CHAPTER 1

· Abnormal (p4) – Behavior defined by Norm Violation, Statistical Rarity, Personal Discomfort, and Maladaptive Behavior.  
· Norm Violation (p4) – Going against a set of ‘norms’ that society has set.  
     Disadvantage – It enthrones conformity as the ideal pattern of behavior and thereby stigmatizes the nonconformist.

· Statistical Rarity (p5) – Abnormality is any substantial deviation from a statistically calculated average.  One has only to measure the person’s performance against the average performance…if it falls outside of the average range, it is abnormal.
     Disadvantage – this approach has no values.  It lacks any system for differentiating between desirable and undesirable
                                behaviors.

· Personal Discomfort (p6) – If a person is distressed over their thoughts or behaviors, then they may require treatment.  It makes people judges of their own normality, rather than subjecting them to the judgment of the society or the diagnostician. 
     Disadvantage – it gives us no standard for evaluating the behavior itself.  

· Maladaptive Behavior (p6) – Here the question is whether the person, given that behavior pattern, is able to meet the demands of his or her life.  ex: hold down a job, deal with friends and family, pay the bills on time, etc.  If not, the pattern is abnormal.
     Disadvantage – n/a.  

· Deviation from an Ideal (p6) – Behavior deviating from the ‘ideal’
     Disadvantage – A person who falls short of an ideal does not necessarily merit the label ‘abnormal’.  Psychological theories are as relative to time and place as social norms, and they change even more quickly..  

· Medical Model (p9) – (disease model) Abnormal behavior is comparable to disease: each kind of abnormal behavior, like each disease, has specific causes and a specific set of symptoms.  It also implies that abnormal behavior is biogenic – resulting from some malfunction within the body.

· Psychological Perspectives (p9) - 
     Psychodynamic Perspective –AB issues from unconscious psychological conflicts originating from childhood.
     Behavioral Perspective – primary cause of AB is inappropriate learning, whereby maladaptive behaviors are
                                               rewarded, and adaptive behaviors are not rewarded.
     Cognitive Perspective – AB is an outgrowth of maladaptive ways of perceiving and thinking about oneself
     Humanistic-Existential Perspective – AB results from a failure to accept oneself, to take responsibility for one’s 
                                                                  actions, and to pursue personal goals.
     Interpersonal Perspective – AB as the product of disordered relationships.
     Sociocultural Perspective – AB as the product of broad social forces.  Also examines the biases that can influence
                                                  diagnosis.
     Biological Perspective – AB in terms of its biological components.

· Exorcism (p11) – the accepted cure for possession.  Involved coaxing or forcing the evil spirits out of their victim.  It involved a widespread variety of techniques, from the mild to the brutal (submerged in water, whipped, starved etc). 

· Hippocrates (p11) – Greek physician.  Set out to prove that all illness, including mental illness, was due to natural causes.  His achievement was three-fold:
(a)  He set himself with the novel task of actually observing cases of mental disturbance and recording his observations in as objective a manner as possible.
(b)  He developed on of the first biogenic theories of abnormal behavior.
(c)  He was apparently the first Western scientist to attempt ta unified classification of abnormal mental states (3). 
                         (1) Mania (abnormal excitement)
                         (2) Melancholia (abnormal dejection)
                         (3) Phrenitis (brain fever)


· Witch Hunts (p14) – during the Renaissance, the church went after ‘witches’ and executed them.  These witches were often just mentally ill, elders, criminals, etc.

· Philippe Pinel (p16) – chief physician at La Bicetre’s ward for the mentally ill in 1793.  The mentally ill were simply ordinary human beings who had been deprived of their reason by severe personal problems.  Introduced ‘record keeping’.  

· Moral Therapy (p17) – Based on the idea that the mentally ill were simply ordinary people with extraordinary problems, moral therapy aimed at restoring their morale by providing an environment in which they could discuss their difficulties, live in peace, and engage in some useful employment.

· Wilhelm Wundt (p19) – German professor of psychology.  Established a laboratory for the scientific study of psychology – that is, the application of scientific experimentation, with precise methods of measurement and control, to human though and behavior.  Opening of this lab is considered the ‘beginning of modern psychology’.

· Emil Kraepelin (p19) – Student of Wundt.  Also opened psychological lab…his devoted primarily to the study of Psychopathology.  Founder of experimental abnormal psychology.  Fist placed the medical model in the forefront of European psychiatric theory.   He not only argued for the central role of brain pathology in mental disturbance but furnished psychiatry with its first comprehensive classification system, based on the biogenic viewpoint. Classes called Syndromes. 

· Biogenic Theory (p19) – The theory that psychological disturbance is due primarily not to organic dysfunction but to emotion stress.

· Psychogenic Theory (p20) – The theory that psychological disturbance is due primarily not to organic dysfunction but to emotion stress.

· Hypnosis (p20) – Artificially induced trance in which the subject becomes highly susceptible to suggestion.

· Franz Anton Mesmer (20) – Austrian physician, attempted to apply new knowledge of electricity and magnetism to the study of mental states.  He stated that the movement of planets controlled the distribution of a universal magnetic fluid and that the shiftings of this magnetic fluid were responsible for the health or sickness of mind and body.  ‘Animal Magnetism’.  First practitioner of ‘Hypnosis’.

· Jean-Martin Charcot (p21) – Famous Parisian neurologist.  Debated (and lost) with the Nancy School about the effects of Hysteria and Hypnosis.  

· Sigmund Freud (p22) – Student of Charcot.  
‘Free-Association’ – patients were asked to relax on the couch and simply to pour out whatever came to mind.  Developed ‘Psychoanalysis’

· Psychoanalysis (p22) – Form of therapy, where the patient is cured through the gradual understanding of unconscious conflicts.  

Chapter 2

· Psychodynamic Perspective (p26) – School of thought united by a common concern with the dynamics, or interaction, of forces lying deep with the mind.  
3 Basic Principles:
     A)  Psychic Determination – much of our behavior is not freely chosen, but on the contrary, is determined by the nature and strength of intra-psychic forces.
     B)  The belief that such forces operate, for the most part, unconsciously (true motives of our behavior are unknown.
     C)  Assumption that the form these forces take is deeply affected by childhood experience, and relationships with the family.

Founding father was Sigmund Freud.

· Psychoanalysis (p26) - Form of therapy, where the patient is cured through the gradual understanding of unconscious conflicts.

· Depth Hypothesis (p26) – The key concept of psychoanalysis, and Freud’s most important contribution to psychology.  It is the idea that almost all mental activity takes place unconsciously.  Mind is divided into 2 levels: 1) Perceptual Conscious.  2) Unconscious.

· Unconscious (p27) – Level of mind that consists of all the psychological materials (memories, desires, fears, etc) that the mind is not attending to at that moment.  
2 levels of the Unconscious: 1) Preconscious – materials that are normally unconscious, but may still be retrieved.
                                               2) Unconscious Proper – not readily accessible to consciousness.

· Preconscious (p27) – materials that are normally unconscious, but may still be retrieved.  

· Interpretation (p27) – Revealing the hidden, intra-psychic motives.  Freud’s primary tool.  The goal of his therapy was to reveal, via interpretation, the latent content. 

· Manifest Content (p27) – Surface meaning.

· Latent Content (p27) – True, unconscious meaning. Unconscious forces that cause people to do what they do.

· Structural Hypothesis (p27) – Freud’s second, complementary, psychic schema.  States that the mind can be divided into 3 parts: 1) Id  2) Ego,  3) Superego,   and that these forces are continually interacting with one another, often in conflict.  

· Id (p27) – At birth, the energy of the mind is bound up entirely in primitive biological drives.  The foundation of psychic structure and the source from which the later developments of ego and superego must borrow their energy.  2 Basic types of drives make up the Id: 1) Sexual  2) Aggressive.  
Libido – basic sexual drive.  Major source of psychic energy.
Pleasure Principle – utterly hedonistic, seeking only its own pleasure or release fro tension, and taking no account of logic or reason, reality or morality.

· Ego (p28) – Mediates between the id and the forces that restrict the id’s satisfactions.  Functions begin to develop shortly after birth and emerge slowly over a period of years.  Operates on the Reality Principle – to find what is both safe and effective.  It is from the ego’s weighing of these considerations that the mind develops and refines all its higher functions:  language, perception, learning, discrimination, memory, judgment, and planning. 

· Superego (p28) – The part of the mind that represents the moral standards of the society and the parents which the child internalizes.  Equivalent to what we call a ‘conscience’.  However, instead of taking into account reality or possibility, the superego embraces an abstract Ego Ideal – a composite picture of values and moral ideals, and demands that the sexual and aggressive impulses of the id be stifled and that moral goals be substituted instead. 

· Anxiety (p29) – 

· Defense Mechanisms (p29) – The ego’s tendency to distort or simply deny a reality (whether internal or external).  As long as this works, anxiety will not be experienced consciously.  They allow us to avoid facing what we cannot face and thus to go on with the business of living.  Without them we would be psychologically disabled.  
  Basic defense mechanisms:
  1)  Repression – unacceptable id impulses are pushed down into the unconscious an thereby robbed of their power to disturb us consciously.  Repression is the basis for all other defense mechanism.
  2)  Projection – unacceptable impulses are first repressed, then attributed to others.  
  3)  Displacement – involves a transfer of emotion.  What is switched is not the source but the object of emotion.  
  4)  Rationalization – offers socially acceptable reasons for something that he or she has actually done for unconscious and unacceptable motives.  One of the most common defenses.  
  5)  Isolation – engaged when we avoid unacceptable feelings by cutting them off from the events to which they are attached, repressing them, and then reacting to the events in an emotionless manner.  
  6)  Intellectualization – the person achieves further distance from the emotion in question by surrounding it with a smokescreen of abstract intellectual analysis.  Often accompanies Isolation.  
  7)  Denial – the refusal to acknowledge the existence of an external source of anxiety.  
  8)  Reaction Formation – repressing the feelings that are arousing anxiety and then vehemently professing the exact opposite. 
  9)  Regression – returning to a developmental stage that one has already passed through.
  10) Undoing – engaging in a ritual behavior or thought in order to cancel out an unacceptable impulse.
  11) Identification – attaching oneself psychologically to a group in order to diminish personal anxieties.
  12) Sublimation – transformation and expression of sexual or aggressive energy into more socially acceptable forms, differs from all other defense mechanism in that it can be truly constructive.

· Psychosexual Development (p31) – the development of the personality.  A series of stages in which the child’s central motivation is to gratify sexual and aggressive drives in various erogenous (pleasure-producing) zones of the body:  the mouth, the anus, and the genitals.  The characteristics of the adult personality are a consequence of the ways in which these id strivings are handled at each stage of development.
  1) The Oral Stage – begins at birth. The mouth is the primary focus of id strivings.  Sucking in, holding on, spitting out, and closing – service as prototypes for later personality traits such as dependency and stubbornness.
  2) The Anal Stage – begins in the second year of life.  The libido shifts its focus to the anus and derives its primary gratification from the retaining and expelling of feces.  States that toilet training is the first difficult demand on the developing ego.
  3) The Phallic Stage – third to fifth or sixth year.  The focus is shifted to the genitals, and sensual pleasure is derived from masturbation.  Child develops a strong sense of self, independence, and autonomy.  
The scene of Oedipus Complex – child’s extreme dependence on the mother during infancy culminates, during the phallic stage, in sexual desire for the mother.  Electra Complex / Penis Envy – situation girls go though. 
It is through incorporation of the parent’s moral values that the superego develops.
  4) Latency – usually between ages of six and twelve.  Period during which sexual impulses seem dormant.  Then, as the child enters puberty, the sexual strivings are reawakened.  
  5) The Genital Stage – ends with the attainment of mature sexuality.  

· Fixation (p34) – aspects of the adult personality remain fixed, or ‘frozen,’ at the anxiety-ridden stage, still acting out in symbolic fashion the impulse in question. 

· Psychosis (p34) – Ego collapse.  The furthest reach of the structural imbalance. 

· Descendants of Freud:
1) Carl Jung (p36) – Freud’s most cherished pupil.  Swiss psychiatrist. Broke from Freud and claimed that Fred’s theory was unduly negative and reductive.  Collective Unconscious 
2) Alfred Adler (p36) – stated that the primary motivator of behavior is not the sexual drive bur a striving to attain personal goals and overcome handicaps.  Masculine Protest – belief that men are inherently superior to women.  His greatest contribution was his concern with the social context of personality.  

3) Harry Stack Sullivan (p37) – Continued the study of psychological disorder as a social phenomenon.  Parent-child relationship is crucial.  Children of rejecting parents develop severe anxiety about themselves.  First to report significant success in the long-term psychoanalytic treatment of psychotics. 
4) Karen Horney (p37) – Psychological disturbance is the result of Basic Anxiety - a pervasive view of the world as impersonal and cold, produced by failed parent-child attachment.  
Basic Anxiety leads to one of 3 ‘neurotic trends’:
     a) Moving Away – shy, withdrawn behavior.
     b) Moving Toward – dependent, needy behavior.
     c) Moving Against – hostile, aggressive behavior.

5) Heinz Hartmann (p37) – Argued that the ego develops independently of the id and has its own autonomous functions.  Contributed to the new school of thought called Ego psychology.  
6) Erik Erickson (p37) – The major drama of development is the formation of the Ego Identity - an integrated, unique, and autonomous sense of self.  Ego identity is what Erickson called Psychosocial Development.

7) Margaret Mahler (p39) – Object-relation theorists.  Object-Relations – Objects are the people to whom one is attached by emotional ties, and the most powerful determinant of psychological development is the child’s interaction with the mother.  Separation-Individualization – several stages, each marked by greater independence and greater ambivalence, as the child vacillates between pleasure and terror over his or her new separateness form the mother.  
8) Heinz Kohut (p39) – Developed ‘Self Psychology’ – development of the self, or core of the personality, depends on the child’s receiving two essential psychological supports from the parents: 1) confirmation of the child’s sense of vigor and ‘greatness’ 2) a sense of calmness and infallibility: the feeling that there is nothing that the child can’t handle. 

· Contributions of Psychodynamic Theory:
1) Helped to demythologize mental disorder.
2) Technique of Psychoanalysis.
3) Responsible for the widespread assumption that AB stems from events in the individual’s past and that it occurs in response to unconscious and uncontrollable impulses.


· Criticisms of they Psychodynamic Theory:
1) Lack of experimental support.
2) Dependence on Inference.
3) Unrepresentative sampling and cultural bias.
4) Reductive interpretation of life.

· Humanistic-Existential Perspective:

· 4 Basic Assumptions (premises):
A) Phenomenological Approach (p43) – The therapist must enter into the patient’s world.  Listening with maximum empathy to everything that patients communicate about their experiences.  ‘Tune in’ to the patient’s mental life.  
B) Uniqueness of the Individual - 
C) Human Potential – Individual is a process, not a product.  The ability of individuals to become what they want to be, to fulfill their capabilities.


· Humanistic Psychology: based on emphatically positive vision of the human being.
· Carl Rogers – Saw all behavior as motivated by a single overriding factor, the Actualizing Tendency – the desire to preserve and enhance oneself.
Self-Actualization – people’s desire to test and fulfill their capabilities: to seek out new experiences, to master new skills, to quit boring jobs and find more exciting ones, etc.  The process of exploring and fulfilling one’s potential. 
2 Basic units of the personality:  
     A) Organism – our total perception of our experience, both internal and external.  
     B) Self – our image of ourselves, akin to what others call the self-concept.
Positive Regard – affection and approval from the important people in our lives, particularly our parents. 
Conditions of Worth – extraneous values that dictate which of the child’s self-experiences are good, and which are bad.
Client-Centered Therapy – creates for the patient a warm and accepting atmosphere, by mirroring whatever feelings the patient expresses, by attempting to perceive the patient’s world as he or she does, and most of all by offering the patient unconditional positive regard-respect and approval, with no conditions of worth.
· Abraham Maslow: believe that all human beings are basically good and that all their behavior issues from a single master motive, the drive toward self-actualization.
Hierarchy of Needs: A series of needs that must be met in the process of development before the adult can begin to pursue self-actualization.
A) Biological
B) Safety
C) Belongingness and Love
D) Self-Esteem
E) Self-Actualization
· Existential Psychology: humans, in their rush to obtain the material comforts offered by modern technology, have abandoned their values and lost their sense of personal responsibility.
· Rollo May – introduced the existential perspective to the US.  His contribution was his insistence that certain facts have meaning only in the ontological context, that is, the person can be understood not in terms of externally imposed theoretical models or diagnostic lists, but only in terms of his or her subjective sense of self, which he called the Center.
· Viktor Frankl – spent 3 years in concentration camps with family.  He encompassed the Spiritual Live into his theories.  Will-to-Meaning is the prime motive of human behavior, which is the struggle of humans to find some reason for their troubled, complicated, and finite existence.
Logotherapy – confront patients with their responsibility for their existence and help them choose values. 
· R.D. Laing – The central fact of our being-in-the-world is our interpersonal experience, or ‘interexperience’, as he calls it, much of which is damaging.  Concentrated on schizophrenia
· Impact of Human-Existential Perspective:
Many therapists today show their patients more overt empathy, focusing more on the present and less on the past, and ore more concerned with growth, as opposed to mere adjustment.  
· Criticism:
Unscientific.
Whether the therapist can verify that they are in fact perceiving the patient’s inner world.






































Chapter 3

· Behavioral Perspective – Views behavior as a result of learning.  Most important causes of behavior are proximal causes, causes that lie close to the behavior itself and can therefore be readily identified.  The province of psychology was behavior…that is, observable and measurable responses to specific stimuli.  Personality development is simply the result of the interaction between our genetic endowment and the types of learning to which we are exposed by our environment. 

· Learning – Process whereby behavior changes in response to the environment.  

· Conditioned Reflex – If a neutral stimulus (ex: the bell) is paired with a non-neutral stimulus (ex: food), the organism will eventually respond to the neutral stimulus as it does to the non-neutral stimulus.

· Ivan Pavlov – Russian neurophysiologist.  Conducted experiment by which he associated ringing a bell and eating using a dog called conditioned reflex.

· John B. Watson – American Psychologist.  Founder of the Behavioral movement.  Conducted experiment similar to Pavlov’s dogs, but with an 11-month old boy and fear of rats.  

· Edward Lee Thorndike – Interested in the impact of such stimuli as consequences of behavior.  If an organism is repeatedly presented with a pleasant or painful stimulus after making a given response, how will this affect the response?  Developed the ‘law of effect.’  Conducted experiment with a trapped cat, and food (salmon). 

· Law of Effect – responses that lead to ‘satisfying’ consequences are strengthened and therefore are likely to be repeated, while responses that lead to ‘unsatisfying’ consequences are weakened and therefore are unlikely to be repeated.  With this conclusion, Thorndike laid down another fundamental principle of learning:  the importance of reward in the learning process.

· B.F. Skinner – Refined Thorndike’s discoveries and demonstrated their application to everyday life.  He renamed Thorndike’s law to ‘Principle of reinforcement’ – the basic mechanism for predicting and controlling human behavior.   Skinner stated that much of our behavior is based not on internal contingencies but on external contingencies.

· Assumptions of Behavioral Psychology:
1) The task of psychology is the study of behavior.  
2) Methodology  -- carefully measuring responses  
3) The goal of psychology is the prediction and control of behavior.
4) The major ingredient in behavior is learning.

· Basic Mechanisms of Learning:

1) Respondent Conditioning – Respondent Behavior is behavior that occurs reflexively, or automatically, in response to specific stimuli.  Consists of Conditional responses and Unconditional responses.  Respondent Conditioning refers to the process of associating a neutral stimuli to produce some type of respondent behavior.  (AKA Classical Conditioning)  Unconditioned responses are simple responses, such as blinking or salivation. Organism responds to the environment.
     a) Unconditioned Stimulus – food 
     b) Unconditioned Response – salivation
     c) Conditioned Stimulus – tone
     d) Conditioned Response – salivation to bell, without food.

2) Operant Conditioning – Organism operates on the environment.  Does something in order to achieve a desired result.  All operant behavior is the result of Operant Conditioning.  The likelihood of a response is increased or decreased by virtue of its consequences.  Having taken a certain action, the organism learns to associate that action with certain consequences. 
This perceived association between action and consequence is called a Contingency.

· Reinforcement – behavior is increased or maintained by rewarding consequences.  
     a)  Primary Reinforcer – Simplest type of reinforcer.  One to which we respond instinctively without learning.
          Ex: food, water, warmth, and sex.
     b)  Conditioned Reinforcer – AKA secondary reinforcers.  Stimuli to which we have learned to respond by
          associating them with primary reinforcers.  Ex:  money.  

· Reinforcement operates in 4 basic ways:
1)  Positive Reinforcement – a response is followed by a positive reinforcer, with the result that the response increases in frequency. 
2)  Negative Reinforcement – what promotes the response is the avoidance or removal of an aversive stimulus.  
3)  Punishment – acts to suppress responses.  3a) Positive punishment occurs when an organism, in order to obtain some consequence, stops performing a behavior (rare).  3b) Negative punishment occurs the organism, in order to avoid a consequence, stops performing a behavior (more common).  
Reinforcement increases the likelihood of a response; punishment decreases the likelihood of a response.  

· Other mechanisms associated with learning:
1) Extinction – the elimination of a response by ending the conditioning that created it.  
2) Generalization – once an organism has been conditioned to respond in a certain way to a particular stimulus, it will respond in the same way to similar stimuli without further conditioning.  
3) Discrimination – learning to distinguish among similar stimuli and to respond only to the appropriate one.  Opposite of generalization.  
4) Habituation – mechanism that modifies the effects of respondent conditioning.  Where repeated exposure to a stimulus results in the lessening of the organism’s response to the stimulus.  
5) Shaping – the reinforcement of successive approximations of desired response until it finally achieves the desired form.  
6) Modeling – learning through intimidation.

· Behavior Therapy – treatment that concentrates on the behavior itself and attempts to alter it via the same types of learning that presumably engender behavior in the first place – reinforcement, punishment, extinction, discrimination, generalization, modeling, and so forth.  
Systematic Desensitization – a technique developed by the psychiatrist Joseph Wolpe for relieving anxiety.  Patients imagine their anxiety-eliciting stimuli (ex: dogs, exams, heights) under conditions that inhibit the development of anxiety – usually a state of deep muscle relaxation. Through repeated pairings of the stimulus with the relaxed state, the stimulus gradually loses its power to arouse anxiety.  
· Criticisms of Behaviorism:
1) Oversimplification – behaviorism oversimplifies human life.
2) Determinism – the deterministic emphasis of behaviorism.  It is not free will, but rather the stimuli in our environments that determine what we will do with our lives.
3) The issue of “control” – the word ‘control’ as used by the behaviorists often makes people uneasy.  

· Contributions of Behaviorism:
1) The objectivity of behavioral research is not a virtue to be slighted.  
2) While the behaviorists are accused of doing away with individualism, it can be argued that individualism is safer with the behaviorists than it is with other psychologists of other schools of thought.  
3) The treatment methods developed by the behaviorists have produced some promising results, and with a wide range of disorders: phobia, depression, insomnia, conduct disorders, and such health-related problems as overeating, smoking, and hypertension.  

· Cognitive Perspective – views abnormal behavior as the product of mental processing.  
Important for 2 reasons:  a) many psychological disorders involve serious cognitive disturbances.
                                         b) it is believed that certain cognitive patterns may not be symptoms but actual causes 
                                             of their associated disorders.

· Cognition – the mental processing of stimuli.  

· Cognitive Behaviorism – alliance between behaviorism and cognition that has produced valuable results in the form of refined theories and treatments.  Claim that people’s actions are often responses not so much to external stimuli as to their own individual mental processing of those stimuli.

· Rational Emotive Therapy – therapy based on the idea that psychological problems are caused not by events in the outside world but by people’s reacting to such events on the basis of irrational beliefs.  Uses the ABC system: A= the Activating experience
B= the Beliefs or thoughts that irrationally follow
C= the Consequences for the person, both emotional and behavioral

· Cognitive Appraisal – process by which the person, before reacting, evaluates the stimulus in light of his or her own memories, beliefs, and expectations.  It is this internal mental activity that accounts for the wide differences in individual responses to the same external stimulus.  What determines a response is not the stimulus itself but the person’s interpretation of the stimulus.
Attribution – one form of cognitive appraisal.  Our beliefs about the causes of life events.  Research in this area has focused on 3 dimensions of attribution: 1) global/specific  2) stable/unstable  3) internal/external
Cognitive variables affecting behavior:
1)  Competencies
2)  Encoding Strategies
3)  Expectancies
4)  Values 
5)  Plans and Goals

· Schema – an organized structure of info about a particular domain of life- a structure that serves the person as a pattern for selecting and processing new info.

· Cognitive Restructuring – type of therapy whereby the therapist teaches patients to revise their schemas by revising their interpretation of events. 

· Criticisms of Cognitive Psychology:
A) Unscientific
B) Others argue the use of a computer as a model for the experience of the human mind.

· Contributions of Cognitive Psychology:
A) focus on specific, operationalized variables and the insistence on empirical evidence.  
B) Cognitive researchers have accumulated a large body of empirically based findings, with many useful models of the causes of abnormal behavior.
· Interpersonal Perspective – devoted to analyzing behavior as a function of the person’s relationships with others.  Psychological disorders are not necessarily problems of the person; may result form disorders of relationships.  Primary concern is the person’s social environment. 
Systems Theories – AB is seen as the product of habitual relationship patterns, usually within the family.  
     Types of systems theory:
              A) Communication Theory – psychopathology results from faulty communications.
              B)  Double-Bind Communication – 1 person presents another with a contradictory message.  
              C)  Structural Theory – conceptualizes individuals in Units – individuals and alliances that serve some function within the group; and Boundaries – psychological fences.

· Interpersonal Circle – organizational model in which every interpersonal behavior has 2 essential dimensions:  
Control – ranging from dominance to submissiveness
Affiliation – ranging from hostility to friendliness

· Sociocultural Perspective – studies AB in an interactive context.  Views AB as the broad social forces.  

CHAPTER 4

· Biological Perspective – focuses on the interaction between behavior and organic functions.  

· Chromosomes – mass of threadlike structures in cells.  Contain coded information of all the instructions, inherited from the parents at the moment of conception, as to what proteins the body should produce.  These proteins determine your physical characteristics.

· Gene – individual unit that carries genetic information. There are more than 2000 genes on a single chromosome

· Polygenic – traits resulting from the interaction of many genes.

· Diathesis-Stress Model – certain genes or gene combinations produce a diathesis, or constitutional predisposition, to a disorder.  If this diathesis is then combined with certain kinds of environmental stress, abnormal behavior will result.

· Genotype – a highly individual combination of genes representing the biological inheritance from the parents.  This genotype interacts with the person’s environment to determine the phenotype.

· Phenotype – the person’s equally unique combination of observable characteristics.

· The entire purpose of behavior genetics is to discover to what extent different psychological disorders are due to genetic inheritance rather than environmental influence.  This is done via three basic types of studies:
1) Family Studies – different types of family relationships involve different degrees of genetic similarity.  The genetic researcher puts together a substantial sample of families containing one diagnosed case, referred to as the index case.

2) Twin Studies – basic technique is to compare monozygotic and dizygotic twins.  
         Monozygotic twins - (identical twins) develop from a single fertilized egg and therefore have exactly the
                                             same genotype.  They always the same sex, have the same eye color, share the same 
                                             blood type, etc.  
         Dizygotic twins - (fraternal twins) develop from two eggs, fertilized by two different sperm.  Like any 
                                      other siblings, have only appx 50% of their genes in common.  
          Concordant - twins used in research that share the same disorder.  If the researcher should discover that 
                                  the concordance rate for the MZ twins is considerably greater than that for the DZ twins, 
                                  then this would be substantial evidence that predisposition to the disorder is genetically 
                                  transmitted.  

3) Adoption Studies – represent an attempt tat decisively separating the evidence of genetic influence from that of environmental influence.  Studying the results of siblings separated at birth by adoption, as opposed to those raised together, in order to eliminate the ‘environment’ factor.

· Nervous System – a vast electro-chemical conducting network that extends from the brain through the rest of the body.  Its function is to transmit information, in the form of electro-chemical impulses, among various cells throughout the body.

· Central Nervous System – Headquarters for the Nervous System.  Consists of the brain and spinal cord.  Primarily responsible for the storage and transmission of information.  

· Neurons – nerve cells that make up the nervous system.  They have the following characteristic structure and features:
     A) Cell Body – contains the nucleus.  The chemical reaction that take place here, provide energy.
     B) Dendrites – short fibers branching out from the cell body.  Receive impulse from other neurons.
     C) Axon – long fiber stretching outward from the cell body.  Transmit impulses to other neurons.
     D) Axon Terminals – the axon’s branchlike endings, with button-like structures at the ends.
     E) Myelin Sheath – made up of fatty cells wrapped around the axon in segments.  Speeds neural transmission.

· Synapse – small gap between the axon terminals (buttons) and dendrites of the next neuron that an impulse must cross.  

· Neurotransmitter – chemical that facilitates the impulse’s leap across the synapse.  Causes the ‘firing’ in the receiving neuron.

· Receptors – special proteins on the surface of the receiving neuron.  

· Lateralization – the differences between the right and the left hemispheres of the brain.

· Peripheral Nervous System – a network of nerve fibers leading from the CNS to all parts of the body.  It carries out the commands of the CNS.  Has 2 Branches:
1) Somatic Nervous System – senses and acts on the external world.  Relays to the brain info picked up 
               through the sense organs, and it also transmits the brains’ messages to the skeletal muscles, which move 
               the body.
2) Autonomic Nervous System – is special interest to abnormal psych.  Controls the smooth muscles, the 
               glands, and the internal organs.  (Ex: automatic response such as increased heart rate.)  
          A) Sympathetic Division – consists of the nerve fibers that emanate from the middle of the spinal cord.  
                                                      Mobilizes the body to meet emergencies. Speeds up metabolism.
          B) Parasympathetic Division – consists of nerve fibers emerging from the top and bottom of the spinal
                                                             cord.  Opposite in function to the sympathetic division.  Slows down 
                                                             metabolism and regulates the organs in such a way that they can do the 
                                                             work of rebuilding their energy supplies.  

· Endocrine System – responsible for the production of hormones.  Hypothalamus is the HQ of the endocrine system.  Pituitary gland is called ‘master gland’.  

· Hormones – chemical messengers that are released into the bloodstream by the endocrine glands and that affect sexual functioning, appetite, sleep, physical growth and development, the availability of energy, and also emotional responses.

· Reuptake – breaking down neurotransmitters into its amino acid components, and then reincorporated into the axon terminal.

· Electroencephalography (EEG) – electrodes are attached to the head with tape.  They pick up electrical activity within the brain and record it in oscillating patters know as brain waves.  

· Positron Emission Tomography (PET) – scan radioactive water molecules are injected into the bloodstream.  A computerized scanner tracks the molecules on a screen as they are metabolized by the brain.  

· Magnetic Resonance Imaging (MRI) – subject is enclosed in a in a magnetic field, which causes the hydrogen atoms in the brain to shift their positions.  Then the magnetic field is turned off, and the atoms return to their original positions, leaving electromagnetic tracks which, read by the computer, produce an image of the brain tissue.  

Brain Structure:

Frontal Lobe – language ability; regulation of fine voluntary movements; judgment and planning; 

Temporal Lobes – control auditory perception; some parts of visual perception; memory

Parietal Lobes – center of inter-sensory integration; motor and sensory-somatic functions.

Occipital Lobes – control visual discrimination and visual memory.

Hypothalamus – controls hunger, thirst, and sexual desire.  Regulates body temp; involved in states of emotional arousal.

Limbic Structures – control behaviors such as mating, fighting, and experiencing pleasure.  (ex: Amygdala, Hippocampus)

Thalamus – relays input from the peripheral nervous system to other brain structures.  

2 Other Methods of Measuring the Brain:

Magnetoencephalography (MEG)

Computerized Tomography (CT)

TEST 1 !

CHAPTER 6

· Psychological Assessment – the collection, organization, and interpretation if information about a person and his or her situation. Examples of assessments:  

· Astrology – study of stars.

· Physiognomy – interpretation of character based on physique and bearing.  Gave us the 1st psychological test.

· Goal of Psychological assessment includes Diagnosis and Description.

· Diagnosis – classifying a person’s problem within one of a set of recognized categories of abnormal behavior and labeled accordingly.  Homologous to medical evaluation.

· Criticisms of Diagnosis :

1. allegation that it’s purpose is to give psychiatrists control over other people’s lives.  

2. falsifies reality by implying that most AB is qualitatively different from normal behavior.

3. diagnosis is likely to discount the gradations between different forms of abnormality.

4. diagnosis gives the illusion of explanation.  

5. diagnostic labeling can be harmful to people

· All psychological assessment has 2 goals:

· Description – the rendering of an acute portrait of personality, cognitive functioning, mood, and behavior.  The science of human behavior aims to describe personality and behavior.

· Prediction – scientific hypotheses.  

· The first truly comprehensive classification system for severe mental disorders was developed by Kraepelin in the late 19th century.  All later systems were influenced by his.

· Diagnostic and Statistical Manual of Mental Disorders IV (DSM-IV) – a DSM is a manual containing lists of diagnostic categories and associated symptoms.  DSM-IV is the most recent version.  

· Specific Diagnostic Criteria – criteria for diagnosis are highly detailed and specific, including:

· Essential Features of the disorder

· Associated Features that are usually present.

· Diagnostic Criteria:  a list of symptoms that must be present.

· Info on Differential Diagnosis - data that explain how to distinguish this disorder from another.

· 5 Axes of Diagnosis – DSMIV requires the diagnostician to give substantial amount of info about patients.

· Axis I – Clinical Syndrome:  for patient’s most serious psychological problem.

· Axis II- Personality Disorder/Mental Retardation:  any accompanying long-term disorder not under Axis I.

· Axis III- General Medical Disorders:  any medical problem that may be relevant.

· Axis IV- Psychosocial and Environmental problems:  current social, occupational, environmental, or other problems that may have contributed to or are resulting from the psychological problem.

· Axis V – Global Assessment of Functioning:  a rating, on a scale of 1 to 100, of the patient’s current adjustment (work performance, social relationships, use of leisure time, etc).

· Prognosis – prediction of a patient’s problem’s future course.  

· Reliability – the degree to which its findings can stand the test of repeated measurements.  It must be stable over time and under different testing conditions.

· 3 Criteria:

· Internal Consistency- do different parts of the test yield the same results?
· Test-Retest Reliability- does the test yield the same results when administered to the same person at different times?
· Interjudge Reliablity- does the test yield the same results when scored or interpreted by different judges?

· Validity – a test must measure what it claims to be measuring.

· 2 Types:

· Descriptive Validity: the degree to which it provides significant info about the current behavior of the people being assessed.  Describes the person’s current behavior. 

· Pathognomic Symptoms – symptoms that accompany all cases of a given disorder and that never accompany another disorder.

· Comorbidity – patients meet the diagnostic criteria for more than one Axis I disorder. 

· Predictive Validity: helps us answer important questions about that behavior. (Questions such as cause, prognosis, and treatment)

While an assessment technique that has high Reliability may have low Validity, the reverse is not true.  To have high Validity, a system must have high Reliability.

· Problems in Assessment:
· The Assessor – how his/her personal manner affects the person being assessed.

· Assessors interpretation of evidence – biasness

· Pathological Bias – a tendency to see sickness instead of health.

· Pragmatic Considerations – ex:  applying a lesser label to avoid gossip(?)

· Interview – face-to-face conversation between subject and examiner.  The oldest, most commonly used, and most versatile assessment method.  (Structured vs. Unstructured)  Major pitfall of interviewing is the assessor’s biasness.

· Psychological Test – a standard procedure in which persons are presented with a series of stimuli to which they are asked to respond.  Gives the subject little freedom in responding, but can be scored more easily and more objectively. More structured than the interview.  Psychometric Approach – the most dominant method of psychological testing.  The aim is to locate stable underlying characteristics, or Traits, that presumably exist in differing degrees in everyone.  Its supporters claim it is the only assessment method open and flexible enough to provide info about the subject’s unconscious processes.

· Intelligence Test – the first of the psychological assessment techniques to be widely used.  Modern IT’s are based on the work of Alfred Biney, the French psychologist.   IQ is the score rendered on this test. Examples are:  WAIS-R, WISC-III, and WPPSI.

· Projective Personality Tests – based on the psychodynamic assumption that people’s true motives, because they are largely unconscious, must be drawn out indirectly.  Expose subjects to ambiguous stimuli into which they must ‘read’ meaning.

· Rorschach PsychoDiagnostic Inkblot Test – subjects are asked to respond to 10 cards, each showing a symmetrical inkblot design.  Administered in 2 phases:  A) Free-Association Phase – subjects are asked to describe what each card reminds them of;  B) Inquiry – subjects are asked which characteristics of each inkblot contributed to the formation of their impression of that inkblot.

· TAT – subject is presented with a series of pictures.  The person is asked to tell a story about what is going on in the picture.

· CAT – same concept as the TAT, but for children.

· Self-Reported Personality Inventories – asks the person direct questions about themselves.

· MMPI-2 – (Minnesota Multiphasic Personality Inventory-2) – most widely used self-report personality inventory.  Purpose is to simplify differential diagnosis by comparing self-descriptive statements endorsed by new patients to those endorsed by groups of people already diagnosed as schizophrenic, depressive, and so forth.

· 10 Scales of the MMPI-2:
1) Hypochondriasis



6)    Paranoia

2) Depression



7)    Psychasthenia

3) Hysteria




8)    Schizophrenia

4) Psychopathic Deviate


9)    Hypomania

5) Masculinity-Femininity


10)  Social Introversion

· Response Sets – test-taking attitudes that will lead to shading responses one way or another, often unconsciously.

1. Social Desirability – tendency to try to make oneself look good.

2. Acquiescence Set – tendency to agree with statements whether they apply to oneself or not.

Lab Tests: - direct testing of the structure and function of the nervous system through lab methods.
· EEG – electrical activity in the brain cells is picked up. (head)

· Polygraph – machine equipped with a number of sensors, which, when attached to the body, can pick up subtle physiological changes. 

· GSR – Galvanic Skin Response (skin)

· CT, PET, MRI – ways to explore the brain.
· EMG – Electromyogram  (muscles)

· Observation in Natural Settings - 

· Situation Variables – behavior is influenced by these…environmental stimuli that precede and follow any given action.  

· Person Variables – a person’s stable traits.



Advantages – does not depend on self-report; cuts down on assessment errors; tends to provide workable answers.



Disadvantages – requires great investment of time; presence of observers may be ‘reactive’

· 5 Reasons to engage in diagnosis for clients:

1. Communication Short-hand:  giving disturbed persons a diagnosis allows all persons involved to understand the particular syndrome that they are dealing with.  

2. Treatment Possibilities:  if a client has been given a specific diagnosis, the clinician can narrow down the types of treatment options that are most likely to be effective.  

3. Etiology:  relates to the underlying causes of a disorder.  Once a person has been labeled with a diagnosis, it may be easier for the clinician to develop theories about the causes of the disorder.

4. Aid to Scientific Investigations:  allows for easier investigation of the commonalities and differences among investigations.  

5. Enabling Third-Party Payments:  psychologists must rely on specific diagnosis in order to receive 3rd-party payments (payments by insurance companies).

Theoretical Perspectives on Assessment:

Psychodyanamic Approach – attempt to place a subject in a free atmosphere, so that defenses will be relaxed and unconscious material will reveal itself.  Use 2 strategies:



Depth Interview – subjects are encouraged to talk about their childhood, and also about current lives. 

Projective Test – subjects will project onto the Rorschach’s or TAT’s ambiguous images whatever is foremost in their conscience.

Behavioral Approach – behaviorist will concentrate on determining with the greatest possible accuracy what it is in the environment that is reinforcing the maladaptive response.  View behaviors as samples.

Cognitive Approach – cognitive processes (attention, memory, and problem solving) together with cognitive “products” (self-defeating thoughts).  

Sociocultural Approach – concerned with cultural bias in assessment. 

Interpersonal Approach – rely on interviews.  Aim is to assess relationships rather than persons.  

Humanistic-Existential Approach – avoid labeling, consider diagnostic labels an affront to the patient’s individuality.  Assessment procedures are aimed at helping both the therapist and the patient become more fully aware of what the patient’s self really is.

Biological Approach – favors assessment methods that reveal organic structure and function.

CHAPTER 7& 9

CH 7

· Anxiety – a state of fear and apprehension that affects many areas of functioning.  Involves 3 basic components:

· Subjective reports of tension, apprehension, dread and expectations of inability to cope.

· Behavioral responses such as avoidance of the feared situation, impaired speech and motor functioning, and impaired performance on complex cognitive tasks.

· Physiological responses including muscle tension, increased heart rate and blood pressure, rapid breathing, dry mouth, nausea, diarrhea, and dizziness.

· Anxiety is experienced in 3 basic patterns:  A) Panic disorder [generalized anxiety disorder], 

      
     B) Phobias, 

            C) Obsessive-Compulsive disorder.

· Anxiety Disorders – characterized either by manifest anxiety or by behavior patterns aimed at warding off anxiety.

· Panic Disorder – anxiety begins suddenly and unexpectedly and soon mounts to an almost unbearable level.  Derealization – world seems unreal.  Depersonalization – people seem unreal to themselves.   A person has panic disorder when he or she has had recurrent unexpected panic attacks, followed by psychological or behavioral problems, such as persistent fear of future attacks.

· 2 kinds: A) Unexpected (uncued) – attack seems to come out of the blue.

     

            B) Situationally Bound (cued)–attack occurs in response to some situational trigger


Agoraphobia – fear of the marketplace.  Fear of being in any situation from which escape might be difficult.

General Anxiety Disorder – main feature is a chronic state of diffuse anxiety.  Excessive worry, over a period of at least six months, about several life circumstances.  (Usually over family, money, work and health).  The ‘resting state’ of panic disorder.  3 major differences between:

1) Their symptom profiles differ.

2) GAD usually has a more gradual onset and a more chronic course than PD.

3) When these disorders run in the family, they tend to run separately.

Phobias – involves 2 factors:  A) an intense and persistent fear of some object or situation which, as the person realizes, actually poses no real threat.  B) avoidance of the phobic stimulus.  

1) Specific Phobia – fairly common.  Ex: Acrophobia-fear of heights; Claustrophobia-fear of enclosed places; phobias of body injury; and animal phobias (most common).  

2) Social Phobia – avoid performing certain actions in front of other people, for fear of embarrassing or humiliating themselves.  Ex: public speaking, eating in public, and using public bathrooms.  
Obsessive-Compulsive Disorder  - people suffering from either obsession or compulsion (and usually, both).

· Obsession – thought or image that keeps intruding into a person’s consciousness; the person finds the thought inappropriate and distressing and tries to suppress it, but it still returns.

· Compulsion – an action that a person feels compelled to repeat again and again, in a stereotyped fashion, though he or she has no conscious desire to do so.  Tend to have more natural content.  2 main categories: A) Cleaning Rituals – usually involve responses to obsessions about harm to loved ones;  B) Checking Rituals – often accompany obsessions about contamination.

· Trichotillomania – the compulsive pulling out of one’s own hair.  

· Posttraumatic Stress Disorder – a severe psychological reaction, lasting at least one month, to intensely traumatic events – events involving actual or threatened death or serious injury to oneself or others.  The person may go on for weeks, months, or years re-experiencing the traumatic event, either in painful recollection or in nightmares.  The disorder depends on the relationship with the trauma (how close to death, etc), psychological background, and the nature of the trauma (rape vs. earthquake).  

· Disaster Syndrome – victims of physical trauma show a definite pattern of response known as DS.  In the first phase, shock stage, they are stunned and dazed.  In the second stage, suggestibility stage, they become more passive and are willing to take orders from almost anyone.  The final stage, recovery stage, they begin to pull themselves together and to approach their situation in a more rational way.

· Problems with PST diagnosis:  First, currently, non-life threatening events (such as a miscarriage or discovering a spouse’s affair) are classified as adjustment disorder, when they could actually be classified as PSD.  Second, is whether it should be grouped with the anxiety disorders.  

· Neurosis – anxiety disorders.  Freud argued that anxiety stemmed not just from external threats but also from internal ones, in the form of id impulses attempting to break through into consciousness.  To psychodynamic theorists, the anxiety disorders really differ only in the choice of defense. The nature of the disorder points to the defense, and the nature of the defense points to the underlying conflict.  Use free association and dream interpretation to treat neurosis.

Humanistic-Existential Perspective – conceptualizes anxiety not simply as an individual problem but as the predictable outcome of conflicts between the individual and society.  The seat of anxiety is the self-concept.  Neurotics are simply people who are not as successful as others in being inauthentic.  Client-Centered Therapy.  Paradoxical Intention – patients are told to indulge their symptoms, even exaggerate them. 

Behavioral Perspective – anxiety arises from faulty learning.  We are endangered through avoidance learning.  Problems with the avoidance learning theory:

1) Many features of the anxiety disorders are simply not explainable by the theory.

2) Traditional learning theory is hard put to explain why only very select, nonrandom types of stimuli typically become phobic objects.

3) It focuses entirely on concrete stimuli and observable responses without concern for the thoughts that may be involved in anxiety.

· Efficacy expectations – people’s expectations based on past performance, as to how well they will be able to cope with the situation. 

· Fear-of-Fear – physiological changes that accompany the panic attack, become conditioned stimuli for further panic attacks.  

· Systematic Desensitization – patients draw up a “hierarchy of fears”, a list of increasing anxiety-arousing situations culminating n the situation they most fear.  Then they are to relax, and imagine the situations.

· In Vivo Desensitization – leading patients through their hierarchies in real life.  Dog phobic person will first look at pictures of dogs, then hold a dog collar, etc.

Cognitive Perspective – people with anxiety disorders misperceive or misinterpret internal and external stimuli.  Evens and sensations that are not really threatening are interpreted at threatening, and anxiety results.  Cognitive therapy aims at helpings the patient to interpret bodily sensations in a non-catastrophic way.

Biological Perspective – seeks genetic and biochemical links to anxiety.  Some anxiety disorders, especially panic disorder, appear to have a genetic component.  Recent evidence also suggests that brain chemistry and neurotransmitters influence some forms of anxiety.

CH 9

· General Adaptation Syndrome – divides the body’s reaction in to 3 successive stages described by Hans Seyle.

· Alarm and Mobilization – a state of rapid, general arousal in which the body’s defenses are mobilized.

· Resistance – the state of optimal biological adaptation to environmental demands.

· Exhaustion and Disintegration – a stage reached when the body loses its ability to cope with prolonged demands.

· Psychophysiological Disorders – illnesses influenced by emotional factors.  

· Health Psychology – a more holistic, or unified concept of body and mind has led o the development of a new research discipline called health psychology.  

· Stress – as a stimulus, it consists of environmental demands that lead to autonomic responses.  As a response, as ANS activation.  Also, the interaction between the stimulus and the person’s appraisal of it.

· Stimulus Specificity – different kinds of stress produce different kinds of physiological response.

· Individual Response Specificity – people appear to have characteristic patterns of physiological response, which carry over form one type of stress to another.

· Feedback Systems – sending information about regulating the system.  Negative feedback is when turning on one component in system leads to the turning off of another component.  Oscillations – rhythmic back-and-forth cycles, of the various systems in the body.

· Schwartz’s disregulation model focuses more on the failure of a single component, which disregulates the system as a whole.  

· Weiner’s oscillation model concentrates from the beginning on the system.

Immune System – body’s system for defense against infectious disease and cancer.  Primary agents are Lymphocytes.  They produce Antibodies.  

Psychonueroimmunology (PNI) – new subspecialty of health medicine.  Researchers use mitogens – compounds that mimic the action of foreign substances.  PNI focuses on 3 broad categories:

1) Naturalistic Major Events – Ex: divorce, a death, etc

2) Naturalistic Minor Events – Ex: traffic jams, family arguments, bounced checks.

3) Laboratory Stressors – monitoring lab induced stress.

· Psychological Factors and Physical Disorders:

· Essential Hypertension – chronically high blood pressure.  Most common  (and most dangerous) physical disorder associated with stress.  Predisposes people to “Heart Attacks” and “Strokes”.    

· Headache – 

· ‘Muscle-Contraction Headaches’ (Tension Headaches) - Ordinary headaches are often called.  

· ‘Migraines’ - Very severe headaches.  Usually preceded by an Aura – spell of perceptual distortion, often involving strange visual sensations such as flashing lights or blind spots.  Accompanied by other symptoms (nausea, vomiting, confusion, depression, irritability, etc). 

· Obesity – a socially defined condition.  

· Anorexia Nervosa – chronic failure to eat, to the point of extreme malnutrition.  

· Asthma – a disorder of the respiratory system, the function of which is to bring air into and out of the lungs, so that the body can take in oxygen and give off carbon dioxide.  Can be allergic, non-allergic, or psychogenic.

· Sleep Disorders – 

· Insomnia – chronic inability to sleep.  Three broad categories.  A) it can take an extremely long time to fall asleep.  B) falling asleep easily, but awaken repeatedly during the night.  C) falling asleep easily, but waking up much too early in the morning.   Can lead to Anticipatory Anxiety – the minute the person gets into bed, he/she begins to worry: Will I be able to sleep?

· Circadian Rhythm Disorders – occurs when people try to sleep at times that are inconsistent with Circadian rhythms, the cycles dictated by their ‘biological clocks.’    Can be cause by shift workers (working the night shift).   Sometimes treated with chronotherapy – moving the bedtime later and later in regular increments.  

· Cancer – some research shows that cancer is a physical disorder that might be associated with psychological stress.  

· AIDS – Acquired immune deficiency syndrome.  First identified in 1981.  It is caused by the human immunodeficiency virus (HIV), which is communicated via the blood, semen, vaginal secretions, or breast milk.  

Behavioral Perspective – emphasizes the role of respondent and operant conditioning in the disregulation of ANS responses.  Behavioral therapists treat many disorders with biofeedback, relaxation training, and exercise, which can stimulate the immune system.

· Biofeedback Training – patients are trained to recognize responses in their bodies – to know what it ‘feels like’ when their heart rate or blood pressure goes up and down. Somehow, patients can learn to control these responses.  

· Relaxation Training – inducing deep muscle relaxation:

· Progressive Relaxation – the client, going from muscle group to muscle group within the body, is instructed to contract the muscles, to hold them that way for about ten seconds, and then to release them, achieving a state of relaxation.

Cognitive Perspective – emphasizes the person’s ability to predict stressful events and his or her sense of efficacy (sense of control over the stimulus).  Lazurus’ dynamic model identifies six stages of coping with stress, from the event to the health outcome.  Stress management programs help people to pinpoint the stage at which they experience stress and to develop appropriate coping skills.

· Dynamic Model – describes stress not as something in the person or environment, but as a dynamic, mutually reciprocal, bi-directional relationship between the two, involving 6 stages:

· Environmental Stress 

· Primary Appraisal – the person decides whether he/she has anything at stake in the event.

· Secondary Appraisal – person determines whether he/she can influence the situation.

· Coping – Problem-focused (relies on direct action that leads to a solution for the problem or to information that is helpful in solving the problem).  

Emotion-focused (attempt to reduce the negative reactions to stress by distracting themselves from the problem or by seeking the emotional support of others).

· Outcomes of Coping – physiological, behavioral, and/or cognitive.

· Health Outcomes – illness or prevention, illness reporting, and/or recovery.

Psychodynamic Perspective – emphasizes the role of unconscious conflicts and family interactions; the goal of psychodynamic therapy is catharsis.  Research shows that catharsis, in ‘traumatic’ journals or group therapy, can boost immune function and aid recovery, even from cancer.  Referred to stress-related physical disorders as organ neuroses.  Psychodynamic theory regards these disorders as caused by the same mechanisms – repression, anxiety, defense – as the anxiety, somatoform, and dissociative disorders.  Regard family interaction as central to stress-related physical disorders.  


Personality Theories:

Type A – aggressive achievers.  They talk, walk, and eat rapidly and are highly impatient.  They fidget in frustration if kept waiting by an elevator or a traffic light. 

Sociocultural Perspective – focuses on the role of social change – especially family breakdown and women’s entry into the work force – in stress-related physical disorders.  Major source of physical illness is the stress by modern industrial societies.  

Biological Perspective – emphasizes the role of heredity and, increasingly, the immune system in stress and illness.  It highlights complex patterns of interaction between psychological and biological factors.  

CHAPTER 10

· Mood Disorders – also know as Affective Disorders.  When mood swings become so prolonged and extreme that the person’s life is completely disrupted.  A striking feature of mood disorders is its episodic quality.

· Major Depressive Episode – may occur over night, but usually the onset of depression is gradual, occurring over a period of several weeks.  The person undergoes profound changes in mood, motivation, thinking, and physical and motor functioning.  DSM IV Characteristic features:

· Depressed Mood – unhappiness (ranging from mild melancholy to total hopelessness).  Deeply depressed people generally regard their condition as irreversible; they cannot help themselves, nor can anyone help them.  This has been characterized as the helplessness-hopelessness syndrome.

· Loss of Pleasure or Interest in Usual Activities – loss of pleasure is known as Anhedonia, it is usually far-reaching.

· Disturbance of Appetite – poor appetite and weight loss.  (some react oppositely)

· Sleep Disturbance – Insomnia is extremely common.  

· Psychomotor Retardation or Agitation – adjustment in motor behavior or physical bearing.  In the most common pattern, Retarded Depression, the patient seems overcome by a massive fatigue.  More rarely, the symptoms take the opposite from, Agitated Depression, hand wringing, pacing, and moaning.

· Loss of Energy – reduced energy level.

· Feelings of Worthlessness and Guilt – dismayed by themselves.  See themselves as deficient in whatever attributes they value most.

· Difficulties in Thinking – mental processes are usually slowed down.

· Recurring Thoughts of Death or Suicide - 

· Manic Episode – usually begins rather suddenly, and usually shorter than a depressive episode.  DSM IV characteristics:

· Elevated, Expansive, or Irritable Mood – mood change is the essential, ‘diagnostic’ feature.

· Inflated Self-Esteem 

· Sleeplessness

· Talkativeness

· Flight of ideas

· Distractibility

· Hyperactivity

· Reckless Behavior
For a condition to be diagnosed as a manic episode, it must have lasted at least a week, and seriously interfered with the person’s functioning.  A briefer and less severe manic condition is called Hypomanic Episode.  A Mixed Episode is one in which a patient will meet criteria for manic episode and major depressive episode simulataneously.

Mood Disorder Syndromes:

· Major Depressive Disorder – when people undergo one or more major depressive episodes, with no intervening periods of mania.   One of our society’s greatest mental health problems.  (4% for men / 6% for women).  Depression is second only to schizophrenia.  Divorced people, and women are at higher risk.  Peak age at onset is now 15-19 for women, and 25-29 for men.  Premorbid adjustment – level of functioning prior to the onset of the disorder.

· Bipolar Disorder – involves both manic and depressive phases.  Will usually first appear in adolescence in the form of a manic episode.  Rapid-Cycling Type – person (usually a woman) switches back and forth between depressive and manic or mixed episodes over a long period, with little or no ‘normal’ functioning between.  
DSM IV has divided into two types:  A)  Bipolar I – where the person has had at least one manic (or mixed) episode and usually, but not necessarily, at least one major depressive episode as well.  B)  Bipolar II – where the person has had at least one major depressive episode and at least one hypomanic episode but has never met the diagnostic criteria for manic or mixed episode.  
Differences between Major Depression and Bipolar Disorder:

· Bipolar is much less common than major depression.  

· The 2 disorders show different demographic profiles…with bipolar affecting gender equally, and being more prevalent among higher socio-economic groups.  

· People who are married are less prone to major depression, but not bipolar disorder.  

· People with bipolar are likely to have a history of hyperactivity.  

· Depressive episodes in Bipolar disorder are more likely to involve a pervasive slowing down – psychomotor retardation, excess sleep – than are those in major depression.

· Bipolar is more likely to run in families.

· People who are chronically depressed or who chronically pass through depressed and expansive periods but whose condition is nevertheless not debilitating enough to merit the diagnosis of major depressive disorder or bipolar disorder.  The patterns must last for 2 years or more.

· Dysthymic Disorder – involves a mild, persistent depression.  Typically morose, introverted, over-conscientious, and incapable of fun.  Show low energy levels, low self-esteem, suicidal ideation, and disturbances of eating, sleeping, and thinking.  More common in women.

· Cyclothymic Disorder – the person never goes longer than a few months without a phase of hypomanic or depressive behavior.  It becomes a way of life. In their hypomanic periods, they will work long hours without fatigue – indeed, with their mental powers newly sharpened – before lapsing back into a normal or depressed state.  Affects gender equally.  

Dimensions of Mood Disorders:

· Psychotic vs. Neurotic:  Neurotics do not lose their ability to interact with their environment in a reasonably efficient manner.  Psychotics do, partly because their thinking processes are often disturbed by hallucinations, or false sensory perceptions, and delusions, or false beliefs.  Some theorists use a theory known as Continuity Hypotheses, which rests on the idea that depression appears, above all, to be an exaggerated form of everyday sadness.  

· Endogenous vs. Reactive – originally used for those depressed people that were linked to such an event (such as death in the family or loss of a job) were called reactive.  Those that were not were called endogenous (‘coming from within’).  Now, they are used to describe different patterns of symptoms.

· Endogenous – show pronounced anhedonia together with the more vegetative, or physical symptoms and who describe their depression as different in quality from what they would feel after the death of a loved one. 

· Reactive – those whose disturbance is primarily emotional or cognitive; without melancholic features.

· Early vs. Late Onset – most studies show that the earlier the onset, the more likely it is that the person’s relative will have, or have had, mood disorders.

· Comorbidity – co-occurrence of depressive and anxiety disorders.  Patients meet the diagnostic criteria for more than one Axis I disorder.   

· Intraepisode Comorbidity – simultaneously

· Lifetime Comorbidity – different times during the lifetime.

People in these 2 diagnostic groups tend to respond to the same anti-depressant drugs, share similar endocrine abnormalities, and have family histories of both anxiety and depressive disorders.

· specifiers
· Suicide – common cause is depression.  People with mood disorders are estimated at 19% more risk.

· Modal Suicide Attempter – person who most commonly attempts suicide and survives.  Usually a Caucasian female; a housewife in her twenties or thirties.

· Modal Suicide Committer – person who succeeds in taking his/her life.   Usually a Caucasian male in his forties or older (by shooting, hanging, or CO poisoning).

Suicidal Scenario:

· A sense of unbearable psychological pain, which is directly related to thwarted psychological needs.

· Traumatizing self-denigration–a self-image that will not include tolerating intense psychological pain.

· A marked constriction of the mind and an unrealistic narrowing of life’s actions.

· A sense of isolation–a feeling of desertion and the loss of support of significant others.

· An overwhelmingly desperate feeling of hopelessness–a sense that nothing effective can be done.

· A conscious decision that egression–leaving, exiting, or stopping life–is the only solution to the problem of unbearable pain.

Psychodynamic Perspective:  depression was a massive defense mounted by the ego against intra-psychic conflict.  Arises when one loses a love object toward whom one had ambivalent feelings, positive and negative. 

Humanistic-Existential Perspective: traces depression and suicide to an inauthentic life, to failure to make choices and take responsibility for oneself.  Suicide is seen as the ultimate ‘inauthentic’ choice.  Therapists in this school encourage patients to ‘listen’ to their pain and thus discover their true goals.  Social-Skills Training.


2 Prominent Views:


Extinction – depression results from a loss of reinforcement, often exacerbated by a lack of skill in seeking interpersonal rewards.  


Aversive Behavior – Depressives elicit negative responses by demanding too much reinforcement in inappropriate ways.  

Cognitive Perspective: has 2 main theories.  One focuses on learned helplessness (the belief that one cannot control or avoid aversive events) combined with hopelessness (the feeling that negative events will continue and even increase).  Hopelessness, in particular, is a predictor of suicide.  A second cognitive theory traces depression and suicide to negative schemas or images of the self, the world, and the future.  But again, whether these feelings are a cause or consequence of depression id debatable.  Cognitive therapists seek to correct negative thoughts and attributions.  Learned Helplessness – a depressive’s inability to initiate adaptive responses, possibly due to a helplessness conditioned by earlier, inescapable trauma.   Negative Self-Schema – evolved from his findings that the hallucinations, delusions, and dreams f depressed patients often contain themes of self-punishment, loss, and deprivation.

Sociocultural Perspective: attempts to explain historical changes and cross-cultural differences in the rates of depression and suicide.  One views is that rapid social change, one of the defining characteristics of modern life, deprives people of necessary social supports.  

Biological Perspective:  whatever the contribution of early or current emotional and/or social stress, mood disorders are at least partly organic.  Some neuroscientists study families, twins, and adopted children and their biological and adoptive parents to discover the degree to which mood disorders were inherited.

· Seasonal Affective Disorder (SAD) – a specific form of depression that may be closely related to the body’s biological rhythm.  Women are more at risk.

· Dexamethasone Suppression Test (DST) – can detect such hormone imbalances that can help be used to help differentiate between endogenous and reactive cases.

· Neurotransmitter imbalance:  Catecholamine Hypothesis – states that increased levels of norepineprhine produce mania, while decreased levels produce depression.  Tricyclics – a class of drugs widely used for depression, generally work by blocking the reuptake of norepinephrine by the pre-synaptic neuron.

CHAPTER 11

· Personality Disorder – an enduring pattern of inner experience and behavior that deviates markedly from the expectations of the individual’s culture, is pervasive and inflexible, has an onset in adolescence or early adulthood, is stable over time, and leads to distress or impairment.


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

The DSM-IV lists 10 personality disorders.

Personality Disorders:  Individual Syndromes.

· Paranoid Personality Disorder – the defining trait is suspiciousness.  Found to be significantly more common among the biological relatives of schizophrenics than in the population at large.

· Schizotypal Personality Disorder – person will seem odd in his or her speech, behavior, thinking, and/or, perception, but not odd enough for a diagnosis of schizophrenia.  May show magical thinking, claiming that they can predict the future, read the thoughts of others, etc.  People with this are more common when some family member has been diagnosed with schizophrenia.  Tend to respond to the same medication as schizos.  

· Schizoid Personality Disorder – defined by one fundamental eccentricity, a preference for being alone (social withdrawal).  Deficient in the capacity to experience social warmth or any deep feelings and are unable to form attachments.  Rarely marry, have few friends, and seem indifferent to praise or criticism from others.  May appear absent-minded.  They do NOT show the unusual thoughts, behaviors, or speech patterns seen in schizotypal.  They may be quite successful in their work if it requires little social contact.  

· Avoidant Personality Disorder – also marked by social withdrawal…but here, it is because of a fear of rejection.  Essential feature is a hypersensitivity to any possibility of rejection, humiliation, or shame.  For theses people, it is supremely difficult to make friends. Low self-esteem, they feel depressed and angry at themselves for their social failure. 

· Dependent Personality Disorder – defining characteristic is dependency on others.  Fearful or incapable of making their own decisions.  

· Borderline Personality Disorder – first proposed by psychodynamic theorists.  Has 4 core elements.

· Difficulties in establishing a secure self-identity.

· Distrust.

· Impulsive.

· Difficulty in controlling anger and other emotions.

· Histrionic Personality Disorder – essential feature is self-dramatization – the exaggerated display of emotion.  These displays are often manipulative, aimed at attracting attention and sympathy.  Will ‘faint’ at the sight of blood, will dominate an entire dinner party with the tale of their recent faith healing, will be so ‘overcome’ with emotion during a sad movie that they have to be taken home immediately, etc…  interpersonal relationships are usually fragile.  Vain, shallow, self-dramatizing, immature, over-dependent, and selfish.  More often in women.

· Narcissistic Personality Disorder –essential feature is a grandiose sense of self-importance, often combined with periodic feelings of inferiority.  Will often brag of their talents.  This self-love is accompanied by a low self-esteem.  Demand a great deal from other: affection, sympathy, and favors.  Yet they give little in return.  

· Obsessive-Compulsive Personality Disorder – excessive preoccupation with trivial details, at the cost of both spontaneity and effectiveness.  Anal in organizing, following rules, making lists, and schedules.  Stiff and formal in their dealings with others and find it hard to take genuine pleasure in anything.  Should not be confused with O-C Disorder.  

Antisocial Personality Disorder – defining trait is a predatory attitude toward other people – chronic indifference to and violation of the rights of one’s fellow human beings.  Affects about 1% of females and 4% of males in their teens and twenties.  Often involves criminal behavior.  The most reliably diagnosed of the personality syndromes.  

Antisocial behavior – behavior that violates the rights of others.  

Characteristics of the Antisocial Personality:

1) A history of illegal or socially disapproved activity beginning before age 15 and continuing into adulthood.

2) Failure to show constancy and responsibility in work, sexual relationships, parenthood, or financial obligations.

3) Irritability and aggressiveness.

4) Reckless and impulsive behavior.

5) Disregard for the truth.


Cleckley described:

1. Misdeeds are not just impulsive, but almost unmotivated.  Purposefulness.

2. Have the shallowest emotions.

3. Poor judgment and failure to learn from experience.  Bad at Passive Avoidance Learning – learning to stop making a response that results in punishment.

4. Able to maintain a pleasant and convincing exterior.

Perspectives on the Personality Disorders:

Psychodymanic Perspective – call personality disorders, ‘character disorders.’  They stem from disturbances in the parent-child relationship.  Separation-Individuation – children learn to separate from their mothers and regard themselves, and others, as individual persons.  A troubled sep-ind could lead to a poorly defined sense of self.  Problems result in a weakened ego and poor adaptive functioning.  Somewhere between neurotics and psychotics in terms of ego strength.    They attribute antisocial personality disorder to a superego failure.  

Behavioral Perspective – generally reject the concept of personality disorder because it implies the existence of stable personality traits-an assumption they do not indorse.  Focus on specific behaviors, which they see as the result of maladaptive modeling and reinforcement.  Noncontingent Reinforcement – the nature of the parents’ response is not related to whether the child’s behavior was prosocial or antisocial; it is simply arbitrary.

Cognitive Perspective – holds that personality disorders are products of distortion or exaggerations in the schemas that structure the information in our minds.  The faulty beliefs are rigid and admit no exceptions.  Cognitive therapy is directed at modifying, reinterpreting, or camouflaging the faulty schema. 

Sociocultural Perspective – are primarily concerned with antisocial personality disorder.  Where others look into the person’s psyche for explanations, these theorists examine social forces.  According to the theory of anomie, or normlessness, when people are denied access to social rewards, they may conclude that social rules do not apply to them.  Hence treating individuals will not reduce antisocial behavior; society itself must change.

Biological Perspective – focuses on genetic and physiological factors that may contribute to antisocial and other personality disorders.  

CHAPTER 14

· Psychoses – a class of psychological disorders in which reality contact-the capacity to perceive, process, and respond to environmental stimuli in an adaptive manner-is radically impaired, with the result that the person sometimes cannot meet even the most ordinary demands of life.  3 main groups:

· Mood Disorders – disturbances in mood.

· Schizophrenia – disturbance of thought.

· Delusional Disorder – limited system of delusions.

· Schizophrenia – the label given to a group of psychoses in which deterioration of functioning is marked by sever distortion of thought, perception, and mood, by bizarre behavior, and by social withdrawal.  Men are more likely to develop.  



Symptoms of Schiz:

1) Delusions



4)  Disorganized or Catatonic Behavior.

2) Hallucinations


5)  Negative Symptoms  - reduction of normal

3) Disorganized speech


functions such as language or goal-directed behavior.


       Must show 2 of these for at least 6 months in order to be diagnosed as schizophrenia.

      Delusions – firmly held beliefs that have no basis in reality. Categories of Delusions:

1) Delusions of Persecution – one is being plotted against, spied upon, threatened, interfered with, etc.

2) *Delusions of Control (aka Influence) – other people, forces, or perhaps extraterrestrial beings are controlling one’s thoughts, feelings, and actions, often by means of electronic devices.

3) Delusions of Reference – one is being referred to by events or stimuli that in fact have nothing to do with one.

4) Delusions of Sin and Guilt – one has committed ‘the unpardonable sin’

5) Hypochondriacal Delusions – one is suffering from a hideous physical disease.

6) Nihilistic Delusions – one or others or the whole world has ceased to exist.

7) Delusions of Grandeur – one is an extremely famous and powerful person.


Some schizos believe their thoughts are being tampered with.  These are related to Delusions of Control:


* A) Thought Broadcasting – one’s thoughts are being broadcast to the outside world.


   B)  Thought Insertion – other people are inserting thoughts into one’s head.


   C) Thought Withdrawal – other people are removing thoughts from one’s head.


Schizo’s experience what is called Blocking – in the middle of talking about something, they suddenly fall silent, with no recollection whatsoever of what they were talking about.  

· Loosening of Associations – ideas jump from one track to another, one that is indirectly related, or to one that is completely unrelated, with the result that the person wanders further and further from the topic.

· Poverty of Content – the person uses many words, all grammatically correct, but communicates poorly.  

· Neologisms – speech pattern in which new words are formed by combining parts of two or more regular words or in which common words are used in a unique fashion.

· Clanging – the juxtaposition of words that have no relation to one another beyond the fact that they rhyme or sound alike.  

· Word Salad – words and phrases are combined in what appears to be a completely disorganized fashion.  Suggests no effort to communicate.  The ultimate in schizophrenic splitting.  

· Hallucinations – perceiving things that are not there.  These perceptions, occur in the absence of any appropriate external stimulus.  

· Blunted Affect – reduced emotional responsiveness. Patient shows little emotional response.

· Flat Affect – patient shows no emotional response.

· Inappropriate Affect – expression of emotions unsuitable to the situation.  For ex: the patient may giggle while relating a painful childhood memory or show anger when given a present.

· Stereotypy – the act of engaging in purposeless behaviors repetitively for hours.

Onset:  Schizophrenia usually strikes during adolescence or early adulthood, ad the timing of its appearance is related to other factors.  One is se.  for men, the median age is mid-twenties.  For women, late twenties.  

· Prodromal Phase – the gradual downhill slide; slow, insidious deterioration of functioning.

· Active Phase – patient begins showing prominent psychotic symptoms – hallucinations, delusions, disorganized speech, severe withdrawal, and so forth.  

· Residual Phase – when behavior is similar to that seen during the prodromal phase.  Follows the active phase.   

3 categories that describe ‘active-phase’ symptomatology:

1) Disorganized Schizophrenia – (aka hebephrenic).  Childish behavior is typical.  3 symptoms:  a) pronounced incoherence of speech; b) mood disturbance; c) disorganized behavior.

2) Catatonic Schizophrenia – marked disturbance in motor behavior.  Sometimes takes the form of catatonic stupor – complete immobility, usually accompanied by mutism – cessation of speech.   Catatonic rigidity – resisting efforts of other people to move one’s limbs.  

a. Echolalia – parroting what is said by others.   

b. Echopraxia – imitating the movements of others.  

c. Catatonic Negativism – refusing to do what is requested of them and will consistently do the opposite.

3) Paranoid Schizophrenia – defining characteristics are delusions and/or hallucinations of a relatively consistent nature, often related to the themes of persecution and grandeur.

Dimensions of Schizophrenia:

1) Process-Reactive (Good-Poor Premorbid) – deals with the onset of the sickness.  Gradual onset is known as process schizo.  Sudden onset is known as reactive schizo.  

2) Positive-Negative – distinguishes those with new and abnormal behaviors (positive symptoms), such as hallucinations, delusions, and bizarre behaviors, from those with abnormal ‘nonbehaviors’ (negative symptoms), such as withdrawal, flat affect, and poverty of speech.

a. Type I – positive symptoms and tends to respond to medication.

b. Type II- negative symptoms and does not respond as well to typical anti-psychotic medications.

3) Paranoid-Nonparanoid – indicates the presence or absence of paranoid delusions.

2 Related Categories:

1) Brief Psychotic Disorder – if the episode lasts less than a month.

2) Schizophreniform Disorder – lasting for more than a month, but less than 6 months.

Delusional Disorder – the delusional system is the fundamental abnormality.   5 types:

1) Persecutory Type – belief that one is being threatened or maltreated by others.

2) Grandiose Type – person believes that he/she is endowed with some extraordinary power or knowledge.

3) Jealous Type – delusion is that one’s sexual partner is being unfaithful.

4) Erotomanic Type – victim believes that some person of high status is in love with him or her.

5) Somatic Type – involves false conviction that one is suffering from some physical abnormality.

Using Pavlov’s dog experiment
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