including mor e episode recurr ence, higher r ates of suicidali ty, and
profound social, oc cupational, and e conomic r epercussions
(e.g., Lewinsohn, Seeley, Buckley, & Klein, 200 2). The prevalence of
BD is substantially lower in older adults ¢ ompared with younger
adults (1% vs. 4%) (Merikangas et al., 2007).

What Are Some of thed€tors Impliated
in the Development and Course of Mood
Disormers?

Mood disor ders are complex disorders resulting fr om multiple
factors. Causal explanations can be attempte d at various le vels,
including biolog ical and psychosocial le vels. Below are several of the
key factors tha t contribute to onse t and c ourse of mood disor ders
are highlig hted.
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Depresive Disaters

Research across family and
twin studies has pr ovided
suppor t that genetic fac tors ar e
implic ated in the de velopment
of MDD. Twin studies suggest
that familial inf luence on MDD
is mostly due to gene tic ef fects
and that individual-spe cific
environmental effects (e.g.,
romantic r elationships ) play an
impor tant role, too. By
L Romantic r elationships can aff ect
contrast, the contribution o f 1504 asin the case of divorce or the
shared environmental effect by death of a spouse. [mage: CCO Public
siblings is neg ligible (Sulivan, 2°Man]
Neale & Kendler, 2000). The
mode of inheri tance is not full y understood althoug h no single
genetic variation has been found to incr ease the risk of MDD
significantly. Instead, several genetic variants and environmental
factors most lik ely contribute to the risk f or MD D (Lohoff, 2010).
One environmental str essor that has received much suppor t in
relation to MD D is str essful lif e events. In particular , severe stressful
life eventsNthose that have long-term ¢ onsequences and involve
loss of a signif icant r elationship ( e.g., divorce) or economic stabili ty
(e.g., unemployment) are strongly related to depr ession (Brown &
Harris, 1989; Monroe et al., 2009). Sressful life events are more
likely to predict the first MD E than subsequent episodes
(Lewinsohn, Allen, Se eley, & Gotlib, 1999). In contr ast, minor e vents
may play a larger role in subsequent episodes than the ini tial
episodes (Monroe & Harkness, 2005).
Depression research has not be en limi ted to e xamining r eactivi ty
to str essful lif e events. Much r esearch, particular ly brain imag ining
research using func tional magne tic r esonance imaging (fMRI), has
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centered on examining neur al cir cuitr yNthe in ter connections tha t
allow multiple br ain regions to per ceive, generate, and encode
information in ¢ oncert. A meta-anal ysis of neuroimaging studies
showed that when vie wing negativ e stimuli ( e.g., pictur e of an angry
face, picture of a car accident), compared with healthy control
participan ts, participan ts with MD D have greater activation in br ain
regions involved in str ess response and reduced activ ation o f brain
regions involved in posi tively motiv ated behaviors (H amilton, Etkin,

Furman, Lemus, Johnson, & Gotlib, 2012).

Other en vironmental factors r elated to incr eased risk f or MD D
include e xperiencing early adversity (e.g., childhood abuse or
neglect; Widom, Du Mont, & Czaja, 2007),chronic str ess(e.g.,
poverty) and interpersonal fac tors. For example, marital
dissatisfaction pr edicts incr eases in depressive symptoms in both
men and women. On the other hand, depr essive symptoms also
predict incr eases in marital dissatisfac tion (W hisman & U ebelacker,
2009). Research has found tha t pe ople with MD D generate some of
their in terpersonal str ess (Hammen, 2005). People wi th MD D whose
relatives or spouses can be described as critical and emotionall y
overinvolved have higher relapse rates than do those living wi th
people who ar e less critic al and emotionall y overinvolved (Butzlaf f &
Hooley, 1998).

People®@attribu tional sty les or their gener al ways of thinking,
interpr eting, and r ecalling inf ormation have also been examined
in the etiology of MDD (Gotlib & Joormann, 2010). People with a
pessimistic attributional st yle tend to mak e internal (versus
external), global (versus specific), and stable (versus unstable)
attributions to nega tive events, serving as a vulnerability to
developing MD D. For example, some one who when he fails an e xam
thinks tha t it was his fault (in ternal), tha t he is stupid (g lobal), and
that he will al ways do poor ly (stable) has a pessimistic attribution
style. Several influential the ories of depression incorpor ate
attributional st yles (Abramson, Metalsky, & Alloy, 198; Abramson
Seligman, & Teasdale, 198).
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Bipolar Disoders

Althoug h ther e have been impor tant advances in research on the
etiolog y, course, and tr eatment of BD, there remains a need to
understand the me chanisms that contribute to episode onse t and
relapse. There is compelling e vidence for biolog ical causes of BD,
which is kno wn to be hig hly heritable (M cGuffin, Rijsdijk, Andr ew,
Sham, Katz, & Cardno, 2003). It may be argued that a high rate
of heri tability demonstr ates that BD is fundamen tally a biological
phenomenon. H owever, ther e is much v ariabili ty in the c ourse of BD
both wi thin a person acr oss time and acr oss people (Johnson, 2005).
The triggers tha t determine ho w and when this gene tic vulner ability
is expressed are not y et understood; ho wever, ther e is evidence to
suggest that psy chosocial triggers ma y play an impor tantrole in BD
risk (e.g., Johnson et al., 2008; Malkoff-Schwartz et al., 1998).

In addition to the gene tic c ontribution, biolog ical explanations o f
BD have also focused on br ain func tion. Man y of the studies using
fMRI te chniques to char acteriz e BD have focused on the pr ocessing
of emotional stimuli base d on the ide a that BD is fundamen tally a
disor der of emotion ( APA, 2000). Findings show that r egions of the
brain thoug ht to be in volved in emotional pr ocessing and r egulation
are activated differently in people with BD relative to healthy
controls (e.g.,Altshuler et al., 2008; Hassel et al.,, 2008; Lennox,
Jacob, Calder, Lupson, & Bullmor e, 2004).

However, ther e is little c onsensus as to whe ther a par ticular br ain
region becomes more or less active in response to an emotional
stimulus among pe ople with BD compared with healthy controls.
Mix ed findings ar e in part due to samples ¢ onsisting o f participan ts
who ar e at various phases of illness at the time o f testing ( manic,
depressed, inter -episode ). Sample sizes tend to be r elatively small,
making ¢ omparisons be tween subgroups dif ficult. Addi tionall y, the
use of a standar dized stimulus ( e.g., facial expr ession of anger) may
not elici t a sufficiently strong r esponse. Personall y engaging stimuli,
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such as recalling a memor y, may be more effective in inducing
strong emotions (I sacowitz, Gershon, Allar d, & Johnson, 2013).
Within the psy chosocial level, research has focused on the
environmental contributors to B D. A series of studies show that
environmental str essors, particular ly severe stressors (e.g., loss of
a significant relationship ), can adversely impact the c ourse of BD.
People wi th BD have substantiall y incr eased risk o f relapse (Ellicott,
Hammen, Gitlin, Brown, & Jamison, 1990) and suffer more
depressive symptoms (Johnson, Winett, Meyer, Greenhouse, &
Miller , 1999 following a severe life stressor. Inter estingly, positive
life events can also adversely impact the ¢ ourse of BD. People wi th
BD suffer more manic symptoms af ter lif e events involving
attainment of a desired goal (Johnson et al., 2008). Such findings
suggest that pe ople wi th BD may have a hypersensitivity to r ewards.
Evidence from the lif e stress literatur e has also suggested that
people wi th mood disor ders may have a circadian vulner ability that
renders them sensitive to stressors that disrupt their sle ep or
rhythms. According to social zeitgeber theory (Ehlers, Frank, &
Kupfer, 1988;Frank et al., 1994), stressors that disrupt sle ep, or that
disrupt the dail y routines tha t entrain the biolog ical clock (e.g.,
meal times) can trigger episode r elapse. Consistent wi th this the ory,
studies have shown tha t lif e events that in volve a disruption in sle ep
and daily routines, such as o vernig ht tr avel, can incr ease bipolar
symptoms in pe ople with BD (Malkoff-Schwartz et al., 1998).
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What Are Some of the 8lI-Supporte
Treatments for Mood Disders?

Depresive Disaters

A number of medications ar e effective
in tr eating mood disor ders.
Meditation, e xercise, counseling and

other ther apies also show efectiveness
for some disorders. [Image: CCO Public

Domain]

There are many treatment
options available for people
with MD D. First, a number o f
antidepr essant medications ar e
available, all of which tar get one
or mor e of the
neurotr ansmitters  implic ated
in  depression.The earliest
antidepr essant

were

me dications
monoamine o xidase
(MAOls). MAOIs
inhibi t monoamine o xidase, an

inhibi tors
enzyme in volved in
deactiv ating
nor epinephrine, and ser otonin.
Althoug h effective in tr eating

dopamine,

depression, MAOIs can have serious side effects. Patients taking
MAOIs may develop danger ously high blood pr essure if they take
certain drugs ( e.g., antihistamines ) or eat f oods containing t yramine,

an amino acid c ommonl y found in f oods such as aged cheeses, wine,
and soy sauce. Tric yclics, the se cond-oldest class o f antidepr essant
medications, block the r eabsorption o f nor epinephrine, ser otonin,

or dopamine at synapses, resulting in their incr eased availability.
Tricyclics are most effective for tr eating v egetative and somatic
symptoms o f depr ession. Like MAOIs, they have serious side ef fects,

the most concerning of which is being c ardioto xic. Selective
serotonin r euptak e inhibi tors (SSRE; e.g., Fluoxetine ) and serotonin
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and nor epinephrine r euptak e inhibi tors (SNRIs; e.g., Duloxetine ) are
the most r ecently introduced antidepr essant medications. SSRIs,
the most ¢ ommonly prescribed antidepr essant me dication, block
the reabsorption o f serotonin, wher eas SNREk block the
reabsorption o f serotonin and nor epinephrine. SSRIs and SNRIs
have fewer serious side ef fects than do MA Ols and tric yclics. In
particular , they are less cardioto xic, less lethal in o verdose, and
produce fewer cognitive impairments. They are not, however,
without their o wn side ef fects, which include but ar e not limi ted to
difficult y having or gasms, gastrointestinal issues, and insomnia. It
should be note d that anti-depr essant medication may not w ork
equally for all people. This appr oach to tr eatment often involves
experimen tation wi th several medications and dosages, and may
be more effective when paired with physical exercise and
psychother apy.

Other biolog ical treatments for people with depr ession include
electr oconvulsive ther apy (ECT), transcranial magnetic stimula tion
(TMS), and deep brain stimula tion. ECT in volves inducing a seizur e
after a patient takes muscle relaxants and is under gener al
anesthesia. ECT is viable treatment for patients with severe
depression or who sho w resistance to antidepr essants althoug h the
mechanisms thr ough which i t works remain unkno wn. A common
side effect is confusion and memor y loss, usually short-term
(Schulze-Rauschenbach, Harms, Schlaepfer, Maier, Falkai, &
Wagner, 2005). Repetitive TMS is a noninvasive technique
administer ed while a patient is awake. Brief pulsating magne tic
fields are delivered to the c ortex, inducing ele ctric al activity. TMS
has fewer side effects than ECT (Schulze-Rauschenbach et al.,
2005), and while outc ome studies ar e mixed, ther e is evidenc e that
TMS is a promising tr eatment for patients with MD D who have
shown resistance to other tr eatments (Rosa et al., 2006). Most
recently, deep brain stimula tion is being e xamined as a treatment
option for patients who did not r espond to mor e traditional
treatments like those already described. Deep brain stimula tion
involves implanting an ele ctrode in the br ain. The electrode is
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connected to an implan ted neur ostimulator, which ele ctric ally
stimulates that particular br ain region. Althoug h there is some
evidence of its effectiveness (Mayberg et al., 2005), additional
research is needed.

Several psychosocial tr eatments have received strong empiric al
support, meaning that independen t investigations have achieved
similar ly positiv e resultsNa hig h thr eshold for e xamining tr eatment
outc omes. These tr eatmen ts include but ar e not limi ted to beha vior
ther apy, cognitive therapy, and interpersonal ther apy. Behavior
ther apies focus on incr easing the frequency and quality of
experienc es that are pleasant or help the pa tient achie ve mastery.
Cognitiv e ther apies primaril y focus on helping pa tients iden tif y and
change distor ted automatic thoug hts and assumptions ( e.g., Beck,
1967). Cognitiv e-behavior al ther apies are based on the r ationale tha t
thoug hts, behaviors, and emotions af fect and ar e affected by each
other . Interpersonal Ther apy for Depr ession focuses largely on
impr oving interpersonal r elationships b y tar geting pr oblem ar eas,
specifically unresolved grief, interpersonal r ole disputes, r ole
tr ansitions, and in terpersonal def icits. The overall response rate for
cognitive behavior al ther apy for depr ession, based on in terna tional
samples, has ranged from 34% to 71% (Beard, Stein, Hearon, Lee,
Hsu, & Bjor gvinsson, 2016; Sartoft, Axelsson, Ost, Hedman-L agerlof,
Fust, & Hedman-L agerlof, 2019). Finally, ther e is also some suppor t
for the ef fectiveness of Short-T erm Psychodynamic Ther apy for
Depression (Leichsenring, 2001). The shor t-term tr eatment focuses
on a limi ted number o f impor tant issues, and the ther apist tends to
be mor e actively involved than in mor e traditional psy chodynamic
ther apy.

Bipolar Disoders

Patients with BD are typically treated with pharmac other apy.
Antidepr essants such as SSRk and SNRIs are the primar y choice
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of treatment for depr ession, wher eas for BD, lithium is the f irst
line tr eatment choic e. This is because SSRk and SNRIs have the
poten tial to induc e mania or h ypomania in pa tien ts with BD. Lithium
acts on several neurotransmitter systems in the br ain thr ough
comple x mechanisms, including r eduction o f excitator y (dopamine
and glutamate) neurotr ansmission, and incr easing of inhibi tory
(GABA) neurotr ansmission (Lenox & Hahn, 2000). Lithium has
strong efficacy for the tr eatment of BD (Geddes, Burgess, Hawton,
Jamison, & Good win, 2004 ). However, a number o f side effects can
make lithium tr eatmen t dif ficult f or patients to toler ate. Side effects
include impair ed cognitive function (Wingo, Wingo, H arvey, &
Baldessarini, 2009 ), as well as physical symptoms such as na usea,
tremor, weight gain, and fatigue (Dunner , 2000). Some of these
side effects can impr ove with continue d use; however, medication
noncomplianc e remains an ongoing c oncern in the tr eatment of
patien ts with BD. Antic onvulsant me dications (e.g., carbamazepine,
valproate) are also commonl y used to tr eat patients with BD, either
alone or in c onjunction wi th li thium.

There are several adjunctive treatment options f or people with
BD. Interpersonal and social r hythm ther apy (IPSRT;Frank et al.,
1994 is a psychosocial in tervention focused on addr essing the
mechanism of action posited in social zeitgebertheory to
predispose patients who have BD to relapse, namely sleep
disruption. A gr owing bod y of liter atur e provides support for the
centr al role of sleep dysregulation in B D (Harvey, 2008). Consistent
with this |i teratur e, IPSRT aims to incr ease rhythmici ty of patien tsO
lives and encour age vigilance in main taining a stable r hythm. The
ther apist and patient work to develop and maintain a healthy
balance of activity and stimula tion such tha t the patient does not
become overly active (e.g., by taking on too man y projects) or
inactive (e.g., by avoiding social ¢ ontact). The efficacy of IPSRT has
been demonstr ated in that patients who r eceived this tr eatment
show reduced risk of episode r ecurr ence and are more likely to
remain well (Frank et al., 2005).
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Conclusion

Everyone feels down or euphoric fr om time to time. For some
people, these f eelings can last for long periods o f time and ¢ an also
co-oc cur wi th other symptoms tha t, in c ombination, in terf ere with
their e veryday lives. When people experienc e an MDE or a manic
episode, the y see the w orld dif ferently. During an MD E, people often
feel hopeless about the futur e, and may even experienc e suicidal
thoug hts. During a manic episode, pe ople often behave in ways
that are risky or plac e them in danger . They may spend money
excessively or have unpr otected sex, often expressing deep shame
over these decisions after the episode. MD D and BD cause
significant pr oblems for people at school, at work, and in their
relationships and af fect people regardless of gender, age,
nationali ty, race, religion, or se xual orien tation. | f you or some one
you know is suffering fr om a mood disor der, it is impor tant to se ek
help. Effective treatments are available and continuall y impr oving.
If you have an interest in mood disor ders, ther e are many ways
to contribute to their understanding, pr evention, and tr eatment,
whether b y engaging in r esearch or clinic al work.

Outside Resources

Books: Recommende d memoirs include A M emoir o f
Madness by William Styron (MD D); Noonday Demon: An
Atlas of Depr ession by Andrew Solomon (MD D); and An
Unquie t Mind: A M emoir o f Moods and Madness by Kay
Redfield (BD).
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Web: Visit the Association f or Behavior al and Cognitive
Therapies to find a list o f the r ecommende d ther apists and
evidenc e-based tr eatmen ts. http:// www.abct.org

Web: Visit the Depr ession and Bipolar Suppor t Allianc e
for educational inf ormation and social suppor t options.
http:// www.dbsallianc e.org/

Discussion Questions

1. What factors mig ht explain the lar ge gender
difference in the pr evalence rates of MD D?

2. Why mig ht Americ an ethnic minori ty groups
experienc e mor e persisten t BD than Eur opean
Americ ans?

3. Why mig ht the age of onset for MD D be decreasing
over time ?

4. Why mig ht overnig ht tr avel consti tute a poten tial
risk for a person wi th BD?

5. What ar e some reasons positiv e life events may
precede the oc curr ence of manic episode ?

Refeenes

Abramson, L. Y, Seligman, M. E. P, & Teasdale, J (198). Learned

3.1 Mood Disor ders | 163



helplessness in humans: Critique and r eformulation. Journal of
Abnormal Psychology, 87, 49P74. doi: 10.1037/00 21-:843X.87.1.49

Abramson, L. Y., Metalsky, G. I., & Alloy, L. B. (198). Hopelessness
depression: A theory-based subtype of depression. Psychological
Review, 96, 358E873. doi: 10103700 22-3514.56.3.431

Altshuler , L., Bookheimer, S., Townsend, J., Proenza, M. A., Sabb, F.,
Mintz, J., & Cohen, M. S. (2008). Regional br ain changes in bipolar |
depression: A functional magne tic r esonance imaging stud y. Bipolar
Disorders, 1Q 708E717 doi: 10.111J11399-5618.2008. 00617.x

American  Psychiatric  Associa tion.  (2013). Diagnostic  and
statistical manual of mental disor ders(5th ed.). Washington, DC:
Author .

American Psychiatric  Association. (2000 ). Diagnostic and
statistical manual of mental disor ders(4th ed., text rev.).
Washington, DC: Author .

Beard, C., Sein, A. T., Hearon, B. A,, Lee, J, Hsu, K. J, Bjor gvinsson,
T. (2016. Predictors of depression treatment response in an
intensive CBT partial hospi tal. Journal of Clinical Psychology ,
72,297-310. doi: 10.1002/jclp.22269

Beck, A. T. (1967).Depression: Clinical, experimental, and
theoretical aspects. New York, NY: Hoeber.

Blazer, D., George, L. K., Landerman, R., Pennybacker, M., Melville,
M. L., Woodbury, M., et al. (1985). Rsychiatric disor ders. A rur al/
urban comparison. Archives of General Psychiatry, 42, 651D656.
PMID: 4015306. doi: 10.100%ar chpsyc.198501790300013002

Breslau, J.,, Aguilar-Gaxiola, S., Kendler, K. S., S, M., Williams, D .,
& Kessler, R. C. (2006). Specifying r ace-ethnic dif ferences in risk f or
psychiatric disor derin a US national sample. Psychological Medicine,
36, 5768. doi: 10101750033291705006161

Breslau, J., Kendler, K. S., S1, M., Gaxiola-Aguilar , S., & Kessler,
R. C. (2005). Lifetime risk and persistenc e of psychiatric disor ders
across ethnic gr oups in the Uni ted States. Psychological Medicine,
35, 31'B327. doi: 10.101750033291704003514

Brown, G. W., & Harris, T. O. (199). Life events and illness. New
York, NY: Guilford Press.

164 | 3.1 Mood Disor ders



Butzlaff, R. L., & Hooley, J M. (1998. Expressed emotion and
psychiatric r elapse: A meta-anal ysis. Archives of General Psychiatry,
55, 54M552. doi: 10100%ar chpsyc.55.6.547

Chentsova-Dut ton, Y. E., & Tsai, J L. (2009). Understanding
depression across cultures. In I. H. Gotlib & C.L. Hammen
(Eds.),Handbook of depression (2nd ed., pp. 363D385). New York, NY:
Guilford Press.

Conley, C. S., & Rudolph, K. D. (2009). The emerging sex dif ference
in adolesc ent depr ession: Inter acting ¢ ontributions o f puber ty and
peer str ess.Development and Psychopathology, 21 593D620. doi:
10.101750954579409000327

Dunner, D. L. (2000). Optimizing li thium tr eatment. Journal of
Clinical Psychiatr y, 61S9), 76D81.

Ehlers, C. L., Frank, E., & Kupfer, D. J (1988. Social zeitgebers
and biolog ical rhythms: a unif ied approach to understanding the
etiolog y of depr ession. Archives of General Psychiatry, 45, 948D952.
doi: 10.100%ar chpsyc.198801800340076012

Ellicott, A.,, Hammen, C., Gitlin, M., Brown, G., & Jamison, K. (1990).
Life events and the ¢ ourse of bipolar disor der. American Journal of
Psychiatry, 147 1194#198.

Frank, E., Kupfer, D. J, Ehlers, C. L., Monk, T., Cornes, C., Carter,
S., @ al. (1994). Interpersonal and social r hythm ther apy for bipolar
disor der: Integrating in terpersonal and beha vioral
approaches. Behavior Therapy, 17 143£149

Frank, E., Kupfer, D. J, Thase, M. E., Mallinger, A. G,, Svartz, H. A,,
Fagiolini, A. M., et al. (2005). Tw o-y ear outc omes for in terpersonal
and social rhythm ther apy in individuals wi th bipolar |
disor der. Archives of General Psychiatry, 62, 996D1004. doi: 10.1001
archpsyc.62.9.996

Geddes, J. R., Burgess, S., Hawton, K., Jamison, K., & Goodwin,
G. M. (2004). Long-term li thium ther apy for bipolar disor der:
systematic r eview and meta-anal ysis of randomized controlled
trials. American Journal of Psychiatr y, 161 21F8222. doi: 101176
appi.ajp.161.2.217

Gonzalez, J. M., Perlick, D. A., Miklowitz, D. J, Kaczynski, R.,

3.1 Mood Disor ders | 165



Hernandez, M., Rosenheck, R. A., & al. (2007). Fadors associated
with stigma among c aregivers of patients with bipolar disor der in
the STEP-BD study. Psychiatric Services, 58, 41D48. doi: 101176
appi.ps.58.1.41

Goodwin, F. K., & Jamison, K. R. (2007).Manic-depr essive illness:
Bipolar disor ders and recurrent depression. New York, NY: Oxford
University Press.

Gotlib, I. H., & Joormann, J. (2010. Cognition and depr ession:
Current status and futur e directions. Annual Review of Clinical
Psychology, 6, 2858812. doi: 101146annur ev.clinpsy.121208.131305

Hamilton, J. P, Etkin, A., Furman, D. F., Lemus, M. G., Johnson,
R. F., & Gotlib, I. H. (2012). Fundional neur oimaging of major
depressive disorder: A meta-analysis and new integration of
baseline activation and neur al response data. American Journal of
Psychiatry, 169 693B703.

Hammen, C. (2005). Stress and depression. Annual Review of
Clinical Psychology, ] 2938819 doi: 10.1146
annur ev.clinpsy .1.12803.143938

Harvey, A. G. (2008). Sleep and Circadian Rhythms in B ipolar
Disorder: Seeking synchr ony, harmony and regulation. American
Journal of Psychiatr vy, 165 820D829. doi: 10.1176
appi.ajp.2008. 08010098

Hasin, D. S., Goodwin, R. D., Sntson, F. S., & Grant, B. F. (2005).
Epidemiolog y of major depr essive disorder: Results from the
National Epidemiolog ical Survey on Alcoholism and Related
Conditions. Archives of General Psychiatry, 62, 1097D1106. doi:
10.100%ar chpsyc.62.10.1097

Hassel, S., Almeida, JR., Kerr, N., Nau, S., Ladouceur, C. D., Fissell,
K., et al. (2008). Elevated striatal and decreased dorsolateral
prefrontal cortical activity in response to emotional stimuli in
euthymic bipolar disor der: No associations with psychotr opic
medication load. Bipolar Disor ders, 1Q 9160927 doi: 10.1171
j-1399-5618.2008.00641.x

Isaacowitz, D. M., Gershon, A., Allard, E. S., & dhnson, S. L. (2013.
Emotion in ag ing and bipolar disor der: Similari ties, dif ferences and

166 | 3.1 Mood Disor ders



lessons for fur ther r esearch. Emotion Review, 5, 3128320. doi:
10.117/4754073912472244

Johnson, S. L. (2005). Mania and dysregulation in goal pursui t:
A review. Clinical Psychology Review, 25, 241262. doi: 10.1016
j-cpr.2004.11002

Johnson, S. L., Cueller, A. K., Rugger, C., Winett-P erlman, C.,
Goodnick, P., White, R., et al. (2008). Life events as predictors of
mania and depr ession in bipolar | disor der. Jurnal of Abnormal
Psychology, 117268ER77 doi: 10.1037/00 21-843X.1172.268

Johnson, S. L., Winett, C. A, Meyer, B., Greenhouse, W. J, & Miller,
I. (1999). Social support and the c ourse of bipolar disor der. Journal
of Abnormal Psychology, 108 558Db566. doi: 101037
0021-843X.108.4.558

Kessler, R. C., Beglund, P., Demler, O., Jim, R., Merikangas, K.
R., & Walters, E. E. (2005). Lifetime pr evalence and age-of-onset
distributions o f DSM-IV disor ders in the N ational Comorbidi ty
Survey Replication. Archives of General Psychiatry, 62, 593D602. doi:
10.100%ar chpsyc.62.6.593

Kessler, R. C., Brnbaum, H., Bromet, E., Hwang, |., Sampson, N.,
& Shahly, V. (2010). Age differences in major depr ession: Results
from the National Comorbidi ty Surveys Replication (N CS-
R). Psychological Medicine, 40, 225E037. doi: 10.1017
S0033291709990213

Kessler, R. C., Merikangas, K. R., & Wang, P. S. (2007). Prevalence,
comorbidi ty, and service utilization for mood disor ders in the
United States at the beg inning o f the 21st centur y. Annual Review
of Clinical Psychology, 3, 137D158. doi: 101146
annur ev.clinpsy .3.022806.091444

Kilbourne, A. M., H aas, G. L., Mulsant, B. H., Bauer, M. S., & Pincus,
H. A. (2004) Concurr ent psychiatric diagnoses by age and race
among persons with bipolar disor der. Psychiatric Services, 55,
931P933. doi: 101176ppi.ps.55.8.931

Knoll, A. D., & Maclennan, R. N. (2017). Pevalence and corr elates
of depression in Canada: Finidngs fr om the Canadian Communi ty

3.1 Mood Disor ders | 167



Health Survey. Canadian Psychology, 58,1164123. doi: 10.1037
cap0000103

Leichsenring, F. (2001). Comparative effects of short-term
psychodynamic psy chother apy and cognitiv e-behavior al ther apy in
depression: A meta-anal ytic appr oach. Clinical Psychology Review,
21, 401419 doi: 10.1016S0 272-7358(99)00057-4

Lennox, B. R., &cob, R., Calder, A. 1, Lupson, V., & Bullmor e, E.
T. (2004). Behaviour al and neur ocognitive responses to sad facial
affect are attenuated in patien ts wi th mania. Psychological Medicine,
34, 795D8Q. doi: 10.10175003329170400 2557

Lenox, R. H., & Hahn C. G. (2000). Overview of the me chanism of
action o f lithium in the br ain: fifty-y ear update. Journal of Clinical
Psychiatry, 61(S9), 5815.

Leverich, G. S., Altshuler, L. L., Frye, M. A., Suppes, T., Keck, P. E. Jr,
McElroy, S. L., g al. (2003). Fadors associated with suicide a ttempts
in 648 patients with bipolar disor der in the Stanley Foundation
Bipolar N etwork. Journal of Clinical Psychiatr y, 64, 506D515. doi:
10.4088/JCP .v64n0503

Leverich, G. S., Post, R. M., Keck, P. E. Jr, Altshuler, L. L., Frye, M.
A., Kupka, R. W., et al. (2007). The poor pr ognosis of childhood-onse t
bipolar disor der. Journal of P ediatrics, 150, 485D490. PMID: 17452221.
doi: 10.1016j.jpe ds.2006.10.070

Lewinsohn, P. M., Allen, N. B., Seeley, J R., & Gotlib, I. H. (1999).
First onset versus recurr ence of depr ession: dif ferential pr ocesses
of psychosacial risk. Journal of A bnormal Psychology, 108 483D48&0.
doi: 10.1037/00 21-:843X.108.3.483

Lewinsohn, P. M., Seeley, J R., Buckley, M. E., & Klein, D. N. (2002).
Bipolar disor der in adolesc ence and young adulthood. Child &
Adolescent Psychiatric Clinics of N orth America, 11 461D475. doi:
10.1016S1056-4993( 02)00005-6

Lohoff, F. W. (2010. Overview of genetics of major depr essive
disorder. Current Psychiatry Reports, 12 539D546. doi: 101007
$11920-010-0150-6

Lorant, V., Deliege, D., Eaon, W., Robert, A., Philippot, P., &
Ansseau, A. (2003). Socioeconomic ine qualities in depr ession: A

168 | 3.1 Mood Disor ders



meta-anal ysis. American Journal of E pidemiology, 157 98P112. doi:
10.1093aje /kwf182

Malkoff-Schwartz, S., Frank, E., Anderson, B. P., Sherrill, J. T.,
Siegel, L., Patterson, D ., et al. (1998). Sressful lif e events and social
rhythm disruption in the onse t of manic and depr essive bipolar
episodes: a preliminar y investigation. Archives of General Psychiatry,
55, 702b707. doi: 10.100%¥ar chpsyc.55.8.702

Mayberg, H. S., Lozano, A. M., \Won, V., McNeely, H. E,
Seminowixz, D., Hamani, C., Schwalb, J. M., & Kennedy, S. H. (2005).
Deep brain stimula tion f or tr eatmen t-r esistant depr ession. Neuron,
45, 651D660. doi: 10.1016j.neur on.2005.02.014

McDonald, K. C., Bulloch, A. G. M., Duffy, A., Bresee, L., Williams, J.
V. A., Lavorato, D. H., E & Patten, S. B. (2015). Pevalence of bipolar
| and Il in Canada. The Canadian Journal of Psychiatr y, 60, 1531156.
doi: 10.117/D0 70674371506000310

McElroy, S. L., Altshuler, L. L., Suppes, T., Keck, P. E. Jr, Frye, M.
A., Denicoff, K. D., et al. (2001). Axis | psychiatric ¢ omorbidi ty and
its relationship to historic al illness variables in 288 patients with
bipolar disor der. American Journal of Psychiatr y, 158 420D426. doi:
10.1176ppi.ajp.158.3.420

McGuffin, P., Rijsdijk, F., Andrew, M., Sham, P, Katz, R., Cardno, A.
(2003). The heri tabili ty of bipolar af fective disor der and the gene tic
relationship to unipolar depr ession. Archives of General Psychiatry,
60, 497D502. doi: 10.1001ar chpsyc.60.5.497

Merikangas, K. R., Akiskal, H. S., Angst, J, Greenberg, P. E.,
Hirschf eld, R. M., Petukho va, M., et al. (200 7). Lifetime and 12-mon th
prevalence of bipolar spe ctrum disor der in the N ational
Comorbidi ty Survey replication. Archives of General Psychiatry, 64,
543D552. doi: 10100%ar chpsyc.64.5.543

Merikangas, K. R., Jin, R., He, J P, Kessler, R. C,, Lee, S., Sampson,
N. A., & al. (2011). Pevalence and corr elates of bipolar spe ctrum
disorder in the w orld mental health survey initiative. Archives of
General Psychiatry, 68, 241251. doi: 10100%
archgenpsy chiatry.2011.12

Minsky, S., \Bga, W., Miskimen, T ., Gara, M., & Escobar, J (2003).

3.1 Mood Disor ders | 169



Diagnostic patterns in L atino, Afric an American, and European
Americ an psychiatric pa tients. Archives of General Psychiatry, 60,
637D644. doi: 10100%ar chpsyc.60.6.637

Monroe, S. M., & Harkness, K. L. (2011). Rcurr ence in major
depression: A conceptual analysis. Psychological Review, 118
655D674. doi: 10.1037/a00 25190

Monroe, S. M., & Harkness, K. L. (2005). Life stress, the OKindling®
hypothesis, and the r ecurr ence of depr ession: Consider ations fr om
a life stress perspective. Psychological Review, 112 41P445. doi:
10.10370033- 295X.112.2.417

Monroe, S.M., Slavich, G.M., Georgiades, K. (2009). The social
environment and lif e stress in depression. In Gotlib, I.H., H ammen,
C.L (Eds.)Handbook of depression (2nd ed., pp. 340- 360). New York,
NY: Guilford Press.

Nolen-H oeksema, S., & Hilt, L. M. (2009 ). Gender dif ferences in
depression. In I. H. Gotlib & H ammen, C. L. (Eds.),Handbook of
depression (2nd ed., pp. 386D404). New York, NY: Guilford Press.

Perlis, R. H., Miyahara, S., Marangell, L. B., Wisniewski, S. R.,
Ostacher, M., DelBello, M. P., et al. (2004 ). Long-term implic ations o f
early onset in bipolar disor der: data fr om the f irst 1000 par ticipan ts
in the systematic tr eatment enhanc ement program for bipolar
disorder (STERPBD).Biological Psychiatry, 55 875D881. RIID:
1511@30. doi: 10.1016j.psc ychresns.2007.10003

Rosa, M. A., Gataz, W. F., Pascual-Leone, A., Fregni, F., Rosa, M.
0., Rumi, D. O., E Mar colin, M. A. (2006 ). Comparison of repetitive
tr anscranial magnetic stimula tion and ele ctr oconvulsive ther apy in
unipolar non-psy chotic r efractory depression: a randomized,

single-blind stud y. International J ournal of
Neuropsychopharmacology, 9, 667D676. doi: 101017
S146114570600127

Rotondi, N . K., Bauer, G. R., Sanlon, K., Kaay, M., Travers, R., &
Travers, A. (2011). Pevalence of and risk and pr otective factors f or
depression in female-to-male tr ansgender On tarians: Results fr om
the Trans PULSE project. Canadian Journal of Community M ental
Health, 30, 135-155.

170 | 3.1 Mood Disor ders



Santoft, F., Axelsson, E., Ost, L., Hedman-L agerlof, M., Fust, J.,
& Hedman-L agerlof, E. (2019. Cognitive behaviour ther apy for
depression in primar y care: Systematic review and meta-
analysis. Psychological Medicine, 49, 1266-1274. doi: 10.1017
S0033291718004208

Schulze-Rauschenbach, S. C., Harms, U., Schlaepfer, T. E., Maier,
W., Falkai, P, & Wagner, M. (2005). Distinc tiv e neur ocognitiv e effects
of repetitive transcranial magnetic stimula tion and
electr oconvulsive therapy in major depr ession. British Journal of
Psychiatry, 186 410D416. doi: 101920jp.186.5.410

Shields, B. (2005). Down Came the Rain: My Journey Thr ough
Postpartum Depr ession. New York: Hyperion.

Statistics Canada (2013). Mental and substance use disorders in
Canada: Health at a Glance. Catalogue no. 82 -624-X. Retrie ved April
5, 2020 fr om Statistics Canada: h ttps:// www.150statcan.gc.ca/nl/
pub/82 -624-x/2013001 /ar ticle /11855-eng.htm

Sullivan, P, Neale, M. C., & Kendler, K. S. (2000). Genetic
epidemiology of major depr ession: Review and meta-
analysis. American Journal of Psychiatr y, 157 155D1562. doi: 101176
appi.ajp.157101552

Twenge, J M., & Nolen-H oeksema, S. (2002). Age, gender, race,
SES, and birth cohort dif ferences on the Childr en® Depression
Inventory: A meta-anal ysis. Journal of Abnormal Psychology, 111
578D588. doi: 10103700 21-843X.111.4.578

Whisman, M. A., & Uebelacker, L. A. (2009). Prospective
associations be tween marital disc ord and depr essive symptoms in
middle-age d and older adults. Psychology and Aging, 24, 184£18. doi:
10.1037a0014759

Widom, C. S., DuMont, K., & Czaja, S. J (2007). A prospective
investigation of major depr essive disorder and comorbidi ty in
abused and neglected childr en grown up. Archives of General
Psychiatry, 64, 49D56. doi: 10100%ar chpsyc.64.1.49

Williams, C. C., Curling, D., Seele, L., S., Gibson, M. F., Daley, A,
Green, D. C., E & Ross, L. E. (2017). Depession and discrimina tion
in the liv es of women, tr ansgender, and gender liminal pe ople in

3.1 Mood Disor ders | 171



Ontario, Canada. Health & Social Care in the Community ,
25,11394150 doi: 10.11Yhsc.12 414

Williams, D . R., Gonzalez, H. M., Neighbors, H., N esse, R., Abelson,
J M., Sweetman, J., & Jackson, J S. (2007). Prevalence and
distribution o f major depr essive disorder in Afric an Americ ans,
Caribbean blacks, and non-H ispanic whites: Results from the
National S urvey of Americ an Life. Archives of General Psychiatr y, 64,
305b315. doi: 101001ar chpsyc.64.3.305

Wingo, A. P., Wingo, T. S., Harvey, P. D., & Baldessarini, R. J (2009).
Effects of lithium on c ognitive performance: a meta-
analysis. Journal of Clinical Psychiatr y, 70, 1588E159. doi: 10.4088/
JCPR08r049 72

172| 3.1 Mood Disor ders



Summary and Sdlést: Mood
Disoders

ANDA GERSHON, RENEE THOMPSON, AND JORDEN A. CUMMINGS

Summary

Everyone feels down or euphoric fr om time to time, but this is
different from having a mood disor der like major depr essive
disor der or bipolar disor der. Mood disor ders are extende d periods
of depr essed, euphoric, or irri table moods tha t in c ombination wi th
other symptoms ¢ ause the person distr ess and interf ere with their
life.

Mood episodes are shortened periods of mood disruption. A
major depr essive episode refers to symptoms tha t last f or at least
two weeks and cause significant distr ess or impairment in
functioning. Cor e symptoms include lo w mood and anhe donia.

Manic and h ypomanic episodes ar e periods of abnormall y and
persisten tly euphoric, e xpansive, or irri table mood and persisten tly
incr eased goal-dir ected activity or ener gy. For mania this must be
present for one w eek or longer , or four days for hypomania.

There are two major t ypes of unipolar mood disor ders: major
depressive disorder, which is def ined by one or mor e major
depressive episodes, and persisten t depr essive disorder, which is
feeling depr essed most days for at least two years.

Bipiolar | disor der is char acteriz ed by a single or r ecurr ent manic
episode wher eas Bipolar Il is char acteriz ed by a single or r ecurr ent
hypomanic episode. Cy cloth ymic disor der is char acterized by
numer ous and alterna ting periods o f hypomania and depr ession,
lasting at least two years.

The lif etime pr evalence rate for major depr ession in Canada is
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11.2%. The &erage age of onset for depr ession is in the mid- 20s,
and an earlier age of onset pr edicts a worse course. About 5- 10%
of people who e xperienc e a major depr essive episode will la ter
experienc e mania.

Women experienc e 2-3 times hig her rates of major depr ession
than men do, althoug h before puberty rates of childhood depr ession
are equal for boys and girls. Major depr ession is inversely related to
socioeconomic sta tus. Unfortunately, sexual minori ties experienc e
much hig her r ates of depr ession than the gener al population.

The lif etime pr evalence rate for bipolar disor der is 2.6% in
Canada. The majority of people with bipolar disor der also meet
criteria f or another disor der. Adolescence is a significant risk period
for bipolar disor der.

Multiple v ariables are implicated in the de velopment of
depr essive disor ders including gene tic fac tors, str essful lif e events,
early adversity, chronic str ess, and attributional st yles.

Bipolar disor der is hig hly heri table and mig ht fundamen tally be a
biolog ical phenomenon. H owever, as each person e xperienc es the
course of their bipolar disor der dif ferently, environmen tal variables
still impac titincluding str ess and social rhythms.

There are many treatment options f or depr ession including
antidepr essant me dication, ele ctroconvulsive ther apy, transcranial
magnetic stimula tion, de ep brain stimula tion, ¢ ognitiv e-behaviour al
ther apy, interpersonal ther apy, psychodynamic ther apy, and
mindfulness-base d cognitiv e ther apy.

Patien ts wi th bipolar disor der are typically tr eated with li thium,
Interpersonal and social r hythm ther apy is also effectiv e for bipolar
disor der.

@ An inter active or media element has been excluded

from this ver sion of the text. You can view it online
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here:
https:// openpressusaskca/abnormalpsychology /?p=265

Link: https:// openpr ess.usask.ca/abnormalpsy cholog y/wp-
admin/admin-aj ax.php?action=h5p_embe d&id=1
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Chapter 4 Intoduction

DAVID H. BARLOW, KRISTEN K. ELLARDAND JORDEN A.
CUMMINGS

Anxiety is a natur al part of life and, at normal le vels, helps us to
function at our best. H owever, for people with anxie ty disor ders,
anxiety is overwhelming and har d to control. Anxiety disor ders
develop out of a blend of biological (genetic) and psychological
factors that, when combined with stress, may lead to the
developmentofailmen ts. Primar y anxiety-r elated diagnoses include
generalized anxiety disor der, panic disor der, specific phobia, social
anxiety disorder (social phobia), post-tr aumatic str ess disorder
(PTSD), and obsessive-compulsive disorder. In this module, w e
summariz e the main clinic al featur es of each of these disor ders and
discuss their similari ties and dif ferences with everyday experienc es
of anxiety. We will also brief ly discuss how the anxie ty disor ders are
treated. Note that we will not f ocus on PTSD in this chapter , as we
will be discussing i tin mor e detail in a la ter module.
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4.1 Anxiety anddratal
Disoders

DAVID H. BARLOW, KRISTEN K. ELLARDJORDEN A. CUMMINGS,
KENDALL DELEURME, AND JESSICA CAMPOLI

Section Learning O bjectives

¥  Understand the r elationship be tween anxiety and
anxiety disor ders.

LS

Identif y key vulner abilities for de veloping anxie ty
and related disor ders.
¥  ldentify main diagnostic f eatur es of specific
anxiety-r elated disor ders.
¥  Differentiate between disor dered and non-
disor dered func tioning.
¥  Describe tr eatments for anxie ty disor ders

What is Anxiety?

What is anxie ty? Most of us feel some anxiety almost every day of
our liv es. Maybe you have an impor tant test ¢ oming up f or school.
Or maybe ther e® that big game ne xt Satur day, or tha t first da te wi th
someone new you are hoping to impr ess.Anxiety can be defined
as a negative mood state that is accompanied by bodil y symptoms
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such as incr eased heart r ate, muscle tension, a sense o f une ase, and
appr ehension about the futur e (APA, 2013;Barlow, 2002).

Anxiety is what motiv ates us to plan f or the futur e, and in this
sense, anxiety is actually a good thing. | t@ that nagging feeling tha t
motiv ates us to stud y for tha t test, pr actic e harder for tha t game, or
be at our v ery best on tha t date. But some pe ople experienc e anxiety
so intensely that it is no longer help ful or useful. The y may become
so overwhelmed and distr acted by anxiety that they actually fail
their test, fumble the ball, or spend the whole da te fidgeting and
avoiding e ye contact. If anxiety begins to in terf ere in the person &
life in a significant way, it is consider ed a disor der.

Vulnerabilities to Anxiety

Anxiety and closely related
disorders emerge from Otriple
vulner abilities,& combination
of biolog ical, psychological, and
specific factors that incr ease
our risk for developing a
disor der (Barlow, 2002; Sutrez,
Bennett, Goldstein, & Bar low,
2009). Biological
vulner abili ties refer to spe cific

genetic and neur obiological ) .
_ ) While everyone may experience some
factors that mig ht predispose |evel of anxiety at one time or another ,

someone to de Ve|0p anxiety thOSG'With qnxiety.disor ders
experience it consistently and so

disorders. No single gene intensely that it has a significantly

directly causes anxiety or negative impact on their quality of lif e.
ic. b K [Image: Bada Bing, https:// goo.gl/
panic, but our genes ma y make aawyLi, CC BY-NC-SA 20,

us mor e susceptible to anxie ty https:// goo.gl/T ocOZF].
and influence how our br ains
react to stress (Drabant et al, 2012;Gelernter & Stein,
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2009; Smoller, Block, & Young, 2009). Psychological
vulner abili ties refer to the inf luences that our e arly experienc es
have on how we view the world. If we were confronted with
unpr edictable str essors or tr aumatic e xperienc es at younger ages,
we may come to view the world as unpredictable and
uncontr ollable, even danger ous (Chorpi ta & Barlow, 1998;Gunnar &
Fisher, 2006). Specific vulner abili ties refer to ho w our e xperienc es
lead us to focus and channel our anxie ty (Sufrez et al., 2009). If
we learned that physical illness is danger ous, maybe thr ough
witnessing our famil y® reaction whene ver anyone got sick, w e may
focus our anxiety on physical sensations. If we learned that
disapproval from others has negative, even dangerous
consequences, such as being yelled at or se verely punishe d for even
the slightest offense, we might focus our anxiety on social
evaluation. 1f we learn that the Qother shoe mig ht dropO & any
moment, we may focus our anxie ty on worries about the futur e.
None of these vulner abilities dir ectly causes anxiety disor dersonits
ownNinste ad, when all of these vulner abilities are present, and we
experienc e some triggering lif e stress, an anxiety disor der may be
the r esult (Barlow, 2002; Sutrez et al., 2009). In the ne xt sections, w e
will brief |y explor e each of the major anxie ty based disor ders, found
in the f ifth edition o fthe Diagnostic and Statistical M anual of M ental
Disorders (DSM-5) (APA, 2013.

Geneanlizad Anxiety Disoder

Most of us worry some of the time, and this w orry can actually
be useful in helping us to plan f or the futur e or make sure we
remember to do some thing impor tant. Most of us can set aside our
worries when w e need to focus on other things or stop w orrying
altoge ther whene ver a problem has passed. However, for some one
with generalized anxiety disor der (GAD), these worries be come
difficult, or e ven impossible, to turn o ff. They may find themsel ves
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worr ying excessively about a number o f dif ferent things, both minor
and catastr ophic. Their w orries also come with a host of other
symptoms such as muscle tension, fa tigue, agitation or r estlessness,
irri tabili ty, difficulties wi th sleep (either falling asle ep, staying
asleep, or both), or difficulty concentrating. The DSM-5 criteria
specify that at least six months of excessive anxiety and worry of
this t ype must be ongoing, happening mor e days than not f or a good
propor tion o f the day, to receive a diagnosis of GAD.

About 5.7% of the popula tion has met cri teria f or GAD at some
point during their lif etime (Kessler, Berglund, et al., 2005), making
it one of the most c ommon anxie ty disor ders (see Table 1). Data
from the 2012 Canadian Communi ty Health Survey found that the
12mon th and lif etime pr evalence rate of GAD for Canadians aged
15 or older w as 2.6% and 8.7%, respectiv ely (Statistics Canada, 2016).
GAD has been found mor e commonl y among women and in urban
geographical areas (Pelletier, OODonnell, MRae, & Grenier, 2017).

Table 4.1: Pevalence rates for major anxiety disor ders. []] Kessler et al. (2005),
[2]Kessler, Chiu, Demler, Merikangas, & Walter s (2005), [3]Kessler, Sonnega,
Bromet, Hughes, & Nelson (1995), 4]Craske et al. (1996. Note: PTSD is
discussed in a separate chapter.

What makes a person with GAD worry more than the average
person? Research shows that individuals wi th GAD are more
sensitive and vigilant to ward possible thr eats than pe ople who ar e
not anxious ( Aikins & Craske, 2001;Barlow, 2002; Bradley, Mogg,
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White, Groom, & de Bono, 1999). This may be related to early
stressful experienc es, which can lead to a view of the world as
an unpr edictable, unc ontrollable, and e ven danger ous place. Some
have suggested that people with GAD worry as a way to gain some
control over these other wise uncontrollable or unpr edictable
experienc es and against uncertain outc omes (Dugas, Gagnon,
Ladouceur, & Freeston, 1998). By repeatedly going thr ough all of the
possible OV hat if ?0 senarios in their mind, the person mig ht feel
like they are less vulner able to an une xpected outc ome, giving them
the sense that they have somecontrol over the situation (W ells,
2002). Others have suggested people with GAD worry as a way
to avoid feeling distr essed (Borkovec, Alcaine, & Behar, 2004). For
example, Borkovec and Hu (1990) found that those who w orrie d
when confronted with a str essful situation had less ph ysiological
arousal than those who didn Ot werry, maybe because the worry
Q@iistr actedO them in some way.

The problem is, all of this Owhat if ?0-ing doesrDt gethe person
any closer to a solution or an answ er and, in fac t, mig ht tak e them
away from impor tant things the y should be paying attention to
in the momen t, such as finishing an impor tant project. Many of
the catastr ophic outc omes people with GAD worry about ar e very
unlikely to happen, so when the c atastrophic event doesnOt
materializ e, the act of worr ying gets reinf orced (Borkovec, Hazlett-
Stevens, & Diaz, 1999). For example, if a mother spends all nig ht
worr ying about whe ther her te enage daughter will ge t home safe
from a nig ht out and the da ughter r eturns home wi thout inciden t,
the mother ¢ ould easily attribute her da ughter® safe return to her
successful Ovigl.O What the mother hasn Ot larned is that her
daughter w ould have returne d home just as safe if she had been
focusing on the mo vie she was watching wi th her husband, r ather
than being pr eoccupied with w orries. | n this w ay, the cycle of worry
is perpetuated, and, subsequently, people with GAD often miss out
on many other wise enjoyable events in their liv es.
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Panic Disoder and Agraphobia

Have you ever got ten in to a near-accident or be en taken by surprise
in some way? You may have felt a flood of physical sensations,
such as a racing heart, shor tness of breath, or ting ling sensations.
This alarm r eaction is ¢ alled the Ofig ht or f lig htO esponse (Cannon,
1929 and is your bod y® natur al reaction to f ear, preparing y ou to
either fight or escape in response to thr eat or danger . It@ likely
you werenOt too oncerned with these sensations, be cause you knew
what w as causing them. B ut imag ine if this alarm r eaction ¢ ame ®@ut
of the blue, O 6r no appar ent reason, or in a situation in which y ou
didn Ot &pect to be anxious or f earful. This is ¢ alled an QunexpectedO
panic attack or a false alarm. Be cause ther e is no apparent r eason
or cue for the alarm r eaction, y ou mig ht react to the sensa tions
with in tense fear, maybe thinking y ou are having a heart attack, or
going cr azy, or even dying. You mig ht begin to associa te the ph ysical
sensations y ou felt during this a ttack wi th this f ear and may start to
go out o f your w ay to avoid having those sensations again.
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Unexpected panic attacks
such as these are at the he art
of panic disor der (PD).
However, to r eceive a diagnosis
of PD, the person must not onl y
have unexpected panic attacks
but also must e xperience
continue d intense anxiety and
avoidanc e related to the a ttack
for at least one mon th, causing

significant distr ess or o ) o

. . . . Panic disor der is a debilitating
interference in  their liv es. congition that leaves suff erers with
People wi th panic disor dertend acute anxiety that per sists long after a
specific panic attack has subsided.
When this anxiety leads to deliber ate
physical sensations in a avoidance of particular places and
situations a per son may be given a
diagnosis of agoraphobia. [Image: Nate
triggers mor e anxiety and, Steiner, https:// goo.gl/dUY WDf,
Public Domain]

to interpret even normal
catastr ophic w ay, which

ironic ally, mor e physical
sensations, cr eating a vicious
cycle of panic (Clark, 1986,1996). The person may begin to avoid a
number of situations or activities that produce the same
physiological arousal that was present during the beg innings of a
panic attack. For e xample, some one who e xperienc ed a racing heart
during a panic a ttack mig ht avoid exercise or c affeine. Someone
who experienc ed choking sensations mig ht avoid w earing hig h-
necked sweaters or ne cklaces. Avoidanc e of these internal bodil y or
somatic cues for panic has been termed inter oceptive
avoidance (Barlow & Craske, 2007;Brown, White, & Barlow,
2005; Craske & Barlow, 2008; Shear et al., 1997).

The individual ma y also have experienc ed an overwhelming ur ge
to escape during the une xpected panic attack. This can lead to a
sense that certain plac es or situationsNpar ticular ly situations wher e
escape might not be possibleNar e not GsafeO These duations
become external cues for panic. |f the person beg ins to avoid
several places or situations, or still endur es these situations but
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