ABNORMAL PSYCHOLOGY
General Things to Remember

It’s biodirectional – all levels of analysis connect to each other threw the Walker-Tessner model

Address culture, then the following respectively:

· Biological Level
· Cognitive Level

· Sociocultural Level

-> All connect back to the example disorder

Question 1: Discuss validity & reliability of diagnosis.

I. Intro – Ways to diagnose psychological disorders (interviews, brain-scanning techniques, personality tests) – Subjective and Objective

II. Things can affect diagnosis – patient anxiety, clinician’s treatment style or experience

III. Different kinds of symptoms – ABCS

· Affective symptoms – emotional elements, ex. fear, sadness

· Behavioral symptoms – observed behaviors, ex. crying, pacing

· Cognitive symptoms – ways of thinking, ex. pessimism, self-image

· Somatic symptoms – physical symptoms, ex. facial twitching, amenorrhea

IV. Define reliably and valid

V. Use of different classification systems - different rates – DSM-IV – 64% reliability vs. Great Ormond Street Children’s Hospital in London – 88%

VI. Rosenhan (1973) – shows the lack of evidence that diagnosis can be made correctly – had confederates pretend to be inflicted with schizophrenia, and who were immediately diagnosed. Also said some pseudo-patients would enter the next week, but really none did, although 41 patients were suspected as faking their illness

VII. Beck et. Al (1972) – two psychiatrists only agreed 54% of the time on the diagnosis of 153 patients
Question 2: Examine the concepts of “normality” and “abnormality”

I. Intro – Difficulties of classifying normal and abnormal
· Definitions vary between individuals (ex. Personality)

· Also varies in diff. societies (ex. Customs, behaviors and culture itself)

· Definitions like these can change over time (ex. The recent acceptance of homosexuality) 
II. Abnormal – how to approach it
· Can often be defined as the manifestation of abnormal feelings that are negative – stress, unhappiness or anxiety

· Also can be considered that which violates:

· Social Norms

· Makes others anxious or uneasy
III. Rosenhan and Seligman (1984) – VOVIUMS – Define what isn’t normal

1. Violation of moral ideals or standards

2. Observer discomfort (making others feel embarrassed)

3. Vividness – experience things differently from most ppl

4. Irrationality – can’t communicate or be understood

5. Unpredictability

6. Mal-adaptiveness – his/her actions make life more difficult than easy

7. Suffering – distress and discomfort

IV. Jahoda (1958) – VERTSS – Defines what is normal

1. Voluntary control of behavior

2. Efficient self-perception

3. Realistic self-esteem and acceptance

4. True perception of world

5. Sustaining relationships

6. Self-direction and productivity

V. Ethical concerns of using the medical model to define abnormal behavior
· Shifting responsibility from the patient with a mental disorder – problem is, not objective

· Tomasz Szasz – argued against the concept of “mental illness” – there are only problems with living/conforming
Question 3: Discuss cultural and ethical considerations in diagnosis
I. Intro – potential negative effects of disorder labeling

II. Stigmatization – defining a person by their disorder – DSM-IV suggests separate the person from the illness to avoid the isolation this could cause

III. Self-fulfilling prophecy – easily effect the mentality of a person who is diagnosed with a mental disorder

· Explain effect of schemas in views- Abelson (1974) – Ppl shown a video of a man telling another man about his job experience. One group told he was an applicant, the other told he was a patient. The patient mindset group described him with negative words, the applicant group the opposite.

IV. Institutionalization

· Once patients are institutionalized, all behavior is contributed to the disorder in some way

· Can have an effect of powerlessness and depersonalization – no control over life, and potential abuse

V. Other biases that can affect a diagnosis:

· Racial/ethnic bias – diagnosis made based on race

· Confirmation bias – ex. Rosenhan’s study where ppl were accused, but falsely

VI. Cultural Considerations in Diagnosis:
· Some disorders may be universal, but it’s possible for “culture-bound syndromes” to exist

· Reporting bias – just because some go to a hospital doesn’t mean all those afflicted do – potentially misleading data

· Largely part of the symptomology of disorders – Marsella (2003) says depression manifests in affection (emotional) forms more in individualist cultures – in collectivist cultures, somatic (physiological/physical) symptoms are more commonly reported.

· Potential somatization – Kleiman (1984), physical symptoms caused by psychological disorders

· Another problem is cultural blindness – a mental illness appears in a society that isn’t familiar with the symptoms – therefore, can’t diagnose or treat it

VII. Problem with Western Diagnostic System, according to Marsella & Yamada (2007)
· Western system is dominant rather than accurate

· Doesn’t normally consider cultural context

· Also doesn’t look at situational factors, only psychological state

· Marsella & Yamada say 7 situational factors contribute to mental illness cross-culturally:

1. Social conditions (war, racism, national disasters, poverty)

2. Focuses more on individual than their experiences – too much emphasis on guilt

3. Messages from the media

4. How the “self” is represented – self-efficacy

5. Social class

6. Powerlessness, inequality, cultural disintegration

7. Creation of stigmas – classifying with mental illness label while ignoring culture

Question 4: Discuss symptoms & prevalence of one disorder from two groups (depression)
I. Intro - BACE
· Bidirectional and how it affects diagnosis

· Abnormal vs. Normal

· Cultural considerations

· Ethical considerations

II. Symptoms – 9 from the Western DSM-IV system (GASP, I’M A IT):

1. Guilt – inappropriate worthlessness

2. Appetite change

3. Suicide thoughts or attempts

4. Pleasure (none) or lack of interest in daily activities

5. Indecisive in decision-making

6. Mood – depressed

7. Active – too little or too much

8. Insomnia or hyperinsomnia

9. Tired or has low energy

III. Prevalence rates – 
· 10-25% - US females

· 5-12% - US Male

· 16.9% - UK f&m

· 2.6% - Nagasaki, Japan

· No rates in China

IV. Differences in Western vs. Asian 
· No prevalence rates in China b/c of reporting bias – avoiding social stigma
· China has mostly physiological effects, while West has both those and mental effects
Question 4: Discuss symptoms & prevalence of one disorder from two groups (anorexia nervosa) 
I. Intro - BACE
· Bidirectional and how it affects diagnosis

· Abnormal vs. Normal

· Cultural considerations (ex. diff b/w DSM-IV and CCMD-3 is we have a fat fear)
· Ethical considerations

II. Symptoms – 4 from the DSM-IV system (WAFD)

1. Weight – a person doesn’t retain the normal weight for their age and height

2. Amenorrhea – females miss 3 consecutive menstrual cycles

3. Fear –  has fear of gaining more weight even if it is clear he or she is already underweight

4. Denial – person denies that their disorder is a problem

III. Prevalence rates –
· 0.5 % U.S. females

· 0.05% U.S. males

· Makino & colleagues developed the EAT-26 to measure prevalence rates

· AN is common everywhere in the world – however, fat phobias aren’t (EMIC VS ETIC)
Question 5 (Part 1): Analyze the etiologies of one disorder from two groups (Depression from affective disorders)
II. Intro – BACE- Etiology – the study of the causes/factors of depression

· Bidirectional and how it affects diagnosis

· Abnormal vs. Normal
· Cultural considerations

· Ethical considerations

III. Biological Etiologies
· General – normally the basis of most studies is the imbalance of neurotransmitters (dopamine, serotonin, noradrenaline, and acetylcholine)

· Rampello (2003) says patients with a major depressive disorder have this imbalance
· Genetics may also have influence 

· Gershon (1982) – set of seven twins studies – found depression is more common in monozygotic twins than dizygotic – Conclusion: genetics might influence depression

· Duenwald(2003) – a certain risk variant of the 5-HTT gene might be associated with higher risk of depression – affects serotonin pathways that are said to control mood, emotions, sleep, aggression, and anxiety

· A third thing – cortisol hypothesis – a major hormone of the stress system, and stress has the ability to create both psychological and physiological symptoms

IV. Cognitive Etiologies

· Thinking style/patterns have been said to contribute to depression

· Ellis (1962) – proposed a theory saying that psychological disturbances come from irrational/illogical thinking and the wrong conclusions drawn in this way

· Beck (1976) – proposed theory base on the cog. distortions of a person’s schema – 3 characteristics of this were overgeneralization, non-logical inference, and dichotomous thinking (black & white)

· Also, negative cognition and depression have been linked

· Blackburn (1988) – depressed people experience disturbances in though processes

· Alloy et. al (1999) – took sample of 20 year old Americans – tested and reported thinking style groups – “positive” or “negative”, and told participants. After 6 years, only 1% of positives had depression, while 17% of negatives had depression – Conclusion: there may be a link b/w cog. style and depression

V. Sociocultural Etiologies

· Brown (1978) – suggests a vulnerability model of depression w/ factors:
1. Lacking employment away from home

2. Absence of social support

3. Having several young children at home

4. Loss of mother at early age

5. History of childhood abuse

· Diathesis-stress model – proposes depression may be the result of hereditary predisposition, with precipitating events in the environment

· Marsella (1979) affective symptoms are typical of individualistic cultures, somatic symptoms in collectivist.

· In some cases depression has similar symptoms cross-culturally, but it also could be expressed through different symptoms in a different culture – like culture-bound syndromes
Question 5 (Part 2): Analyze the etiologies of one disorder from two groups (Anorexia Nervosa from eating disorders)

I. Intro – BACE- Etiology – the study of the causes/factors of anorexia nervosa

· Bidirectional and how it affects diagnosis

· Abnormal vs. Normal

· Cultural considerations

· Ethical considerations

II. Biological Etiologies
III. Cognitive Etiologies

IV. Sociocultural Etiologies[image: image1.png]



