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About the Book

Overview

Abnormal Psychology, by Jorden A. Cummings ( Associate Professor,

Depar tmen t o f Psycholog y, Universi ty of Saskatche wan), has been

created fr om a combina tion o f orig inal c onten t and ma terials

compile d and adapte d fr om several open educa tional r esour ces

(OERs), including Sour ce Chapters fr om:

¥ Essentials of Abnormal Psychology Ð 1st edition,by Bridle y &

Daff in, edi ted by Carrie Cut tler , available at

ht tps:/ / opentext.wsu.edu/abnormalpsy cholog y/ and lic ensed

under a Creativ e Commons At tribution-N onCommer cial-

ShareAlike 4.0 Interna tional Lic ense.

¥ Psychology: Open Stax, by Spielman, R. M., Dumper , K., Jenkins,

W., Lacombe, A., Lovet t, M., & Perlmut ter , M. (2019), available at

ht tps:/ / opentextbc.c a/psy cholog yopenstax/ and lic ensed

under a Creativ e Commons At tribution-N onCommer cial-

ShareAlike 4.0 Interna tional Lic ense.

¥ The Noba Project (various authors ), available

at: ht tps:/ / nobapr oject.com/ , licensed under a Creativ e

Commons At tribution-N onCommer cial-Shar eAlike 4.0

Interna tional Lic ense.

At tributions ar e mor e clearly deline ated in the Source Chapter

Attributions area of this book, including descriptions o f which

sections w ere edi ted prior to their inclusion.

All orig inal and r evised conten t is licensed under a Creativ e

Commons At tribution-N onCommer cial-Shar eAlike 4.0

Interna tional Lic ense. Under the terms o f the CC BY-N C-SA lic ense,

you are fr ee to c opy, redistribute, modif y or adapt this book as
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long as you pr ovide at tribution. Y ou may not use the ma terial f or

commer cial purposes. I f you r emix, tr ansform, or build upon the

material, y ou must distribute y our c ontributions under the same

license as the orig inal. Addi tionall y, if you r edistribute this te xtbook,

in whole or in par t, in ei ther a prin t or dig ital f orma t, then y ou must

retain on e very physical and/or ele ctr onic page an at tribution to

the orig inal author( s).

The Self-Tests provided wi th each chapter ar e a new addi tion f or

this book; these w ere created using the H5P plug in f or W ordPress,

and are available f or others to do wnload and use in their o wn

instanc es of WordPress or Pressbooks.

OERs are def ined as Òteaching, le arning, and r esearch r esources

that r eside in the public domain or ha ve been released under an

intelle ctual pr oper ty lic ense that permi ts their fr ee use and re-

purposing b y othersÓ (Hewlet t Founda tion ). This te xtbook and the

OERs from which i t has been built ar e openl y lic ensed using

a Creativ e Commons license, and are offered in v arious dig ital and

e-book f orma ts fr ee of char ge. Printed editions o f this book c an be

obtaine d for a nominal f ee thr ough the Univ ersi ty of Saskatche wan

bookstor e.

Cover Attribution

Cover image b y Steve Johnson on Unsplash. Cover design b y Rob

Butz
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Source OER Attributions

Authors ar e indic ated wi thin e ach section thr oughout this book,

but ar e also liste d her e, along wi th links to the orig inal sour ce

OER. Edits to the por ted conten t, wher e they have taken place,

are indic ated on the list sho wn her e. General forma t ting e dits and

renumbering o f headings, f igur es, and tables have also been done

thr oughout the book.

The chapter Intr oductions, Summaries, and Self-Tests have been

created fr om a combina tion o f orig inal c onten t and e dits to /

rearr angements of the sour ce OERs used wi thin tha t chapter .

Chapter 1:

¥ 1.1 Defining Psychopatholog y

� Based upon: ÒUnderstanding Abnormal Beha vior .Ó Bridle y,

A. and Daff in, L. W. Jr. (2018). In Carrie Cut tler (Ed),

Essentials of Abnormal Psychology. Washington S tate

Univ ersi ty. Retrie ved fr om ht tps:/ / opentext.wsu.edu/

abnormalpsy cholog y/ .

� Edited by Jorden Cummings & Jessica Campoli (removed

Types of Mental H ealth Pr ofessionals; added Canadian

conten t).

¥ 1.2 Cultural Expectations

� Taken fr om: ÒWhat Ar e Psycholog ical Disor ders?Ó In

Spielman, R. M., Dumper , K., Jenkins, W., Lacombe, A.,

Lovet t, M., & Perlmut ter , M. (2019). Psychology. Open Stax.

Retrie ved fr om ht tps:/ / opentextbc.c a/

psycholog yopenstax/

¥ 1.3 Clinical Assessment

� Taken fr om: ÒClinic al Assessment.Ó Bridle y, A. and Daff in, L.

W. Jr. (2018). In Carrie Cut tler (Ed), Essentials of Abnormal

Psychology. Washington S tate Univ ersi ty. Retrie ved fr om
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ht tps:/ / opentext.wsu.edu/abnormalpsy cholog y/

¥ 1.4 Diagnosing and Classifying Abnormal Beha viour

� Based upon: ÒDiagnosing and Classifying Abnormal

Behaviour .Ó Bridle y, A. and Daff in, L. W. Jr. (2018). In Carrie

Cut tler (Ed), Essentials of Abnormal Psychology.

Washington S tate Univ ersi ty. Retrie ved fr om

ht tps:/ / opentext.wsu.edu/abnormalpsy cholog y/ .

� Edited by Jorden Cummings ( updated inf orma tion

regarding ICD- 11).

Chapter 2:

¥ 2.1 Historic al Perspectiv es on Mental Illness

� Based upon: ÒHistoric al Perspectiv es on Mental Illness.Ó

Bridle y, A. and Daff in, L. W. Jr. (2018). In Carrie Cut tler (Ed),

Essentials of Abnormal Psychology. Washington S tate

Univ ersi ty. Retrie ved fr om ht tps:/ / opentext.wsu.edu/

abnormalpsy cholog y/ .

� Edited by Jorden Cummings ( removed material fr om

section 1.3.6).

¥ 2.2 Therapeutic Orien tations

� Based upon: ÒTher apeutic Orien tations.Ó Boet tcher , H.,

Hofmann, S. G., & Wu, Q. J. (2020). In R. Biswas-Diener & E.

Diener (Eds), Noba textbook series: Psychology. Champaign,

IL: DEF publishers. Retrie ved fr om ht tp:/ / noba.to/

f jtnp wsk

� Based upon: ÒThe Behaviour al ModelÓ and ÒThe Cogni tiv e

Model.Ó Bridle y, A. and Daff in, L. W. Jr. (2018). In Carrie

Cut tler (Ed), Essentials of Abnormal Psychology.

Washington S tate Univ ersi ty. Retrie ved fr om

ht tps:/ / opentext.wsu.edu/abnormalpsy cholog y/)
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¥ 2.5 Evidence-Based Practic e & Empiric ally Suppor ted
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¥ 3.1 Mood Disor ders

� Based upon: ÒMood Disor ders.Ó Gershon, A. & Thompson,

R. (2020). In R. Biswas-Diener & E. Diener (Eds ), Noba

textbook series: Psychology. Champaign, IL: D EF publishers.
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¥ 4.1 Anxiety and Related Disor ders.

� Based upon: ÒAnxiety and Related Disor ders.Ó Barlow, D. H.
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publishers. Retrie ved fr om ht tp:/ / noba.to/xms3nq2c .

� Edited by Jorden Cummings, K endal Deleurme, and J essica

Campoli (PTSD section r emoved; added Canadian conten t).

¥ 4.2 Body Dysmorphic Disor der.

� Taken fr om: ÒBody Dysmorphic Disor der.Ó Bridle y, A. and

Source OER At tributions | 5



Daff in, L. W. Jr. (2018). In Carrie Cut tler (Ed), Essentials of

Abnormal Psychology. Washington S tate Univ ersi ty.

Retrie ved fr om ht tps:/ / opentext.wsu.edu/

abnormalpsy cholog y/

Chapter 5:

¥ 5.1 Schizophr enia Spectrum Disor ders.

� Based upon: ÒSchizophr enia Spectrum Disor ders.Ó Barch,

D. M. (2020). Schizophr enia spectrum disor ders. In R.

Biswas-Diener & E. Diener (Eds ), Noba textbook series:

Psychology. Champaign, IL: D EF publishers. Retrie ved

fr om ht tp:/ / noba.to/5d98nsy4

� Edited by Jorden Cummings ( added Canadian conten t).

Chapter 6:

¥ Orig inal conten t, wri t ten b y Jorden Cummings, Jessica

Campoli, Kelsi Toews, and Whitne y Willc ot t-Benoi t.

Chapter 7:

¥ 7.1 ADHD and Behavior Disor ders in Childr en

� Based upon: ÒADHD and Behavior Disor ders in Childr en.Ó

Milich, R. & Rober ts, W. (2020). In R. Biswas-Diener & E.

Diener (Eds), Noba textbook series: Psychology. Champaign,

IL: DEF publishers. Retrie ved fr om ht tp:/ / noba.to/

cpxg6b27

� Edited by Jorden Cummings and J essica Campoli (added

Canadian conten t).

Chapter 8:

¥ 8.1 Autism: Insights fr om the Stud y of the Social B rain

� Based upon: ÒAutism: I nsights fr om the Stud y of the Social

6 | Source OER At tributions



Brain.Ó Pelphr ey, K. A. (2020). In R. Biswas-Diener & E.

Diener (Eds), Noba textbook series: Psychology. Champaign,

IL: DEF publishers. Retrie ved fr om ht tp:/ / noba.to/

yqdepwgt

� Edited by Jessica Campoli (added Canadian conten t).

Chapter 9:

¥ 9.1 Personali ty Disor ders

� Based upon: ÒPersonali ty Disor ders.Ó Crego, C. & Widiger ,

T. (2020). In R. Biswas-Diener & E. Diener (Eds ), Noba

textbook series: Psychology. Champaign, IL: D EF publishers.

Retrie ved fr om ht tp:/ / noba.to/6 7mvg5r2

� Edited by Jorden Cummings & Caile y Str auss (added

DSM-5 descriptions o f Clusters and symptoms o f each

personali ty disor der).

Source OER At tributions | 7



Acknowledgements

This pr oject w as suppor ted by an Open Textbook Cr eation /

Adaptation Fund gr ant fr om the Gw enna Moss Centr e for Teaching

& Learning a t the Univ ersi ty of Saskatche wan Ð thank you for y our

suppor t o f this pr oject.

This pr oject w ould not ha ve been possible wi thout the help o f

Julie Maier , Instruc tional Designer (Distanc e Education Uni t) and

Jessica Campoli, Gr aduate Assistant (Depar tmen t o f Psycholog y!).

Julie, I am for tuna te to ha ve had your or ganizational skills,

knowledge and experienc e for this pr oject Ð as well as your

patienc e! Jessica, thank y ou for y our diligen t li ter atur e reviews and

work updating this c onten t to r ef lect CanadiansÕ experienc es of

psychopatholog y. Thank you as well f or being a much-ne eded

cheerleader in the hustle.

Thank you to m y graduate studen ts Cailey Str auss, Kelsi Toews,

Whitne y Willc ot t-Benoi t, and Kendall Deleurme f or y our assistanc e

wri ting se ctions o f this book. I en joyed working on this pr oject as

a team. Moreover, I am always grateful f or the purpose, humour ,

curiosi ty, and comr aderie y ou all bring to m y pr ofessional lif e.

Working wi th y ou is the best par t o f my job!

Thank you Rob Butz f or another gr eat cover design, y our suppor t,

encour agement, and domestic skills, espe ciall y in Òserious crunch

time Ó when this book took o ver our liv es Ð incidentall y, at the same

time CO VID- 19 took over our liv es (i.e., at the w orst possible time

ever to ha ve a huge deadline). Thank you to m y parents for being

willing to w ear masks and be added to our Òbubble,Ó which made it

even mor e possible to double do wn on crunch time.

Thank you as well to H eather Ross, who fanne d the f lames of my

inter est in making psy cholog y mor e accessible and af fordable in to

two open te xt pr ojects, wi th funding! W hen I began this pr ocess

I simpl y wanted to stop studen ts fr om having to dr op my class

because they couldn Õt afford the te xtbook Ð but y ou pulle d me in to

8 | Acknowledgements



your vision and no w w e have two open psy cholog y books to shar e

mor e widel y.

Thank you to the a uthors whose w ork is used in this book.

Without y our w ork and willingness to shar e it openl y, this book

could not ha ve happened.

-Jorden A. Cummings (June 15, 2020)

Acknowledgements | 9





CHAPTER 1: DEFINING &
CLASSIFYING ABNORMAL
BEHAVIOUR

Chapter 1: Defining & Classif ying
Abnormal Beha viour | 11





Chapter 1 Introduction
JORDEN A. CUMMINGS

Welcome to Abnormal P sycholog y! As youÕll read mor e about in

this chapter , abnormal psy cholog y refers to the scien tif ic stud y of

people who ar e exhibi ting beha viour tha t seems atypic al or unusual,

wi th the in ten t to be able to r eliably pr edic t, explain, diagnose,

iden tif y the c auses of, and tr eat maladaptiv e behavior . Abnormal

psycholog y is one o f the lar gest sub-f ields in psy cholog y,

representing a gr eat deal of r esearch and applie d work tr ying to

understand and cur e mental disor ders. As you will se e from the f irst

par t o f this chapter , and as you learn mor e in this book, the c osts of

mental illness ar e substantial.

This chapter will in tr oduc e you br oadly to impor tant concepts,

def ini tions, and terminolog y in abnormal psy cholog y tha t will fr ame

the r est of your le arning. I t r eviews how to def ine men tal disor der

as well as the str engths and limi tations o f our curr ent diagnostic

approaches. YouÕll read, as well, about ho w cultur e and cultur al

expectations inf luenc e our vie ws on abnormali ty. We cannot

examine abnormali ty wi thout taking cultur al norms in to account.

In this chapter y ou will also le arn about ho w men tal he alth

professionals assess individuals who mig ht be experiencing a men tal

disor der, some impor tant concepts f or me asurement lik e validi ty

and r eliabili ty, and read an overview of some of the man y dif ferent

tools these pr ofessionals use to c onduc t their assessmen ts. Last,

youÕll learn ho w these pr ofessionals diagnose and classif y abnormal

behaviour .
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1.1 Defining Psychopathology
ALEXIS BRIDLEY & LEE W. DAFFIN JR., CARRIE CUTTLER, JESSICA
CAMPOLI, AND JORDEN A. CUMMINGS

Section Learning O bjectives

¥ Know the c ost o f men tal illness to socie ty.

¥ Def ine abnormal psy cholog y, psychopatholog y, and

psycholog ical disor ders.

¥ Explain the c oncept o f dysfunc tion as i t r elates to

mental illness.

¥ Explain the c oncept o f distr ess as it r elates to

mental illness.

¥ Explain the c oncept o f deviance as it r elates to

mental illness.

¥ Explain the c oncept o f danger ousness as it r elates

to men tal illness.

What is the Cost of Mental Illness to
Society?

Mental illness has signif icant social and e conomic c osts in Canada.

People wi th men tal illness ar e mor e likely to e xperienc e social and

14 | 1.1 Defining Psychopatholog y



economic mar ginaliza tion, including social isola tion, inabili ty to

work, and lower educational a t tainmen t and inc ome, compar ed to

Canadians who do not ha ve a mental illness (B urczycka, 2018).

People wi th men tal illness also ha ve a higher risk o f being

victimiz ed. One in ten pe ople wi th men tal he alth-r elated disabili ties

in Canada r epor t experiencing violenc e over the past y ear, a rate

that is double tha t f ound in the gener al popula tion (B urczycka,

2018). Moreover, mental illness c an signif icantl y impac t peopleÕs

abili ty to w ork. It is estima ted tha t 2 out o f 9 w orkers suf fer fr om

a mental illness tha t af fects their w ork perf ormanc e, and this

amoun ts to an annual w age loss of over $6.3 billion ( Smetanin e t al.,

2011).

Each year, the economic burnout o f men tal illness in Canada

is estima ted at $51 billion ( Smetanin e t al., 2011). Mental illness

signif icantl y impac ts the he alth c are system dir ectl y and indir ectl y.

Dir ectl y, ther e are costs of about $21.3 billion due to

hospi taliza tions, me dical visi ts, and suppor t staf f (Smetanin e t al.,

2011). There are also indir ect costs to the justic e system, social

service and education systems, and other c osts due to losses in

quali ty of lif e. The personal and e conomic c osts of men tal illness will

fur ther incr ease due to gr eater numbers o f Canadians expected to

be impac ted by mental he alth pr oblems, combine d wi th our ag ing

popula tion and gr owth o f the Canadian popula tion o ver the ne xt

30 years (Smetanin e t al., 2011). By 2041, annual costs of men tal

illness ar e expected to be $30 7 billion (M ental H ealth Commission o f

Canada, 2010).

In terms o f wor ldwide impac t, the W or ld Economic Forum use d

2010 data to estima te $2.5 trillion in g lobal c osts of men tal illness in

2010 and projected costs of $6 trillion b y 2030. The costs for men tal

illness ar e greater than the c ombine d costs of cancer, diabetes, and

respir ator y disor ders (Whitef ord et al., 2013).

Thoug h ther e is no one beha vior tha t w e can use to classif y people

as abnormal, most clinic al pr acti tioners agr ee that any behavior

that str ays fr om wha t is c onsider ed the norm or is une xpected

wi thin the c onf ines of oneÕs cultur e, that causes dysfunc tion in
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cogni tion, emotion, and /or beha vior , and tha t causes distr ess and/

or impairmen t in func tioning, is abnormal beha vior . Armed wi th this

understanding, le tÕs discuss what men tal disor ders are.

Definition of Abnormal Psychology and
Psychopathology

The term abnormal psy chology refers to the scien tif ic stud y of

people who ar e atypic al or unusual, wi th the in ten t to be able to

reliably pr edic t, explain, diagnose, iden tif y the c auses of, and tr eat

maladaptiv e behavior . A more sensitiv e and less stigma tizing term

that is used to r efer to the scien tif ic stud y of psycholog ical

disor ders is psychopatho logy. These def ini tions beg the questions

of, what is c onsider ed abnormal and wha t is a psycholog ical or

mental disor der?

Defining Psychological Disorders

It may be surprising to y ou, but the c oncept o f men tal or

psycholog ical disor ders has pr oven very dif f icult to def ine and even

the Americ an Psychiatric Associa tion ( APA), in its public ation, the

Diagnostic and S tatistic al Manual o f Mental Disor ders, 5th e dition

(DSM-5 f or shor t), states tha t thoug h Òno def ini tion c an captur e all

aspects of all disor ders in the r ange containe d in the DSM -5Ó certain

aspects are requir ed. While the c oncept o f men tal or psy cholog ical

disor ders is dif f icult to def ine, and no def ini tion will e ver be perf ect,

it is r ecogniz ed as an extr emely impor tant concept and ther efore

psychological disor der s (aka men tal disor der s) have been def ined

as a psycholog ical dysfunc tion which c auses distr ess or impair ed

func tioning and de viates fr om t ypic al or expected behavior
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according to socie tal or cultur al standar ds. This def ini tion includes

thr ee componen ts (3 Ds). LetÕs break these down no w:

¥ Dysfunction Ð includes Òclinic ally signif icant disturbanc e in an

individualÕs cogni tion, emotion r egulation, or beha vior tha t

ref lects a dysfunc tion in the psy cholog ical, biolog ical, or

developmen tal pr ocesses underlying men tal func tioningÓ (pg.

20). In other w ords, dysfunc tion 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 c ogni tion 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 at tend w ork due to f ear of having a panic a t tack

would be exhibi ting a br eakdown in beha vior . Abnormal

behavior has the c apacity to mak e our w ell-being dif f icult to

obtain and c an be assessed by looking a t an individualÕs curr ent

perf ormanc e and comparing i t to wha t is expected in gener al

or ho w the person has perf orme d in the past.

¥ Distr ess or I mpairmen t Ð Distr ess can take the f orm o f

psycholog ical or ph ysical pain, or both c oncurr entl y. Simpl y

put, distr ess refers to suf fering. Alone thoug h, distr ess is not

suff icien t enoug h to describe beha vior as abnormal. W hy is

that? The loss of a loved one w ould c ause even the most

Ònormall yÓ functioning individual pain and suf fering. An athle te

who experienc es a career-ending in jur y would displa y distr ess

as well. Suf fering is par t o f 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 absent then

impairmen t must be pr esent to de em behavior abnormal.

Impairmen t refers to when the person e xperienc es a disabling

condi tion Òin social, occupational, or other impor tant

activi tiesÓ (pg. 20). In other w ords, impairmen t r efers to when a

person loses the c 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, at tend social func tions, or go to w ork). Once again

typic ally distr ess and/or impairmen t in func tioning ar e

requir ed to c onsider beha vior abnormal and to diagnose a

psycholog ical disor der.

¥ Deviance Ð A closer examination o f the w ord abnormal sho ws

that i t indic ates a move away fr om wha t is normal, t ypic al, or

average. Our cul tur e Ðor the totali ty of sociall y tr ansmit ted

behaviors, customs, v alues, technolog y, at ti tudes, beliefs, ar t,

and other pr oduc ts tha t ar e particular to a gr oup Ð determines

what is normal and so a person is said to be de viant when he or

she fails to f ollo w the sta ted and unsta ted rules o f society,

called social norms . What is consider ed ÒnormalÓ by society

can change over time due to shif ts in ac cepted values and

expectations. For instanc e, just a few decades ago

homosexuali ty was consider ed taboo in the U .S. and it w as

include d as a mental disor der in the f irst e di tion o f the DSM;

but toda y, it is gener ally accepted. Likewise, PDAs, or public

displays of affection, do not c 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 oneÕs own house or be droom.

In the U .S., crying is gener ally seen as a weakness for males but

if the beha vior oc curs in the c ontext o f a tr agedy such as the

Vegas mass shooting on O ctober 1, 2017, in which 58 pe ople

were kille d and about 500 w ere wounde d, then i t is

appropria te and understandable. Finall y, consider tha t

statistic ally deviant behavior is not ne cessarily negativ e.

Genius is an example o f behavior tha t is not the norm, but i t is

generally consider ed a positiv e at tribute r ather than a nega tiv e

one.

Thoug h not par t o f the DSM 5Õs conceptualiza tion o f wha t abnormal

behavior is, man y clinicians add a 4th D Ð dangerousness to this

list. Dangerousness refers to when beha vior r epresents a thr eat to

the safety of the person or others. I ndividuals e xpr essing suicidal
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in ten t, those e xperiencing acute par anoid ide ation c ombine d wi th

aggressive impulses (e.g., wanting to harm pe ople who ar e perceived

as Òbeing out to get them Ó), and many individuals wi th an tisocial

personali ty disor der may be consider ed danger ous. Mental he alth

professionals (and many other pr ofessionals including r esearchers)

have a dut y to r epor t to la w enf orcement when an individual

expr esses an inten t to harm themsel ves or others. N evertheless,

individuals wi th depr ession, anxiety, and obsessive-c ompulsiv e

disor der ar e typic ally no mor e a thr eat to others than individuals

wi thout these disor ders. As such, it is impor tant to note tha t having

a mental disor der does not a utoma tic ally deem one to be danger ous

and most danger ous individuals ar e not men tall y ill. I ndeed, a review

of the li ter atur e (Mat thias & Angerme yer, 2002) found tha t onl y a

small pr opor tion o f crimes ar e commi t ted by individuals wi th severe

mental disor ders, tha t str angers are at a lower risk o f being a t tacked

by a person wi th a severe mental disor der than b y someone who

is mentall y health y, and tha t elevated risks to beha ve violen tl y are

limi ted to a small number o f symptom c onstella tions. Similar ly,

Hiday and Burns (2010) showed tha t danger ousness is mor e the

exception than the rule.
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1.2 Cultural Expectations
ROSE M. SPIELMAN, KATHRYN DUMPER, WILLIAM JENKINS, ARLENE
LACOMBE, MARILYN LOVETT, & MARION PERLMUTTER

Section Learning O bjectives

¥ Understand the cultur al problems inher ent in

def ining the c oncept o f psycholog ical disor der

What is Clinical Assessment?

Violating cultur al expectations is not, in and o f i tself, a satisfac tor y

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 appr opria te in one cultur e may not be vie wed as

such in other cultur es. For example, r eturning a str angerÕs smile

is expected in the Uni ted States because a pervasive social norm

dic tates tha t w e recipr ocate friendl y gestur es. A person who r efuses

to ackno wledge such gestur es might be c onsider ed sociall y

awkw ardÑper haps even disor deredÑfor viola ting this e xpectation.

However, such expectations ar e not univ ersally shared. Cultur al

expectations in J apan involve showing r eserve, restr aint, and a

concern f or main taining priv acy around str angers. Japanese people

are generally unr esponsive to smiles fr om str angers (Pat terson e t
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Eye contact
is one of
many social
gestures that
var y fr om
cultur e to
cultur e.
(credit: Joi
Ito)

al., 2007). Eye contact pr ovides another e xample. I n the Uni ted

States and Eur ope, eye contact wi th others t ypic ally signif ies

honest y and at ten tion. H owever, most L atin-Americ an, Asian, and

Afric an cultur es interpr et dir ect eye contact as rude,

confr ontational, and aggr essive (Pazain, 2010). Thus, someone who

makes eye contact wi th y ou could be c onsider ed appr opria te and

respectful or br azen and offensive, depending on y our cultur e.

Hallucina tions ( seeing or he aring things tha t ar e not ph ysically

present) in Western socie ties is a viola tion o f cultur al expectations,

and a person who r epor ts such inner e xperienc es is readily labeled

as psycholog ically disor dered. In other cultur es, visions tha t, f or

example, per tain to futur e events may be regarded as normal

experienc es that ar e positiv ely valued (Bourguignon, 1970). Finally,

it is impor tant to r ecogniz e that cultur al norms change o ver time:

what mig ht be c onsider ed t ypic al in a socie ty at one time ma y

no longer be vie wed this w ay later , similar to ho w fashion tr ends

fr om one er a may elici t quiz zical looks decades later Ñimagine ho w a

headband, legwarmers, and the big hair o f the 1980s would go o ver

on your c ampus toda y.
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The Myth of Mental Illness

In the 1950s and 1960s, the concept o f men tal illness w as widel y

cri ticiz ed. One of the major cri ticisms f ocused on the notion tha t

mental illness w as a Òmyth tha t justif ies psychiatric in ter vention

in sociall y disappr oved behaviorÓ (Wakefield, 1992). Thomas Szasz

(1960), a noted psychiatrist, w as perhaps the biggest pr oponen t

of this vie w. Szasz argued tha t the notion o f men tal illness w as

invented by society (and the men tal he alth establishmen t) to

stigma tiz e and subjugate people whose beha vior viola tes accepted

social and legal norms. I ndeed, Szasz suggested tha t wha t appear to

be symptoms o f men tal illness ar e mor e appropria tel y char acteriz ed

as Òproblems in livingÓ (Szasz, 1960).

In his 1961 book, The Myth of M ental I llness: Foundations of a

Theory of Personal Conduct, Szasz expr essed his disdain f or the

concept o f men tal illness and f or the f ield o f psychiatr y in gener al

(Oliver, 2006). The basis for SzaszÕs at tack w as his conten tion tha t

detectable abnormali ties in bodil y struc tur es and func tions (e.g.,

inf ections and or gan damage or d ysfunc tion ) represent the def ining

featur es of genuine illness or dise ase, and because symptoms o f

purpor ted men tal illness ar e not ac companie d by such de tectable

abnormali ties, so-c alled psycholog ical disor ders ar e not disor ders

at all. Szasz (1961/2010 ) proclaime d tha t Òdisease or illness c an onl y

affect the bod y; hence, ther e can be no men tal illnessÓ (p. 267).

Today, we recogniz e the extr eme level of psycholog ical suffering

experienc ed by people wi th psy cholog ical disor ders: 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 f icult to den y the r eality of men tal illness.

However contr oversial SzaszÕs views and those o f his suppor ters

mig ht have been, the y have inf luenc ed the men tal he alth

communi ty and socie ty in several ways. First, lay people, poli ticians,

and pr ofessionals now often r efer to men tal illness as men tal he alth

Òproblems,Ó implicitl y acknowledging the Òproblems in livingÓ
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perspectiv e Szasz described (Buchanan-Bar ker & Barker, 2009). Also

inf luential w as SzaszÕs view of homose xuali ty. Szasz was perhaps the

first psy chiatrist to openl y challenge the ide a that homose xuali ty

represented a form o f men tal illness or dise ase (Szasz, 1965). By

challeng ing the ide a that homose xuali ty represented a form a

mental illness, Szasz helpe d pave the w ay for the social and civil

rig hts tha t gay and lesbian pe ople no w have (Barker, 2010). His

work also inspir ed legal changes tha t 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 Clinical Assessment
ALEXIS BRIDLEY & LEE W. DAFFIN JR. AND CARRIE CUTTLER

Section Learning O bjectives

¥ Def ine clinic al assessment.

¥ Clarif y why clinic al assessment is an ongoing

process.

¥ Def ine and exemplif y reliabili ty.

¥ Def ine and exemplif y validi ty.

¥ Def ine standar dization.

¥ List and describe six me thods o f assessment.

What is Clinical Assessment?

In or der f or a men tal he alth pr ofessional to be able to ef fectiv ely

tr eat a clien t and kno w tha t the sele cted tr eatmen t 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 c ollecting inf orma tion

and dr awing c onclusions thr ough the use o f obser vation,

psycholog ical tests, neur olog ical tests, and in ter views to de termine

what the person Õs problem is and wha t symptoms he /she is

presenting wi th. This c ollection o f inf orma tion in volves learning
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about the clien tÕs skills, abili ties, personali ty char acteristics,

cogni tiv e and emotional func tioning, social c ontext (e.g.,

envir onmen tal str essors), and cultur al factors par ticular to them

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

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

thr oughout the pr ocess. Why is tha t?

Consider this. First, w e need to de termine if a tr eatmen t is even

needed. By having a clear accounting o f the person Õs symptoms

and how the y affect dail y func tioning w e can determine to wha t

exten t the individual is ad versely affected. Assuming tr eatmen t is

needed, our second r eason to engage in clinic al assessment is to

determine wha t tr eatmen t will w ork best. As you will se e later in

this chapter , ther e are numer ous appr oaches to tr eatmen t. These

include Beha vior Ther apy, Cognitiv e Therapy, Cognitiv e-Behavior al

Ther apy (CBT), Humanistic-Experien tial Ther apies, Psychod ynamic

Ther apies, Couples and Famil y Ther apy, and biolog ical tr eatmen ts

(e.g., psychopharmac ology). Of course, f or any mental disor der,

some of the af orementione d ther apies will ha ve greater ef f icacy

than others. Ev en if several can work well, i t does not me an a

par ticular ther apy will w ork well f or tha t specif ic clien t. Assessment

can help the clinician f igur e this out. Finall y, we need to kno w if

the tr eatmen t w orked. This will in volve measuring symptoms and

behavior bef ore any tr eatmen t is used and then me asuring

symptoms and beha vior while the tr eatmen t is in plac e. We will e ven

want to me asure symptoms and beha vior af ter the tr eatmen t ends

to mak e sure symptoms do not r eturn. Kno wing wha t the person Õs

baselines are for dif ferent aspects of psycholog ical func tioning will

help us to se e when impr ovement oc curs. I n r ecap, obtaining the

baselines happens in the beg inning, implemen ting the tr eatmen t

plan happens mor e so in the middle, and then making sur e the

tr eatmen t pr oduc es the desir ed outc ome occurs at the end. I t

should be cle ar fr om this discussion tha t clinic al assessment is an

ongoing process.
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Key Concepts in Assessment

Impor tant to the assessmen t pr ocess are thr ee cri tic al concepts

Ð reliabili ty, validi ty, and standar dization. Ac tuall y, these thr ee are

impor tant to scienc e in gener al. First, w e want assessment to be

r eliable or c onsisten t. Outside o f clinic al assessment, when our c ar

has an issue and we take it to the me chanic, w e want to mak e sure

that wha t one me chanic says is wr ong wi th our c ar is the same as

what another sa ys or even t wo others. I f not, the me asurement tools

they use to assess cars are f lawed. The same is true o f a patien t who

is experiencing a men tal disor der. If one men tal he alth pr ofessional

says the person has major depr essive disor der and another sa ys

the issue is bor der line personali ty disor der, then ther e is an issue

wi th the assessmen t tool being use d. Ensuring tha t t wo dif ferent

raters (e.g., mechanics, men tal he alth pr ofessionals) are consisten t

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 Õs 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

Personali ty Inventor y (MMPI) on Tuesday and then the same test

on Frida y, then unless some thing mir aculous or tr agic happene d

over the t wo days in between tests, the sc ores on the MMP I should

be nearly iden tic al to one another . In other w ords, the t wo scores

(test and r etest ) should be c orr elated wi th one another . If the test

is reliable, the c orr elation should be v ery hig h (remember , a

corr elation goes fr om - 1.00 to + 1.00 and posi tiv e means as one score

goes up, so does the other , so the corr elation f or the t wo tests

should be hig h on the posi tiv e side).

In addi tion to r eliabili ty, we want to mak e sure the test me asures

what i t says it me asures. This is called validi ty . LetÕs say a new test

is developed to me asure symptoms o f depr ession. It is c ompar ed

against an existing, and pr oven test, such as the Be ck Depr ession

Inventor y (BDI). If the ne w test me asures depression, then the
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scores on it should be hig hly corr elated wi th the ones obtaine d

by the BDI. This is c alled concurr ent or descriptive validity . We

mig ht even ask if an assessment tool looks v alid. I f we answer yes,

then i t has face validi ty, thoug h it should be note d tha t this is not

based on any statistic al or evidenc e-based method o f assessing

validi ty. An example w ould be a personali ty test tha t asks about ho w

people behave in certain si tuations. I t, ther efore, seems to me asure

personali ty or w e have an overall feeling tha t i t me asures what w e

expect i t to me asure.

A tool should also be able to ac cur atel y pr edic t wha t will happen

in the futur e, called predictive validity . LetÕs say we want to tell if

a high school studen t will do w ell in c ollege. We might cr eate a

national e xam to test ne eded skills and c all i t some thing lik e the

Scholastic Apti tude T est (SAT). We would ha ve high school studen ts

take it by their senior y ear and then w ait un til the y are in college

for a f ew years and see how the y are doing. I f the y did w ell on the

SAT, we would e xpect tha t at tha t poin t, the y should be doing w ell

in college. I f so, then the SA T accur atel y pr edic ts college success.

The same would be true o f a test such as the Gr aduate Record Exam

(GRE) and its abili ty to pr edic t gr aduate school perf ormanc e.

Finally, we want to mak e sure that the e xperienc e one patien t

has when taking a test or being assesse d is the same as another

patien t taking the test the same da y or on a dif ferent day, and wi th

either the same tester or another tester . This is accomplishe d wi th

the use o f clearly laid out rules, norms, and /or pr ocedur es, and

is called standar diza tion . Equally impor tant is tha t men tal he alth

professionals in terpr et the r esults o f the testing in the same w ay or

other wise i t will be uncle ar what the me aning o f a specif ic score is.

Methods of Assessment

So how do w e assess patien ts in our c are? We will discuss
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psycholog ical tests, neur olog ical tests, the clinic al in ter view,

behavior al assessment, and a few others in this se ction.

The Clinical Interview

A clinic al in ter view is a face-to-fac e encounter be tween a mental

health pr ofessional and a patien t in which the f ormer obser ves

the la t ter and ga thers da ta about the person Õs behavior , at ti tudes,

curr ent si tuation, personali ty, and lif e histor y. The in ter view may be

unstructur ed in which open-ende d questions ar e asked, structur ed

in which a spe cif ic set o f questions ac cording to an in ter view

schedule ar e asked, or semi-structur ed, in which ther e is a pre-set

list o f questions but clinicians ar e able to f ollo w up on spe cif ic issues

that catch their a t ten tion.

A men tal sta tus examina tion is used to or ganize the inf orma tion

collected during the in ter view and to systema tic ally evaluate the

clien t thr ough a series of obser vations and questions assessing

appearance and behavior (e.g., grooming and bod y language),

thoug ht pr ocesses and conten t (e.g., disor ganized speech or

thoug ht and false beliefs ), mood and af fect (e.g., hopelessness or

elation ), intelle ctual func tioning ( e.g., speech and memor y), and

awareness of surr oundings ( e.g., does the clien t kno w wher e he/

she is, when i t is, and who he /she is?). The e xam covers areas

not normall y par t o f the in ter view and allo ws the men tal he alth

professional to de termine which ar eas need to be e xamine d fur ther .

The limi tation o f the in ter view is tha t i t lacks r eliabili ty, especiall y in

the c ase of the unstruc tur ed in ter view.
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Psychological Tests and Inventories

Psychological tests are used to assess the clien tÕs personali ty, social

skills, cogni tiv e abili ties, emotions, beha vior al 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 elici t

an unlimi ted number o f r esponses. They include the R orschach test

or inkblot test and the Thema tic A pper ception T est which r equir es

the individual to wri te a comple te stor y about e ach of 20 cards

shown to them and g ive details about wha t le d up to the sc ene

depic ted, what the char acters ar e thinking, wha t the y are doing, and

what the outc ome will be. Fr om these r esponses, the clinician gains

perspectiv e on the pa tien tÕs worries, ne eds, emotions, c onf lic ts.

Another pr ojectiv e test is the sentence completion test and asks

individuals to f inish an inc omple te sentenc e. Examples include ÔMy

motherÕ É. or ÔI hope.Õ

Personali ty in ventories ask clien ts to sta te whe ther e ach item

in a long list o f statemen ts applies to them, and c ould ask about

feelings, behaviors, or beliefs. Examples include the MMP I or

Minnesota Multiphasic P ersonali ty Inventor y and the NEO-P I-R

which is a c oncise me asure of the f ive major domains o f personali ty

Ð Neuroticism, Extr oversion, Openness, Agr eeableness, and

Conscien tiousness. Six facets def ine each of the f ive domains and

the me asure assess emotional, in terpersonal, e xperimen tal,

at ti tudinal, and motiv ational st yles (Costa & M cCrae, 1992). These

inventories ha ve the advantage of being e asy to administer b y either

a professional or the individual taking i t, are standar dized,

objectiv ely scored, and are comple ted either on the c omputer or

thr ough paper and pencil. Tha t said, personali ty cannot be dir ectl y

assessed and so you can never comple tel y know the individual on

the basis of these in ventories.
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Neurological Tests

Neurolog ical tests ar e also used to diagnose c ogni tiv e impairmen ts

caused by br ain damage due to tumors, inf ections, or he ad in jur y;

or changes in br ain activi ty. Positr on Emission Tomography or PET

is used to stud y the br ainÕs func tioning and beg ins by in jecting the

patien t wi th a r adionuclide which c 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 produc ed tha t yield inf orma tion about

the func tioning o f the br ain. Magnetic Resonance Imaging or MRI

produc es 3D images of the br ain or other bod y struc tur es using

magnetic f ields and c omputers. The y are used to de tect struc tur al

abnormali ties such as br ain 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

dif ferent ang les that ar e then c ombine d. They are used to de tect

struc tur al abnormali ties such as br ain tumors and br ain damage

caused by head injuries.

Physical Examination

Many mental he alth pr ofessionals recommend the pa tien t see their

famil y physician f or a ph ysical examination which is much lik e a

check-up. W hy is tha t? Some organic condi tions, such as

hyper th yroidism or hormonal irr egulari ties, manif est behavior al

symptoms tha t ar e similar to men tal disor ders and so ruling such

condi tions out c an save costl y ther apy or sur gery.

Behavioral Assessment

Within the r ealm of behavior modif ication and applie d behavior
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analysis, is behavior al assessment which is simpl y the

measurement o f a tar get behavior . The tar get behavior is whatever

behavior w e want to change and i t can be in excess (needing to

be reduced), or in a def ici t sta te (needing to be incr eased). During

behavior al assessment w e assess the ABCs of behavior:

¥ Anteceden ts are the envir onmen tal 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 ei ther

encour ages it to be made again in the futur e or disc our ages its

futur e occurr ence.

Thoug h we might tr y to change another person Õs 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 Õs own

ABCs. In the c ontext o f psychopatholog y, behavior modif ication c an

be useful in tr eating phobias, r educing habi t disor ders, and ridding

the person o f maladaptiv e cogni tions.

A limi tation o f this me thod is tha t the pr ocess of obser ving and /

or r ecording a behavior c an cause the behavior to change, c alled

r eacti vi ty . Have you ever notic ed someone staring a t you while y ou

sat and ate your lunch ? If you have, what did y ou do? Did you change

your beha vior? Did y ou become self -c onscious? Lik ely yes and this

is an example o f r eactivi ty. Another issue is tha t the beha vior tha t is

made in one si tuation ma y not be made in other si tuations, such as

your signif icant other onl y acting out a t their fa vori te te amÕs football

game and not a t home. This f orm o f validi ty is called cr oss-sectional

validi ty .

Intelligence Tests

Intelligenc e testing is oc casionally used to de termine the clien tÕs
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level of cogni tiv e func tioning. I ntelligenc e testing c onsists o f a

series of tasks asking the pa tien t to use both v erbal and non verbal

skills. An example is the S tanf ord-B inet I ntelligenc e test which is

used to assess f luid r easoning, kno wledge, quanti tativ e reasoning,

visual-spa tial pr ocessing and working memor y. These tests ar e

rather time-c onsuming and r equir e specializ ed tr aining to

administer . As such, they are typic ally onl y used in c ases where

ther e is a suspected cogni tiv e disor der or in telle ctual disabili ty.

Intelligenc e tests have been cri ticiz ed for not pr edic ting futur e

behaviors such as achie vement and r ef lecting social or cultur al

factors /biases and not ac tual in telligenc e.
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1.4 Diagnosing and
Classifying Abnormal
Behavior
ALEXIS BRIDLEY & LEE W. DAFFIN JR., CARRIE CUTTLER, AND
JORDEN A. CUMMINGS

Section Learning O bjectives

¥ Explain wha t i t means to make a clinic al diagnosis.

¥ Def ine syndr ome.

¥ Clarif y and exemplif y what a classif ication system

does.

¥ Identif y the t wo most use d classif ication systems.

¥ Outline the histor y of the DSM.

¥ Identif y and explain the elemen ts of a diagnosis.

¥ Outline the major disor der c ategories o f the

DSM-5.

¥ Describe the ICD- 11.

¥ Clarif y why the DSM-5 and ICD- 11 need to be

harmoniz ed.

Clinical Diagnosis and Classification
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Systems

To begin any t ype of tr eatmen t, the clien t/pa tien t must be cle arly

diagnosed wi th a men tal disor der. Clinical diagnosis is the pr ocess

of using assessment data to de termine if the pa t tern o f symptoms

the person pr esents wi th is c onsisten t wi th the diagnostic cri teria

for a specif ic men tal disor der set f or th in an establishe d

classif ication system such as the DSM -5 or ICD- 10 (both will be

describe d shor tl y). Any diagnosis should ha ve clinic al utili ty,

meaning i t aids the men tal he alth pr ofessional in de termining the

prognosis, the tr eatmen t plan, and possible outc omes of tr eatmen t

(APA, 2013). Receiving a diagnosis does not ne cessarily mean the

person r equir es tr eatmen t. 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 xpr essing suicidal ide ation,

risks and benef its of tr eatmen t, disabili ty, and other fac tors ( APA,

2013). Likewise, a patien t may not me et full cri teria f or a diagnosis

but r equir e tr eatmen t none theless.

Symptoms tha t cluster toge ther on a r egular basis ar e called a

syndr ome. If the y also follo w the same, pr edic table c ourse, w e say

that the y are characteristic o f a specific disor der. Classifica tion

systems for men tal disor ders pr ovide men tal he alth pr ofessionals

wi th an agr eed 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. Distinc t is the k ey word her e. People experiencing

delusions, hallucina tions, disor ganized speech, catatonia, and /or

negativ e symptoms ar e dif ferent fr om people pr esenting wi th a

primar y clinic al def ici t in c ogni tiv e func tioning tha t is not

developmen tal in na tur e but has been acquir ed (i.e. they have shown

a decline in c ogni tiv e func tioning o ver time ). The former w ould

likely be diagnosed wi th a schiz ophr enia spectrum disor der while

the la t ter lik ely has a neurocogni tiv e disor der (NCD). The lat ter c an

be fur ther distinguishe d fr om neur odevelopmen tal disor ders which

manif est early in de velopmen t and in volve developmen tal def ici ts
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that cause impairmen ts in social, ac ademic, or oc cupational

func tioning ( APA, 2013). These thr ee disor der gr oups or c ategories

can be clearly distinguishe d fr om one another . Classification

systems also permi t the ga thering o f statistics f or the purpose o f

determining incidenc e and pr evalence rates, the y facili tate r esearch

on the e tiolog y and tr eatmen t o f disor ders, and the y conform to the

requir ements of insur ance companies f or the pa yment o f claims.

The most widel y used classif ication system in the Uni ted States

and Canada is the Diagnostic and Statistical M anual of M ental

Disorders curr entl y in i ts 5th e dition and pr oduc ed by the Americ an

Psychiatric Associa tion ( APA, 2013). Alterna tiv ely, the Wor ld Health

Organization (WHO ) produc es the International Statistical

Classification of Diseases and Related Health Problems (ICD)

curr entl y in i ts 10th edition wi th an 11th edition e xpected to be

publishe d in 2018. We will beg in by discussing the DSM and then

move to the ICD .

The DSM Classification 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

Òstatistic al classif ication o f insti tutionaliz ed men tal patien tsÓ and

ÒÉw as designed to impr ove communic ation about the t ypes of

patien ts cared for in these hospi talsÓ (APA, 2013, p. 6). However, the

first o ff icial v ersion o f the DSM w as not publishe d un til 1952. The

DSM evolved thr ough four subse quent editions af ter W or ld War II

into a diagnostic classif ication system to be use d by psychiatrists
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and physicians, but also other men tal he alth pr ofessionals. The

Herculean task of r evising 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 oor dination wi th the W or ld Health Or ganization

(WHO) Division o f Mental H ealth, the W or ld Psychiatric Associa tion,

and the N ational I nsti tute 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

Insti tute on Drug Abuse (NID A), and the National I nsti tute on

Alcoholism and Alc ohol Abuse (NIA AA) convened 13 interna tional

DSM-5 r esearch planning c onferences, Òto review the w or ld

li ter atur e in specif ic diagnostic ar eas to pr epare for r evisions in

developing both DSM -5 and the I nterna tional Classif ication o f

Disease, 11th Revision (ICD- 11)Ó (APA, 2013).

After the naming o f a DSM-5 T ask 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 r esulted

fr om this w as an intensiv e process of Òconduc ting li ter atur e reviews

and secondar y analyses, publishing r esearch r epor ts in scien tif ic

journals, de veloping dr aft diagnostic cri teria, posting pr eliminar y

drafts on the DSM -5 W eb site f or public c ommen t, pr esenting

preliminar y f indings a t pr ofessional meetings, perf orming f ield

trials, and r evisiting cri teria and te xtÓ(APA, 2013).

What r esulted was a Òcommon language f or c ommunic ation

between clinicians about the diagnosis o f disor dersÓ along with a

realization tha t the cri teria and disor ders containe d wi thin w ere

based on curr ent r esearch and may under go modif ication wi th ne w

evidenc e gather ed (APA, 2013). Additionall y, some disor ders w ere

not include d wi thin the main bod y of the documen t because they

did not ha ve the scien tif ic evidenc e to suppor t their widespr ead

clinic al use, but w ere include d in Section III under Ò Condi tions f or

Further S tud yÓ to Òhighlig ht the e volution and dir ection o f scien tif ic

advances in these ar eas to stimula te fur ther r esearchÓ (APA, 2013).
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Elements of a Diagnosis

The DSM 5 states tha t the f ollo wing mak e up the k ey elemen ts of a

diagnosis (APA, 2013):

¥ Diagnostic Cri teria and Descriptor s Ð Diagnostic cri teria ar e

the guidelines f or making a diagnosis. W hen the full cri teria

are met, men tal health pr ofessionals can add severi ty and

course specif iers to indic ate the pa tien tÕs curr ent pr esentation.

If the full cri teria ar e not me t, designators such as Òother

specif iedÓ or Òunspecif iedÓ can be used. If applic able, an

indic ation o f severi ty (mild, moder ate, severe, or extr eme),

descriptiv e featur es, and course (type of r emission Ð par tial or

full Ð or r ecurr ent) can be provided wi th the diagnosis. The

final diagnosis is base d on the clinic al inter view, text

descriptions, cri teria, and clinic al judgmen t.

¥ Subtypes and S pecifier s Ð Since the same disor der c an be

manif ested in dif ferent w ays in dif ferent individuals the DSM

uses subtypes and specif iers to be t ter char acteriz e an

individualÕs disorder. Subtypesdenote Òmutuall y exclusiv e and

join tl y exhaustiv e phenomenolog ical subgroupings wi thin a

diagnosisÓ (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. Enur esis is nocturnal onl y, diurnal onl y, or both.

Specifier s are not mutuall y exclusiv e or join tl y exhaustiv e and

so mor e than one spe cif ier c an be given. For instanc e, binge

eating disor der has r emission and severi ty specif iers. Major

depr essive disor der has a wide r ange of specif iers tha t can be

used to char acteriz e the severi ty, course, or symptom clusters.

Again the fundamen tal distinc tion be tween subt ypes and

specif iers is tha t ther e can be only one subt ype but multiple

specif iers.

¥ Princip le Diagnosis Ð Aprincipal diagnosis is used when mor e

than one diagnosis is g iven for an individual ( when an
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individual has comorbid disor ders). The principal diagnosis is

the r eason for the admission in an inpa tien t set ting or the

reason for a visi t r esulting in ambula tor y care medical services

in outpa tien t set tings. The principal diagnosis is gener ally the

main f ocus of tr eatmen t.

¥ Provisional D iagnosis Ð If not enoug h inf orma tion is a vailable

for a men tal health pr ofessional to mak e a defini tiv e diagnosis,

but ther e is a strong pr esumption tha t the full cri teria will be

met wi th addi tional inf orma tion or time, then the provisional

specif ier c an be used.

DSM-5 Disorder Categories

The DSM-5 includes the f ollo wing c ategories o f disor ders:

Table 1.1. DSM-5 Classif ication System o f Mental Disor ders
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Disor der Categor y Short Description

Neurodevelopmen tal
Disor ders

A group o f condi tions 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

Schizophr enia
Spectrum and Other
Psychotic Disor ders

Disor ders char acteriz ed by one or mor e of the
follo wing: delusions, hallucina tions,
disor ganized thinking and spe ech, disor ganized
motor beha vior , and negativ e symptoms

Bipolar and R elated
Disor ders

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

Depr essive Disorders

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

Anxiety Disor ders

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

Obsessive-Compulsiv e
and Related Disor ders

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

Trauma- and
Str essor- Related
Disor ders

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

Dissociativ e Disorders

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

Somatic Symptom and
Related Disor ders

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

Feeding and Eating
Disor ders

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

Elimina tion Disor ders
Characteriz ed by the inappr opria te elimina tion
of urine or f eces; usually f irst diagnose d in
childhood or adolesc ence

Sleep- Wake Disorders

Characteriz ed by sleep- wake complain ts about
the quali ty, timing, and amoun t o f sleep;
includes insomnia, sle ep terr ors, nar colepsy,
and sleep apnea
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Sexual Dysfunc tions
Characteriz ed by sexual dif f iculties and include
prematur e ejaculation, f emale or gasmic
disor der, and erectile disor der

Gender Dysphoria

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

Disruptiv e,
Impulse-Con tr ol, and
Conduc t Disor ders

Characteriz ed by pr oblems 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; I ncludes
oppositional def iant disor der, antisocial
personali ty disor der, kleptomania, e tc.

Substanc e-Related
and Addic tiv e
Disor ders

Characteriz ed by the c ontinue d use of a
substanc e despite signif icant pr oblems r elated
to i ts use

Neurocogni tiv e
Disor ders

Characteriz ed by a decline in c ogni tiv e
func tioning o ver time and the N CD has not been
present sinc e bir th or e arly in lif e

Personali ty Disor ders
Characteriz ed by a pat tern o f stable tr aits which
are inf lexible, per vasive, and leads to distr ess or
impairmen t

Paraphilic Disor ders

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

The ICD-11

In 1893, the I nterna tional S tatistic al Insti tute adopte d the

Interna tional List o f Causes of Death which w as the f irst e di tion

of the ICD . The Wor ld Health Or ganization w as entruste d wi th the

developmen t o f the ICD in 1948 and publishe d the 6th v ersion

(ICD-6 ), which w as the f irst v ersion to include men tal disor ders. The

ICD- 11 was published in June 2018 and adopte d by member sta tes of

WHO in June 2019. The WHO sta tes:

ICD is the f oundation f or the iden tif ication o f health tr ends and

statistics g loball y, and the in terna tional standar d for r epor ting
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diseases and health c ondi tions. I t is the diagnostic classif ication

standar d for all clinic al and r esearch purposes. ICD def ines the

univ erse of diseases, disorders, in juries and other r elated health

condi tions, liste d in a compr ehensive, hier archic al fashion tha t

allows for:

¥ easy storage, retrie val and analysis of health inf orma tion f or

evidenc e-based decision-making;

¥ sharing and c omparing he alth inf orma tion be tween hospi tals,

regions, set tings, and c ountries;

¥ and data comparisons in the same loc ation acr oss dif ferent

time periods.

Source:http:/ /www .who.int /classifications /icd/en /

The ICD lists man y t ypes of diseases and disorders and includes

Chapter V : Mental and Behavior al Disor ders. The list o f men tal

disor ders is br oken down as follo ws:

¥ Organic, including symptoma tic, men tal disor ders

¥ Mental and beha vior al disor ders due to psy choactiv e

substanc e use

¥ Schizophr enia, schizot ypal and delusional disor ders

¥ Mood (affectiv e) disor ders

¥ Neurotic, str ess-r elated and somato form disor ders

¥ Behavior al syndr omes associated wi th ph ysiolog ical

disturbanc es and physical factors

¥ Disor ders of adult personali ty and behavior

¥ Mental r etar dation

¥ Disor ders of psycholog ical developmen t

¥ Behavior al and emotional disor ders wi th onse t usuall y

occurring in childhood and adolesc ence

¥ Unspecif ied mental disor der
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Harmonization of DSM-5 and ICD-11

According to the DSM -5, ther e is an effor t to harmoniz e the t wo

classif ication systems so tha t ther e can be a mor e accur ate

collection o f national he alth sta tistics and design o f clinic al trials,

incr eased abili ty to r eplic ate scien tif ic f indings 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, ho wever, this had not y et oc curr ed.

References

42 | 1.4 Diagnosing and Classifying Abnormal Beha vior



Summary and Self-Test:
Defining & Classifying
Abnormal Behaviour
ALEXIS BRIDLEY & LEE W. DAFFIN JR., CARRIE CUTTLER, ROSE M.
SPIELMAN, KATHRYN DUMPER, WILLIAM JENKINS, ARLENE
LACOMBE, MARILYN LOVETT, & MARION PERLMUTTER, AND
JORDEN A. CUMMINGS

Summary

Mental illness has a signif icant social and e conomic c ost on socie ty,

both dir ectl y and indir ectl y thr ough costs lik e victimiza tion, lost

abili ty to w ork, burnout, hospi taliza tions, and me dical visi ts.

Abnormal psy cholog y is a f ield o f psycholog y tha t studies pe ople

who ar e atypic al or unusual. The in ten tion o f this stud y is to pr edic t,

explain, diagnose, iden tif y the c auses of, and tr eat men tal disor ders.

Mental disor ders ar e hard to def ine. Most def ini tions include the

Ò3 DsÓ: Dysfunction, distr ess (or impairmen t), and deviance. Meaning

that disor ders disturb an individualÕ s cogni tion, emotion r egulation

or behaviour , that this c auses distr ess for the individual, and tha t

this beha viour is a mo ve away fr om wha t our cultur e determines is

normal, t ypic al, or average.

It is impor tant to c onsider cultur e when evaluating abnormal

behaviour . Violating cultur al expectations is not, in and o f i tself, a

satisfac tor y means of iden tif ying the pr esence of a psycholog ical

disor der. Behaviour v aries fr om cultur e to cultur e, so what may be

expected and appr opria te in one cultur e may not be vie wed as such

in others.

In or der f or a men tal he alth pr ofessional to ef fectiv ely tr eat a

clien t (and kno w if the tr eatmen t is w orking), the y must f irst kno w
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what a clien tÕs presenting pr oblem is. Clinic al assessment r efers to

collecting inf orma tion about this and dr awing c onclusions thr ough

the use o f obser vation, psy cholog ical tests, neur olog ical tests, and

inter views to de termine wha t the symptoms the clien t is pr esenting

wi th. The c oncepts o f r eliabili ty, validi ty, and standar dization ar e

key to the assessmen t pr ocess.

After the assessmen t is c omple te, a pr ofessional can consider

if the person me ets cri teria f or a clinic al diagnosis. Diagnosis is

the pr ocess of using assessment data to de termine if the pa t tern

of symptoms the person pr esents wi th is c onsisten t wi th the

diagnostic cri teria f or a specif ic men tal he alth disor der, set f or th

in an establishe d classif ication system lik e the DSM-5 or ICD- 10.

Symptoms tha t cluster toge ther on a r egular basis ar e called a

syndr ome.

Classification systems f or men tal disor ders pr ovide health

professionals wi th 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 classif ication system in N or th Americ a is the Diagnostic

and Statistic al Manual o f Mental Disor ders, curr entl y in i ts 5th

edition. I t is publishe d by the Americ an Psychiatric Associa tion. The

first e di tion o f the DSM w as published in 1952 and the curr ent

edition w as published in 2013 after almost 14 y ears of r esearch! The

Wor ld Health Or ganization (WHO ) also publishes the I nterna tional

List o f Causes of Death (ICD ), an alterna tiv e classif ication system.

The DSM also states the k ey elemen ts of diagnosis, which include

diagnostic cri teria and descriptors, which ar e guidelines f or making

a diagnosis. A second k ey elemen t ar e subtypes and specif iers, used

to be t ter char acteriz e an individualÕs disor der sinc e the same

disor der c an manif est in dif ferent w ays 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 inf orma tion is a vailable to mak e a defini tiv e

diagnosis.
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An inter active or media element has been excluded

fr om this ver sion of the text. You can view it online

here:

https:/ / openpress.usask.ca/abnormalpsychology /?p=331

Link: ht tps:/ / 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 Introduction
JORDEN A. CUMMINGS

Abnormal psy cholog y is a broad and div erse topic o f stud y tha t, as

you will se e in this chapter , has fascinated humans f or c enturies.

Ther e are many dif ferent 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 ho w the y conceptualiz e

psychopatholog y. In the f irst par t o f this chapter , youÕll read about

historic al perspectiv es on abnormali ty, all the w ay fr om pr ehistoric

beliefs thr ough to the 18th and 19th c 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 tha t the y exist in.

You will then le arn about the modern ther apeutic orien tations,

beginning wi th the bir th o f abnormal psy cholog y as a discipline:

Sigmund Fr eudÕs psychoanalysis. These orien tations ar e used to

explain abnormal beha viour and tell clinicians ho w to tr eat i t. This

section also c overs humanistic and person-c entr ed appr oaches, the

behaviour al and cogni tiv e models as well as cogni tiv e-beha viour al

ther apy (which c ombine the t wo), acceptanc e and mindfulness-

based appr oaches, and some emer ging vie ws on abnormali ty. Each

of these orien tations vie ws abnormal beha viour slig htl y dif ferentl y,

althoug h many of their ide as overlap and man y orien tations ha ve

inf orme d one another . This chapter will also discuss the biolog ical

model o f men tal illness and psy chopharmac ology as a treatmen t

option.

Another modern de velopmen t, beg inning in the 1990s, w as the

rise o f evidenc e-based pr actic e in clinic al psycholog y and the

developmen t o f cri teria f or evaluating the r esearch evidenc e for

various psy chother apies, in or der to de velop the distinc tion o f

Òempiric ally suppor ted tr eatmen t.Ó In the f inal par t o f this chapter ,

you will le arn wha t evidenc e-based pr actic e and empiric ally
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suppor ted tr eatmen ts in volve, and also learn about char acteristics

for iden tif ying the opposi te: tr eatmen ts tha t harm.
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2.1 Historical Perspectives on
Mental Illness
ALEXIS BRIDLEY & LEE W. DAFFIN 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 illness during the

Middle Ages.

¥ Describe thoug hts on men tal illness during the

Renaissance.

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

and 19th centuries

As we have seen so far , what is c onsider ed abnormal beha vior

is often dic tated by the cultur e/socie ty a person liv es in, and

unf or tuna tel y, the past has not tr eated the af f lic ted very well. In this

section, w e will e xamine ho w past socie ties vie wed and dealt wi th

mental illness.
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Prehistoric and Ancient Beliefs

Prehistoric cultur es often held a superna tur al view of abnormal

behavior and sa w i t as the w ork of evil spiri ts, demons, gods, or

wi tches who took c ontr ol of the person. This f orm o f demonic

possession was believed to oc cur when the person engage d in

behavior c ontr ary to the r elig ious te achings o f the time. T reatmen t

by cave dwellers include d a technique c alled tr ephina tion , in which

a stone instrumen t kno wn as a tr ephine was used to r emove part

of the skull, cr eating an opening. The y believed tha t evil spiri ts

could escape thr ough the hole in the skull, ther eby ending the

person Õs mental af f lic tion and r eturning them to normal beha vior .

Early Greek, Hebrew, Egyptian, and Chinese cultur es used a

tr eatmen t me thod c alled exor cism in which e vil spiri ts were cast

out thr ough pr ayer, magic, f logging, 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 B.C.), said that men tal disor ders w ere akin to

physical disor ders and had na tur al causes. Specif ically, he suggested

that the y arose from br ain patholog y, or head tr auma/br ain

dysfunc tion or dise ase, and were also affected by her edity.

Hippocr ates classif ied men tal disor ders in to thr ee main c ategories

Ð 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 Ð blood

which ar ose in the he art, black bile arising in the sple en, yellow bile

or choler fr om the liv er, and phlegm fr om 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 c ausing melancholia /depr ession. Hippocr ates belie ved men tal

illnesses could be tr eated as any other disor der and f ocused on the

under lying patholog y.

Also impor tant w as Greek philosopher , Plato (429-347 B.C.), who

said tha t the men tall y ill w ere not r esponsible f or their o wn actions

and so should not be punishe d. He emphasized the r ole of social

envir onmen t and e arly learning in the de velopmen t o f men tal

disor ders and belie ved it w as the r esponsibili ty of the c ommuni ty

and their families to c are for them in a humane manner using

rational discussions. Gr eek physician, Galen (A.D. 129-199) said

mental disor ders had ei ther ph ysical or men tal c auses that include d

fear, shock, alcoholism, he ad in juries, adolesc ence, and changes in

menstrua tion.

In Rome, physician Asclepiades (124-40 BC) and philosopher

Cicero (106-43 BC) rejected Hippocr atesÕ idea of the f our humors

and inste ad stated tha t melanchol y arises fr om grief, f ear, and rage;

not e xcess black bile. Roman ph ysicians tr eated men tal disor ders

wi th massage and w arm baths, wi th the hope tha t their pa tien ts

be as comf or table as possible. The y pr actic ed the c oncept o f

Òcontr ariis contr arius Ó, meaning opposite b y opposite, and

intr oduc ed contr asting stimuli to bring about balanc e in the

physical and men tal domains. An e xample w ould be c onsuming a

cold drink while in a w arm bath.

The Middle Ages Ð 500 AD to 1500 AD

The pr ogress 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 illness w as

yet again explaine d as possession by the De vil and me thods such as

exorcism, f logging, pr ayer, the touching o f r elics, chan ting, visi ting

holy sites, and hol y water w ere used to rid the person o f the De vilÕs
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inf luenc e. In extr eme cases, the aff lic ted were conf ined, beat, and

even execute d. Scientif ic and me dical explanations, such as those

proposed by Hippocr ates, were discarded at this time.

Group h ysteria, or mass madness , was also seen in which lar ge

numbers o f people displa yed 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 lat ter w as believed to ha ve

been caused by the bi te o f the w olf spider , now called the tar antula,

and spr ead quickl y fr om I taly to German y and other par ts of Eur ope

wher e it w as called Saint V i tusÕs dance.

Perhaps the r eturn to superna tur al explanations during the

Middle Ages mak es sense given events of the time. The B lack Death

or Bubonic P lague had kille d up to a thir d, and according to other

estima tes almost half, o f the popula tion. Famine, w ar, social

oppr ession, and pestilenc e were also factors. De ath w as ever

present which le d to an epidemic o f depr ession and f ear.

Nevertheless, near the end o f the Middle Ages, m ystic al

explanations f or men tal illness began to lose fa vor and go vernmen t

off icials r egained some of their lost po wer over nonr elig ious

activi ties. Science and medicine w ere once again called upon to

explain men tal disor ders.

The Renaissance Ð 14th to 16th Centuries

The most note wor th y developmen t in the r ealm of philosoph y

during the R enaissance was the rise o f humanism , or the w or ldview

that emphasiz es human w elfar e and the uniqueness o f the

individual. This helpe d continue the de cline o f superna tur al views of

mental illness. I n the mid to la te 1500s, Johann W eyer (1515-1588), a

German ph ysician, publishe d his book, On the Deceits of the Demons,
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that r ebut ted the Chur chÕs witch-hun ting handbook, the Malleus

Maleficarum , and argued tha t man y accused of being wi tches and

subsequentl y imprisone d, tor tur ed, hung, and /or burne d at the

stake, were mentall y disturbe d and not possesse d by demons or

the De vil himself. H e believed tha t lik e the bod y, the mind w as

susceptible to illness. N ot surprising ly, the book w as met wi th

vehement pr otest and e ven banned fr om the chur ch. It should be

note d tha t these t ypes of acts occurr ed not onl y in Eur ope but

also in the Uni ted States. The most famous e xample w as the Salem

Witch T rials o f 1692 in which mor e than 200 pe ople w ere accused of

practicing wi tchcr aft and 20 w ere kille d.

The number o f asylums , or plac es of r efuge for the men tall y

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

aff lic ted wi th men tal illness to be lef t in priv ate homes. H ospitals

and monasteries w ere converted in to asylums. Thoug h the in ten t

was benign in the beg inning, as the y began to o verf low patien ts

came to be tr eated mor e like animals than pe ople. In 1547, the

Bethlem H ospital opene d in London wi th the sole purpose o f

conf ining those wi th men tal disor ders. Patien ts were chained up,

placed on public displa y, and often he ard cr ying out in pain. The

asylum be came a tourist a t tr action, wi th sig htseers paying a penn y

to vie w the mor e violen t patien ts, and soon w as called ÒBedlamÓ

by local people; a term tha t toda y means Òa state of upr oar and

confusion Ó (ht tps:/ / www.merriam-w ebster .com/dic tionar y/

bedlam).

Reform Movement Ð 18th to 19th Centuries

The rise o f the mor al tr eatmen t mo vement occurr ed in Eur ope in

the la te 18th centur y and then in the Uni ted States in the e arly

19th centur y. Its earliest pr oponen t w as Phillipe Pinel (1745-1826)

who w as assigned as the superin tenden t o f la Bicetr e, a hospital f or
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mentall y ill men in P aris. He emphasized the impor tanc e of affording

the men tall y ill r espect, mor al guidanc e, and humane tr eatmen t, all

while c onsidering their individual, social, and oc cupational ne eds.

Arguing tha t the men tall y ill w ere sick people, Pinel or dered tha t

chains be r emoved, outside e xercise be allowed, sunny and w ell-

ventila ted rooms r eplace dungeons, and patien ts be extende d

kindness and suppor t. This appr oach led to c onsider able

impr ovement f or man y of the pa tien ts, so much so, tha t several

were released.

Following PinelÕs lead in Eng land, William T uke (1732-1822), a

Quaker te a merchant, establishe d a pleasant rur al estate called the

York Retr eat. The Quak ers belie ved tha t all pe ople should be

accepted for who the y were and tr eated kindl y. At the r etr eat,

patien ts could w ork, 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 Coun ty Asylums Act o f 1845 which r equir ed tha t every county in

England and W ales provide asylum to the men tall y ill. This w as even

extende d to Eng lish c olonies such as Canada, India, Austr alia, and

the W est Indies as word of the maltr eatmen t o f patien ts at a facili ty

in Kingston, J amaica spread, leading to an a udi t o f colonial facili ties

and their policies.

Reform in the Uni ted States star ted wi th the f igur e largely

consider ed to be the fa ther o f Americ an psychiatr y, Benjamin Rush

(1745-1813). Rush advocated for the humane tr eatmen t o f the

mentall y ill, sho wing them r espect, and even giving them small g if ts

fr om time to time. Despite this, his pr actic e include d tr eatmen ts

such as bloodle t ting and pur gativ es, the in vention o f the

Òtranquilizing chair ,Ó and a reliance on astr ology, 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 eatmen t mo vement in both Eur ope

and the Uni ted States, asylums became habitable plac es wher e

those af f lic ted wi th men tal illness c ould r ecover. However, it is

often said tha t the mor al tr eatmen t mo vement w as a victim o f i ts

own suc cess. The number o f men tal hospi tals gr eatl y incr eased

leading to staf f ing shor tages and a lack o f funds to suppor t them.
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Thoug h tr eating pa tien ts humanel y was a noble endeavor, it did not

work for some and other tr eatmen ts were needed, thoug h the y had

not be en developed yet. I t w as also recogniz ed tha t the appr oach

worked best when the facili ty had 200 or f ewer patien ts. However,

waves of immigr ants arriving in the U .S. after the Civil W ar were

overwhelming the facili ties, wi th pa tien t counts soaring to 1,000

or mor e. Prejudic e against the ne w arriv als led to discrimina tor y

practic es in which immigr ants were not af forded mor al tr eatmen ts

provided to na tiv e citiz ens, even when the r esources were available

to tr eat them.

Another le ader in the mor al tr eatmen t mo vement w as Dorothe a

Dix (1802-1887), a New Englander who obser ved the deplor able

condi tions suf fered by the men tall y ill while te aching Sunday school

to f emale prisoners. She instiga ted the men tal h ygiene mo vement ,

which f ocused on the ph ysical well-being o f patien ts. Over the span

of 40 years, fr om 1841 to 1881, she motivated people and sta te

legislators to do some thing about this in justic e and raised millions

of dollars to build o ver 30 mor e appropria te men tal hospi tals and

impr ove others. H er ef for ts even extende d beyond the U .S. to

Canada and Scotland.

Finally, in 1908 Clif ford Beers (1876-1943) publishe d his book, A

Mind that F ound Itself, in which he describe d his personal strugg le

wi th bipolar disor der and the Òcruel and inhumane tr eatmen t people

wi th men tal illnesses r eceived. He wi tnessed and experienc ed

horrif ic abuse at the hands o f his c aretakers. At one poin t during

his insti tutionaliza tion, he w as placed in a str aightj acket f or 21

consecutiv e nights.Ó (ht tp:/ / www.mentalhe althameric a.net/our -

histor y). His stor y aroused sympath y in the public and le d him to

found the N ational Commi t tee for M ental H ygiene, kno wn toda y

as Mental H ealth 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 f ilia tes in 41 states and emplo ys 6,500 af f ilia te staf f

and over 10,000 v olun teers.

For mor e inf orma tion on MHA, ple ase visit:

ht tp:/ / www.mentalhe althameric a.net/

2.1 Historic al Perspectiv es on Mental Illness | 57



2.2 Therapeutic Orientations
HANNAH BOETTCHER, STEFAN G. HOFMANN, Q. JADE WU, ALEXIS
BRIDLEY & LEE W. DAFFIN JR., CARRIE CUTTLER, AND JORDEN A.
CUMMINGS

Section Learning O bjectives

¥ Describe the similari ties and dif ferences between

theoretic al orien tations and ther apeutic orien tations

¥ Explain ho w the f ollo wing orien tations vie w

abnormali ty and suggest w e tr eat i t: Psychod ynamic /

psychoanalytic, person-c enter ed, behaviour al,

cogni tiv e, cogni tiv e behaviour al, acceptanc e-based,

and mindfulness-base d

¥ Discuss emer ging tr eatmen t str ateg ies

What are Theoretical Orientations?

Althoug h all psycholog ists shar e a common goal o f seeking to

understand human beha viour , psycholog y is a diverse discipline,

in which man y dif ferent w ays of viewing human beha viour ha ve

developed. Those views are impac ted by the cultur al and historic al

context the y exist wi thin, as w e have previousl y discussed in earlier

sections o f this book.

58 | 2.2 Therapeutic Orien tations



The purpose o f a the oretic al orien tation is to pr esent a fr amework

thr ough which to understand, or ganize, and pr edic t human

behaviour . Theoretic al orien tations e xplain, fr om tha t orien tation Õs

perspectiv e, why humans ac t the w ay the y do. Applie d to men tal

health, the y are often r eferr ed to as therapeutic orien tations and

serve to also pr ovide a fr amework for ho w to tr eat psychopatholog 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 se e human beha viour slig htl y dif ferentl y, and thus ha ve a

dif ferent explanation f or wh y people act the w ay the y do. When

applied to tr eatmen t, this me ans that each orien tation mig ht

recommend dif ferent t ypes of in ter ventions f or the same disor der.

Practicing men tal he alth w orkers, lik e clinic al psycholog ists,

generally adopt a the oretic al orien tation tha t the y feel best explains

human beha viour and thus helps them tr eat their clien ts and

patien ts. For example, as you will se e below, a psychod ynamic

ther apist will ha ve a very dif ferent explanation f or a clien tÕs

presenting pr oblem than a beha viour ther apist w ould, and as such

each would choose dif ferent te chniques to tr eat tha t pr esenting

problem. I n this se ction w eÕll discuss some of the major the oretic al/

ther apeutic orien tations, ho w the y view human beha viour and

tr eatmen t, and wha t te chniques the y mig ht use.

Psychoanalysis and Psychodynamic Therapy

The earliest or ganized ther apy for men tal disor ders w as

psychoanalysis. Made famous in the e arly 20th c entur y by one of

the best-kno wn clinicians o f all time, S igmund Fr eud, this appr oach

sees mental he alth pr oblems as roote d in unc onscious c onf lic ts

and desir es. In or der to r esolve the men tal illness, then, these

unconscious strugg les must be iden tif ied and addr essed.

Psychoanalysis often does this thr ough exploring one Õs early

childhood e xperienc es that may have continuing r epercussions on
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oneÕs mental he alth in the pr esent and la ter in lif e. Psychoanalysis is

an intensiv e, long-term appr oach in which pa tien ts and ther apists

may meet multiple times per w eek, often f or man y years.

Freud suggested mor e generally tha t psychiatric pr oblems ar e the

result o f tension be tween dif ferent par ts of the mind: the id, the

superego, and the ego. I n FreudÕs structur al model, the id r epresents

pleasure-driv en unc onscious 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 mor als and societal judgmen t ar e internaliz ed

(e.g., the par t o f you tha t automa tic ally knows how socie ty expects

you to beha ve). The egoÑalso partl y consciousÑme diates between

the id and super ego. Freud belie ved tha t bring ing unc onscious

strugg les like these (wher e the id demands one thing and the

superego another ) into c onscious awareness would r elieve the

str ess of the c onf lic t (Freud, 1920/1955)Ñ which be came the goal

of psychoanal ytic ther apy.

Althoug h psychoanalysis is still pr actic ed toda y, it has lar gely been

replaced by the mor e broadly def ined psychodynamic ther apy. This

lat ter appr oach has the same basic tene ts as psychoanalysis, but is

brief er, makes more of an ef for t to put clien ts in their social and

interpersonal c ontext, and f ocuses mor e on r elieving psycholog ical

distr ess than on chang ing the person.
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Building on the wor k of Josef Breuer
and other s, Sigmund Freud developed
psychotherapeutic theories and
techniques that became widely known
as psychoanalysis or psychoanalytic
therapy. [Image: CC0 Public Domain,
https:/ / goo.gl/m25gce ]

Techniques in Psychoanalysis

Psychoanalysts and

psychod ynamic ther apists

emplo y several techniques to

explor e patien tsÕ unconscious

mind. One c ommon te chnique

is called fr ee association . Here,

the pa tien t shar es any and all

thoug hts tha t come to mind,

wi thout a t tempting to or ganize

or c ensor them in an y way. For

example, if y ou took a pen and

paper and just wr ote do wn

whatever came into y our he ad,

let ting one thoug ht le ad to the

next wi thout allo wing

conscious cri ticism to shape

what you were wri ting, y ou

would be doing fr ee association. The anal yst then uses his or her

exper tise to disc ern pa t terns or under lying me aning in the pa tien tÕs

thoug hts.

Sometimes, fr ee association e xercises are applied specif ically to

childhood r ecollections. Tha t is, psychoanalysts belie ve a personÕs

childhood r elationships wi th c aregivers often de termine the w ay

that person r elates to others, and pr edic ts later psy chiatric

dif f iculties. Thus, e xploring these childhood memories, thr ough fr ee

association or other wise, can pr ovide ther apists wi th insig hts in to a

patien tÕs psycholog ical makeup.

Because we donÕt always have the abili ty to c onsciousl y recall

these deep memories, psy choanalysts also discuss their pa tien tsÕ

dreams. In Freudian the or y, dreams contain not onl y manif est (or

li ter al) conten t, but also latent (or symbolic ) conten t (Freud, 1900;

1955). For example, someone may have a dream tha t his /her te eth
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are falling outÑthe manif est or ac tual c onten t o f the dr eam.

However, dreaming tha t one Õs teeth ar e falling out c ould be a

ref lection o f the person Õs unconscious c oncern about losing his or

her ph ysical at tr activ enessÑthe laten t or me taphoric al conten t o f

the dr eam. It is the ther apistÕs job to help disc over the la ten t conten t

under lying one Õs manifest conten t thr ough dr eam analysis.

In psychoanalytic and psy chod ynamic ther apy, the ther apist pla ys

a receptiv e roleÑin terpr eting the pa tien tÕs thoug hts and behavior

based on clinic al experienc e and psychoanalytic the or y. For

example, if during ther apy a patien t beg ins to e xpr ess unjustif ied

anger to ward the ther apist, the ther apist ma y recogniz e this as an

act o f tr ansference.That is, the pa tien t may be displacing f eelings

for pe ople 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 a ware

of his or her o wn thoug hts and emotions, f or, in a related pr ocess,

called countertr ansference, the ther apist ma y displac e his/her o wn

emotions on to the pa tien t.

The key to psy choanalytic the or y is to ha ve patien ts unc over

the burie d, conf lic ting c onten t o f their mind, and ther apists use

various tac ticsÑsuch as seating pa tien ts to fac e away fr om themÑto

promote a fr eer self -disclosur e. And, as a therapist spends mor e

time wi th a patien t, the ther apist c an come to vie w his or her

relationship wi th the pa tien t as another r ef lection o f the pa tien tÕs

mind.

Advantages and Disadvantages of Psychoanalytic
Therapy

Psychoanalysis was once the onl y t ype of psychother apy available,

but pr esentl y the number o f ther apists pr acticing this appr oach

is decreasing around the w or ld. Psychoanalysis is not appr opria te

for some t ypes of patien ts, including those wi th severe

psychopatholog y or in telle ctual disabili ty. Further , psychoanalysis is
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often expensive because tr eatmen t usuall y lasts many years. Still,

some patien ts and ther apists f ind the pr olonged and detaile d

analysis very rewarding.

Perhaps the gr eatest disad vantage of psychoanalysis and r elated

approaches is the lack o f empiric al suppor t f or their ef fectiv eness.

The limi ted research tha t has been conduc ted on these tr eatmen ts

suggests tha t the y do not r eliably lead to be t ter men tal he alth

outc omes (e.g., Driessen et al., 2010). And, althoug h ther e are some

reviews tha t seem to indic ate tha t long-term psy chod ynamic

ther apies mig ht be benef icial (e.g., Leichsenring & Rabung, 2008 ),

other r esearchers have questione d the v alidi ty of these r eviews.

Nevertheless, psychoanalytic the or y was histor yÕs first a t tempt a t

formal tr eatmen t o f men tal illness, se t ting the stage f or the mor e

modern appr oaches used toda y.

Humanistic and Person-Centered Therapy

One of the ne xt de velopmen ts in ther apy for men tal illness, which

arriv ed in the mid- 20th c entur y, is called humanistic or per son-

center ed ther apy (PCT). Here, the belief is tha t men tal he alth

problems r esult fr om an inc onsistenc y between patien tsÕ behavior

and their true personal iden ti ty. Thus, the goal o f PCT is to cr eate

condi tions under which pa tien ts can discover their self -w or th, f eel

comf or table exploring their o wn iden ti ty, and alter their beha vior to

bet ter r ef lect this iden ti ty.
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The quality of the r elationship between
therapist and patient is of gr eat
importance in per son-center ed
therapy. [Image: CC0 Public Domain,
https:/ / goo.gl/m25gce ]

PCT was developed by a

psycholog ist name d Carl

Rogers, during a time o f

signif icant gr owth in the

movements of humanistic

theor y and human poten tial.

These perspectiv es were based

on the ide a that humans ha ve

an inher ent driv e to r ealize and

expr ess their o wn c apabili ties

and cr eativi ty. Rogers, in

par ticular , believed tha t all

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 vir onmen t wher e adaptiv e change is most

likely to oc cur (Rogers, 1951). Rogers suggested tha t the ther apist

and patien t must engage in a genuine, egali tarian r elationship in

which the ther apist is non judgmen tal and empa the tic. I n PCT, the

patien t should e xperienc e both a vulner abili ty to anxie ty, which

motiv ates the desir e to change, and an appr eciation f or the

ther apistÕs suppor t.

Techniques in Person-Centered Therapy

Humanistic and person-c enter ed ther apy, like psychoanalysis,

involves a largely unstruc tur ed conversation be tween the ther apist

and the pa tien t. Unlik e psychoanalysis, thoug h, a ther apist using

PCT takes a passive role, guiding the pa tien t to ward his or her o wn

self-disc overy. RogersÕs orig inal name f or PCT w as non-dir ective

therapy, and this notion is r ef lected in the f lexibili ty found in PCT .

Ther apists do not tr y to change pa tien tsÕ thoughts or beha viors

dir ectl y. Rather , their r ole is to pr ovide the ther apeutic r elationship

as a platf orm f or 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 Õt provide any

judgmen t or in terpr etation o f wha t the pa tien t says. Instead, the

ther apist is pr esent to pr ovide a safe and encour aging envir onmen t

for the person to e xplor e these issues for him- or herself.

An impor tant aspect o f the PCT r elationship is the

ther apistÕs uncondi tional posi ti ve regard for the pa tien tÕs feelings

and behaviors. Tha t is, the ther apist is ne ver to c ondemn or cri ticiz e

the pa tien t f or wha t s/he has done or thoug ht; the ther apist is

only to e xpr ess warmth and empa th y. This cr eates an envir onmen t

fr ee of appr oval or disappr oval, wher e patien ts come to appr eciate

their v alue and to beha ve in w ays that ar e congruen t wi th their o wn

iden ti ty.

Advantages and Disadvantages of
Person-Centered Therapy

One key advantage of person-c enter ed ther apy is tha t i t is hig hly

acceptable to pa tien ts. In other w ords, people tend to f ind the

suppor tiv e, f lexible en vir onmen t o f this appr oach very rewarding.

Furthermor e, some of the themes o f PCT tr anslate w ell to other

ther apeutic appr oaches. For example, most ther apists o f any

orien tation f ind tha t clien ts r espond w ell to being tr eated wi th

non judgmen tal empa th y. The main disad vantage to PCT, however,

is tha t f indings about i ts ef fectiv eness are mixed. One possibili ty

for this c ould be tha t the tr eatmen t is primaril y based on unspecific

tr eatment f actor s. That is, r ather than using ther apeutic te chniques

that ar e specif ic to the pa tien t and the men tal pr oblem (i.e., specific

tr eatment f actor s), the ther apy focuses on te chniques tha t can be

applied to an yone (e.g., establishing a good r elationship wi th the

patien t) (Cuijpers e t al., 2012; Friedli, King, Llo yd, & Horder, 1997).

Similar to ho w Òone-siz e-f its-allÓ doesnÕt really f it every person, PCT

uses the same pr actic es for everyone, which ma y work for some

people but not others. Fur ther r esearch is necessary to e valuate i ts
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utili ty as a ther apeutic appr oach. It is impor tant to note, ho wever,

that man y pr acti tioners inc orpor ate Rogerian c oncepts, lik e

uncondi tional posi tiv e regard, in to their w ork even if the y primaril y

practic e from a dif ferent the oretic al orien tation.

The Behavioural Model

The Behaviourists belie ved tha t ho w w e act is le arned Ð we continue

to ac t in the w ays that w e are reinf orced and w e avoid acting in

ways that r esult in us being punishe d. Likewise, the y believed tha t

abnormal beha viour r esulted fr om learning and c ould be tr eated

by learning via ne w r einf orcements and punishmen ts. Early

behaviourists iden tif ied a number o f ways of learning: First,

condi tioning , a type of associativ e learning, oc curs which t wo

events are link ed and has t wo forms Ð classical condi tioning, or

linking toge ther t wo t ypes of stimuli, and oper ant condi tioning,

or linking toge ther a r esponse wi th i ts consequence. Second,

obser vational learning occurs when w e learn by observing the

wor ld around us.

We should also note the e xistenc e of non-associa tiv e learning or

when ther e is no linking o f inf orma tion or obser ving the ac tions o f

others ar ound y ou. Types include habi tua tion , or when w e simpl y

stop responding to r epeti tiv e and harmless stimuli in our

envir onmen t such as a fan running in y our laptop as y ou work on a

paper, and sensi tiza tion , or when our r eactions ar e incr easeddue to

a strong stimulus, such as an individual who e xperienc ed a mugg ing

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 cholog y was conduc ted by

Watson and Rayner (1920). Essentiall y, they wanted to e xplor e the

possibili ty of condi tioning emotional r esponses. The researchers

ran a 9-mon th-old child, kno wn as Li t tle Al ber t, thr ough a series of

trials in which he w as exposed to a whi te r at. At f irst, he sho wed
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no r esponse except curiosi ty. Then the r esearchers began to mak e

a loud sound (U CS) whenever the r at w as presented. Lit tle Al ber t

exhibi ted the normal f ear r esponse to this sound. Af ter several

condi tioning trials lik e these, Alber t r esponded wi th f ear to the

mer e presence of the whi te r at.

As fears can be learned, so too the y can be unle arned. Consider ed

the f ollo w-up to W atson and Rayner (1920), Jones (1924) wanted

to see if a child ( named Peter ) who le arned to be afr aid of whi te

rabbits could be c ondi tione d to be come unafr aid of them. S impl y,

she placed Peter in one end o f a room and then br ought in the

rabbit. The r abbit w as far enoug h away so as to not c ause distr ess.

Then, Jones gave Peter some ple asant f ood (i.e., something sw eet

such as cookies; r emember the r esponse to the f ood is unle arned).

She continue d this pr ocedur e wi th the r abbit being br ought in a

bit closer e ach time un til e ventuall y, Peter did not r espond wi th

distr ess to the r abbit. This pr ocess is called coun ter condi tioning or

extinction , or the r eversal of pr evious learning.

Operant condi tioning, is mor e dir ectl y relevant to ther apeutic

work. Oper ant condi tioning is a type of associate learning which

focuses on consequences that f ollo w a response or beha vior tha t

we make (anything w e do, say, or think/f eel) and whe ther i t mak es

a behavior mor e or less lik ely to oc cur . Skinner talk ed about

conting encies or when one thing oc curs due to another . Think o f i t

as an If-Then sta temen t. I f I do X then Y will happen. For oper ant

condi tioning, this me ans that if I mak e a behavior , then a specif ic

consequence will f ollo w. The events (response and consequence)

are link ed in time.

What f orm do these c onsequences take? There are two main w ays

they can present themsel ves.

� Reinf or cemen t Ð Due to the c onsequence, a behavior /

response is mor e likely to oc cur in the futur e. It is

str engthene d.

� Punishmen t Ð Due to the c onsequence, a behavior /

response is less likely to oc cur in the futur e. It is
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weakened.

Reinf orcement and punishmen t can occur as t wo t ypes Ð positiv e

and negativ e. These words have no affectiv e connota tion to them

meaning the y do not impl y good or bad. Positive means that you are

giving some thing Ð good or bad. Negative means that some thing is

being tak en away Ð good or bad. Check out the f igur e below for ho w

these contingencies are arr anged.

Figur e 2.1. Contingencies in Operant Conditioning

LetÕs go thr ough each:

¥ Positi ve Punishmen t (PP) Ð 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 g iven to

your fac e. Ouch!!!

¥ Positi ve Reinf or cemen t (PR) Ð 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 stud y hard and earn an A on your exam, you will be mor e

likely to stud y hard in the futur e. Similar ly, your par ents may

give you mone y for your stellar perf ormanc e. Cha Ching!!!

¥ Negati ve Reinf or cemen t (NR) Ð This is a tough one for

studen ts to c ompr ehend because the terms don Õt seem to go
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together and ar e counterin tui tiv e. But i t is r eally simple and

you experienc e NR all the time. This is when y ou are mor e

likely to engage in a beha vior tha t has r esulted 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. I 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 aril y

decreases feelings o f anxie ty. The behavior o f smoking

marijuana is being r einf orced because it r educes a negativ e

state.

¥ Negati ve Punishmen t (NP) Ð 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

poin ts fr om your f inal gr ade (the poin ts are something good

and the loss is nega tiv e), you will hopefull y be on time in all

subsequent classes. Another e xample is taking a way a childÕs

allowance when he misbeha ves.

Techniques in Behaviour Therapy

Within the c ontext o f abnormal beha vior or psy chopatholog y, the

behavior al perspectiv e is useful be cause it suggests tha t

maladaptiv e behavior oc curs when le arning goes awr y. As you will

see thr oughout this book, a lar ge number o f tr eatmen t te chniques

have been developed fr om the beha viour al model and pr oven to

be effectiv e over the y ears. For example, desensi tiza tion (W olpe,

1997) teaches clien ts to r espond calmly to f ear-pr oducing stimuli.

It beg ins wi th the individual le arning a r elaxation te chnique such

as diaphr agmatic br eathing. N ext, a fear hier archy, or list o f feared

objects and si tuations, is c onstruc ted in which the individual mo ves

fr om least to most f eared. Finally, the individual ei ther imag ines

(systematic ) or experienc es in r eal lif e (in-viv o) each object or
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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 ventuall y

be able to fac e each wi thout f ear. Outside o f phobias,

desensitiza tion has be en shown to be ef fectiv e in the tr eatmen t o f

Obsessive Compulsiv e Disor der symptoms (H akimian and D ÕSouza,

2016) and limi tedly wi th the tr eatmen t o f depr ession tha t is c o-

morbid wi th OCD (Masoumeh and L ancy, 2016).

Cri tics o f the beha vior al perspectiv e poin t out tha t i t

oversimplif ies behavior and o ften ignor es inner de terminan ts of

behavior . Behaviorism has also be en accused of being me chanistic

and seeing people as machines. W atson and Skinner def ined

behavior as wha t w e do or say, but la ter , behaviorists adde d what w e

think or f eel. In terms o f the la t ter , cogni tiv e behavior modif ication

procedur es arose after the 1960s along wi th the rise o f cogni tiv e

psycholog y. This led to a c ogni tiv e-beha vior al perspectiv e which

combines c oncepts fr om the beha vior al and cogni tiv e models. Af ter

reviewing the basics o f the c ogni tiv e model, w eÕll discuss the

cogni tiv e-beha viour al model in mor e detail.

The Cognitive Model

Behaviorism said psy cholog y was to be the stud y of obser vable

behavior , and any reference to c ogni tiv e processes was dismissed

as this w as not overt, but c overt according to W atson and la ter

Skinner . Of course, r emoving cogni tion fr om the stud y of

psycholog y ignor ed an impor tant par t o f wha t mak es us human and

separates us fr om the r est of the animal king dom. For tuna tel y, the

work of George Miller , Alber t Ellis, A aron Beck, and Ulrich N eisser

demonstr ated the impor tanc e of cogni tiv e abili ties in

understanding thoug hts, behaviors, and emotions, and in the c ase of

psychopatholog y, they helped to sho w tha t people can create their
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own pr oblems by how the y come to in terpr et events experienc ed

in the w or ld ar ound them. H ow so? According to the c ogni tiv e

model, irr ational or d ysfunc tional thoug ht pat terns c an be the basis

of psychopatholog y. Throughout this book, w e will discuss se veral

tr eatmen t str ateg ies that ar e used to change un wanted, maladaptiv e

cogni tions, whe ther the y are present as an excess such as wi th

paranoia, suicidal ide ation, or f eelings o f wor thlessness; or as a

deficit such as wi th self -c onf idenc e and self-ef f icacy. More

specif ically, cogni tiv e distor tions /maladaptiv e cogni tions c an take

the f ollo wing f orms:

¥ Overgeneralizing Ð You see a larger pat tern o f negativ es based

on one event.

¥ What if ? Ð Asking yourself wha t if some thing happens wi thout

being satisf ied by any of the answ ers.

¥ Blaming Ð 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 Ð Blaming y ourself f or negativ e events r ather

than seeing the r ole tha t others pla y.

¥ Inabili ty to disc onf irm Ð Ignoring an y evidenc e that may

contr adict your maladaptiv e cogni tion.

¥ Regret orien tation Ð Focusing on wha t you could have done

bet ter in the past r ather than on making an impr ovement no w.

¥ Dichotomous thinking Ð Vie wing pe ople or e vents in all-or -

nothing terms.

For mor e on cogni tiv e distor tions, che ck out this

website: ht tp:/ / www.goodther apy.org/blog/20-c ogni tiv e-

distor tions-and-ho w-the y-af fect-y our -lif e-040 7154
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Cognitive Behavioral Therapy

Althoug h the beha viour al and cogni tiv e models have separate

orig ins, cogni ti ve-beha vior al ther apy (CBT), which c ombines

elements of both, has gaine d mor e widespr ead suppor t and

practic e. CBT refers to a famil y of ther apeutic appr oaches whose

goal is to alle viate psycholog ical symptoms b y chang ing their

under lying c ogni tions and beha viors. The pr emise of CBT is tha t

thoug hts, behaviors, and emotions in ter act and c ontribute to

various men tal disor ders. For example, le tÕs consider ho w a CBT

ther apist w ould vie w a patien t who c ompulsiv ely washes her hands

for hours e very day. First, the ther apist w ould iden tif y the pa tien tÕs

maladaptiv e thoug ht: ÒIf I don Õt wash my hands lik e this, I will ge t a

disease and die.Ó The therapist then iden tif ies how this maladaptiv e

thought leads to a maladaptiv e emotion : the f eeling o f anxie ty when

her hands ar enÕt being washed. And f inall y, this maladaptiv e emotion

leads to the maladaptiv e behavior: the pa tien t w ashing her hands f or

hours e very day.

CBT is a pr esent-f ocused ther apy (i.e., focused on the ÒnowÓ

rather than c auses from the past, such as childhood r elationships )

that uses behavior al goals to impr ove oneÕs mental illness. Of ten,

these behavior al goals involve between-session home work

assignments. For example, the ther apist ma y give the hand-w ashing

patien t a worksheet to tak e home; on this w orksheet, the w oman

is to wri te do wn every time she f eels the ur ge to w ash her hands,

how she deals wi th the ur ge, and what behavior she r eplaces that

urge wi th. W hen the pa tien t has her ne xt ther apy session, she and

the ther apist r eview her ÒhomeworkÓ together . CBT is a relativ ely

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 eatmen t o f the spe cif ic men tal

disor der. And, as the empiric al data shows, CBT has proven to be

highly eff icacious for vir tuall y all psychiatric illnesses (H ofmann,

Asnaani, Vonk, Sawyer, & Fang, 2012).
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Figur e 2.2. Pattern of thoughts, f eelings, and behaviors addressed through
cognitive-behavior al ther apy.

History of Cognitive Behavioral Therapy

CBT developed fr om clinic al work conduc ted in the mid- 20th

centur y by Dr. Aaron T. Beck, a psychiatrist, and Al ber t Ellis, a

psycholog ist. Beck used the term automa tic thoug hts to r efer to

the thoug hts depr essed patien ts r epor t experiencing

spontaneously. He observed tha t these thoug hts arise fr om thr ee

belief systems, or schemas: beliefs about the self, beliefs about the

wor ld, and beliefs about the futur e. In tr eatmen t, ther apy ini tiall y

focuses on iden tif ying automa tic thoug hts (e.g., ÒIf I don Õt wash

my hands constan tl y, IÕll get a diseaseÓ), testing their validi ty, and

replacing maladaptiv e thoug hts wi th mor e adaptiv e thoug hts (e.g.,

ÒWashing my hands thr ee times a day is suf f icien t to pr event a
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diseaseÓ). In later stages o f tr eatmen t, the pa tien tÕs maladaptiv e

schemas are examine d and modif ied. Ellis (1957) took a compar able

approach, in wha t he c alled rational-emotiv e-beha vior al ther apy

(REBT), which also enc our ages patien ts to e valuate their o wn

thoug hts about si tuations.

Techniques in CBT

Beck and Ellis str ove to help pa tien ts iden tif y maladaptiv e

appraisals, or the un true judgmen ts and evaluations o f certain

thoug hts. For example, if i tÕs your f irst time me eting ne w people,

you may have the automa tic thoug ht, ÒThese people w onÕt like me

because I have nothing in ter esting to shar e.Ó That thoug ht i tself is

not wha tÕs tr oublesome; the appr aisal (or evaluation ) that i t mig ht

have meri t is wha tÕs tr oublesome. The goal o f CBT is to help pe ople

make adaptiv e, instead of maladaptiv e, appraisals (e.g., ÒI do know

inter esting things!Ó). This technique o f r eappr aisal , or cogni ti ve

r estructuring , is a fundamen tal aspect o f CBT. With c ogni tiv e

restruc turing, i t is the ther apistÕs job to help poin t out when a

person has an inac cur ate or maladaptiv e thoug ht, so tha t the

patien t can either elimina te i t or modif y it to be mor e adaptiv e.

In addi tion to thoughts, thoug h, another impor tant tr eatmen t

tar get o f CBT is maladaptiv e behavior. Every time a person engages

in maladaptiv e behavior (e.g., never speaking to some one in ne w

situations ), he or she r einf orces the validi ty of the maladaptiv e

thoug ht, thus main taining or perpe tuating the psy cholog ical illness.

In tr eatmen t, the ther apist and pa tien t w ork toge ther to de velop

health y behavior al habits (often tr acked wi th w orksheet-lik e

homework), so that the pa tien t can break this c ycle of maladaptiv e

thoug hts and behaviors.

For many mental he alth pr oblems, especiall y anxiety disor ders,

CBT inc orpor ates wha t is kno wn as exposur e ther apy. During

exposur e ther apy, a patien t confr onts a pr oblematic si tuation and
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full y 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 diatel y screams and panics. I n exposur e ther apy, the

man would be f orced to c onfr ont and in ter act wi th spiders, r ather

than simpl y avoiding them as he usuall y does. The goal is to r educe

the f ear associated wi th the si tuation thr ough extinction learning, a

neur obiolog ical and cogni tiv e process by which the pa tien t

ÒunlearnsÓ the irrational f ear. For example, exposur e ther apy for

someone terrif ied of spiders mig ht beg in wi th him looking a t a

cartoon o f a spider , follo wed by him looking a t pic tur es of r eal

spiders, and la ter , him handling a plastic spider . After w eeks of

this incr emental exposur e, the patien t may even be able to hold

a live spider . After r epeated exposur e (star ting small and building

oneÕs way up), the patien t experienc es less physiolog ical fear and

maladaptiv e thoug hts about spiders, br eaking his tendenc y for

anxiety and subsequent avoidanc e.

Advantages and Disadvantages of CBT

CBT in ter ventions tend to be r elativ ely brief, making them c ost-

effectiv e for the a verage consumer . In addi tion, CB T is an in tui tiv e

tr eatmen t tha t mak es logical sense to patien ts. It can also be

adapted to sui t the ne eds of many dif ferent popula tions. One

disadvantage, however, is that CBT does in volve signif icant ef for t

on the pa tien tÕs part, because the patien t is an ac tiv e participan t

in tr eatmen t. Ther apists o ften assign ÒhomeworkÓ (e.g., worksheets

for r ecording one Õs thoug hts and behaviors ) between sessions to

main tain the c ogni tiv e and behavior al habits the pa tien t is w orking

on. The gr eatest str ength o f CBT is the abundanc e of empiric al

suppor t f or i ts ef fectiv eness. Studies ha ve consisten tl y found CBT

to be equally or mor e effectiv e than other f orms o f tr eatmen t,

including me dication and other ther apies (Butler , Chapman,
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Forman, & Beck, 2006; Hofmann e t al., 2012). For this r eason, CBT is

consider ed a first-line tr eatmen t f or man y mental disor ders.

Focus: Topic: Pioneers of CBT

The centr al notion o f CBT is the ide a that a person Õs

behavior al and emotional r esponses are causally inf luenc ed

by oneÕs thinking. The stoic Gr eek philosopher Epic tetus is

quote d as saying, Òmen are not mo ved by things, but b y the

view the y take of them.Ó Meaning, i t is not the e vent per se,

but r ather one Õs assumptions (including in terpr etations and

perceptions ) of the e vent tha t ar e responsible f or one Õs

emotional r esponse to i t. Beck calls these assumptions

about events and si tuations a utoma tic thoug hts (Beck,

1979), whereas Ellis (1962) refers to these assumptions as

self-sta temen ts. The cogni tiv e model assumes tha t these

cogni tiv e processes cause the emotional and beha vior al

responses to events or stimuli. This c ausal chain is

illustr ated in EllisÕs ABC model, in which A stands f or the

antecedent event, B stands f or 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 validi ty of the under lying

beliefs thr ough behavior al experimen ts and r easoning,

much lik e a detectiv e or scien tist.

Acceptance and Mindfulness-Based
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Approaches

Unlik e the pr eceding ther apies, which w ere developed in the 20th

centur y, this ne xt one w as born out o f age-old B uddhist and y oga

practic es. M indfulness , or a pr ocess that tries to cultiv ate a

non judgmen tal, yet at ten tiv e, mental sta te, is a ther apy tha t f ocuses

on oneÕs awareness of bodil y sensations, thoug hts, and the outside

envir onmen t. W hereas other ther apies work to modif y or elimina te

these sensations and thoug hts, mindfulness f ocuses on

non judgmen tall y accepting them (Kaba t-Z inn, 2003; Baer, 2003).

For example, wher eas CBT may activ ely confr ont and w ork to

change a maladaptiv e thoug ht, mindfulness ther apy works to

acknowledge and accept the thoug ht, understanding tha t the

thoug ht is spon taneous and not wha t the person trul y believes.

Ther e are two impor tant componen ts of mindfulness: (1) self -

regulation o f at ten tion, and (2) orien tation to ward the pr esent

momen t (Bishop et al., 2004 ). Mindfulness is thoug ht to impr ove

mental he alth be cause it dr aws at ten tion a way fr om past and futur e

str essors, encour ages acceptanc e of tr oubling thoug hts and

feelings, and pr omotes ph ysical relaxation.

Techniques in Mindfulness-Based Therapy

Psycholog ists have adapted the pr actic e of mindfulness as a f orm o f

psychother apy, generally called mindfulness-based ther apy (MBT).

Several types of MBT have become popular in r ecent years,

including mindfulness-based str ess reduction (MBSR) (e.g., Kabat-

Zinn, 1982) and mindfulness-based cognitive ther apy (MBCT)

(e.g., Segal, Williams, & Teasdale, 2002).
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One of the most important advantages
of mindfulness based therapy is its
level of accessibility to patients.
[Image: Wayne MacPhail,
https:/ / goo.gl/aSZanf , CC BY-NC SA
2.0, https:/ / goo.gl/T oc0ZF]

MBSR uses meditation, y oga,

and at ten tion to ph ysical

experienc es to r educe str ess.

The hope is tha t r educing a

person Õs overall str ess will allo w

that person to mor e objectiv ely

evaluate his or her thoug hts. In

MBCT, rather than r educing

oneÕs general str ess to addr ess

a specif ic pr oblem, at ten tion is

focused on one Õs thoug hts and

their associa ted emotions. For

example, MBCT helps pr event

relapses in depr ession by

encour aging patien ts to

evaluate their o wn thoug hts

objectiv ely and wi thout v alue judgmen t (Baer, 2003). Althoug h

cogni tiv e behavior al ther apy (CBT) may seem similar to this, i t

focuses on Òpushing outÓ the maladaptiv e thoug ht, wher eas

mindfulness-base d cogni tiv e ther apy focuses on Ònot ge t ting c aught

upÓ in it. The tr eatmen ts used in MBCT ha ve been used to addr ess a

wide r ange of illnesses, including depr ession, anxiety, chr onic pain,

coronar y arter y disease, and fibr omyalgia (Hofmann, Sawyer, Wit t &

Oh, 2010).

Mindfulness and ac ceptanc eÑin addi tion to being ther apies in

their o wn rig htÑhave also been used as ÒtoolsÓ in other cogni tiv e-

behavior al ther apies, particular ly in dialectical beha vior ther apy

(DBT) (e.g., Linehan, Amstr ong, Suarez, Allmon, & H eard, 1991). DBT,

often used in the tr eatmen t o f bor der line personali ty disor der,

focuses on skills tr aining. Tha t is, i t o ften emplo ys mindfulness and

cogni tiv e behavior al ther apy pr actic es, but i t also w orks to te ach

its patien ts ÒskillsÓ they can use to c orr ect maladaptiv e tendencies.

For example, one skill D BT teaches patien ts is called distr ess

toleranceÑor, ways to c ope wi th maladaptiv e thoug hts and emotions

in the momen t. For example, people who f eel an ur ge to cut

78 | 2.2 Therapeutic Orien tations



themsel ves may be taught to snap their arm wi th a rubber band

inste ad. The primar y dif ference between DBT and CBT is tha t DBT

emplo ys techniques tha t addr ess the symptoms o f the pr oblem (e.g.,

cut ting oneself ) rather than the pr oblem i tself (e.g., understanding

the psy cholog ical motiv ation to cut oneself ). CBT does not te ach

such skills tr aining be cause of the c oncern tha t the skillsÑe ven

thoug h the y may help in the shor t-termÑma y be harmful in the

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

DBT is founde d on the perspe ctiv e of a dialectical w or ldview .

That is, r ather than thinking o f the w or ld as Òblack and white,Ó or

Òonly good and onl y bad,Ó it f ocuses on accepting tha t some things

can have characteristics o f both ÒgoodÓ and Òbad.Ó So, in a case

involving maladaptiv e thoug hts, inste ad of te aching tha t a thoug ht

is entir ely bad, DBT tries to help pa tien ts be less judgmen tal o f

their thoug hts (as with mindfulness-base d ther apy) and encour ages

change thr ough ther apeutic pr ogress, using cogni tiv e-beha vior al

techniques as w ell as mindfulness e xercises.

Another f orm o f tr eatmen t tha t also uses mindfulness te chniques

is acceptance and commi tmen t ther apy (ACT) (Hayes, Str osahl, &

Wilson, 1999). In this tr eatmen t, patien ts are taught to obser ve their

thoug hts fr om a detached perspe ctiv e (Hayes et al., 1999). ACT

encour ages patien ts not to at tempt to change or a void thoug hts and

emotions the y observe in themsel ves, but to r ecogniz e which ar e

benef icial and which ar e harmful. H owever, the dif ferences among

ACT, CBT, and other mindfulness-base d tr eatmen ts are a topic o f

contr oversy in the curr ent li ter atur e.

Advantages and Disadvantages of
Mindfulness-Based Therapy

Two key advantages of mindfulness-base d ther apies are their

acceptabili ty and accessibili ty to pa tien ts. Because yoga and

meditation ar e already widel y known in popular cultur e, consumers
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Recent impr ovements in video chat
technology along with the pr olif eration
of mobile devices like smartphones and
tablets has made online deliver y of
therapy more commonplace. [Image:
Noba, CC BY 2.0, https:/ / goo.gl/
BRvSA7]

of men tal he althc are are often in ter ested in tr ying r elated

psycholog ical ther apies. Curr entl y, psycholog ists have not c ome to

a consensus on the ef f icacy of MBT, thoug h growing e videnc e

suppor ts i ts ef fectiv eness 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 tha t mindfulness-base d in ter ventions gener ally led to

moder ate symptom impr ovement (Hofmann e t al., 2010).

Emerging Treatment Strategies

With gr owth in r esearch and

technolog y, psycholog ists have

been able to de velop new

tr eatmen t str ateg ies in r ecent

years. Often, these appr oaches

focus on enhancing e xisting

tr eatmen ts, such as cogni tiv e-

behavior al ther apies, thr ough

the use o f te chnolog ical

advances. For

example, internet- and mobile-

deliver ed therapies make

psycholog ical tr eatmen ts mor e

available, thr ough smar tphones

and online ac cess. Clinician-super vised online CB T modules allo w

patien ts to ac cess treatmen t fr om home on their o wn sche duleÑan

oppor tuni ty par ticular ly impor tant f or pa tien ts wi th less geographic

or socioe conomic ac cess to tr aditional tr eatmen ts. Fur thermor e,

smartphones help e xtend ther apy to pa tien tsÕ daily lives, allowing

for symptom tr acking, home work reminders, and mor e frequent

ther apist c ontact.

Another benef it o f te chnolog y is cogni ti ve bias modifica tion .

Here, patien ts are given exercises, often thr ough the use o f vide o
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games, aimed at chang ing their pr oblematic thoug ht pr ocesses. For

example, r esearchers 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

f lashes four pic tur es on the scr eenÑthr ee alcohol cues (e.g., a can of

beer, the fr ont o f a bar) and one health-r elated image (e.g., someone

drinking w ater ). The goal is for the pa tien t to tap the he alth y pic tur e

as fast as s/he c an. Games like these aim to tar get patien tsÕ

automa tic, subc onscious thoug hts tha t may be dif f icult to dir ect

thr ough conscious ef for t. That is, by repeatedly tapping the he alth y

image, the pa tien t le arns to ÒignoreÓ the alcohol cues, so when those

cues are encounter ed in the en vir onmen t, the y will be less lik ely

to trigger the ur ge to drink. Appr oaches lik e these are promising

because of their ac cessibili ty, however the y requir e fur ther r esearch

to establish their ef fectiv eness.

Yet another emer ging tr eatmen t emplo ys CBT-enhancing

pharmaceutical agents . These are drugs used to impr ove the ef fects

of ther apeutic in ter ventions. Based on r esearch fr om animal

experimen ts, r esearchers have found tha t certain drugs inf luenc e

the biolog ical pr ocesses known to be in volved in le arning. Thus, if

people tak e these drugs while going thr ough psychother apy, they

are bet ter able to ÒlearnÓ the techniques f or impr ovement. For

example, the an tibiotic d-c ycloserine impr oves tr eatmen t f or

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 qui te frui tful.

Conclusion

Thr oughout human histor y we have had to de al wi th men tal illness

in one f orm or another . Over time, se veral schools o f thoug ht have

emerged for tr eating these pr oblems. Althoug h various ther apies

have been shown to w ork for specif ic individuals, c ogni tiv e
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behavior al ther apy is curr entl y the tr eatmen t 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 tmen t ther apy have also shown suc cess.

And, wi th r ecent advances in r esearch and te chnolog y, clinicians ar e

able to enhanc e these and other ther apies to tr eat mor e patien ts

mor e effectiv ely than e ver bef ore. However, what is impor tant in the

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

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

is tha t people don Õt understand what psychother apy really entails.

Thr ough understanding ho w curr ent pr actic es work, not onl y can

we bet ter e ducate people about ho w to ge t the help the y need, but

we can continue to ad vance our tr eatmen ts to be mor e effectiv e in

the futur e.

Outside Resources

Article: A personal ac count o f the benef its of

mindfulness-base d ther apy

ht tps:/ / www.theguar dian.com/lif eandstyle/2014 /j an/11/

julie-m yerson-mindfulness-base d-c ogni tiv e-ther apy

Article: The Ef fect o f Mindfulness-Base d Ther apy on

Anxiety and Depr ession: A Meta-Anal ytic Review

ht tps:/ / www.ncbi.nlm.nih.go v/pmc /ar ticles /

PMC2848393/

Video: An example o f a person-c enter ed ther apy session.
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A YouTube element has been excluded from this

version of the text. You can view it online her e:

https:/ / openpress.usask.ca/abnormalpsychology /?p=87

Video: Carl Rogers, the f ounder o f the humanistic,

person-c enter ed appr oach to psy cholog y, discusses the

position o f the ther apist in PCT.
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A YouTube element has been excluded from this

version of the text. You can view it online her e:

https:/ / openpress.usask.ca/abnormalpsychology /?p=87

Video: CBT (cogni tiv e behavior al ther apy) is one of the

most c ommon tr eatmen ts for a r ange of men tal health

problems, fr om anxie ty, depression, bipolar , OCD or

schizophr enia. This anima tion e xplains the basics and ho w

you can decide whe ther i tÕs best for you or not.
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A YouTube element has been excluded from this

version of the text. You can view it online her e:

https:/ / openpress.usask.ca/abnormalpsychology /?p=87

Web: An overview of the purpose and pr actic e of

cogni tiv e behavior al ther apy (CBT)

ht tp:/ / psychcentr al.com/lib /in-depth-c ogni tiv e-

behavior al-ther apy/

Web: The histor y and developmen t o f psychoanalysis

ht tp:/ / www.freudf ile.or g/psy choanalysis/histor y.html

Discussion Questions
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1. Psychoanalytic the or y is no longer the dominan t

ther apeutic appr oach, because it lacks empiric al

suppor t. Yet man y consumers c ontinue to se ek

psychoanalytic or psy chod ynamic tr eatmen ts. Do you

think psy choanalysis still has a plac e in men tal health

tr eatmen t? If so, why?

2. What mig ht be some advantages and disadvantages

of technolog ical advances in psycholog ical

tr eatmen t? What will psy chother apy look lik e 100

years fr om no w?

3. Some people have argued tha t all ther apies are

about equally effectiv e, and that the y all affect change

thr ough common fac tors such as the in volvement o f a

suppor tiv e ther apist. Does this claim sound

reasonable to y ou? Why or wh y not?

4. When choosing a psy cholog ical tr eatmen t f or a

specif ic patien t, wha t fac tors besides the tr eatmen tÕs

demonstr ated eff icacy should be tak en in to account?
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2.3 The Biological Model
ALEXIS BRIDLEY & LEE W. DAFFIN JR. AND CARRIE CUTTLER

Section Learning O bjectives

¥ Describe ho w communic ation in the ner vous

system oc curs.

¥ List the par ts of the ner vous system.

¥ Describe the struc tur e of the neur on and all k ey

par ts.

¥ Outline ho w neur al tr ansmission oc curs.

¥ Identif y and def ine impor tant neur otr ansmit ters.

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

¥ Clarif y how specif ic areas of the br ain are involved

in men tal illness.

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

¥ Describe the r ole of hormonal imbalanc es in mental

illness.

¥ Describe c ommonl y used tr eatmen ts for men tal

illness.

¥ Evaluate the usefulness o f the biolog ical model.

Proponen ts of the biolog ical model vie w men tal illness as being

a result o f a malfunc tion in the bod y to include issues wi th br ain

anatom y or chemistr y. As such, we will ne ed to establish a

foundation f or ho w 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 i ts
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struc tur e, how neur al tr ansmission oc curs, and wha t the par ts of

the br ain are. While doing this, w e will iden tif y areas of concern f or

psycholog ists f ocused on the tr eatmen t o f men tal disor ders.

Brain Structure and Chemistry

Communication 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. Simpl y:

1. Receptor c ells in each of the f ive sensory systems detect

energy.

2. This inf orma tion is passe d to the ner vous system due to the

process of tr ansduction and thr ough sensory or af ferent

neur ons, which ar e part o f the peripher al ner vous system.

3. The inf orma tion is r eceived by brain struc tur es (centr al

ner vous system) and perception oc curs.

4. Once the inf orma tion has be en in terpr eted, commands ar e

sent out, telling the bod y how to r espond, also via the

peripher al ner vous system.

Please note tha t w e will not c over this pr ocess in full, but just the

par ts r elevant to our topic o f psychopatholog y.

The Nervous System

The ner vous system c onsists o f t wo main par ts Ð the centr al and

peripher al ner vous systems. The centr al ner vous system (CNS)
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is the c ontr ol center f or the ner vous system which r eceives,

processes, interpr ets, and stor es incoming sensor y inf orma tion. I t

consists o f the br ain and spinal c ord. The perip her al ner vous

system consists o f everything outside the br ain and spinal c ord. It

handles the CNSÕs input and output and divides in to the soma tic and

autonomic ner vous systems. The somatic ner vous system allows

for volun tar y movement by contr olling the sk eletal muscles and i t

carries sensor y inf orma tion to the CNS. The autonomic ner vous

system regulates the func tioning o f blood v essels, glands, and

internal or gans such as the bladder , stomach, and he art. I t consists

of sympathe tic and par asympathe tic ner vous systems. The

sympathetic ner vous system is involved when a person is in tensel y

aroused. It pr ovides the str ength to f ight back or to f lee (f ight-

or -f light r esponse). Eventuall y, the r esponse brought about b y the

sympathe tic ner vous system must end so the par asympathetic

ner vous system kicks in to c alm the bod y.

Figur e 2.3. The Structur e of the Nervous System
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The Neuron

The fundamen tal uni t o f 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 c ontr ol center o f the bod y

and the soma is the c ell bod y. In terms o f struc tur es that mak e

it dif ferent, these f ocus on the abili ty of a neur on to send and

receive inf orma tion. The axon sends signals/inf orma tion thr ough

the neur on while the dendri tes receive inf orma tion fr om

neighboring neur ons and look lik e li t tle tr ees. Notic e the s on the

end of dendri te and tha t axon has no such le t ter . In other w ords,

ther e are lots o f dendri tes but onl y one axon. Also of impor tanc e to
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the neur on is the myelin shea th or the whi te, fat ty covering which:

1) provides insula tion 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

tr ansmit ted. 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 in to

the synaptic cleft which is the spac e between neur ons.

Thoug h not neur ons, glial cells play an impor tant par t in helping

the ner vous system to be the ef f icien t machine tha t i t is. Glial

cells are suppor t cells in the ner vous system tha t ser ve five main

func tions.

1. They act as a glue and hold the neur on in plac e.

2. They form the m yelin sheath.

3. They pr ovide nourishmen t f or the c ell.

4. They remove waste produc ts.

5. They pr otect the neur on fr om harmful substanc es.

Finally, ner ves are a group o f axons bundle d toge ther lik e wir es in

an electric al cable.

Figur e 2.4. The Structur e of the Neuron

2.3 The Biolog ical Model | 93



Neural Transmission

Transducers or r eceptor c ells in the major or gans of our f ive

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

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

energy tha t the y detect or sense, and send i t to the br ain via the

neur al impulse. H ow so? We will c over this pr ocess in thr ee parts.

Part 1. The Neur al I mpulse

¥ Step 1 Ð Neurons waiting to f ir e are said to be in r esting

poten tial and to be polarized (meaning the y have a negativ e

charge inside the neur on and a posi tiv e charge outside ).

¥ Step 2 Ð If adequatel y 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 char ged Sodium

(Na) ions to en ter . This shif ts the polari ty to posi tiv e on the

inside and nega tiv e outside.

¥ Step 3 Ð Once the action poten tial passes fr om one segmen t o f

the axon to the ne xt, the pr evious segment beg ins to

r epolarize . This occurs because the Na channels close and

Potassium (K) channels open. K has a posi tiv e charge and so

the neur on becomes negativ e again on the inside and posi tiv e

on the outside.

¥ Step 4 Ð After the neur on f ir es, it will not f ir e again no mat ter

how much stimula tion i t r eceives. This is called the absolu te

r efr actor y period .

¥ Step 5 Ð After a shor t period o f time, the neur on can f ir e again,

but ne eds greater than normal le vels of stimula tion to do so.

This is called the r elati ve refr actor y period .

¥ Step 6 Ð Please note tha t the pr ocess is cyclic al. Once the

relativ e refr actor y period has passed the neur on r eturns to i ts

resting poten tial.

Part 2. The A ction P oten tial

94 | 2.3 The Biolog ical Model



LetÕs look at the ele ctric al por tion o f the pr ocess in another w ay

and add some detail.

Figur e 2.5. The Action Potential

¥ Recall tha t a neur on is normall y at r esting poten tial and

polariz ed. The char ge inside is - 70mV at r est.

¥ If i t r eceives suff icien t stimula tion me aning tha t the polari ty

inside the neur on rises fr om - 70 mV to -55m V defined as the

thr eshold o f exci tation , the neur on will fir e or send an

electric al impulse do wn the length o f the ax on (the action

poten tial or depolariza tion ). It should be note d tha t i t ei ther

hi ts -55m V and f ir es or i t does not. This is the all -or-nothing

princip le. The thr eshold must be r eached.

¥ Once the electric al impulse has passed fr om one segmen t o f

the axon to the ne xt, the neur on begins the pr ocess of

reset ting c alled repolariza tion.

¥ During r epolariza tion, the neur on will not f ir e no mat ter ho w
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much stimula tion i t r eceives. This is called absolute r efr actor y

period.

¥ The neur on next mo ves into r elativ e refr actor y period me aning

it can f ir e, but ne eds greater than normal le vels of stimula tion.

Notic e how the line has dr opped below - 70mV. Hence, to r each

-55m V and f ir e, it will ne ed mor e than the normal gain o f

+15mV (-70 to -55 m V).

¥ And then i t r eturns to r esting poten tial, as you saw in Figur e

2.3

Ions are charged par ticles f ound both inside and outside the

neur on. It is posi tiv ely char ged Sodium (N a) ions tha t cause the

neur on to depolariz e and f ir e and posi tiv ely char ged Potassium (K)

ions tha t exit and r eturn the neur on to a polariz ed state.

Part 3. The S ynapse

The electric al por tion 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 poin t wher e this oc curs is c alled the

synapse. The synapse consists o f thr ee parts Ð the axon terminals of

the sending neur on (pr esynaptic 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 ele ctric al impulse

reaches the end o f the ax on, called the axon terminal , it stimula tes

synaptic v esicles or neur otr ansmit ter sacs to r elease the

neur otr ansmit ter . Neurotr ansmit ters will onl y bind to their spe cif ic

r eceptor si tes, much lik e a key will onl y f it in to the lock i t w as

designed for. You mig ht say neur otr ansmit ters ar e part o f a lock -

and-k ey system. W hat happens to the neur otr ansmit ters tha t do

not bind to a r eceptor si te? They mig ht go thr ough r euptak e which

is a process in which the pr esynaptic neur on tak es back excess

neur otr ansmit ters in the synaptic spac e for futur e use or enzyma tic

degr adation when enzymes destr oy excess neurotr ansmit ters in

the synaptic spac e.
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Neurotransmitters

What exactl y are some of the neur otr ansmit ters which ar e so

cri tic al for neur al tr ansmission, and ar e impor tant to our discussion

of psychopatholog y?

¥ Dopamine Ð contr ols volun tar y movements and is associated

wi th the r eward mechanism in the br ain

¥ Serotonin Ð contr ols pain, sleep cycle, and digestion; le ads to a

stable mood and so lo w levels leads to depr ession

¥ Nor epinep hrine Ð increases the heart r ate and blood pr essure

and regulates mood

¥ GABA Ð an inhibi tor y neur otr ansmit ter r esponsible f or

blocking the signals o f excitator y neur otr ansmit ters

responsible f or anxie ty and panic.

¥ Glu tama te Ð anexcitator y neur otr ansmit ter associa ted wi th

learning and memor y

The cri tic al thing to understand her e is that ther e is a belief in the

realm of men tal he alth tha t chemic al imbalanc es are responsible

for man y mental disor ders. Chief among these ar e neur otr ansmit ter

imbalanc es. For instanc e, people wi th Seasonal Affectiv e Disor der

(SAD) have dif f icult y regulating ser otonin. M ore on this thr oughout

the book as w e discuss each disor der.

The Brain

The centr al ner vous system c onsists o f the br ain and spinal c ord;

the f ormer w e will discuss brief ly and in terms o f key struc tur es

which include:

¥ Medulla Ð regulates br eathing, he art r ate, and blood pr essure

¥ Pons Ð acts 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 orma tion Ð responsible f or aler tness and at ten tion

¥ Cerebellum Ð involved in our sense o f balance and for

coor dinating the bod yÕs muscles so that mo vement is smooth

and pr ecise. Involved in the le arning o f certain kinds o f simple

responses and acquir ed ref lexes.

¥ Thalam us Ð major sensory relay center f or all senses except

smell.

¥ Hypothalam us Ð involved in driv es associated wi th the sur vival

of both the individual and the spe cies. It r egulates temper atur e

by triggering sw eating or shiv ering and c ontr ols the c omple x

oper ations o f the autonomic ner vous system

¥ Amygdala Ð responsible f or evaluating sensor y inf orma tion and

quickl y determining i ts emotional impor tanc e

¥ Hippocam pus Ð our ÒgatewayÓ to memory. Allows us to f orm

spatial memories so tha t w e can accur atel y navigate thr ough

our en vir onmen t and helps us to f orm ne w memories (in volved

in memor y consolida tion )

¥ The cer ebrum has four distinc t r egions in e ach cerebral

hemispher e. First, the fr ontal lobe contains the motor c or tex

which issues or ders to the muscles o f the bod y tha t pr oduc e

volun tar y movement. The fr ontal lobe is also in volved in

emotion and in the abili ty to mak e plans, think cr eativ ely, and

take ini tia tiv e. The parietal lobe contains the soma tosensor y

cor tex and r eceives informa tion about pr essure, pain, touch,

and temper atur e from sense receptors in the skin, muscles,

join ts, in ternal or gans, and taste buds. The oc cipi tal lobe

contains the visual cor tex and r eceives and processes visual

inf orma tion. Finall y, the tempor al lobe is in volved in memor y,

perception, and emotion. I t contains the audi tor y cor tex which

processes sound.

Figur e 2.6. Anatomy of the Br ain
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Of course, this is not an e xhaustiv e list o f struc tur es found in the

brain but g ives you a pr et ty good ide a of func tion and which

struc tur es help to suppor t those func tions. W hat is impor tant to

mental he alth pr ofessionals is tha t f or some disor ders, specif ic ar eas

of the br ain are involved. For instanc e, individuals wi th bor der line

personali ty disor der have been shown to ha ve struc tur al and

func tional changes in br ain areas associated wi th impulse c ontr ol

and emotional r egulation while imag ing studies r eveal dif ferences

in the fr ontal c or tex and subcor tic al struc tur es of individuals wi th

OCD.

Exercises
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Check out the f ollo wing fr om Harvard Health f or mor e on

depr ession and the br ain as a cause:

ht tps:/ / www.health.har vard.edu/mind-and-mood /wha t-

causes-depr ession

Genes, Hormonal Imbalances, and Viral
Infections

Genetic Issues and Explanations

DNA, or deoxyribonucleic 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 o f us have 23 pairs o f 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 chr omosome and dif fers between males

and females. Males have X and Y chr omosomes while f emales have

two Xs. According to the Gene tics H ome Reference website as par t

of NIHÕs National Libr ary of Medicine, a gene is Òthe basic physical

and func tional uni t o f her edityÓ (ht tps:/ / ghr.nlm.nih.go v/primer /

basics/gene ). They act as the instruc tions to mak e proteins and i t

is estima ted by the H uman Genome Pr oject tha t w e have between

20,000 and 25, 000 genes. W e all have two copies of each gene and

one is inheri ted fr om our mother and one fr om our fa ther .

Recent r esearch has discovered tha t autism, AD HD, bipolar

disor der, major depr ession, and schiz ophr enia all shar e genetic

roots. The y Òwere mor e likely to ha ve suspect genetic v ariation a t

the same f our chr omosomal si tes. These include d risk v ersions o f

two genes that r egulate the f low of calcium in to c ells.Ó For more

on this de velopmen t, ple ase check out the ar ticle a t:
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ht tps:/ / www.nimh.nih.go v/ne ws/scienc e-ne ws/2013 /f ive-major -

mental-disor ders-shar e-gene tic-r oots.shtml . Likewise, t win and

famil y studies ha ve shown tha t people wi th f irst-degr ee relativ es

wi th 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 esentl y

believed tha t genetic fac tors c ontribute to all men tal disor ders but

typic ally account f or less than half o f the e xplanation. M oreover,

most men tal disor ders ar e link ed to abnormali ties in man y genes,

rather than just one; tha t is, most ar e polygenetic .

Moreover, ther e are impor tant gene-en vir onmen t in ter actions

that ar e unique f or every person (even t wins ) which help to e xplain

why some people wi th a gene tic pr edisposi tion to ward a certain

disor der de velop tha t disor der and others do not ( e.g., why one

iden tic al twin ma y develop schiz ophr enia but the other does not ).

The diathesis-str ess model posits tha t people can inheri t

tendencies or vulner abili ties to e xpr ess certain tr aits, behaviors,

or disor ders, which ma y then be ac tiv ated under c ertain

envir onmen tal c ondi tions lik e str ess (e.g., abuse, traumatic e vents).

However, it is also impor tant to note tha t certain pr otectiv e factors

(like being r aised in a consisten t, lo ving, suppor tiv e envir onmen t)

may modif y the r esponse to str ess and ther eby help to pr otect

individuals against men tal disor ders.

Exercises

For mor e on the r ole of genes in the de velopmen t o f

mental illness, che ck out this ar ticle fr om Psycholog y

Today:

ht tps:/ / 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 Imbalances

The bod y has two coor dinating 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 t wo systems is in terms o f

the speed wi th which the y act. The ner vous system mo ves quickl y

wi th ner ve impulses mo ving in a f ew hundr edths o f a second. The

endocrine system mo ves slowly wi th hormones, r eleased by

endocrine g lands, taking se conds, or e ven minutes, to r each their

tar get. Hormones ar e impor tant to psy cholog ists because they

organize the ner vous system and bod y tissues at certain stages o f

developmen t and ac tiv ate behaviors such as aler tness or sle epiness,

sexual behavior , concentr ation, aggr essiveness, reaction to str ess, a

desir e for c ompanionship.

The pi tui tar y gland is the Òmaster g landÓ which regulates other

endocrine g lands. It inf luenc es blood pr essure, thirst, c ontr actions

of the uterus during childbir th, milk pr oduc tion, se xual behavior

and in ter est, body growth, the amoun t o f water in the bod yÕs cells,

and other func tions as w ell. The pineal g land produc es melatonin

which helps r egulate the sle ep-w ake cycle and other cir cadian

rhythms. Ov erpr oduc tion o f the hormone mela tonin c an lead to

Seasonal Affectiv e Disor der (a specif ic t ype of Major Depr essive

Disor der). The th yr oid g land produc es thyroxin which facili tates

energy, metabolism, and gr owth. H ypoth yroidism is a c ondi tion in

which the th yroid g lands become under activ e and this c ondi tion

can pr oduc e symptoms o f depr ession. In contr ast, hyper th yroidism

is a condi tion in which the th yroid g lands become overactiv e and

this c ondi tion c an pr oduc e symptoms o f mania. Ther efore it is
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impor tant f or individuals e xperiencing these symptoms to ha ve

their th yroid che cked, because conventional tr eatmen ts for

depr ession and mania will not c orr ect the pr oblem wi th the th yroid,

and will ther efore not r esolve the symptoms. Ra ther , individuals

wi th these c ondi tions ne ed to be tr eated wi th th yroid me dications.

Also of key impor tanc e to men tal he alth pr ofessionals are the

adr enal g lands which ar e located on top o f the kidne ys, and

release cortisol which helps the bod y deal wi th str ess. However,

chr onic ally, elevated levels of cor tisol c an lead to incr eased weight

gain, in terf ere wi th le arning and memor y, decrease the immune

response, reduce bone densi ty, incr ease cholester ol, and incr ease

the risk o f depr ession.

Figur e 2.7. Hormone Systems

The Hypothalamic-Pi tui tar y-Adr enal -Cortical A xis (HPA Axis) is
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the c onnection be tween the h ypothalamus, pi tui tar y glands, and

adrenal glands. Specif ically, the h ypothalamus r eleases

cor tic otr opin-r eleasing factor ( CRF) which stimula tes the an terior

pi tui tar y to r elease adrenocor tic otr ophic hormone ( ACTH), which

in turn stimula tes the adr enal cor tex to r elease cor tisol ( 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

str ess disorder. Exposure to chr onic, unpr edic table str ess during

early developmen t can sensitiv e this system, making i t over-

responsive to str ess (meaning i t activ ates too r eadily and does not

shut do wn appr opria tel y). Sensitiza tion o f the HP A axis leads to an

overpr oduc tion o f cor tisol which onc e again can damage the bod y

and br ain when i t r emains at chr onic ally high levels.

Figur e 2.8. The HPA Axis
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For mor e on the link be tween cor tisol and depr ession,

check out this ar ticle:

ht tps:/ / www.psycholog ytoday.com/blog/the-

athle tes-w ay/201301/c or tisol-wh y-the-str ess-

hormone-is-public-enem y-no- 1

Viral Infections

Infections c an cause brain damage and le ad to the de velopmen t

of men tal illness or an e xacerbation o f symptoms. For e xample,

evidenc e suggests that contr acting str ep inf ection c an lead to the

developmen t o f OCD, Tour et teÕs syndrome, and tic disor der in

childr en (Mell, Davis, & Owens, 2005; Giedd et al., 2000; Allen e t al.,

1995; ht tps:/ / www.psycholog ytoday.com/blog/the-perf ectionists-

handbook/20120 2/c an-inf ections-r esult-in-men tal-illness ).

Inf luenza epidemics ha ve also been link ed to schiz ophr enia (Brown

et al., 2004; M cGrath and Castle, 1995; McGrath e t al., 1994;

OÕCallaghan et al., 1991) though mor e recent r esearch suggests this

evidenc e is weak at best ( Selten & Termorshuiz en, 2017; Ebert &

Kotler , 2005).
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Treatments

Psychopharmacology and Psychotropic Drugs

One option to tr eat severe mental illness is psy chotr opic

medications. These me dications fall in to f ive major c ategories. I n

this section w e will br oadly discuss these c 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

selectiv e serotonin r euptak e inhibi tors ( SSRIs) and include

Citalopr am (Celexa), Paroxetine, and Fluo xetine (Pr ozac). They can

often tak e 2-6 w eeks to tak e effect. Possible side ef fects include

weight gain, sle epiness, nausea and vomi ting, panic a t tacks, or

thoug hts about suicide or d ying.

Anti-anxiety medications help wi th the symptoms o f anxie ty and

include the benz odiazepines such as Diazepam (Valium ), Alprazolam

(Xanax), and Lor azepam (Ativ an). These medications ar e effectiv e

in r educing anxie ty in the shor t-term and tak e less time to tak e

effect than an tidepr essants which ar e also commonl y pr escribe d

for anxie ty. However, benzodiazepines are rather addic tiv e. As such,

toler ance to these drugs c an develop quickl y and individuals ma y

experienc e wi thdr awal symptoms ( e.g., anxiety, panic, insomnia )

when the y cease taking the drugs. For this r eason, benzodiazepines

should not be use d in the long-term. S ide ef fects include

drowsiness, dizziness, nausea, dif f icult y urina ting, and irr egular

heartbeat, to name a f ew.

Stimulants incr ease oneÕs alertness and at ten tion and ar e

fr equentl y used to tr eat ADHD. They include Lisde xamfetamine,

the c ombina tion o f dextr oamphetamine and amphe tamine, and

Meth ylphenida te (Ritalin ). Stimulan ts are generally effectiv e and

produc e a calming ef fect. Possible side ef fects include loss o f
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appeti te, headache, motor tics or v erbal tics, and personali ty

changes such as appearing emotionless.

Antipsychotics are used to tr eat psychosis (i.e., hallucina tions and

delusions ). They can also be used to tr eat eating disor ders, severe

depr ession, PTSD, OCD, ADHD, and Generalized Anxie ty Disor der.

Common an tipsy chotics include Chlorpr omazine, Perphenazine,

Quetiapine, and Lur asidone. Side ef fects include na usea, vomi ting,

blurr ed vision, w eight gain, r estlessness, tr emors, and rig idi ty.

Mood stabilizer s are used to tr eat bipolar disor der and a t times

depr ession, schizoaffectiv e disor der, and disor ders of impulse

contr ol. A common e xample is Li thium and side ef fects include loss

of coor dination, hallucina tions, seizur es, and frequent urina tion.

For mor e informa tion on psy chotr opic me dications,

please visit:

ht tps:/ / www.nimh.nih.go v/he alth /topics /men tal-

health-me dications /inde x.shtml

The use of these drugs has be en gener ally benef icial to pa tien ts.

Most r epor t tha t their symptoms de cline, leading them to f eel

bet ter and impr ove their func tioning. Also, long-term

hospi taliza tions ar e less likely to oc cur as a r esult, thoug h the

medications do not benef it the individual in terms o f impr oved

living skills.

Electroconvulsive Therapy

According to M ental H ealth Americ a, ÒElectr 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 oduc e a generalized seizur e.Ó Patien ts are placed on

a padded bed and administer ed a muscle r elaxant to a void in jur y

during the seizur es. Annually, approximatel y 100,000 ar e tr eated

using ECT for c ondi tions including se vere depr ession, acute mania,

and suicidali ty. The pr ocedur e is still the most c ontr oversial

available to men tal he alth pr ofessionals due to Òits ef fectiv eness

vs. the side ef fects, the obje ctivi ty of ECT exper ts, and the r ecent

incr ease in ECT as a quick and easy solution, inste ad of long-term

psychother apy or hospi taliza tion Ó

(ht tp:/ / www.mentalhe althameric a.net/e ct ). Its populari ty has

decline d since the 1940s and 1950s.

Psychosurgery

Another option to tr eat men tal disor ders is to perf orm br ain

surgeries. In the past, w e have conduc ted tr ephining and

lobotomies, nei ther o f which ar e used toda y. TodayÕs techniques

are much mor e sophistic ated and have been used to tr eat

schizophr enia, depr ession, and obsessive-c ompulsiv e disor der,

thoug h cri tics ci te ob vious ethic al issues wi th c onduc ting such

surgeries as well as scientif ic issues. Due to these issues,

psychosur gery is onl y used as a radical last r esort when all other

tr eatmen t options ha ve failed to r esolve a serious men tal illness.

For mor e on psychosur gery, check out this ar ticle

fr om Psycholog y Today:

ht tps:/ / 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 r espected toda y but suf fers

a few key issues. First, consider the list o f side ef fects given for

the psy chotr opic me dications. You mig ht mak e the c ase that some

of the side ef fects are worse than the c ondi tion the y are tr eating.

Second, the vie wpoin t tha t all human beha vior is e xplainable in

biolog ical terms, and ther efore, when issues arise the y can be

tr eated using biolog ical methods, o verlooks fac tors tha t ar e not

biolog ical in natur e. More on tha t over the ne xt t wo sections.
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2.4 Psychopharmacology
SUSAN BARRON

Section Learning O bjectives

¥ How do the majori ty of psychoactiv e drugs w ork in

the br ain?

¥ How does the r oute o f administr ation af fect ho w

rewarding a drug mig ht be?

¥ Why is grapefrui t danger ous to c onsume wi th man y

psychotr opic me dications?

¥ Why mig ht individualiz ed drug doses based on

genetic scr eening be help ful f or tr eating c ondi tions

like depression?

¥ Why is ther e contr oversy r egarding

pharmac other apy for childr en, adolescents, and the

elder ly?

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 ef fects 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 psychotr opic

drugs, and almost e veryone has used a psychoactiv e drug at some

poin t (yes, caffeine counts). Understanding some o f the basics about

psychopharmac ology can help us be t ter understand a wide r ange

of things tha t in ter est psycholog ists and others. For e xample, the
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pharmac olog ical tr eatmen t o f certain neur odegener ativ e diseases

such as Parkinson Õs disease tells us something about the dise ase

itself. The pharmac olog ical tr eatmen ts used to tr eat psychiatric

condi tions such as schiz ophr enia or depr ession have under gone

amazing developmen t 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 ondi tions. Finall y, understanding

something about the ac tions o f drugs o f abuse and their r outes

of administr ation c an help us understand wh y some psychoactiv e

drugs ar e so addictiv e. In this module, w e will pr ovide an overview

of some of these topics as w ell as discuss some curr ent

contr oversial ar eas in the f ield o f psychopharmac ology.

Introduction

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 the y feel fr om early in human

histor y (consider the o f eating f ermen ted frui t, ancien t beer r ecipes,

chewing on the le aves of the c ocaine plan t f or stimulan t pr oper ties

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 wi thin

this f ield is extr emely broad.
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Drugs that alter our f eelings and
behavior do so by affecting the
communication between neur ons in
the brain. [I mage: https:// goo.gl/
oQCafL, CC0 Public Domain,
https:/ / goo.gl/m25gce ]

Vir tuall y any drug tha t

changes the w ay you feel does

this b y altering ho w neur ons

communic ate wi th each other .

Neurons (mor e than 100 billion

in your ner vous system)

communic ate wi th each other

by releasing a chemic al

(neur otr ansmi tter ) across a

tin y space between t wo

neur ons (the synapse). When

the neur otr ansmit ter cr osses

the synapse, i t binds to a

postsynaptic r eceptor (pr otein )

on the r eceiving neur on and the

message may then be

tr ansmit ted onward. Obviousl y, neur otr ansmission is far mor e

complic ated than this Ð links a t the end o f this module c an pr ovide

some useful backgr ound if y ou want mor e detail Ð but the f irst step

is understanding tha t vir tuall y all psychoacti ve drug s interf ere wi th

or alter ho w neur ons communic ate wi th each other .

Ther e are many neur otr ansmit ters. Some of the most impor tant

in terms o f psychopharmac olog ical tr eatmen t and drugs o f abuse

are outline d in T able 1. The neurons tha t r elease these

neur otr ansmit ters, f or the most par t, are localized wi thin spe cif ic

cir cui ts of the br ain tha t me diate these beha viors. Psychoactiv e

drugs c an either incr ease activi ty at the synapse ( these are

called agonists ) or r educe activi ty at the synapse ( antagonists ).

Dif ferent drugs do this b y dif ferent me chanisms, and some

examples of agonists and an tagonists ar e presented in T able 2. For

each example, the drugÕs tr ade name, which is the name o f the drug

provided by the drug c 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 ha ve

effects on other neur otr ansmit ters. This c ontributes to the kinds

of side ef fects tha t ar e observed when some one tak es a particular

drug. The r eality is tha t no drugs curr entl y available w ork onl y

exactl y wher e we would lik e in the br ain or onl y on a specif ic

neur otr ansmit ter . In many cases, individuals ar e sometimes

prescribe d one psychotr opic drug but then ma y also have to tak e

additional drugs to r educe the side ef fects 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

Pharmacokinetics: What Is It Ð Why Is It
Important?

While this se ction ma y sound mor e like pharmac ology, it is

impor tant to r ealize how impor tant pharmac okine tics c an be when

considering psy choactiv e drugs. Pharmaco kinetics refers to ho w

the bod y handles a drug tha t w e take. As mentione d earlier ,

psychoactiv e drugs exert their ef fects on beha vior b y altering

neur onal communic ation in the br ain, and the majori ty of drugs

reach the br ain by tr aveling in the blood. The acr onym ADME is

often used wi th A standing f or absorption (ho w the drug ge ts in to

the blood), Distribution (ho w the drug ge ts to the or gan of in ter est

Ð in this module, tha t is the br ain), Metabolism (ho w the drug is

broken down so i t no longer e xerts i ts psychoactiv e effects), and

Excretion (ho w the drug le aves the bod y). We will talk about a

couple o f these to sho w their impor tanc e for c onsidering

psychoactiv e drugs.
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A drug deliver ed by IV reaches the
brain mor e quickly than if the drug is
taken orally . While r apid deliver y has
advantages, there are also risks
involved with IV administr ation.
[Image: Calleamanecer, https:/ / goo.gl/
OX6Yj5, CC BY-SA 3.0, https:/ / goo.gl/
eLCn2O]

Drug Administration

Ther e are many ways to tak e

drugs, and these r outes o f drug

administr ation c an have a

signif icant impac t on ho w

quickl y tha t drug r eaches brain.

The most c ommon r oute o f

administr ation is or al

administr ation, which is

relativ ely slow and Ð perhaps

surprising ly Ð often the most

variable and c omple x route o f

administr ation. Drugs en ter the

stomach and then ge t absorbe d

by the blood suppl y and

capillaries tha t line the small

intestine. The r ate of

absorption c an be affected by a

variety of factors including the quan ti ty and the t ype of food in the

stomach (e.g., fats vs. proteins ). This is wh y the me dicine label f or

some drugs (lik e antibiotics ) may specif ically state f oods tha t 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 r outes o f administr ation include inhala tion (i.e., smoking or

gaseous anesthesia) and in tr avenous (IV) in which the drug is

in jected dir ectl y in to the v ein and henc e the blood suppl y. Both o f

these r outes o f administr ation c 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 li t tle time to administer an y antidote, as in the c ase of an IV

heroin o verdose.

Why mig ht ho w quickl y a drug ge ts to the br ain be impor tant? If

a drug ac tiv ates the r eward cir cui ts in the br ain AND i t 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 lik e amphetamine or c ocaine are examples of

drugs tha t have high risk f or abuse because they are agonists at

DA neurons involved in r eward AND because these drugs e xist in

forms tha t can be either smok ed or in jected in tr avenously. Some

argue tha t cigar et te smoking is one o f the har dest addic tions to

qui t, and althoug h par t o f the r eason for this ma y be tha t smoking

gets the nic otine in to the br ain very quickl y (and indir ectl y acts

on DA neurons), it is a mor e complic ated stor y. For drugs tha t

reach the br ain very quickl y, not onl y is the drug v ery addic tiv e,

but so ar e the cues associated wi th the drug ( see Rohsenow, Niaura,

Childr ess, Abrams, & Monti, 1990). For a crack user, this c ould be

the pipe tha t the y use to smok e the drug. For a cigar et te smok er,

however, it could be some thing as normal as f inishing dinner or

waking up in the morning (if tha t is when the smok er usuall y has

a cigaret te). For both the cr ack user and the cigar et te smok er, the

cues associated wi th the drug ma y actuall y cause craving tha t is

alleviated by (you guessed it) Ð lighting a cigar et te or using cr ack

(i.e., relapse). This is one o f the r easons individuals tha t enr oll in

drug tr eatmen t pr ograms, especiall y out-o f-to wn pr ograms, are at

signif icant risk o f r elapse if the y later f ind themsel ves in pr oximi ty

to old ha unts, friends, e tc. But this is much more dif f icult f or a

cigar et te smok er. How can someone avoid eating ? Or avoid w aking

up in the morning, e tc. These examples help y ou begin to

understand ho w impor tant the r oute o f administr ation c an be for

psychoactiv e drugs.

Drug Metabolism

Metabolism involves the br eakdown o f psychoactiv e drugs, and this

occurs primaril y in the liv er. The liver pr oduc es 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 Òfamilies,Ó and many psychoactiv e drugs ar e broken down

by the same famil y of enzymes, the c ytochr ome P450 superfamil y.

Ther e is not a unique enzyme f or each drug; r ather , certain enzymes

can break down a wide v ariety of drugs. T oler ance to the ef fects

of many drugs c an occur wi th r epeated exposur e; that is, the drug

produc es less of an ef fect 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 sedativ e drugs

like alcohol or opia te-base d painkillers. Metabolic toler ance is one

kind o f toler ance and it tak es place in the liv er. Some drugs (lik e

alcohol) c ause enzyme induction Ð an increase in the enzymes

produc ed by the liv er. For example, chr onic drinking r esults in

alcohol being br oken down mor e quickl y, so the alcoholic ne eds to

drink mor e to get the same ef fect Ð of course, un til so much alc ohol

is consumed tha t i t damages the liv er (alcohol c an cause fat ty liver

or cirr hosis).

2.4 Psychopharmac ology | 117



Grapefruit can interf ere with enzymes
in the liver that help the body to
process certain drugs. [Image: CC0
Public Domain, https:/ / goo.gl/m25gce ]

Recent Issues Related to Psychotropic
Drugs and Metabolism

Grapefruit Juice and Metabolism

Certain t ypes of food in the

stomach c an alter the r ate of

drug absorption, and other

foods can also alter the r ate of

drug me tabolism. The most w ell

known is gr apefrui t juic e.

Grapefrui t juic e suppr esses

cytochr ome P450 enzymes in

the liv er, and these liv er

enzymes normall y br eak down

a large variety of drugs

(including some o f the

psychotr opic drugs ). If the

enzymes are suppr essed, drug

levels can build up to

poten tiall y to xic le vels. In this c ase, the effects can persist f or

extende d periods o f time af ter the c onsumption o f gr apefrui t juic e.

As of 2013, there are at le ast 85 drugs sho wn to ad versely in ter act

wi th gr apefrui t juic e (Bailey, Dresser, & Arnold, 2013). Some

psychotr opic drugs tha t ar e likely to in ter act wi th gr apefrui t juic e

include c arbamazepine (Tegretol), pr escribe d for bipolar disor der;

diazepam (Valium ), used to tr eat anxie ty, alcohol wi thdr awal, and

muscle spasms; and f luvoxamine (Lu vox), 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 o f drugs r epor ted to ha ve this unusual

inter action.

118 | 2.4 Psychopharmac ology



Individualized Therapy, Metabolic Differences,
and Potential Prescribing Approaches for the
Future

Mental illnesses c ontribute to mor e disabili ty in w estern c ountries

than all other illnesses including c ancer and he art dise ase.

Depr ession alone is pr edic ted to be the se cond lar gest contributor

to dise ase burden by 2020 (Wor ld Health Or ganization, 2004 ). The

numbers o f people af fected by mental he alth issues ar e pret ty

astonishing, wi th estima tes tha t 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 (K essler, Chiu, Demler , & Walters, 2005). N ewer

antidepr essants are probably the most fr equentl y pr escribe d drugs

for tr eating men tal he alth issues, althoug h ther e is no Òmagic bulle tÓ

for tr eating depr ession or other c ondi tions. Pharmac other apy wi th

psycholog ical ther apy may be the most benef icial tr eatmen t

approach for man y psychiatric c ondi tions, but ther e are still man y

unanswered questions. For e xample, wh y does one antidepr essant

help one individual y et have no ef fect f or another? An tidepr essants

can take 4 to 6 w eeks to star t impr oving depr essive symptoms, and

we donÕt really 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 w orks for them. Other pe ople just

do not impr ove wi th an tidepr essants (Ioannidis, 2008 ). As we bet ter

understand wh y individuals dif fer, the easier and mor e rapidl y we

will be able to help pe ople in distr ess.

One area that has r eceived in ter est r ecentl y has to do wi th an

individualiz ed tr eatmen t appr oach. We now kno w tha t ther e are

genetic dif ferences in some of the c ytochr ome P450 enzymes and

their abili ty to br eak down drugs. The gener al popula tion falls in to

the f ollo wing 4 c ategories: 1) ultr a-extensive metabolizer s break

down c ertain drugs (lik e some of the curr ent antidepr essants) very,

very quickl y, 2) extensive metabolizer s are also able to br eak down
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drugs fair ly quickl y, 3) intermediate metabolizer s break down drugs

mor e slowly than ei ther o f the t wo above groups, and f inall y 4) poor

metabolizers break down drugs much mor e slowly than all o f the

other gr oups. Now consider some one r eceiving a pr escription f or

an antidepr essant Ð what w ould the c onsequences be if the y were

either an ultr a-extensiv e metaboliz er or a poor me taboliz er? The

ultr a-extensiv e metaboliz er w ould be g iven antidepr essants and

told i t will pr obably take 4 to 6 w eeks to beg in w orking (this is

true ), but the y metaboliz e the me dication so quickl y tha t i t will

never be ef fectiv e for them. I n contr ast, the poor me taboliz er g iven

the same dail y dose of the same an tidepr 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 ef fects and f eel really

badly Ð also not a posi tiv e outc ome. What if Ð inste ad Ð prior to

prescribing an an tidepr essant, the doc tor c ould tak e a blood sample

and determine which t ype of metaboliz er a patien t actuall y was?

They could then mak e a much mor e inf orme d decision about the

best dose to pr escribe. Ther e are new genetic tests no w available

to be t ter individualiz e tr eatmen t in just this w ay. A blood sample

can determine ( at le ast for some drugs ) which c ategor y an individual

f its in to, but w e need data to de termine if this ac tuall y is ef fectiv e

for tr eating depr ession or other men tal illnesses (Zhou, 2009 ).

Curr entl y, this gene tic test is e xpensive and not man y health

insur ance plans cover this scr een, but this ma y be an impor tant

componen t in the futur e of psychopharmac ology.

Other Controversial Issues

Juveniles and Psychopharmacology

A recent Centers f or Dise ase Contr ol (CDC) repor t has suggested
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There are concerns about both the
safety and efficacy of drugs lik e Prozac
for childr en and teens. [Image:
zaza_bj, CC BY-NC-SA 2.0,
https:/ / goo.gl/T oc0ZF]

that as many as 1 in 5 childr en between the ages of 5 and 17 may

have some type of men tal disor der (e.g., ADHD, autism, anxie ty,

depr ession) (CDC, 2013). The incidenc e of bipolar disor der in

childr en and adolesc ents has also incr eased 40 times in the past

decade (Moreno, Laje, Blanco, Jiang, Schmidt, & Olfson, 200 7), and

it is no w estima ted tha t 1 in 88 childr en have been diagnosed wi th

an autism spe ctrum disor der (CDC, 2011). Why has ther e been such

an incr ease in these numbers? Ther e is no sing le 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 entl y used

for diagnosing. S till others suggest en vir onmen tal fac tors, ei ther

prenatall y or postna tall y, have contribute d to this upsur ge.

We do not ha ve an answer,

but the question does bring up

an addi tional c ontr oversy

related to ho w w e should tr eat

this popula tion o f childr en and

adolescents. Many

psychotr opic drugs use d for

tr eating psy chiatric disor ders

have been teste d in adults, but

few have been teste d for safety

or ef f icacy wi th childr en or

adolescents. The most w ell-

establishe d psychotr opics

prescribe d for childr en and

adolescents are the

psychostimulan t drugs use d for tr eating a t ten tion def ici t

hyper activi ty disor der (ADHD), and ther e are clinic al data on ho w

effectiv e these drugs ar e. However, we know far less about the

safety and ef f icacy in y oung popula tions o f the drugs t ypic ally

prescribe d 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 tha t drugs tha t alter
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neur onal activi ty in the de veloping br ain could ha ve signif icant

consequences. There is an obvious need for clinic al trials in childr en

and adolescents to test the saf ety and ef fectiv eness of many of these

drugs, which also brings up a v ariety of ethic al questions about

who de cides wha t childr en and adolesc ents will par ticipa te in these

clinic al trials, who c an give consent, who r eceives reimbursemen ts,

etc.

The Elderly and Psychopharmacology

Another popula tion tha t has not t ypic ally been include d in clinic al

trials to de termine the saf ety or ef fectiv eness of psychotr opic drugs

is the elder ly. Curr entl y, ther e is very li t tle hig h-quali ty evidenc e

to guide pr escribing f or older pe ople Ð clinic al trials o ften exclude

people wi th multiple c omorbidi ties (other dise ases, condi tions, e tc.),

which ar e typic al for elder ly popula tions ( see Hilmer and Gn jidic t,

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 prescribe d. The term polypharmacy refers to the use o f

multiple drugs, which is v ery common in elder ly popula tions in

the Uni ted States. As our popula tion ages, some estima te tha t the

propor tion o f people 65 or older will r each 20% of the U .S.

popula tion b y 2030, wi th this gr oup consuming 40% o f the

prescribe d medications. As shown in T able 3 (fr om Schwartz and

Aberneth y, 2008), it is qui te cle ar wh y the t ypic al clinic al trial tha t

looks at the saf ety and ef fectiv eness of psychotr opic drugs c an

be pr oblematic if w e tr y to in terpr et these r esults f or an elder ly

popula tion.
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Table 2.3 Comparison of clinical trial subjects and aged patients r eceiving
drug ther apies

Metabolism o f drugs is o ften slo wed consider ably for elder ly

popula tions, so less drug c an pr oduc e the same ef fect (or all too

often, too much drug c an result in a v ariety of side ef fects). One

of the gr eatest risk fac tors f or elder ly popula tions is falling ( and

breaking bones ), which c an happen if the elder ly person ge ts diz zy

fr om too much o f a drug. Ther e is also evidenc e that psychotr opic

medications c an reduce bone densi ty (thus w orsening the

consequences if someone falls ) (Brown & M ezuk, 2012). Although

we are gaining an awareness about some o f the issues facing

pharmac other apy in older popula tions, this is a v ery comple x area

wi th man y medical and ethic al questions.

This module pr ovided an in tr oduc tion o f some of the impor tant

areas in the f ield o f 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. I t should also be appar ent tha t understanding mor e about

psychopharmac ology is impor tant to an yone in ter ested in
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understanding beha vior and tha t our understanding o f issues in this

f ield has impor tant implic ations f or socie ty.

Outside Resources

Video: Neurotr ansmission

A YouTube element has been excluded from this

version of the text. You can view it online her e:

https:/ / openpress.usask.ca/

abnormalpsychology/?p= 120

Web: Description o f how some drugs w ork and the br ain

areas involved Ð 1ht tp:/ / 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 Ð 2ht tp:/ /le arn.genetics.utah.edu/c onten t/

addic tion /mouse /

Web: Informa tion about ho w neur ons communic ate and

the r eward path ways ht tp:/ /le arn.genetics.utah.edu/

conten t/addic tion /r ewardbehavior /

Web: National I nsti tute o f Alcohol Abuse and Alc oholism

ht tp:/ / www.niaaa.nih.gov/

Web: National I nsti tute o f Drug Abuse

ht tp:/ / www.drugabuse.gov/

Web: National I nsti tute o f Mental

Health ht tp:/ / www.nimh.nih.go v/inde x.shtml

Web: Neurotr ansmission

ht tps:/ / science.education.nih.go v/supplemen ts/nih2 /

Addic tion /ac tivi ties/lesson2_neur otr ansmission.h tml

Web: Repor t o f the W orking Gr oup on Psychotr opic

Medications f or Childr en and Adolescents:

Psychopharmac olog ical, Psychosocial, and Combine d

Inter ventions f or Childhood Disor ders: Evidenc e Base,

Contextual Factors, and Futur e Dir ections (2008 ):

ht tp:/ / www.apa.org/pi /families /r esources/child-

medications.pdf

Web: Ways drugs can alter neur otr ansmission

ht tp:/ / thebr ain.mcg ill.c a/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 ar e 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 tiv e 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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2.5 Evidence Based Practice &
Empirically Supported
Treatments
CAILEY STRAUSS AND JORDEN A. CUMMINGS

Section Learning O bjectives

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

practic e

¥ Explain ho w a tr eatmen t is deemed empiric ally-

suppor ted

¥ Def ine tr eatmen ts tha t harm and e xplain wh y the y

should be o f concern f or men tal health pr oviders

Evidence-Based Practice

Evidence-based pr actic e (EBP) is def ined by the Canadian

Psycholog ical Association as the in ten tional and c areful use o f the

best r esearch evidenc e available at the time, in or der to guide e ach

clinic al decision and deliv ered service. To pr actic e in an evidenc e-

based way, a clinician must mak e themsel ves aware of the best
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available r esearch and utiliz e it while c onsidering spe cif ic clien t

preferences, personali ty tr aits, and cultur al contexts. Selecting a

tr eatmen t appr oach tha t has been shown to be ef fectiv e for the

specif ic pr oblem is impor tant, as well as tailoring i t to f it the

individual clien t (referr ed to as clien t specif ici ty). Delivering

tr eatmen t is ther efore a more inten tional pr ocess than simpl y

learning one tr eatmen t modali ty and appl ying i t indiscrimina tel y to

every clien t.

Given tha t r esearch is constan tl y evolving and ne w studies ar e

fr equentl y added to the e xisting bod y of li ter atur e, evidenc e-based

practic e requir es that a clinician main tain a c ommi tmen t to being

and staying inf orme d. Clinicians must also not just c onsume

empiric al research, but thoug htfull y evaluate i t f or validi ty. Every

stud y has limi tations, and understanding these limi tations is in tegr al

to the cri tic al consumption o f r esearch. Then, a clinician is char ged

wi th the dif f icult task o f deciding ho w to tr anslate the empiric al

research in to every decision made in clinic al pr actic e. Lastly, ther e

must al ways be open and honest c ommunic ation be tween the

clinician and clien t, in an en vir onmen t wher e the clien t f eels

comf or table and safe expr essing their ne eds.

Althoug h EBP requir es a great amoun t o f work on the par t o f the

service provider , it is ne cessary in or der to pr otect the public fr om

inten tional or inad verten t harm. I t also maximiz es the chanc es for

successful tr eatmen t. Evidenc e-based pr actic e also encour ages the

view of Psycholog y as a legitima te, ethic al and scien tif ic f ield o f

stud y and pr actic e.

Empirically-Supported Treatments

Born out o f an incr easing focus on accountabili ty, cost

effectiv eness, and protecting P sycholog yÕs reputa tion as a cr edible

health ser vice, task forces were mobiliz ed in the 1990s to in vestigate

the available tr eatmen ts and ser vices. By endorsing onl y those
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modali ties tha t me t certain cri teria, the task f orces created lists

of empiric ally suppor ted tr eatmen ts. In or der to be on the list,

the ther apy appr oach had to ha ve been shown to be ef fectiv e in

contr olled research set tings. This me ans that the ther apy was bet ter

than plac ebo in a sta tistic ally signif icant w ay, or w as found to be

at le ast as effectiv e as an already empiric ally suppor ted tr eatmen t.

Ther e was also a move towards standar dized and manualiz ed

tr eatmen t. Treatmen ts tha t could be e asily describe d (and ther efore

taught) thr ough a clear step-b y-step se t o f rules w ere priori tiz ed

over those tha t could not. Clinicians w ere urged to utiliz e only those

tr eatmen ts tha t w ere found to be empiric ally suppor ted, in an ef for t

to be full y evidenc e based in pr actic e.

The advantages of using empiric ally suppor ted tr eatmen ts are

numer ous. Subjecting e ach ther apy to in-depth scrutin y helps to

prevent inef fectiv e or harmful appr oaches fr om being use d. It

ther efore protects the public fr om adverse effects tha t r ange fr om

paying f or an inef fectiv e tr eatmen t, to sustaining psy cholog ical

damage. Focusing on empiric ally suppor ted tr eatmen ts serves as a

quali ty contr ol system f or the f ield o f Psycholog y, and pr otects i t

fr om becoming Òwater ed downÓ by tr eatmen t appr oaches that lack

eff icacy. By using this system i t also becomes less likely tha t one will

make ethic al missteps. W hen a clinician c ommi ts to e videnc e based

practic e using onl y empiric ally suppor ted tr eatmen ts, the public

can be conf iden t tha t the y will r eceive ther apy tha t is c ost ef fectiv e

and has been shown to ha ve a high lik elihood o f helping them.

However, any big change wi thin a f ield is lik ely to ha ve negativ e

consequences no mat ter ho w benef icial i t may be. Ther e have been

several arguments made against a system tha t stric tl y adher es to

empiric ally suppor ted tr eatmen ts. Some took issue wi th the notion

that Òvalidi tyÓ is objectiv e and can ever be achie ved. They argued

that validi ty is an ever-chang ing pr ocess and that judgmen ts of

validi ty are only as good as the studies tha t in vestigate each

tr eatmen t appr oach (some of which ar e plagued wi th small sample

sizes and subpar r esearch condi tions ). Other cri tics suggeste d tha t

many legitima te ther apies do not lend themsel ves to manualiz ed
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approaches and tha t stric t adher ence to a manual does not allo w

the f lexibili ty requir ed for clien t specif ici ty. Yet another ar gument

against the list o f empiric ally suppor ted tr eatmen ts is tha t i t is easily

misin terpr eted and used as a tool o f eli tism. Thir d-par ty payers

may decide to fund onl y those appr oaches that ar e on the list and

exclude all others, which is not ho w the list w as intende d to be

used. Also, ther apy appr oaches for use wi th c ertain psy cholog ical

disor ders (notabl y the personali ty disor ders) are underr epresented

on the list o f empiric ally suppor ted tr eatmen ts, leaving a lar ge

subset o f clien ts wi thout appr opria te ser vices. As with most issues,

the c oncept o f empiric ally suppor ted tr eatmen ts 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 200 7 Scot t Lilienf eld wr ote an impor tant ar ticle about

psycholog ical tr eatmen ts tha t cause harm. H e argued tha t the

poten tial f or psy cholog y tr eatmen ts to be harmful had be en lar gely

ignor ed. Despite an incr eased in ter est in the nega tiv e side effects of

psychiatric me dications, the f ield o f psycholog y had been allowed

to Òfly under the r adar.Ó Lilienfeld posi ted tha t this o versight carrie d

wi th i t serious risk to both the f ield o f psycholog y and the public a t

large. He researched poten tiall y harmful ther apies (PHTs) and br oke

them do wn in to t wo categories: Le vel I (pr obably harmful) and Le vel

II (possibl y harmful). I t w as noted tha t the distinc tion be tween these

two categories lik ely requir es fur ther r esearch, as the ther apies

liste d under Le vel II ma y actuall y be moved to Le vel I wi th fur ther

inf orma tion ga ther ed.

According to Lilienf eld, ther e are two reasons why clinicians ne ed

to be c oncerned about poten tiall y harmful ther apies. First,

clinicians ar e bound b y an ethic al dut y to avoid harming their

clien ts. Ignor ance is not a v alid def ense for c ausing harm, no ma t ter
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how unin ten tional. Second, in vestigating the some times nega tiv e

effects of ther apy can shed lig ht on poten tial c auses of clien t

deterior ation. Le arning about si tuations in which clien ts do not

get bet ter is as impor tant as the c ases in which the y do Ð failur e

presents an oppor tuni ty for gr owth and incr eased kno wledge. In

his ar ticle 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 alth y dependenc y

on the ther apist, r eluctanc e to seek futur e tr eatmen t when ne eded,

and in e xtr eme cases physical harm. H arm c an even be done to

famil y and friends o f the clien t, as in the c ase of false abuse

accusations. A ther apy is consider ed a PHT if (1) it causes harmful

psycholog ical or ph ysical effects in clien ts or their r elativ es, (2)

the harmful ef fects are enduring and ar e not simpl y a shor t-term

worsening o f symptoms during tr eatmen t (as in the c ase of some

PTSD treatmen ts), and (3) the harm has be en replic ated by

independen t stud y. Treatmen ts tha t harm ar e concerning be cause

they contribute to clien t at tri tion (i.e., clien ts pr ematur ely leaving

ther apy), long-term de terior ation (i.e., a w orsening o f clien t

func tioning), and a gener al degradation o f psycholog yÕs reputa tion

as a discipline.

In Lilienf eldÕs opinion, the topic o f tr eatmen ts tha t harm r equir es

fur ther in vestigation. H is suggestions f or futur e research include

the exten t to which harmful ther apies are being administer ed,

reasons for the c ontinue d populari ty of harmful ther apies, ther apist

or clien t variables tha t may incr ease or decrease the lik elihood o f

harm, as well as any mediating v ariables. He also posits tha t the

antidote to P HTs may include using standar dized questionnair es at

every session to tr ack clien t outc omes.
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Summary and Self-Test:
Perspectives on Abnormal
Behaviour
ALEXIS BRIDLEY & LEE W. DAFFIN JR., CARRIE CUTTLER, HANNAH
BOETTCHER, STEFAN G. HOFMANN, Q. JADE WU, SUSAN BARRON,
CAILEY STRAUSS, AND JORDEN A. CUMMINGS

Summary

What is c onsider 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 o f

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 beha viour c ontr ary to the

relig ious te achings o f the time. T reatmen t include d tr ephina tion

and exorcism.

Greco-Roman thoug ht on abnormal beha viour r ejected the ide a

of demonic possession. H ippocr ates pr oposed tha t men tal disor ders

are similar to ph ysical disor ders and had na tur al causes. He also

proposed tha t men tal disor ders r esulted when our humors w ere

imbalanc ed. Plato fur ther pr oposed tha t the men tall y ill w ere not

responsible f or 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 o f demonic possession. Ex orcism, f logging, pr ayer, visiting

holy sites, and hol y water w ere all used as tr eatmen ts. 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 vernmen t took mor e responsibili ty

for peopleÕs care.

The mor al tr eatmen t mo vement began in the la te 18th centur y

in Eur ope and then r ose in the Uni ted States in the e arly 19th

centur y. This mo vement emphasiz ed respect f or the men tall y ill,

mor al guidanc e, and humane tr eatmen t.

Theoretic al orien tations pr esent a fr amework thr ough which to

understand, or ganize, and pr edic t human beha viour . When used to

tr eat people wi th men tal illness the y are referr ed to as ther apeutic

orien tations.

The earliest orien tation w as psychoanalysis, developed by Freud.

This model suggests tha t psychiatric pr oblems ar e the r esult o f

tension be tween the id, super ego, and ego. Althoug h psychoanalysis

is still pr actic ed toda y it has lar gely been replaced by

psychod ynamic the or y, which uses the same under lying principles

of psychoanalysis but is brief er, mor e present-f ocused, and

sometimes manualiz ed.

Person-cen ter ed ther apy is r eferr ed to as a humanistic ther apy,

and i t is based on the belief tha t men tal he alth pr oblems arise

when our inna te human tendenc y for self -ac tualiza tion ge ts block ed

somehow. Person-cen ter ed ther apy believes that pr oviding clien ts

wi th unc ondi tional posi tiv e regard and a place of suppor t will allo w

them to gr ow and change. I n this sense, i t is an unstruc tur ed

ther apy.

The behaviour al model o f psychopatholog y believes that ho w w e

act is le arned, including d ysfunc tional, abnormal beha viour . It r elies

upon principles o f oper ant condi tioning. Beha viour ther apises are

popular choic es for a wide r ange of men tal illness, espe ciall y anxiety

disor ders. Overall, the y focus on le arning ne w behaviour .

The cogni tiv e model ar ose in dir ect r esponse to the beha viour al

model; c ogni tiv e theorists belie ve that by overlooking thoug hts,

behaviourism w as missing an impor tant componen t o f men tal

illness. According to the c ogni tiv e model our thoug hts, especiall y

about ho w we interpr et events, inf luenc e mental disor der.
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Cogni tiv e behaviour al ther apy (CBT) combines aspects of both

behaviour al ther apy and cogni tiv e ther apy. It is one o f the most

popular ther apies, interna tionall y, and it w orks for a wide v ariety of

diagnoses and pr esenting pr oblems.

Newer f orms o f ther apy include the ac ceptanc e- and

mindfulness-base d appr oaches. Mindfulness is a pr ocess that

cultiv ates a non-judgmen tal sta te o f at ten tion. These t ypes of

ther apies work by altering pe opleÕs relationships wi th their

thoug hts, behaviours, and emotions, wher eas previousl y developed

ther apies tr y to change this c onten t dir ectl y.

Emerging tr eatmen t str ateg ies include the use o f in terne t-

delivered ther apies, cogni tiv e bias modif ication via gamif ication,

and CBT-enhancing pharmac eutic al agents

The biolog ical model e xplains ho w men tal illness de velops a

medical perspectiv e. The neur on is the fundamen tal uni t o f

communic ation o f the ner vous system. Neurotr ansmit ters 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 c an also

inf luenc e mental illness.

Ther e are five major c ategories o f psychotr opic me dication:

Antidepr essants, anti-anxie ty medications, stimulan ts,

antipsy chotics, and mood stabiliz ers. Electr oconvulsive ther apy and

psychosur gery are also sometimes use d to tr eat cases of men tal

illness tha t do not r espond w ell to me dication.

Pharmac okine tics r efers to ho w the bod y handles drugs tha t w e

take, including dif ferent drug administr ations and drug me tabolism.

Contr oversial issues in psy chopharmac ology include the use o f

medications b y juveniles and the elder ly.

Evidence-based pr actic e is the in ten tional and c areful use o f the

best available r esearch evidenc e combine d wi th clinic al experienc e

and specif ic clien t pr eferences. Empiric ally-suppor ted tr eatmen ts

are those tha t me et certain r esearch cri teria in or der to be labele d

as scientif ically suppor ted. Last, tr eatmen ts tha t harm ar e those

that cause damage to ei ther clien ts or their families.

136 | Summar y and Self-Test: Perspectiv es on Abnormal Beha viour



Self-Test

An inter active or media element has been excluded

fr om this ver sion of the text. You can view it online

here:

https:/ / openpress.usask.ca/abnormalpsychology /?p=437

Link: ht tps:/ / openpr ess.usask.ca/abnormalpsy cholog y/wp-

admin /admin-aj ax.php?action=h5p_embe d&id= 10
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Chapter 3 Introduction
JORDEN A. CUMMINGS

Sadness and euphoria ar e two very human e xperienc es. We have all

felt do wn, 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 in tense as these experienc es might f eel, the y are very

dif ferent fr om clinic al mood disor ders. In this chapter y ouÕll learn

about both depr ession and mania, and the v ariety of mood disor ders

that ar e marked by these experienc es. Althoug h Òdepr essed,Ó in

par ticular , is a phrase that gets used often f eeling do wn is not the

same as being diagnosed wi th depr ession. In addi tion, the mood

disor ders consist o f many mor e symptoms than just f eeling do wn or

elated.

In this chapter w eÕll discuss all of 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. WeÕll also review the

rates and vulner abili ties f or both and the e tiolog ies hypothesiz ed to

under ly them. L ast, weÕre going to discuss ho w mood disor ders ar e

tr eated wi th both biolog ical and psycholog ical inter ventions.
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3.1 Mood Disorders
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.

¥ Identif y common risk fac tors f or mood disor ders.

¥ Know ef fectiv e tr eatmen ts of mood disor ders.
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Perinatal depr ession following child
birth aff licts about 5% of all mother s.
An unf ortunate social stigma
regarding this f orm of depr ession
compounds the problem for the women
who suffer its effects. [Image: CC0
Public Domain ]

Everyone feels down or

euphoric fr om time to time, but

this is dif ferent fr om having a

mood disor der such as major

depr essive disor der or bipolar

disor der. Mood disor ders ar e

extende d periods o f depr essed,

euphoric, or irri table moods

that in c ombina tion wi th other

symptoms c ause the person

signif icant distr ess and

interf ere wi th his or her dail y

lif e, often r esulting in social and

occupational dif f iculties. I n this

module, w e describe major

mood disor ders, including their

symptom pr esentations,

general pr evalence rates, and ho w and wh y the r ates of these

disor ders tend to v ary by age, gender, and race. In addi tion,

biolog ical and envir onmen tal risk fac tors tha t have been implic ated

in the de velopmen t and c ourse o f mood disor ders, such as

heri tabili ty and str essful lif e events, are reviewed. Finally, we

provide an overview of tr eatmen ts for mood disor ders, covering

tr eatmen ts wi th demonstr ated effectiv eness, as well as new

tr eatmen t options sho wing pr omise.

The actr ess Brooke Shields publishe d a memoir ti tle d Down Came

the Rain: My Journey thr ough Postpartum Depr ession in which she

describe d her strugg les wi th depr ession follo wing the bir th o f her

daughter . Despite the fac t tha t about one in 20 w omen experienc e

depr ession after the bir th o f a baby (Americ an Psychiatric

Association [APA], 2013), postpar tum depr essionÑrecentl y renamed

Òperina tal depr essionÓÑcontinues to be v eiled by stigma, o wing in

par t to a widel y held expectation tha t mother hood should be a time

of gr eat jo y. In an opinion pie ce in the New York Times, Shields

revealed tha t en tering mother hood w as a profoundl y overwhelming
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experienc e for her . She vividly describes e xperiencing a sense o f

ÒdoomÓ and ÒdreadÓ in response to her ne wborn bab y. Because

mother hood is c onventionall y thoug ht o f 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 deal 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 o f shame are not unique to perina tal depr ession. Stigma

applies to other t ypes of depr essive and bipolar disor ders and

contributes to pe ople not al ways receiving the ne cessary suppor t

and tr eatmen t f or these disor ders. In fact, the W or ld Health

Organization r anks both major depr essive disor der (MD D) and

bipolar disor der (BD) among the top 10 le ading causes of disabili ty

wor ldwide. Fur ther , MDD and BD carr y a high risk o f suicide. I t is

estima ted tha t 25%Ð50% of people diagnose d wi th BD will a t tempt

suicide a t least once in their lif etimes (Goodwin & Jamison, 200 7).

What Are Mood Disorders?

Mood Episodes

Everyone experienc es brief periods o f sadness, irri tabili ty, or

euphoria. This is dif ferent than ha ving 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

func tioning.
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Major Depressive Episode

A major depr essive episode (MD E) refers to symptoms tha t co-

occur f or at le ast t wo weeks and cause signif icant distr ess or

impairmen t in func tioning, such as in terf ering wi th w ork, school, or

relationships. Cor e symptoms include f eeling do wn or depr essed or

experiencing anhedonia Ñloss of in ter est or ple asure in things tha t

one t ypic ally enjoys. According to the f if th edition o f the Diagnostic

and Statistical M anual (DSM-5; APA, 2013), the cri teria f or an MD E

requir e five or mor e of the f ollo wing nine symptoms, including one

or both o f the f irst t wo symptoms, f or most o f the da y, nearly every

day:

1. depr essed mood

2. diminishe d in ter est or ple asure in almost all ac tivi ties

3. signif icant w eight loss or gain or an incr ease or decrease in

appeti te

4. insomnia or hyper somnia

5. psychomotor agi tation or r etar dation

6. fatigue or loss o f ener gy

7. feeling w or thless or e xcessive or inappr opria te guilt

8. diminishe d abili ty to c oncentr ate or inde cisiveness

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

at tempt

These symptoms c annot be c aused by physiolog ical effects of a

substanc e or a gener al medical condi tion ( e.g., hypoth yroidism ).

Manic or Hypomanic Episode

The core cri terion f or a manic or h ypomanic episode is a distinc t

period o f abnormall y and persisten tl y euphoric, e xpansive, or

irri table mood and persisten tl y incr eased goal-dir ected activi ty or
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energy. The mood disturbanc e must be pr esent f or one w eek or

longer in mania ( unless hospi taliza tion is r equir ed) or f our da ys or

longer in h ypomania. Concurr entl y, at le ast thr ee of the f ollo wing

symptoms must be pr esent in the c ontext o f euphoric mood ( or at

least four in the c ontext o f irri table mood):

1. inf lated self-este em or gr andiosi ty

2. incr eased goal-dir ected activi ty or psy chomotor ag itation

3. reduced need for sleep

4. racing thoug hts or f light o f ideas

5. distr actibili ty

6. incr eased talka tiv eness

7. excessive involvement in risky beha viors

Manic episodes ar e distinguishe d fr om hypomanic episodes b y their

dur ation and associa ted impairmen t; wher eas manic episodes must

last one w eek and are def ined by a signif icant impairmen t in

func tioning, h ypomanic episodes ar e shor ter and not ne cessarily

accompanie d by impairmen t in func tioning.

Mood Disorders

Unipolar Mood Disorders

Two major t ypes of unipolar disor ders describe d by

the DSM-5 (APA, 2013) are major depr essive disor der and persisten t

depr essive disor der (PDD; dysthymia). MDD is def ined by one or

mor e MDEs, but no histor y of manic or h ypomanic episodes.

Cri teria f or PDD are feeling depr essed most o f the da y for mor e

days than not, f or at le ast t wo years. At le ast t wo of the f ollo wing

symptoms ar e also requir ed to me et cri teria f or PDD:

146 | 3.1 Mood Disor ders



Bipolar disor ders are characterized by
cycles of high energy and depression.
[Image: Brett W haley, https:/ / goo.gl/
k4HTR7, CC BY-NC 2.0, https:/ / goo.gl/
VnKlK8]

1. poor appe ti te or o vereating

2. insomnia or h ypersomnia

3. low ener gy or fa tigue

4. low self -este em

5. poor c oncentr ation or dif f icult y making de cisions

6. feelings o f hopelessness

Like MDD, these symptoms ne ed to c ause signif icant distr ess or

impairmen t and c annot be due to the ef fects of a substanc e or

a general medical condi tion. T o meet cri teria f or PDD, a person

cannot be wi thout symptoms f or mor e than t wo mon ths at a time.

PDD has overlapping symptoms wi th MD D. If someone meets

cri teria f or an MD E during a PDD episode, the person will r eceive

diagnoses of PDD and MD D.

Bipolar Mood Disorders

Thr ee major t ypes of BDs are

describe d by the DSM-5 (APA,

2013). Bipolar I Disor der (BD I),

which w as previousl y known as

manic-depr ession, is

characteriz ed by a single (or

recurr ent) manic episode. A

depr essive episode is not

necessary but c ommonl y

present f or the diagnosis o f BD

I. Bipolar II Disor der is

characteriz ed by sing le (or

recurr ent) hypomanic episodes

and depr essive episodes.

Another t ype of BD is

cycloth ymic disor der, characteriz ed by numer ous and alterna ting
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periods o f hypomania and depr ession, lasting a t le ast t wo years. To

qualif y for c ycloth ymic disor der, the periods o f depr ession cannot

meet full diagnostic cri teria f or an MD E; the person must

experienc e symptoms a t le ast half the time wi th no mor e than t wo

consecutiv e symptom-fr ee months; and the symptoms must c ause

signif icant distr ess or impairmen t.

It is impor tant to note tha t the DSM-5 was published in 2013,

and f indings base d on the upda ted manual will be f or thc oming.

Consequentl y, the r esearch pr esented below w as largely based on

a similar , but not iden tic al, conceptualiza tion o f mood disor ders

drawn fr om the DSM-IV (APA, 2000).

Box 1. Specifier 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 ar e occurring during, the mood episode, to

incr ease diagnostic spe cif ici ty and inf orm tr eatmen t.

Psychotic f eatur es is specif ied when the episodes ar e

accompanie d by delusions ( rig idl y held beliefs tha t ar e

false) or hallucina tions (per ceptual disturbanc es that ar e

not based in r eality). Seasonal pat tern is spe cif ied when a

mood episode oc curs at the same time o f the y ear for t wo

consecutiv e years Ñ most c ommonl y occurring in the fall

and win ter . Peripar tum onse t is specif ied when a mood

episode has an onset during pr egnancy or wi thin f our

weeks of the bir th o f a child. Appr oximatel y 3%Ð6% of

women who ha ve a child experienc e an MDE with

peripar tum onse t (APA, 2013). This is less frequent and

dif ferent fr om the bab y blues or when w omen f eel tr ansient
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mood symptoms usuall y wi thin 10 days of giving bir th,

which ar e experienc ed by most w omen (Nolen-H oeksema &

Hilt, 2009 ).

How Common Are Mood Disorders? Who
Develops Mood Disorders?

Depressive Disorders

In a nationall y representativ e sample of Americ ans, lifetime

prevalence rate f or MD D was 16.6% (Kessler, Berglund, Demler , Jin,

Merikangas, & Walters, 2005). This me ans that ne arly one in f ive

Americ ans will me et the cri teria f or MD D during their lif etime.

Lif etime pr evalence rates in Canada have been estima ted at 11.2%

(Knoll & Maclennan, 2017). The 12-mon th pr evalenceÑthe

propor tion o f people who me et cri teria f or a disor der during a

12-mon th periodÑ o f MD D in Canada is 4.7% (Knoll & MacLennan,

2017).

Althoug h the onse t o f MD D can occur a t any time thr oughout the

lif espan, the average age of onset is mid- 20s, wi th the age o f onset

decreasing wi th pe ople born mor e recentl y (APA, 2000). Prevalence

of MD D among older adults is much lo wer than i t is f or y ounger

cohor ts (Kessler, Birnba um, Bromet, Hwang, Sampson, & Shahly,

2010). The dur ation o f MD Es varies widel y. Recovery begins wi thin

thr ee months f or 40% o f people wi th MD D and wi thin 12 mon ths

for 80% ( APA, 2013). MDD tends to be a r ecurr ent disor der wi th

about 40%Ð50% of those who e xperienc e one MD E experiencing

a second MD E (Monr oe & Harkness, 2011). An earlier age o f onset
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predic ts a worse course. About 5%Ð10% of people who e xperienc e

an MDE will la ter e xperienc 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 I. Diagnoses of other disor ders acr oss the lif etime ar e common

for pe ople wi th MD D: 59% experienc e an anxiety disor der; 32%

experienc e an impulse c ontr ol disor der, and 24% experienc e 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 (N olen-H oeksema & Hilt, 2009 ). This gender dif ference

emerges during puber ty (Conley & Rudolph, 2009 ). Before puber ty,

boys exhibi t similar or hig her pr evalence rates of MD D than do g ir ls

(Twenge & Nolen-H oeksema, 2002). MDD is inversely corr elated

wi th socioeconomic sta tus (SES), a personÕs economic and social

position base d on inc ome, education, and oc cupation. H igher

prevalence rates of MD D are associated wi th lo wer SES (Lorant,

Deliege, Eaton, Rober t, Philippot, & Ansse au, 2003), particular ly for

adults o ver 65 years old (Kessler et al., 2010). Independen t o f SES,

results fr om a nationall y representativ e sample found tha t Eur opean

Americ ans had a higher pr evalence rate of MD D than did Afric an

Americ ans and Hispanic Americ ans, whose rates were similar

(Breslau, Aguilar -Gaxiola, K endler , Su, Williams, & K essler, 2006).

The course o f MD D for Afric an Americ ans is often mor e severe

and less often tr eated than i t is f or Eur opean Americ ans, however

(Williams e t al., 200 7). American research indic ates tha t N ativ e

Americ ans (a designation still use d in the Uni ted States) have a

higher pr evalence rate than do Eur opean Americ ans, Afric an

Americ ans, or H ispanic Americ ans (Hasin, Goodwin, Stinson &

Grant, 2005). Depr ession is not limi ted to industrializ ed or w estern

cultur es; it is f ound in all c ountries tha t have been examine d,

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 r ates of

depr ession than the gener al popula tion. For e xample, a r ecent

Canadian stud y estima ted the lif etime pr evalence rates of
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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 mor e
intensely than those with adult onset.
[Image: CC0 Public Domain]

depr ession as 67.7% for sexual minori ties and 72% for gender liminal

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

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

experiencing curr ent depr ession (Rotondi, Ba uer, Scanlon, Kaay,

Travers, & Travers, 2011).

Bipolar Disorders

The lif etime pr evalence rate

of bipolar spe ctrum disor ders

in the gener al U.S. population is

estima ted at appr oximatel y

4.4%, with BD I consti tuting

about 1% of this r ate

(Merikangas et al., 200 7). In

Canadian samples, the lif etime

prevalence rate f or bipolar

disor der has been estima ted at

2.6% (Statistics Canada, 2013)

and the 12-mon th pr evalence

rate as 1.5% (Statistics Canada,

2013). More recent data shows

the lif etime pr evalence rate of

Bipolar I and II in Canada a t

0.87% and 0.57%, respectiv ely

(McDonald e t al., 2015).

Prevalence estimates, however, are highly dependen t on the

diagnostic pr ocedur es used (e.g., inter views vs. self-r epor t) and

whether or not sub-thr eshold f orms o f the disor der ar e include d in

the estima te. BD often c o-oc curs wi th other psy chiatric disor ders.

Approximatel y 65% of people wi th BD meet diagnostic cri teria f or

at le ast one addi tional psy chiatric disor der, most c ommonl y anxiety

disor ders and substanc e use disor ders (McElroy et al., 2001). The
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co-oc curr ence of BD wi th other psy chiatric disor ders is associated

wi th poor er illness c ourse, including hig her r ates of suicidali ty

(Leverich e t al., 2003 ). A recent cr oss-national stud y sample of mor e

than 60 ,000 adults fr om 11 countries, estima ted the w or ldwide

prevalence of BD at 2.4%, wi th BD I consti tuting 0 .6% of this r ate

(Merikangas et al., 2011). In this stud y, the pr evalence of BD varied

somewhat by countr y. Whereas the Uni ted States had the hig hest

lif etime pr evalence (4.4%), India had the lo west (0.1%). Variation in

prevalence rates was not ne cessarily related to SES, as in the case of

Japan, a high-inc ome countr y wi th a very low pr evalence rate of BD

(0.7%).

With r egard to e thnici ty, data fr om studies not c onfounde d by

SES or inaccur acies in diagnosis ar e limi ted, but a vailable r epor ts

suggest r ates 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 communi ty-based stud y found tha t althoug h

prevalence rates of mood disor ders w ere similar acr oss ethnic

groups, Hispanic Americ ans and Afric an Americ ans wi th a mood

disor der w ere mor e likely to r emain persisten tl y ill than Eur opean

Americ ans (Breslau et al., 2005). Compar ed wi th Eur opean

Americ ans wi th BD, Afric an Americ ans tend to be under diagnosed

for BD (and over-diagnose d for schiz ophr enia) (Kilbourne, H aas,

Mulsan t, Bauer, & Pincus, 2004; Minsky , Vega, Miskimen, Gar a, &

Escobar, 2003), and Hispanic Americ ans wi th BD have been shown

to r eceive fewer psychiatric me dication pr escriptions and spe cialt y

tr eatmen t visi ts (Gonzalez et al., 200 7). Misdiagnosis of BD can

result in the underutiliza tion o f tr eatmen t or the utiliza tion o f

inappr opria te tr eatmen t, and thus pr ofoundl y impac t the c ourse o f

illness.

As with MD D, adolescence is known to be a signif icant risk period

for BD; mood symptoms star t by adolescence in r oughly half o f BD

cases (Leverich e t al., 200 7; Perlis et al., 2004 ). Long itudinal studies

show tha t those diagnose d wi th BD prior to adulthood e xperienc e a

mor e pernicious c ourse o f illness r elativ e to those wi th adult onse t,
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including mor e episode r ecurr ence, higher r ates of suicidali ty, and

profound social, oc cupational, and e conomic r epercussions

(e.g., Lewinsohn, Seeley, Buckle y, & Klein, 200 2). The prevalence of

BD is substan tiall y lower in older adults c ompar ed wi th y ounger

adults (1% vs. 4%) (Merikangas et al., 2007).

What Are Some of the Factors Implicated
in the Development and Course of Mood
Disorders?

Mood disor ders ar e comple x disor ders r esulting fr om multiple

factors. Causal explanations c an be at tempte 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 o f mood disor ders

are highlig hted.
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Romantic r elationships can aff ect
mood as in the case of divorce or the
death of a spouse. [Image: CC0 Public
Domain ]

Depressive Disorders

Research acr oss famil y and

twin studies has pr ovided

suppor t tha t genetic fac tors ar e

implic ated in the de velopmen t

of MD D. Twin studies suggest

that familial inf luenc e on MD D

is mostl y due to gene tic ef fects

and tha t individual-spe cif ic

envir onmen tal ef fects (e.g.,

romantic r elationships ) play an

impor tant r ole, too. By

contr ast, the c ontribution o f

shared envir onmen tal ef fect by

siblings is neg lig ible (Sulliv an,

Neale & Kendler , 2000). The

mode o f inheri tanc e is not full y understood althoug h no sing le

genetic v ariation has be en found to incr ease the risk o f MD D

signif icantl y. Instead, several genetic v arian ts and en vir onmen tal

factors most lik ely contribute to the risk f or MD D (Lohoff, 2010).

One envir onmen tal str essor tha t has r eceived much suppor t in

relation to MD D is str essful lif e events. In par ticular , severe str essful

lif e eventsÑthose tha t have long-term c onsequences and involve

loss of a signif icant r elationship ( e.g., divorce) or economic stabili ty

(e.g., unemplo yment) are str ongly related to depr ession (Brown &

Harris, 1989; Monr oe et al., 2009 ). Str essful lif e events are mor e

likely to pr edic t the f irst MD E than subsequent episodes

(Lewinsohn, Allen, Se eley, & Gotlib, 1999). In contr ast, minor e vents

may play a larger r ole in subse quent episodes than the ini tial

episodes (Monr oe & Harkness, 2005).

Depr ession research has not be en limi ted to e xamining r eactivi ty

to str essful lif e events. Much r esearch, par ticular ly br ain imag ining

research using func tional magne tic r esonance imaging (fMRI), has
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center ed on examining neur al cir cui tr yÑthe in ter connections tha t

allow multiple br ain r egions to per ceive, generate, and enc ode

inf orma tion in c oncert. A meta-anal ysis of neur oimag ing studies

showed tha t when vie wing nega tiv e stimuli ( e.g., pictur e of an angr y

face, pictur e of a car acciden t), compar ed wi th he alth y contr ol

par ticipan ts, par ticipan ts wi th MD D have greater ac tiv ation in br ain

regions in volved in str ess response and r educed activ ation o f br ain

regions in volved in posi tiv ely motiv ated behaviors (H amilton, Etkin,

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

Other en vir onmen tal fac tors 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),chr onic str ess (e.g.,

poverty) and in terpersonal fac tors. For e xample, mari tal

dissatisfac tion pr edic ts incr eases in depr essive symptoms in both

men and w omen. On the other hand, depr essive symptoms also

predic t incr eases in mari tal dissatisfac tion (W hisman & U ebelacker,

2009). Research has found tha t people wi th MD D generate some o f

their in terpersonal str ess (Hammen, 2005). People wi th MD D whose

relativ es or spouses can be describe d as cri tic al and emotionall y

overin volved have higher r elapse rates than do those living wi th

people who ar e less cri tic al and emotionall y overin volved (Butzlaf f &

Hooley, 1998).

PeopleÕs attribu tional sty les or their gener al ways of thinking,

interpr eting, and r ecalling inf orma tion ha ve also been examine d

in the e tiolog y of MD D (Gotlib & J oormann, 2010 ). People wi th a

pessimistic a t tributional st yle tend to mak e internal ( versus

external), g lobal (versus specif ic), and stable (versus unstable )

at tributions to nega tiv e events, serving as a vulner abili ty to

developing MD D. For example, someone who when he fails an e xam

thinks tha t i t w as his fault (in ternal), tha t he is stupid (g lobal), and

that he will al ways do poor ly (stable) has a pessimistic a t tribution

style. Several inf luential the ories o f depr ession inc orpor ate

at tributional st yles (Abramson, Metalsky, & Alloy, 1989; Abramson

Seligman, & Teasdale, 1978).
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Bipolar Disorders

Althoug h ther e have been impor tant advances in r esearch on the

etiolog y, course, and tr eatmen t o f BD, ther e remains a need to

understand the me chanisms tha t contribute to episode onse t and

relapse. There is compelling e videnc e for biolog ical causes of BD,

which is kno wn to be hig hly heri table (M cGuff in, Rijsdijk, Andr ew,

Sham, Katz, & Car dno, 2003 ). It may be argued tha t a hig h rate

of heri tabili ty demonstr ates tha t BD is fundamen tall y a biolog ical

phenomenon. H owever, ther e is much v ariabili ty in the c ourse o f BD

both wi thin a person acr oss time and acr oss people (Johnson, 2005).

The triggers tha t de termine ho w and when this gene tic vulner abili ty

is expr essed are not y et understood; ho wever, ther e is evidenc e to

suggest tha t psychosocial triggers ma y play an impor tant r ole in BD

risk (e.g., Johnson e t al., 2008; Malkoff-Schwartz et al., 1998).

In addi tion 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 techniques to char acteriz e BD have focused on the pr ocessing

of emotional stimuli base d on the ide a that BD is fundamen tall y a

disor der o f emotion ( APA, 2000). Findings show tha t r egions o f the

brain thoug ht to be in volved in emotional pr ocessing and r egulation

are activ ated dif ferentl y in pe ople wi th BD relativ e to he alth y

contr ols (e.g., Altshuler e t al., 2008; Hassel et al., 2008; Lennox,

Jacob, Calder, Lupson, & Bullmor e, 2004).

However, ther e is li t tle c onsensus as to whe ther a par ticular br ain

region be comes mor e or less activ e in r esponse to an emotional

stimulus among pe ople wi th BD compar ed wi th he alth y contr ols.

Mix ed f indings ar e in par t due to samples c onsisting o f par ticipan ts

who ar e at various phases o f illness a t the time o f testing ( manic,

depr essed, in ter -episode ). Sample sizes tend to be r elativ ely small,

making c omparisons be tween subgr oups dif f icult. Addi tionall y, the

use of a standar dized stimulus ( e.g., facial expr ession of anger ) may

not elici t a suf f icien tl y str ong r esponse. Personall y engaging stimuli,
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such as recalling a memor y, may be mor e effectiv e in inducing

str ong emotions (I sacowi tz, Gershon, Allar d, & Johnson, 2013).

Within the psy chosocial le vel, research has focused on the

envir onmen tal c ontributors to B D. A series of studies sho w tha t

envir onmen tal str essors, particular ly severe str essors (e.g., loss of

a signif icant r elationship ), can adversely impac t the c ourse o f BD.

People wi th BD have substantiall y incr eased risk o f r elapse (Ellicot t,

Hammen, Gi tlin, B rown, & Jamison, 1990) and suffer mor e

depr essive symptoms (Johnson, Wine t t, M eyer, Greenhouse, &

Miller , 1999) follo wing a severe lif e str essor. Inter esting ly, positiv e

lif e events can also adversely impac t the c ourse o f BD. People wi th

BD suffer mor e manic symptoms af ter lif e events in volving

at tainmen t o f a desir ed goal (Johnson e t al., 2008 ). Such f indings

suggest tha t people wi th BD may have a hypersensi tivi ty to r ewards.

Evidence from the lif e str ess liter atur e has also suggested tha t

people wi th mood disor ders may have a cir cadian vulner abili ty tha t

renders them sensi tiv e to str essors that disrupt their sle ep or

rhythms. According to social zei tgeber theor y (Ehlers, Frank, &

Kupfer, 1988;Frank et al., 1994), stressors that disrupt sle ep, or tha t

disrupt the dail y routines tha t en tr ain the biolog ical clock (e.g.,

meal times ) can trigger episode r elapse. Consisten t wi th this the or y,

studies ha ve shown tha t lif e events tha t in volve a disruption in sle ep

and dail y routines, such as o vernig ht tr avel, can incr ease bipolar

symptoms in pe ople wi th BD (Malkoff-Schwartz et al., 1998).
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A number of medications ar e effective
in tr eating mood disor ders.
Meditation, e xercise, counseling and
other ther apies also show effectiveness
for some disorders. [Image: CC0 Public
Domain ]

What Are Some of the Well-Supported
Treatments for Mood Disorders?

Depressive Disorders

Ther e are many tr eatmen t

options a vailable f or pe ople

wi th MD D. First, a number o f

antidepr essant me dications ar e

available, all o f which tar get one

or mor e of the

neur otr ansmit ters implic ated

in depr ession.The earliest

antidepr essant me dications

were monoamine o xidase

inhibi tors (MA OIs). MAOIs

inhibi t monoamine o xidase, an

enzyme in volved in

deactiv ating dopamine,

nor epinephrine, and ser otonin.

Althoug h effectiv e in tr eating

depr ession, MAOIs can have serious side ef fects. Patien ts taking

MAOIs may develop danger ously hig h blood pr essure if the y 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 a t synapses, resulting in their incr eased availabili ty.

Tric yclics ar e most ef fectiv e for tr eating v egetativ e and somatic

symptoms o f depr ession. Like MAOIs, they have serious side ef fects,

the most c oncerning o f which is being c ardioto xic. Selectiv e

serotonin r euptak e inhibi tors ( SSRIs; 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 ecentl y in tr oduc ed antidepr essant me dications. SSRIs,

the most c ommonl y pr escribe d antidepr essant me dication, block

the r eabsorption o f serotonin, wher eas SNRIs block the

reabsorption o f serotonin and nor epinephrine. SSRIs and SNRIs

have fewer serious side ef fects than do MA OIs and tric yclics. I n

par ticular , they are less cardioto xic, less lethal in o verdose, and

produc e fewer cogni tiv e impairmen ts. They are not, ho wever,

wi thout their o wn side ef fects, which include but ar e not limi ted to

dif f icult y having or gasms, gastroin testinal issues, and insomnia. It

should be note d tha t anti-depr essant me dication ma y not w ork

equally for all pe ople. This appr oach to tr eatmen t o ften in volves

experimen tation wi th several medications and dosages, and ma y

be mor e effectiv e when pair ed wi th ph ysical exercise and

psychother apy.

Other biolog ical tr eatmen ts for pe ople wi th depr ession include

electr oconvulsive ther apy (ECT), transcranial magnetic stimula tion

(TMS), and deep br ain stimula tion. ECT in volves inducing a seizur e

after a pa tien t tak es muscle r elaxants and is under gener al

anesthesia. ECT is viable tr eatmen t f or pa tien ts wi th severe

depr ession or who sho w r esistance to an tidepr essants althoug h the

mechanisms thr ough which i t w orks remain unkno wn. A common

side effect is c onfusion and memor y loss, usually shor t-term

(Schulze-Rauschenbach, H arms, Schlaepfer, Maier , Falkai, &

Wagner, 2005). Repeti tiv e TMS is a nonin vasive technique

administer ed while a pa tien t is awake. Brief pulsa ting magne tic

f ields ar e delivered to the c or tex, inducing ele ctric al activi ty. TMS

has fewer side ef fects than ECT ( Schulze-Rauschenbach e t al.,

2005), and while outc ome studies ar e mixed, ther e is evidenc e that

TMS is a promising tr eatmen t f or pa tien ts wi th MD D who ha ve

shown r esistance to other tr eatmen ts (Rosa et al., 2006 ). Most

recentl y, deep br ain stimula tion is being e xamine d as a treatmen t

option f or pa tien ts who did not r espond to mor e tr aditional

tr eatmen ts lik e those alr eady describe d. Deep br ain stimula tion

involves implan ting an ele ctr ode in the br ain. The electr ode is
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connected to an implan ted neur ostimula tor , which ele ctric ally

stimula tes tha t par ticular br ain r egion. Althoug h ther e is some

evidenc e of i ts ef fectiv eness (Mayberg et al., 2005), addi tional

research is needed.

Several psychosocial tr eatmen ts have received str ong empiric al

suppor t, meaning tha t independen t in vestigations ha ve achieved

similar ly posi tiv e resultsÑa hig h thr eshold f or examining tr eatmen t

outc omes. These tr eatmen ts include but ar e not limi ted to beha vior

ther apy, cogni tiv e ther apy, and in terpersonal ther apy. Behavior

ther apies focus on incr easing the fr equency and quali ty of

experienc es that ar e pleasant or help the pa tien t achie ve master y.

Cogni tiv e ther apies primaril y focus on helping pa tien ts iden tif y and

change distor ted automa tic thoug hts and assumptions ( e.g., Beck,

1967). Cognitiv e-beha vior 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 in terpersonal r elationships b y tar geting pr oblem ar eas,

specif ically unr esolved grief, in terpersonal r ole disputes, r ole

tr ansitions, and in terpersonal def ici ts. The overall r esponse rate f or

cogni tiv e behavior al ther apy for depr ession, based on in terna tional

samples, has ranged fr om 34% to 71% (Beard, Stein, H earon, Lee,

Hsu, & Bjor gvinsson, 2016; Santo ft, Axelsson, Ost, Hedman-L agerlof,

Fust, & Hedman-L agerlof, 2019). Finally, ther e is also some suppor t

for the ef fectiv eness of Shor t-T erm Psychod ynamic Ther apy for

Depr ession (Leichsenring, 2001). The shor t-term tr eatmen t f ocuses

on a limi ted number o f impor tant issues, and the ther apist tends to

be mor e activ ely involved than in mor e tr aditional psy chod ynamic

ther apy.

Bipolar Disorders

Patien ts wi th BD are typic ally tr eated wi th pharmac other apy.

Antidepr essants such as SSRIs and SNRIs are the primar y choic e
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of tr eatmen t f or depr ession, wher eas for BD, lithium is the f irst

line tr eatmen t choic e. This is because SSRIs and SNRIs have the

poten tial to induc e mania or h ypomania in pa tien ts wi th BD. Lithium

acts on several neur otr ansmit ter systems in the br ain thr ough

comple x mechanisms, including r eduction o f excitator y (dopamine

and glutama te) neur otr ansmission, and incr easing of inhibi tor y

(GABA) neurotr ansmission (Leno x & Hahn, 2000 ). Lithium has

str ong ef f icacy for the tr eatmen t o f BD (Geddes, Burgess, Hawton,

Jamison, & Good win, 2004 ). However, a number o f side ef fects can

make li thium tr eatmen t dif f icult f or pa tien ts to toler ate. Side ef fects

include impair ed cogni tiv e func tion (Wingo, Wingo, H arvey, &

Baldessarini, 2009 ), as well as physical symptoms such as na usea,

tr emor , weight gain, and fa tigue (Dunner , 2000). Some of these

side ef fects can impr ove wi th c ontinue d use; however, medication

nonc omplianc e remains an ongoing c oncern in the tr eatmen t o f

patien ts wi th BD. Antic onvulsant me dications (e.g., carbamazepine,

valpr oate) are also commonl y used to tr eat patien ts wi th BD, either

alone or in c onjunc tion wi th li thium.

Ther e are several adjunc tiv e tr eatmen t options f or pe ople wi th

BD. Interpersonal and social r hythm ther apy (IPSRT;Frank et al.,

1994) is a psychosocial in ter vention f ocused on addr essing the

mechanism o f action posi ted in social zeitgeber theor y to

predispose patien ts who ha ve BD to r elapse, namely sleep

disruption. A gr owing bod y of li ter atur e provides suppor t f or the

centr al role of sleep dysregulation in B D (Harvey, 2008). Consisten t

wi th this li ter atur e, IPSRT aims to incr ease rhythmici ty of patien tsÕ

lives and encour age vigilanc e in main taining a stable r hythm. The

ther apist and pa tien t w ork to de velop and main tain a he alth y

balance of activi ty and stimula tion such tha t the pa tien t does not

become overly activ e (e.g., by taking on too man y pr ojects) or

inactiv e (e.g., by avoiding social c ontact). The eff icacy of IPSRT has

been demonstr ated in tha t patien ts who r eceived this tr eatmen t

show r educed risk o f episode r ecurr ence and are mor e likely to

remain w ell (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 f or long periods o f time and c an also

co-oc cur wi th other symptoms tha t, in c ombina tion, in terf ere wi th

their e veryday lives. When people experienc e an MDE or a manic

episode, the y see the w or ld dif ferentl y. During an MD E, people o ften

feel hopeless about the futur e, and may even experienc e suicidal

thoug hts. During a manic episode, pe ople o ften beha ve in w ays

that ar e risky or plac e them in danger . They may spend mone y

excessively or ha ve unpr otected sex, often expr essing deep shame

over these de cisions af ter the episode. MD D and BD cause

signif icant pr oblems f or pe ople at school, a t w ork, and in their

relationships and af fect people r egardless of gender , age,

nationali ty, race, relig ion, or se xual orien tation. I f you or some one

you kno w is suf fering fr om a mood disor der, it is impor tant to se ek

help. Ef fectiv e tr eatmen ts are available and c ontinuall y impr oving.

If you have an inter est in mood disor ders, ther e are many ways

to c ontribute to their understanding, pr evention, and tr eatmen t,

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 S tyron (MDD); Noonday Demon: An

Atlas of Depr ession by Andr ew Solomon (MD D); and An

Unquie t Mind: A M emoir o f Moods and Madness b y Kay

Redf ield (BD).
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Web: Visit the Associa tion f or Behavior al and Cogni tiv e

Ther apies to f ind a list o f the r ecommende d ther apists and

evidenc e-based tr eatmen ts. ht tp:/ / www.abct.or g

Web: Visit the Depr ession and Bipolar Suppor t Allianc e

for educational inf orma tion and social suppor t options.

ht tp:/ / www.dbsallianc e.org/

Discussion Questions

1. What fac tors mig ht explain the lar ge gender

dif ference 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 o f onset f or MD D be decreasing

over time ?

4. Why mig ht overnig ht tr avel consti tute a poten tial

risk f or a person wi th BD?

5. What ar e some reasons positiv e lif e events may

precede the oc curr ence of manic episode ?
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Summary and Self-Test: Mood
Disorders
ANDA GERSHON, RENEE THOMPSON, AND JORDEN A. CUMMINGS

Summary

Everyone feels down or euphoric fr om time to time, but this is

dif ferent fr om having a mood disor der lik e major depr essive

disor der or bipolar disor der. Mood disor ders ar e extende d periods

of depr essed, euphoric, or irri table moods tha t in c ombina tion wi th

other symptoms c ause the person distr ess and interf ere wi th their

lif e.

Mood episodes ar e shor tened periods o f mood disruption. A

major depr essive episode r efers to symptoms tha t last f or at le ast

two weeks and cause signif icant distr ess or impairmen t in

func tioning. Cor e symptoms include lo w mood and anhe donia.

Manic and h ypomanic episodes ar e periods o f abnormall y and

persisten tl y euphoric, e xpansive, or irri table mood and persisten tl y

incr eased goal-dir ected activi ty or ener gy. For mania this must be

present f or one w eek or longer , or f our da ys for h ypomania.

Ther e are two major t ypes of unipolar mood disor ders: major

depr essive disor der, which is def ined by one or mor e major

depr essive episodes, and persisten t depr essive disor der, which is

feeling depr essed most da ys for at least t wo years.

Bipiolar I disor der is char acteriz ed by a single or r ecurr ent manic

episode wher eas Bipolar II is char acteriz ed by a single or r ecurr ent

hypomanic episode. Cy cloth ymic disor der is char acteriz ed by

numer ous and alterna ting periods o f hypomania and depr ession,

lasting a t least t wo years.

The lif etime pr evalence rate f or major depr ession in Canada is
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11.2%. The average age of onset f or depr ession is in the mid- 20s,

and an earlier age o f onset pr edic ts 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 r ates of major depr ession

than men do, althoug h before puber ty rates of childhood depr ession

are equal for bo ys and gir ls. Major depr ession is in versely related to

socioeconomic sta tus. Unf or tuna tel y, sexual minori ties experienc e

much hig her r ates of depr ession than the gener al popula tion.

The lif etime pr evalence rate f or bipolar disor der is 2.6% in

Canada. The majori ty of people wi th bipolar disor der also me et

cri teria f or another disor der. Adolescence is a signif icant risk period

for bipolar disor der.

Multiple v ariables ar e implic ated in the de velopmen t o f

depr essive disor ders including gene tic fac tors, str essful lif e events,

early adversi ty, chronic str ess, and at tributional st yles.

Bipolar disor der is hig hly heri table and mig ht fundamen tall y be a

biolog ical phenomenon. H owever, as each person e xperienc es the

course o f their bipolar disor der dif ferentl y, envir onmen tal variables

still impac t i t including str ess and social rhythms.

Ther e are many tr eatmen t options f or depr ession including

antidepr essant me dication, ele ctr oconvulsive ther apy, tr anscranial

magnetic stimula tion, de ep br ain stimula tion, c ogni tiv e-beha viour al

ther apy, interpersonal ther apy, psychod ynamic ther apy, and

mindfulness-base d cogni tiv e ther apy.

Patien ts wi th bipolar disor der ar e typic ally tr eated wi th 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

fr om this ver sion of the text. You can view it online
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here:

https:/ / openpress.usask.ca/abnormalpsychology /?p=265

Link: ht tps:/ / 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 Introduction
DAVID H. BARLOW, KRISTEN K. ELLARD, AND JORDEN A.
CUMMINGS

Anxiety is a natur al par t o f lif e and, at normal le vels, helps us to

func tion a t our best. H owever, for pe ople wi th anxie ty disor ders,

anxiety is overwhelming and har d to c ontr ol. Anxie ty disor ders

develop out o f a blend o f biolog ical (genetic ) and psycholog ical

factors tha t, when c ombine d wi th str ess, may lead to the

developmen t o f ailmen ts. Primar y anxiety-r elated diagnoses include

generalized anxie ty disor der, panic disor der, specif ic phobia, social

anxiety disor der (social phobia ), post-tr aumatic str ess disorder

(PTSD), and obsessive-c ompulsiv e disor der. 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 anxie ty. We will also brief ly discuss ho w the anxie ty disor ders ar e

tr eated. Note tha t w e will not f ocus on PTSD in this chapter , as we

will be discussing i t in mor e detail in a la ter module.
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4.1 Anxiety and Related
Disorders
DAVID H. BARLOW, KRISTEN K. ELLARD, JORDEN A. CUMMINGS,
KENDALL DELEURME, AND JESSICA CAMPOLI

Section Learning O bjectives

¥ Understand the r elationship be tween anxiety and

anxiety disor ders.

¥ Identif y key vulner abili ties f or developing anxie ty

and related disor ders.

¥ Identif y main diagnostic f eatur es of specif ic

anxiety-r elated disor ders.

¥ Dif ferentia te between disor dered and non-

disor dered func tioning.

¥ Describe tr eatmen ts for anxie ty disor ders

What is Anxiety?

What is anxie ty? Most o f us feel some anxie ty almost e very day of

our liv es. Maybe you have an impor tant test c oming up f or school.

Or maybe ther eÕs that big game ne xt Satur day, or tha t f irst da te wi th

someone new you are hoping to impr ess. Anxiety can be def ined

as a negativ e mood sta te tha t is accompanie d by bodil y symptoms
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While everyone may experience some
level of anxiety at one time or another ,
those with anxiety disor ders
experience it consistently and so
intensely that it has a significantly
negative impact on their quality of lif e.
[Image: Bada Bing, https:// goo.gl/
aawyLi, CC BY-NC-SA 2.0,
https:/ / goo.gl/T oc0ZF].

such as incr eased heart r ate, muscle tension, a sense o f unease, and

apprehension 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 actuall y a good thing. I tÕs that nagg ing f eeling tha t

motiv ates us to stud y for tha t test, pr actic e harder f or tha t game, or

be at our v ery best on tha t date. But some pe ople experienc e anxiety

so intensel y tha t i t is no longer help ful or useful. The y may become

so overwhelme d and distr acted by anxiety tha t the y actuall y fail

their test, fumble the ball, or spend the whole da te f idgeting and

avoiding e ye contact. I f anxie ty begins to in terf ere in the person Õs

lif e in a signif icant w ay, it is consider ed a disor der.

Vulnerabilities to Anxiety

Anxiety and closel y related

disor ders emer ge from Òtriple

vulner abili ties,Óa combina tion

of biolog ical, psycholog ical, and

specif ic fac tors tha t incr ease

our risk f or de veloping a

disor der (Bar low, 2002; Su‡rez,

Bennet t, Goldstein, & Bar low,

2009). Bio logical

vulner abili ties refer to spe cif ic

genetic and neur obiolog ical

factors tha t mig ht pr edispose

someone to de velop anxie ty

disor ders. No sing le gene

dir ectl y causes anxiety or

panic, but our genes ma y make

us mor e susceptible to anxie ty

and inf luenc e how our br ains

react to str ess (Drabant et al., 2012; Gelern ter & Stein,
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2009; Smoller , Block, & Young, 2009 ). Psychological

vulner abili ties refer to the inf luenc es that our e arly experienc es

have on how w e view the w or ld. I f we were confr onted wi th

unpr edic table str essors or tr aumatic e xperienc es at younger ages,

we may come to vie w the w or ld as unpr edic table and

uncontr ollable, even danger ous (Chorpi ta & Bar low, 1998;Gunnar &

Fisher, 2006). Specific vulner abili ties refer to ho w our e xperienc es

lead us to f ocus and channel our anxie ty (Su‡rez et al., 2009 ). If

we learned tha t ph ysical illness is danger ous, maybe thr ough

wi tnessing our famil yÕs reaction whene ver anyone got sick, w e may

focus our anxie ty on ph ysical sensations. I f we learned tha t

disappr oval fr om others has nega tiv e, even danger ous

consequences, such as being yelled at or se verely punishe d for even

the slig htest o ffense, we might f ocus our anxie ty on social

evaluation. I f we learn tha t the Òother shoe mig ht dr opÓ at any

momen t, w e may focus our anxie ty on w orries about the futur e.

None of these vulner abili ties dir ectl y causes anxiety disor ders on i ts

ownÑinste ad, when all o f these vulner abili ties ar e present, and w e

experienc e some triggering lif e str ess, an anxiety disor der may be

the r esult (Bar low, 2002; Su‡rez et al., 2009 ). In the ne xt sections, w e

will brief ly explor e each of the major anxie ty based disor ders, found

in the f if th edition o f the Diagnostic and Statistical M anual of M ental

Disorders (DSM-5) (APA, 2013).

Generalized Anxiety Disorder

Most o f us worr y some of the time, and this w orr y can actuall y

be useful in helping us to plan f or the futur e or mak e sure we

remember to do some thing impor tant. M ost o f us can set aside our

worries when w e need to f ocus on other things or stop w orr ying

altoge ther whene ver a pr oblem has passed. However, for some one

wi th gener alized anxiety disor der (GAD), these worries be come

dif f icult, or e ven impossible, to turn o ff. They may f ind 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 c ome wi th a host o f other

symptoms such as muscle tension, fa tigue, ag itation or r estlessness,

irri tabili ty, dif f iculties wi th sle ep (either falling asle ep, staying

asleep, or both ), or dif f icult y concentr ating.The DSM-5 cri teria

specif y tha t at le ast six mon ths o f excessive anxiety and w orr y of

this t ype must be ongoing, happening mor e days than not f or a good

propor tion o f the da y, to r eceive a diagnosis of GAD.

About 5.7% of the popula tion has me t cri teria f or GAD at some

poin t during their lif etime (K essler, Berglund, e t al., 2005), making

it one o f the most c ommon anxie ty disor ders (see Table 1). Data

fr om the 2012 Canadian Communi ty Health Sur vey found tha t the

12-mon 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 w omen and in urban

geographical areas (Pelletier , OÕDonnell, McRae, & Grenier , 2017).

Table 4.1: Prevalence rates for major anxiety disor ders. [1] Kessler et al. (2005),
[2]Kessler, Chiu, Demler, Merikangas, & Walter s (2005), [3]Kessler, Sonnega,
Bromet, Hughes, & Nelson (1995), [4]Cr aske et al. (1996). Note: PTSD is
discussed in a separate chapter.

What mak es a person wi th GAD w orr y mor e than the a verage

person ? Research shows tha t individuals wi th GAD ar e mor e

sensitiv e and vig ilant to ward possible thr eats than pe ople who ar e

not anxious ( Aikins & Cr aske, 2001;Barlow, 2002; Bradley, Mogg,
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White, Gr oom, & de Bono, 1999). This may be related to e arly

str essful experienc es, which c an lead to a vie w of the w or ld as

an unpr edic table, unc ontr ollable, and e ven danger ous place. Some

have suggested tha t people wi th GAD w orr y as a way to gain some

contr ol over these other wise unc ontr ollable or unpr edic table

experienc es and against unc ertain outc omes (Dugas, Gagnon,

Ladouceur, & Freeston, 1998). By repeatedly going thr ough all o f the

possible ÒWhat if ?Ó scenarios in their mind, the person mig ht f eel

like they are less vulner able to an une xpected outc ome, giving them

the sense tha t the y have somecontr ol over the si tuation (W ells,

2002). Others have suggested people wi th GAD w orr y as a way

to avoid f eeling distr essed (Borkovec, Alcaine, & Behar, 2004). For

example, Borkovec and Hu (1990) found tha t those who w orrie d

when c onfr onted wi th a str essful situation had less ph ysiolog ical

arousal than those who didn Õt worr y, maybe because the w orr y

Òdistr actedÓ them in some way.

The pr oblem is, all o f this Òwhat if ?Ó-ing doesnÕt get the person

any closer to a solution or an answ er and, in fac t, mig ht tak e them

away fr om impor tant things the y should be pa ying at ten tion to

in the momen t, such as f inishing an impor tant pr oject. Man y of

the c atastr ophic outc omes people wi th GAD w orr y about ar e very

unlik ely to happen, so when the c atastr ophic e vent doesn Õt

materializ e, the act o f worr ying gets r einf or ced (Borkovec, Hazlet t-

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 saf e

fr om a nig ht out and the da ughter r eturns home wi thout inciden t,

the mother c ould e asily at tribute her da ughterÕs safe return to her

successful Òvigil.Ó What the mother hasn Õt learned is tha t her

daughter w ould ha ve returne d home just as saf e if she had be en

focusing on the mo vie she was watching wi th her husband, r ather

than being pr eoccupie d wi th w orries. I n this w ay, the cycle of worr y

is perpe tuated, and, subsequentl y, people wi th GAD o ften miss out

on many other wise enjoyable events in their liv es.
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Panic Disorder and Agoraphobia

Have you ever got ten in to a near-ac ciden t or be en taken by surprise

in some w ay? You may have felt a f lood o f physical sensations,

such as a racing heart, shor tness of br eath, or ting ling sensations.

This alarm r eaction is c alled the Òfig ht or f lig htÓ response (Cannon,

1929) and is your bod yÕs natur al reaction to f ear, preparing y ou to

either f ight or esc ape in r esponse to thr eat or danger . ItÕs likely

you werenÕt too concerned wi th these sensa tions, be cause you kne w

what w as causing them. B ut imag ine if this alarm r eaction c ame Òout

of the blue, Ó for no appar ent r eason, or in a si tuation in which y ou

didn Õt expect to be anxious or f earful. This is c alled an ÒunexpectedÓ

panic at tack or a false alarm. Be cause ther e is no appar ent r eason

or cue f or the alarm r eaction, y ou mig ht r eact to the sensa tions

wi th in tense f ear, maybe thinking y ou are having a heart at tack, or

going cr azy, or even dying. You mig ht beg in to associa te the ph ysical

sensations y ou felt during this a t tack wi th this f ear and may star t to

go out o f your w ay to avoid having those sensa tions again.
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Panic disor der is a debilitating
condition that leaves suff erers with
acute anxiety that per sists long after a
specific panic attack has subsided.
When this anxiety leads to deliber ate
avoidance of particular places and
situations a per son may be given a
diagnosis of agoraphobia. [Image: Nate
Steiner, https:/ / goo.gl/dUY WDf,
Public Domain ]

Unexpected panic a t tacks

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 a t tacks

but also must e xperienc e

continue d in tense anxie ty and

avoidanc e related to the a t tack

for at le ast one mon th, c ausing

signif icant distr ess or

interf erence in their liv es.

People wi th panic disor der tend

to in terpr et even normal

physical sensations in a

catastr ophic w ay, which

triggers mor e anxiety and,

ir onic ally, mor e physical

sensations, cr eating a vicious

cycle of panic (Clark, 1986,1996). The person ma y begin to a void a

number o f situations or ac tivi ties tha t pr oduc e the same

physiolog ical arousal tha t w as present during the beg innings o f a

panic at tack. For e xample, someone who e xperienc ed a racing heart

during a panic a t tack mig ht avoid exercise or c affeine. Someone

who experienc ed choking sensa tions mig ht avoid w earing hig h-

necked sweaters or ne cklaces. Avoidanc e of these in ternal bodil y or

somatic cues for panic has be en terme d in ter ocepti ve

avoidance (Barlow & Cr aske, 2007; Brown, W hite, & Bar low,

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 a t tack. This c an lead to a

sense that certain plac es or situationsÑpar ticular ly situations wher e

escape might not be possibleÑar e not Òsafe.Ó These situations

become external cues for panic. I f the person beg ins to a void

several places or situations, or still endur es these situations but
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