Psych. 427 Dr. R.L. Weiss
Abnormal Psychology : Winter 1985

COURSE OBJECTIVES & REQUIREMENTS

Readings:
Main Text: Davison & Neale, ABNORMAL PSYCHOLOGY (3rd ed.) 1983
Leon, CASE HISTORIES OF DEVIANT BEHAVIOR (3rd ed.) Allvn & Bacon,1984

1. Course Description

This survey course in Abnormal Psychology will explore: {(a)
theories and conceptions of madness, (b) methods used for assessment
and diagnosis of the recognized disorders in this field, (c) theories
and practices of those who provide mental health services.

There are three lines of inquiry: 1. How do we learn to label
behavior and people as deviant, disordered, abnormal or mad? What are
the cultural, political and scientific foundations of this learning?

II. What are the clinical appearances of abnormal behavior? How are the
people thus labelled problems to themselves and others? What is the
subjective experience of abnormality? III. How does modern behavioral
science approach abnormal behavior? What are the empirical bases for
understanding abnormal behavior? How do psychologists formulate
research questions and conduct research in this area?

Successful performance in this course {espcially for students new
to psychology) requires each person to (1) develop a working vocabulary
of the concepts used in this field, {2) become familiar with the
behavioral science approach used to understand abnormality, (3) keep
current in the assigned readings. The course assumes some prior work in
psychology; it is NOT intended as a first course. Please note: This is
not a field course for psychology majors.

Films and video tape demonstrations will be used in conjunction
with lectures and readings to illustrate various aspects of abnormal
behaviors, thought disorders, and treatments. Some films may be
offensive to viewers because of sexually explicit material, scenes
showing electroconvulsive shock therapy, or unfavorable portrayals of
homosexuals. One objective of the course is to provide students an
opportunity to examine their own values about a wide range of
behavioral differences, and to be confronted by value judgments that
may be opposed to their own.

There are two texts for this course: The main text is ABNORMAL
BEHAVIOR It is comprehensive, and represents a considerable amount of
reading for one term. It follows the DSM-III classification system
used for describing abnormal behavior. The second text is much lighter
reading, consisting of case histories that provide a more clinical
description of disorders and how these fit the various theories. The
course will follow the organization of the main text covering some
seven sections:
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{Organization, cont'd)

1. Models of madness--history and current theories of abnormal  behavior.
II. Anxiety, neuroses and stress-related disorders --consideration of
the less severe forms of abnormal behavior.
III. Affective Disorders--survey of current views of depression and
research on depression.
IV. Social Problems--personality or "character” problems that are often
more problematic for society than the individual.
V. Psychoses and major thought disorders-- emphasis on schizophrenia
and research topics in this area.
VI. Developmental disorders-- a brief survey of some typical childhood
and age related disorders. i
VII. Behavior Change--survey of' major forms of behavior change
{therapies) with legal and ethical considerations.

2. Course Objectives

From vour work in Abnormal Psychology this term you should be able to:

--Distinguish between and among biological, psychological, and sociological
theories of behavior deviance;

--Distinguish between and among the methods invelved in psychodiagnosis, assess-
ment, and classification of behavior disorders and identify basic assump-
tions of DSM-III;

--Describe the major concepts used in theories of anxiety, neuroses and psychoses;

--Distinguish between forms of organic factors in psychopathology;

--Differentiate between the different forms of therapy in terms of goals and
applicability;

--Know about rights of persons judged to be mentally ill.

3. Exams and Grading

There will be four exams given in this course, two midterm length and two
of shorter length. The longer exams {scheduled for 80 minutes each) will be
objective {multiple-choice questions) covering eight and nine chapters
respectively. The first {mid-term) is scheduled for February 7, 1985. The
second major exam is scheduled during finals week on March 20, 1985 at 10:15 AM.
Two 30 min. tests are scheduled for January 24th and February 28th, 1985. The
short exams will be given during the last 30 minutes of class on those dates,
after the lectures. These will be a combination of multiple-choice and short-
answers, and will cover a much smaller set of the readings and lecture material.
Note that the longer exams will sometimes include topics covered in the shorter
exams, but not the same questions. A passing grade will be determined by
performance on these four exams. The two short tests will be treated as a single
long exam, so that yvour grade will be based on the rough equivalent of three
long exams. ‘
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The short tests are scheduled so that students get feedback early
on in the course well in advance of the major exams: the short tests
can serve as a diagnostic of one's progress, allowing for correctives
if necessary. Although performance on the short tests figures into
one's final {(course) grade they can also serve as diagnostics for how
well a student is progressing. Tests will cover material from
lectures, readings, films, video presentations, and guest lectures.

4. Extra Credit Options

Students frequently feel they do better on ' written material
rather than on multiple choice exams. Extra credit may be earned for
Journal Article Reviews (JARs). Not more than three reviews may be
submitted. The maximum credit from doing JARs can be sufficient to
raise one's final grade one level, e.g., from C to B. However, this is
not guaranteed. Only if the JARs papers earn sufficient quality
points will a full letter grade increase be possible. Three inadequate
JARs do not increase one's letter grade. Detailed information on JARs
is contained in a separate handout.

JARs may be turned in anytime before March 18,1985, 5:00PM. Students
are advised not to turn in all three JARs papers at once. One need not
turn in three JARs.

5. Policy on Make Up Exams

Make-up exams are possible ONLY for the first three tests. The
policy is the same for any exam missed: a 10 to 15 page paper
summarizing and critically evaluating the material covered by the
scheduled exam will be due not later than one week after the exam
date. Any submission after the one week deadline will not be accepted.

6.Graduate credit

Students taking this course for graduate credit are required to
write a paper on a topic mutually acceptable to the student and
instructor. The due date for these papers is March 15, 1985, 5:00PM.
Papers must have prior approval of topic and must conform to APA
style. A wide variety of topics will be acceptable, but the paper must
be based on some literature in the field (not popular books).
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Winter 1985 385 Straub Hall
Bxt. 4900
COURSE SYLLABUS & READINGS

TEXTS: Davison & Neale: ABNORMAL PSYCHOLOGY,(3rd ed.), 1982 (Text)
Leon: CASE HISTORIES OF DEVIANT BEHAVIOR, (3rd ed.) 1984 (Cases)

READINGS:

WEEK DATE DAY TOPIC Text Cases
SECTION I: CONCEPTIONS OF MADNESS
1 1/10 H Introduction and Course Organization
2 1/15 U Madness: Cultural and Professional Views 1,2 2
1/17 H Classification of Abnormality 3,4
Film: ABNORMAL BEHAVIOR: A MENTAL HOSPITAL
SECTION II: ANXIETY & STRESS RELATED DISORDERS
3 1/22 U Nature of Anxiety Disorders 5,6 5,7,9
1/24 H Psychophysiological Disorders 7 8,13
®xxx P AM 1: SHORT TEST**** Chapters 1-6
SECTION III: AFFECTIVE DISORDERS
4 1/29 U Depression: Clinical views: VIDEO DEMONSTRATION 8 6
1/31 H Theories and Research Issues in Depression 8 20
5 2/5 U Psychotic Depressions:VIDEQO DEMONSTRATION
2/7 H wxuker BYAM [I: "Mid-term"” *¥*%* Chapters 1-8
SECTION IV: SOCIAL PROBLEMS
6 2/12 U Personality Disorders 9,10 16,17
2/14 H Sexual Variations/Dysfunctions 11,12
7 2/19 U FILM: RADICAL SEX STYLES 11,12 14,15
SECTION V: PSYCHOSES
7T 2/21 H Schizophrenia I: Clinical Description 13 18,19
VIDEO DEMONSTRATION
8 2/26 U Schizophrenia II: Research Approaches 14
" SECTION VI: DEVELOPMENTAL DISORDERS
8 2/28 H Childhood Disorders 15 10,11
*ukx HRAM III; SHORT TEST #***= Chapters 9-14
9 3/5 U FILM: TEACHING LANGUAGE TO PSYCHOTIC CHILDREN 1,3
3/7 H Aging and Organic Changes 17
SECTION VII: BEHAVIOR CHANGE
10 3/12 U© Forms of Psychotherapy 18,19 12
3/14 H Marital/Family Therapies 20-21

3/20 W 10:15AM **** EXAM IV: "Mid-term" **** Chapters 13-21
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SUGGESTIONS FOR JARS PAPERS

1. JAR papers should be not more than five pages in length, double spaced typewrit-
ten. Please edit your paper for English style (spelling, complete sentences, and
connections between paragraphs).

They are to be a critical review of an empirical article in a journal directly
related to abnormal psychology or psychiatry. Review articles, essays, or strictly
theoretical papers are not acceptable for JARs. Students are encouraged to pick JARs
topics from the different areas of the course, i.e., not three from the same section
{e.g., three form schizophrenia would not work). Book reviews are not acceptable.

Each JARs paper should present a clear statement about the research aims, a brief
indication why the problem is important for study, what was done, measured how, on
whom, and what was found. The student should then be prepared to comment on the
study, evaluating the method and conclusions and relating it to other information

from the course, text, etc. It is not intended for the JARs to just be a summary of
an article.

2. Here is the general plan of a JAR paper:

A. Title of Article and citation {correct APA style citation)
B. Your name
C. Summary of article

(1) What is the purpose of the study? What does it set out to show?
You should rewrite in youw own language what the  author(s)
state as the purpose. Paraphrase hypotheses and condense these

if necessary.
{2) What 1is the background of the study; briefly indicate where the
idea came from. (E.g., Studies of depression have not answered

the question of why women are more depressed than men. Anxiety
has not been shown to be directly related to childhood experiences.) The
author{s) will tell you why thev are doing the study, i.e., why it is
important to do.

{3) What is the design of the study? What conditions and groups
are needed to provide the necessary data. (E.g., three groups of subjects
were used, depressives, psychiatric controls, and normal controls.
Children referred for gender problems were compared with those not seen
for nongender related problems.)
What measures were used to establish what findings? What manipulations
were used to establish a cause-effect relationship between
variables? If it is a correlational study, then mention this.
The reader of the JAR should be able to know what the study
was designed to test.

{4) What were the findings that pertain to the hypothesis or purpose? Do
not put tables of results in your paper. (If you must show the results as
tables, then do so as an appendix in addition to the five pages.)



{5) Evaluation of the Study: This is where you become creative. The more
you can show your understanding of the study (adequacy of method, how the
conclusions relate to the data, whether the important variables were
controlled) the better vour score. A simple commentary that "I liked this
study and I think it was OK" is not going to be impressive.

3. Please be sure your JAR is from a journal that clearly pertains to Abnormal
Psychology. I will OK journals and or articles in advance if you wish to be sure.

4. Beware! If you strike out into an area that has not yet been covered in the text
or is not in the syllabus your commentary may be limited by insufficient familiarity
with the topic. The point of the JAR is to provide depth in an area that you know
something about or that you can relate to the text. Your commentary will be much
better if it is based upon some knowledge base.

5. Your task is to find something of interest to talk about, either substantively or
based on method. If the study, for example deals with psychotic depression, and only
college students are used as subjects we would have an important limitation as to the
generality of the results.

6. Merely writing a JAR is not sufficient to get extra credit for the course. Any JAR
that does not meet our criteria will be returned; this will give you another chance
to improve it. However, the second time you submit the same JAR it counts regardless
of quality! You get one chance to improve an unacceptable JAR; the grade will reflect
its quality the second time around.if it is not very good the second time around.
Should your second submission of a JAR be unacceptable, you will not be given points
and you will have used up one of your three JAR opportunities. In other words, you
cannot keep submitting JARs until you get credit on three of them; there has to be a
limit on our charity (and your efforts)!

7. JARs are meant to be a form of high level communication and an sample of how you
think about psychology. Admittedly the criteria for excellence are somewhat
subjective. Clear writing, well organized paragraphs, good summaries, and a clear
statement of your reasoning are all important. If you have doubts about your
selection of an article please speak with either me or the TA before you embark on
your task. If you find that an article is too complicated to summarize then go to
another one. If an article does not make sense to you then either (a) it is badly
presented and don't waste time on it, or (b) it is too far removed from your current
knowledge base; better stay with something that you can follow more easily.

8. Each JAR will be given a numerical score such that we will be able to scale them
as to units of additional course credit. The plan is to use your exams to determine
your letter grade for the course and then to add in the effect of the JAR scores. If
you have points for a B- the JARs score will be added onto that te increase your
final grade by some increment, the maximimum being a full grade, e.g., from B- to A-.
We will not use JAR scores to lower your grade.
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MADNESS: CULTURAL AND PROFESSIONAL VIEWS

I. Cutline of Lecturs:

Three Foundations of Abnormal Psychology

Tlustrations of the Foundatious

How do values enter into considerations of abnormality?
Models and Concepts Commonly used in Defining Abnormality
Assessment Diagnosis and Classification

Eo oW

1I. Foundations of Abnormal Psychology: CULTURAL, TECHNOLOGICAL, SCIENTIFIC

A, Cultural
-nonscience belief systems
~humanities, artistic forms, e.g., novels, movies, etc.
--political/economic/legal foundations of society

B. Technological
--Medical practices, drugs
-psychiatric lore and fads
--engineering capabilities

. Scientific
--Biological sciences
-physical sciences
--gxperimental psychology, basic functions
--acceptance of science assumptions, ie., as a way of knowing

D. These three foundations converge in actions we take:
o Definition of "Problem”. What IS the problem?
o Action. What CAN he done about it?
o Humanity What MUST be done about it?

111, HHustrations from the Cultural Basis of Abnormal Psvchology:

A. Bome examples of opinions about mental illness: Five Factors from the

Opinion  about Mental Illness Scale (OMI):
1. Authoritarianism  --the mentally ill are an inferior class requiring

coercive handling '

. Benevolence -- a kindly, paternalistic view toward patients; origins
are relizgion and humanism rather than science

3. Mental Hygiene Ideclogy - mental illness iz an illness like any other;
medical model adapted to psvchiatric problems: emphasis on maladaptation

4, Social Restrictiveness -- mental patient is a threat to society,and
must be restricted in his/her functioning both during and after
hospitalization.

5. Interpersonal Biiology --mental illness arizses from interpersonal
experiences, espcially deprivation of parental love during childhood

%]
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LECTURE #4 NATURE OF ANXIETY DISORDERS
1. PLAN OF LECTURE
A. CLASSIFICATION OF ANXIETY DISORDERS - ACCORDING TO DSM-III
B. COMPARISONS BETWEEN DYNAMIC AND 'LEARNING' VIEWS
C. STUDIES ON ILLUSION-OF-CONTROL AND TOLERANCE OF PAIN

D. COMMON ELEMENTS IN THERAPEUTIC APPROACHRES TO ANXIETY DISORDERS

(AN

"Where have all the neuroses gone?”

A. DSM-III middle-of-the-road position regarding concept of Neurosis

B. Descriptive terminology; unlike DSM-II no longer etiological assumyptions
Neurosis now equates roughly to psychoanalytic concept of symptom neuroses:
distinguishable from "character neuroses”

C. DEM-III includes 5 categories of "Neurotic Disorders”
{1} Affective (Depressions) {Chapter & text)
{2} Anxiety (Phobias, Compulsions) {Chapter 5 text)
{3) Somataform {Brigquet's) {Chapter 6 tewxt)
{(4) Dissociative (Multiple Personality) {Chapter 6 text!
{5} Psvchosexual Disorders {Chapters 11-12 text)

D. Note: Psychophysiological Disorders {Chapt. 7 in text), the older
"Psychosomatic” category, no longer included in DSM-III per se, although
physiologically relevelant information is recorded on Axis IIT

E. How do people acguire symptomatic behaviors?

Depends upon one's theoretical point of view: cannot be answered simply; will
find answers throughout course

F. Contrast between psychodynamic and behavioral positions for differences in
meaning of symptoms and issues on symptom substitntion

P Pt el Pt P o Pt o o See B OY # 1 e P 8t P P ot e St o o

3. Listing of Anxiety related Disorders {(DSM-IIT)

A. Phobias --agoraphobia, and many others!
B. Anxiety States:
{1} Panic disorder {acute)
{2) Generalized Anxiety disorder {(chronic)
{3} Obessive-compulsive disorder
(4) Post traumatic stress disorder {controversial)



. Somataform Disorders:
(Formerly Hysterical conversion and Hypochondriacal Neuroses)

{1} Conversion Disorder (Note: Malingering/Factitious dizsorders)
(2} Somatization Disorder (Briguet's Syndrome)

{3} Psychogenic Pain Disorder

{4) Hypochondriasis

D. Dissociative Disorders

{1) Psychogenic fugue
{2} Multiple personality
{3} Depersonalization disorder

4. Role of cognitive factors in anxiety

(1) Attribution and perceived control: Analogue studies
{2) Anxiety arousal and self regulation

e T T AN
3. Common elements in therapeutic approaches to anxiety disorders

A. Psychodynamic -- stresses insight and self awarenecss

B. Behavioral approaches --emphasiz on mastery and learning new

coping behaviors; relaxation approaches: flooding procedures
C. Cognitive (R.E.T.} -- restructure belief systems
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WEISS's BOX #1: COMPARISON OF Dynamic and "Learning” Models

DYNAMIC LEARNING
1. THEORY OF PERSONALITY 1. NO UNIFYING THEORY OF PHERSONALITY
2. ORGANIZED STRUCTURES 2. NG ORGANIZED STRUCTURES
Traits States
Needs Capacities
Dispositional terms Skills
3. VIEW OF 'SELF' A8 QRJECT 3. 'SELF" AS PROCESS (e.c. REGULATION)

4. HISTORICAL (DEVELOPMENTAL) 4. CONTEMPORANEOUS (PRESENT EMPHASIS)

5. DEFENSE MECHANISMS 5. LEARNED AVOIDANT BEHAVIORS

6. MOTIVATIONAL FORCES 6. CONSEQUENCES OF REINFORCEMENT
7. ASSESSMENT OF STRUCTURES 7. ASSESSMENT OF FUNCTIONS

8. SYMPTOM SUBSTITUTION 8. SYMPTOMS ARE PROBLEM
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WEISS's BOX #2: ANALOGUE STUDIES: Attribution and Perceived Control

There have been a number of attempts in the literature designed to
explain how people learn to control their fear or anxiety associated with
stimuli presented as part of some experimental setting. Some of the
illustrative techniques have involved: (a) cognitive appraisals {Lazarus,
1966}, (b} self-observation under conditions of threat, when "choice or
no-cheice” may be influence the making of an avoidance response, and
{c) attributions about the cause of some "self-control” behavior.

{a) Cognitive Appraisals

Lazarus maintains that our response to stress or threat is moderated
by the cognitive assessment of our resources for dealing with the threat.
Similar to Freud's defense mechanisms a person may develop a style of
dealing with threat by changing the "meaning” of the situation. (Freud
saw defense mechanisms as operating at an unconscious level.) Lazarus was
interested in showing whether different cognitive appraisals  could
effectively reduce threat as measured by self report and by physiological
measures of arousal, e.g. skin conductancs.

Subjects ({undergraduates) viewed either industrial accidents {safety
training film) or a film of a so-called primitive initiation ritual that
depicted crude surgery on the genitals of voung bovs. Since the
experimenter could control the precise location of these stressful scenes
it was possible to obtain continuous physivlogical measures of stress
changes as viewers watched the filim, The point was to show that different
cognitive appraisals reduced the threat value of the eritical scenes,

4

By wusing different narratives for the sound track the experimentesr
could provide "cognitive appraisals” that were similar in function to
defense mechanisms. For example, “denial” and "intellectualization™ both
tended to play down any emotion of the stressful scenes.

Lazarus et al. reported significantly lower arousal {threat?} values,
compared to control instructions, when such appraisale as "denial” or
"intellectualization" were used prior to critical scenes. These results
were taken to show the effectiveness of cognitive appraisals.

(b} Perceived Control, Self-observation, Choice and No-Choice Responding
1. Bowers 1968: (J.C.C.P)

Anxiety stems from pain that hag been experienced; however pain
can be amplified by fear of the pain, i.e., the greater our fear that
something will hurt the more likely we will perceived the actual pain  as
more painful. This is called REACTIVE pain in contrast to zensory {actual?) pain.

Bowers reasoned that if persons felt they had control over an
impending pain, they would experience it as less painful than if they had
no  such control. Subjects initially rated the painfulness of mild
electric shock; the quantity of slectrical current rated as "permissible”
was used to index the degree of experienced pain. The question was: Would
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increased perceived control allow subjects to take more shock?

Instructions were either did or did not enhance "perceived control”
over anticipated pain {shock). One group of subjects was instructed to
AVOID SHOCK on a learning task that they would be given later, while
another was told that shock would cccur at RANDOM during the learning
task, i.e., they would not be able to avoid it. Timing was an important
variable: half of each group was told about aveidance (SHOULD or RANDOM)
either BEFORE or AFTER they were asked to rate shock for painfulness. The
rain ratings could be influenced by this timing variable.

The dependent measures were the initial ratings of pain tolerence
and self reported anxiety about and painfulness of the shock made after
the learning task. (Random shocks were given during the "learning” task.)

The main findings were: (a) Subjects who were told that they should
avoid  shock during the learning task AND who were given  these
instructions  BEFORE determining acceptable shock levels, rated a
significantly higher level of shock as acceptable than any others, (b)
subjects who were given should aveid instructions AFTER  judging
acceptable shock levels, rated much lower levels of shock intensity as
acceptable, {c} “after" instruction subjects did not differ in  their
self  report ratings of shock painfulness experienced during the
"learning” task. (d) Should Avoid, before, subjects rated their anxiety
about shock significantly lower than random, before, subjects.

Believing that one has the ability to perform in ways to avoid shock
(when in fact this is NOT the case) does increase one's tolerance for
pain, and lessens anxiety as measured by self report,

B

Bandler & Bem, 1968; Corah & Boffa 1970: {J. Pers. & Soc. Psych.):

Bem's theory holds that people use their own behavior as a basis
for drawing conclusions about their feeling states, much as outsiders use
our behavior to draw conclusions about our feeling states. In a set of
ingenious experiements subjects were instructed to sither escape (avoid)
or  not-to-escape {(not avoid) sn electrical shock depending upon the
condition defined by colored lights. For example, under the "red” light
condition one should escape the shock by pressing a button: under the
"green” light condition one should not press the button, and under the
"vellow " light condition, shock would be random and pressing the button
would have no effect.

Basically it was found that in the escape condition (where s  button
press resulted in terminating the shock) subjects rated the shock as MORE
painful than in the other conditions. Thus seeing onesell escape from
danger enhances the rating of danger!

Corah & DBoffa replicated this study, but added an important
variable: CHOICE or NO CHOICE in the escape conditions. Bandler et al.
bad included an instruction about choice, e.g., "If the shock is
unbearable you can turn it off, or if the shock is NOT unbearable vou
could elect to leave it on.” This choice element was manipulated in  the
Corah-Boffa study. The point was to see whether Escape/No-HEscape
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instructions  acted differently when crossed with  Choice/No-Choice
instructions.

Instead of shock Corah & PBoffa used "white noise” {hissing sounds) at
high Db levels. Button press would (would not) terminate the white noise.
Also took conductance measures during trials.

{a) The main findings were: Bem's hypothesis was correct only under
choice conditions, but not under no choice conditions. "Under the no-
choice conditions, subjects rated the discomfort of the no-escape trials
greater than for the escape trials.” However, under the choice
condition, subjects rated the discomfort of the escape trials graater
than for the no-escape trials. (b} Choice reduced "anxiety” in no escape
conditions.

{c)Attribution approaches
Davison, et al., 1973: {Journal of Abnormal Psych.)

Davison reasons that the causels) we attribute to some personal
action is important and may help explain anxiety control. This is a weak
area, but the idea is interesting. Subjects with nsomnia were given
effective doses of chloral hydrate each night for one week after
baseline, together with self-produced relaxation instructions. Half of
the subjects were told after being on the drug for a week that their drug
dosage was too small to have been effective (the self attribution
condition}) and the other half were told that the drug was indsed
effective for them.

All  subjects continued with self-relaxation instructions and sleep
measures were continued as before. Subjects told the drug was not the
cause of their sleep continued to do better than the "drug caunsed” group.
The theraputic gain was attributed to the self attribution.

LECTURE #3: ANXIETY & PSYCHOPHYSIOLOGICAL DISORDERS

ot

. PLAN OF LECTURE

A, Psychophysiological Disorders and Stress
B. Difficulties with treatments

A

. Psychophysiclogical Discrders and Stress

A, Mind-Body Dualisi revisited: examples from hypnosis and
suggestion, e.g. blushing. Personality types.
B. Distinction between conversion and psychophysiological disorders:
tissue damage, organ systems vs voluntary muscles
. How we define "stress?”
D. Theories of psychophvsiological disorders
{1) Biologically based
a. Somatic weakness--weak organ
b. Specific reaction--genetically based reaction pattern
¢. Evolution theory--autonomic NS reaction is adaptive

d

&3
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{2} Psychological Theories
a. Psychoanalytic theory (Alexander} chronic emotional
states, repression, symbolic connections
(2) b. Specific Attitades Theory {Graham} Specific attitude
rather than chronic emotional state
¢. Conditioning theory
e. Diathesis--biological predisposition requiring stress
3. Difficulties with treatements

A. Overcoming the personality bias
B. The example of biofeedback: "Biofeedback as Placebo” {Box #3)

$%xmxmxmmmw#xmmmxx*&wmmm*mmm*x%m%mmm%xmmmmx&*mmm*mm*mmgxmm*&w%***x%xmx*m#mm*

WEISS's Box #3: BIOFEEDBACK AND THE MYSTERIES OF THE MIND (A Quack-o-Release)

(Plotkin and Rice: Biofeedback as placebo... JCCP 1981)

It has been assumed that people can be trained to increase their alpha
rhythms and that by so doing they can achieve a state of relaxation and
tranquility. However, Plotkin has found from his own studies and a review
of the literature that expectancy effects may be operating, such that the
experience of anxiety reduction may have little to do with alpha
enhancement, but rather with success in meeting expectations created by
the experimental situation itself. Thus, it should be possible to show
that alpha suppression --which should be the opposite of relaxation--
produces anxiety reduction under the proper instructions.

10 high trait-anxious subjects were trained to either increase or
decrease their alpha rhythms (5 subjects per condition). Both groups were
led to believe that they were succeeding at their assigned task. Both
groups showed significant decreases on all self report anxiety measures.
EXPECTATIONS of success and not ALPHA changes seem to control anxiety.

xxx*w&z#&sm*&*xmmgxxmxxmxmmx**&*3*xa**wmma$3*$$$$mxgmmmm$*x#&xm*xgsm*msm
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LECTURE #6: DEPRESSION: DESCRIPTION & DIAGNOSTIC CONSIDERATIONS
1. DESCRIPTIVE ASPECTS OF DEPRESSION

A. The many faces of depression

1. Psychotic vs Neurotic Depression

2. Bipolar vs Unipolar Depression (Current Usage)

3. Endogenous vs Reactive Depression

4. DEM-III: "Affective Disorders”
{2} Episodic Affective Disorders
{b} Chronic A"pcm/e Disorders (2 years +)
{c} Atypical Affective Disorders ‘

- B. How do depressed people behave?
1. Quotation from Pultarch, 2nd century A.D.
2. Nonverbal behaviors of depressed patients
3. Study on sex differences in the expression of depression
(a) 600 college students asked to indicate what behaviors and cognitions
they would display if they were depressed
(b} "Men and women showed distinct differences in the nature of their
interpersonal behaviors as well as in cognitive styles for coping with

depression.” JOURNAL OF ABNORMAL PSYCHOLOGY, 1980, 89,194-202.
4. Clinical behaviors:

Behaviors of depressed women rated as "more severely ill” include:
Psychomotor Retardation; depressive delusions ("I’am dead,”
"I killed my children,” "I am decaying inside.”); Agitation; Guilt:
Inital insomnia; Hopelessness; Suicidal tendencies.
5. Different approaches to diagnosis of depression:

(a) Psychiatric Diagnosis (Research Diagnostic Criteria {(RDC)
(b) Symptom Ratings and Self Report

MMPI-D scale; Beck Depression Inventory (BDI), etc.
{c) Assessment of Overt Behavior

6. Depression is a heterogenous disorder, no one set of symptoms describes
all cases, nor do single symptoms persist

2. EPIDEMIOLOGICAL CONSIDERATIONS

. The prevalence {(diagnosable cases at any given time) 3% to 4%

A

B. In any given year 15% of all adults will experience a clinically significant
depressive episode

C

D

. Bvidence for a female preponderance: 2:1
. Longititudinal study by Amenson & Lewinsohn found:
(1)Similar incidence for men and women (6.9% vs 7.1%)
NOTE: Incidence = first-time depression during course of study:;
no previous history of depressive episodes. '

E. Women did not have longer lasting episodes, nor were there differences
in age of onset

F. History of depression made a difference: the likelihood of becoming
depressed again: women 21.8%, men 12.9%
Women more likely to become depressed IF they have been before!
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B. Historically Noted Consistencies in Abnormal Behaviors

1. Survey of Descriptions of Abnormal Behaviors known centuries ago

Anxiety: viewed as a major symptom of mental illness since 16th
century

-Melancholia (Depression): first emotional disturbance, associated with
Black Bile

--Mania: clinical form of delivium in which ideas run wildly together,
judgment impaired, incoherence and great excitement; blood letting used
through the 1700's

--Dementia: loss of intellectual skills, ability to reason

--Amentia: feeble-mindedmess, idiocy; person never had adequate intellectual skills

--Moral insanity: "Monomania”, not insane In classical sense,
but clearly seemed to lack in moral control. Today's psychopath.

--Hysteria and Conversion Disorders: Greeks noted this, thought it had to
do with wandering uterus! Fits of crving, illness, actual physical
symptoms, e.g., blindness and paralysis. Late 1700's notion of conver
gion,emotional content converted to bodily symptows.

--Masturbation: Condemnation of masturbation as causing mental illness
began in 1700, Throughout the vears following masturbation has been

says that masturbation is not a sickness but an impulsive act that
can cause nervous breakdown.

. Vrom the daily newspapers:
--Court pots 'bum' under its protection
-Insanity plea wins acquittal for skyiacker
-Harlem boy killed by mother; exorcism

D. From the literature
-Multiplely married patients {Overall study)
~Pasyvehiateic history and physicians' response {(Farina et al)

IV. Tlustrations from the Technological Basis of Abnormal Behavior:

A. Dorthea Dix: Angel of Mercy or Bungling fool?
B. Rosenhan report on being sane in insane places;
C. Textbook/lecture bias study
D. Studies of Interesti:

{1) Role Perspective (Snydev)

(2} Social class and professional status (DiNardo)

V. Ilustrations from the Scientific Basis of Abuormal Psychology

A, The MAS study: Consistency in behavior or thought?
B. Issues in "reification”

Vi. Models and Concepts Commonly used in Defining Abnormality

A. Overhead of 7 models: strengths and weaknesses of each
B. Influences of psychodynamic theorv on current thinking abouf madness
{1} Constructs divect our observations--
#% What are the problems of looking for and "finding evidence of "constructs?”
{2) Emphasis on theoretical connections rather than acts
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D. Continuvity-Discontinuity issue {(quantitative vs qualitative)
E. Begression vs contemporaneous approaches

VII. Assessment, Diagnosis, and Classification: Issues and Approaches

A, Utility of Diagnostic Efforts

1
2
3
4

. Universal language for description

. Treatment decisions

. Better understanding of process

. Facilitate research

B, Turning observations into & language of action: What do we assess?

C.

1

2.
3.

o

8.
. Diagnosis as disease based assessment; the search for patterns of

8.

. Personality traits vs situationally determined behaviors
Stability and other consistencies issues
What determines that which we choose to assess?
Technigues, theories, values, again.
Are we instrument dependent?
The "sign and sample” distinction
** Have examples in vour notes; see tests below
The "symptom - syndrome” distinction
Standards or norms in assessment

symptoms that have explanatory power (Btiology, Treatment, Outcome)
Have these goals been met in psychiatry and psychology?

DSM-III and its Predecessors

1
4.
3.

4
5.
6§

. Psychiatric ratings scales {(Handout)

Work of Lorr, Klett, ot al. (Symptom Circle overhead)

Increases in descriptive categories: More disorders or more work
{a} DSM-I = 80 (b} DEM-IT = 145 {c} DSM.III = 230 #=*=

. Changes in the concept of Neurosis: behavioral emphasis

Multiaxial system more complete description of person

. Improved reliability; Validity still an issue

D. Assessment and Diagnosis: Assumptions and Differences

1. Concept of multileveled assessment: A three dimensional model

{a) Cognitions, Affect, and Behavior

{b} Situations: limitations of interviews

{c} Methods: self reports, ratings by others, tests, etc.
2. Psychological tests used in assessment

{a) Structured/unstructured: Projective and otherwise

#% Tist better known tests by name in your notes

% What asswmptions are they bassd upon?

{b} Reliability and validity issues

Types of validity

®% Hnow the different types of validity

#* How do concepts of reliability and validity differ?
{c} Bigns and samples again



ABNORMAL PSYCHOLOGY R.L. WEIS
Lecture #9 PERSONALITY DISORDERS AND SUBSTANCE ABUSE
I. PLAN OF LECTURE

Concepts of Personality Disorders

Payvchopathic (Sociopathic) Personality & Criminality
Research Considerations in study of Psychopathy
Alcoholism: Myths and Bigger Myths

Selected Studies on Social Bases of Drinking

(& O W

II. CONCEFTS OF PERSONALITY DISORDER

A, Concept of Personality and Character Disorders
{1) Problems with "personality types”
{2} Socially annoving behaviors and annoving people
{3} Borderline personality; BORDERLINE between what and what?

B. Some characteristics of "Dorderline Personalities”
{Gunderson & Kolb, AMEBRICAN JOURNAL OF PSYCHIATRY, 1878}

{1} Low achievement in school/work in relation to ability

{23 Impulsivity, drug/alcohel, sexual promiscuity (7)

{3) Manipulative suicide attempts

(4} Helghtened affectivity of all sorts {especially anger)

{8) Mild Psychotic experiences (e.g. drug-free paranoid

(8) High socialization in that do not tolerate being alone

{7y Disturbed close relationships, dependency, masochism, and
manipulativeness

III. PSYCHOPATHIC (Sociopathic) PERSONALITY & CRIMINALITY

A, "Moral Insenity” & Cleckley’ "Mask of Sanity”
{1} Cleckley's criteria {cf. p. 278 text)
{2) Distinguishing between sociopathy and criminality
{a) Widom's approach: using newspaper ads to solicit high PD subjects
{p.280 text)
{b) Prison inmates and "mental illness™ no more prevalent in
prizson populations than in general population
Note: drug use & sociopathy are more common in  prison groups
{c} How prevalent is criminal bshavier among the mentally ill?
Arrest records of ex-mental (hospital) patients:
—~prior to 19680's: less likely to be found than than community controls
-after 1960's: duving '60's and 70's more likely to be found than
community controls
The best predictor of criminal behavior iz past criminal behavior;
the most prevalent patient groups were sociopaths and drug users;
tighter criteria inflates figures for mental patients in other groups
{d} Robins's 1966 longitudinal study {details in text p.281-2; 467}
{e} Quay’'s four factors: {1) Inadequate-immature; {2) Neurotic-
conflictual: (3} Unsocialized-aggressive {Psychopath); {4)
Socialized {subcultural) delingquency
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B. The Search for the Psychopathic Personality: Research Trail

e 0 DD

(93]

Anxious vs nonanxicus psychopath distinction

Failure of moral angiety/guilt ss central concept

Find evidence that psychopath is not motivated by anxiety

[Nlustrative experimental paradigms {e.g., Hare's experiments on

generalization gradients: "shock now or later”, ete.)

Lyyken's studies; Schachter studies on shock avoidance

--Conclusion: that Psychopath is UNDERARQUSED

--What if we increase arousal? (Chesno & Kilmann, JOURNAL OF ABNORMAL
PSYCH,1975)

Generalized case of electrodermal hyporespousivity: shown that low QSR

reactivity is associated with poor avoidance learning. Not always psychopathic

personality. (Excess meaning?)

IV. ALCOHOLISM: MYTHS AND BIGGER MYTHS

A,

Addiction as physiclogical dependence: The case for Aleohol

1

Abstinence vielation effect” (Marlatt & Gordon):

--Noted similarity in relapse rates across different drugs:

--Focus on single failure as cognitive precipitant to further drug use
-"] failed {once), therefore I am an addict” leads to further use

Total abstinence vs controlled drinking: controversy!
Recent expose’ of controlled drinking studies: Sobell and Sobell data

13

The Etiology of Alcoholism: A Prospective Viewpoint” Vaillant &
Miolofsky (AMERICAN PSYCHOLOGIST, 1982}

} Separating cause and effect-as-artifactl
} Do unhappy childhoods cause alcoholism, or do alcoholics have lousy
relationships which are "justified” in terms of unkappy childhoods?
)} Because alcoholism distorts (a) personality, (b} social stability,
{c} recollection of relevant childhood variables, therefore
retrospactive impressions are suspect {p.494)
) HYPOTHESIS: Could alcoholism be the CAUSE not the result of unhappy
childhood, hroken families, and personality disorder?
} Authors investigated the influence of 5 major variables on the development
of aleoholism:
--gthnic background
-alcoholic hervedity
-antisocial behavior prior to development of alcoholism
~boyhood emotional adjustment
--presence or absence of familial instability {p.495)

(8} Used for controls the non-delinquents subjects (boys) from Glueck and

Gloeck longitudinal study of delinguency
} Current sample interviewed at four points over 33 year period

} RESULTS:
~differences usually attributed to eticlogical significance, e.g., social class,
unemployment, mental illness, etc., appear AFTER alcoholism onset rather
than bhefore,
-control for ethnicity etc. strong casze for BEFFECT rather than cause
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V. SELECTED STUDIES ON SOCIAL BASIS OF ALCOHOLISM

4. General findings from lab studies on expectancies

Balanced-Placebo-Design --experimental paradigm for controlling
expectancy and aleohol ingestion. {Marlatt studies.)

Subjects are told that they WILL (or will NOT) be given alcohol AND
they ARE or ARE NOT given aleohal

iziven Alcohol:

YES NG
Expectation: Columns compare alcohol effects:
YES bl 2 Rows compare expectancy sffect,
Note: Cells 2 & 3 are important
NG F3 4 |

B. Newer studies on expectancies in adolescent groups (Christiansen et al. JCCP,
1382, 50, 336-344;JCCP, 1933, 51, 249-257)

L.Purpose: Do expectancies about effects of drinking develop from pharmacological
experience with alcohol or from social-learning factors?
Method: 1,580 adolescents in transition from nondrinking to adult drinking patierns;

ages 12 to 19 vears. Expectancy questionnaire: factor analysis
of responses:

Results: Six expectancy factors repeated across all age groups:
5 were present in adolescents with little or no drinking experience:
Physical tension reduction, diversion from worry,increased interpersonal

power, magical transformation of experiences, enhanced pleasure,
modification of social-emotional
do stupid things, etc.)
Conclusions: (1) Expectancies exist prior to drinking and (2) they become
more focused with drinking experience. The preconditions for
vositive reinforcement of aleohol use exist in adolescents the
very first time they drink (».343),
This makes placebo effects more likely.
Pharmacologicl mechnanisms are not necessary for effects.

behavior (e.g. people are more caring,

2. Point of second study was to determine whether by knowing expectancy
factors we could improve on ability to predict adolescent drinking, over
and above background-factor predictors. Answer: ves. {Background factors
included: age, religiosity, parental drinking.)

C. Study of drinking in natural settings (Reid)

Drinking behavior can be influenced by models in naturalistic setiings.
FPeople "push” drinking and we respond by drinking more. Stimulus
control of drinking is largely external, e.g. contextual
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Lecture #11 SCHIZOPHRENIAS: CLINCIAL DESCRIPTION

4
=t

I. Plan of Lecture

iz

A, Views on Psychotic Behavior

Descriptions of P on Schizophreniag)

e
prs]

Views on FPsychotic havior

A, Quantitative or qualitative differences: more or different?

Abnormal Psychology Psych., 427

5. Psvchogses and regression: Normal o 'ﬂldr@ﬂ are not like psychotic adults,
e.z., schizophrenics
C. Is a person psychotic all the fime?
D, Are psychotic conditions homogeneous in nature?
1. Distinction between "organic” and "functional” psychoses
2. Psychoses as adaptive to overwhelming stress
B. Diagnosis then and wow: Kraepelin's cases 75 ysars later (James and May
Amer. J. of Psychiatry, 1981, 138, 501-504)
1. Rediagnosed patients in 32 rcase histories presented by Hraepelin
2. referenc diagno were removed
3. D 11T orit were used
4. ﬂf Eb cases @ﬂgmﬂliy diagnosed "Dementia Praecow” by Kraepelin, 14
ware diagnosed schizovhrenia by modern criteris
5. Of 13 cases disgnoses as mania, depression, or manic-depression by
Kraepelin, 11 were similarly f}izﬁ nosed by DSM- W’T
. Two cases of parancia and 1 of hysteria {somatizati
identically disgnosed in the two systems;
7. One case ¥. diagnosed as s&mie dementia was classified
psvchosis” in DSM-IIL.
5. Eraspslin wmﬂd be at home with DSM-IIT: DSM-1IT has moved us  hack
{715 veare} to Kraepelin's clinical view of psychosis,
II. Description of Psychotic Bebaviore {Hmphasis on Schizephrenias)
A of Contact with Realityv: time, place, verson
. al Behaviors:
of power
g worde, s.g. ‘neursstators™
sions "My, Smith ie a gligh”
ting last message over & over & over & over)
o, aviors

n:@ua} auditory, paraesthesias

and colors (not like detached retinall

3. Trﬂu%ai ges "tw es, tice, postures, rigidities (catatonics)
4. Movement rate too fast or slow

o] ‘1“
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3. Povular accounts of "schizovhrenia” are

L.

9

1. De%zsmm :,Ltm
. Dellusional t
{a) Pers cz}_L ton
by Grapdeur

{c é’%‘xm{f z in body {organs)
{d rzonalized meanin gs»;; Ideas of Beference
3. At m.»ii@ﬁ or set dysfunctions

e 9
4, @5}
o.

: fiterature (North & Cadoret,
hiatry, 1&%3 38,133-.137

accounts of "schizophrenia” as  portraved

The Fden Hxpress, T Never Promissd Vou a

2. In all cases there was insufficient evidence to merit a
DSM-III diagnosis of schizophrenia. Mos i often there was
support for a diagnosis of {a) affective dlﬁ;@i‘d@EL [}

o

hizoptyvey: The Casze for "Magical Thinking”
Beokblad & Chapman, JOCP, 1083, 51, 215-225)

personality disorder’ in terms of one o
L3 e.g., superstitiousn ﬁ'@;f&;i clairvovance,

sthers can feel my feelings’

sures of psychotic proness in colleg
! ant zign of @@?’%@ph}:@ﬂm that can be

,uuzfi blown., Authors devised a scale o measure

"I have noticed a@u*zq:‘ai@ on
"At times I ha
for me |
4.4% males and 3.2% females (M=
distribution skewed.

Samples of 28 experimental and
using the SA

e BADS.L scheduls, and ma
£

criteria for psychoticlike symp mm
Subjects  scorving high on Magical Thinking test alse showed wmore
avidence of g chopathology on numercus dimensions; probably not just a

%3
schi

measure of schizotypy, but rather psychosis proness.
NOTHE: This study 4id not sstablish that f:h@ E”ili‘m“i nmgzm% é:hmkerg
become schizophrenic; hi i |

such would be the case,
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LECTURE #13 CHILDHOOD DISORDERS
PLAN OF LECTURE
I. Defining childhood psychopatﬁology
I1. Psychopathology vs Performances: Major Ideological Differences

III. Role of Marital and Family factors in Childhood Disorders

1. Defining Childhood Psychopathology

A Areas in which children can dlsplay atypical behavior (See Box 5)
. Developmental progression

Feeding and elimination

Educational adaptability and intellectual capability

Conduct and impulse control

" Affective regulation

Interpersonal compliance

‘@wﬁwwr

B. Distinguishing between "obnoxious” and abnormal behaviors
i. Creating psychiatric disorders where none have existed: the
labeling enterprise »
2 Are childhood disorders outgrown?
{a) Robins follow-up of children (longitudinal study)
{b) Isolated symptoms do dissipate with age
{c) Symptom groups and those appearing after age 6yrs are more likely to
. be lasting than those appearing before age 6 yrs.

{d} Children with problem of overcontrol {shy, withdrawn) do not do any
worse than base rates as adults.

{e) Children with undercontrol problems {antisocial} have a poor prognosis
for adulthood. {Also true for "psychotic” child problems.}

2. What determines how a child is labeled?

Christensen, Phillips, Glasgow & Johnson. JOURNAL OF ABNORMAL CHILD
PSYCHOLOGY, 1983

{a) Point of study was to determine correlation between
parental wvariables and c¢hild behaviors, e.g., marital
satisfaction, parental psychopthology, etc.

{b) Home observations were made using a "bug box," random
time audio recording of family interactions:

{c) Significant correlations between parental perception of
child behavior problems ("I think my kid is sick™ and
parental negative behavior directed toward child.

{d) BUT no relationship between the child's negative behaviors and
parental rating of the child; parents are not using what the child
does as much as what they think the child is doing.
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3. Kid power: "My two year old is terrorizing the neighborhood!”
Teachers live in fear of students.
4. Classification schemes less complex than DSM-III
{a) Box 5: Listing of what is considered child disorders
(b} Box 6: Sample structures of rating scales

II. Psychopathology vs Performances: Major Ideologicdl Differences

A.
B.
C.

Viewing the symptom as the problem, or the symptom as a flag of underlying
psychopathology

Childhood Depression: Since it exists in adults it must exist in kids:

finding what we think is out there.

The influences of behavioral psychology

III. Role of Marital and Fami}y factors in Childhood Disorders

A

Emery, R.E., "Interparental conflict and the children of discord and
divorce”, PSYCHOLOGICAL BULLETIN, 1982, 92, 310-330.

A major review of the literature on parental conflict on childhood disorders.

B. Study by Emery and O'Leary (J. Abnorm. Child Psychology, 1982)

1. Others have found a strong association between marital discord and
conduct problems (not anxiety related problems) in boys and not in
girls.

2.Two possible etiological mechanisms:

{a) "Loss of love" --conflicted parents fail to provide love to kids;
the loss of love makes them problem kids:

{b) Modeling hypothesis -- conflicted parents display aggressive and
hostile behaviors; kids imitate this behavior.

3.Children between 8-17 yrs {25 boys and 25 girls) exclusive of

learning disabilities, being seen at University clinic.

4. Measures of: Parent marital adjustment/conflict and child perception
of relationship

5. Correlations between sets of measures

6. Both boys and girls agreed moderately with their mother's perception
of her marriage (r's = .45)

7. No relationship between mother's marital adjustment and children's
ratings of their own acceptance.

***8. For both M and F there was a significant relationship between their

own rated marital discord and their ratings of their child's conduct
problems; true only for boy children.

9. Possible that children model same sexed parent more, and that fathers
act out hostility more than mothers.

10. Child's self ratings of acceptance did not correlate with either self-
rating or parental rating of martial dlscord It would seem that loss
of love is not here important.
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BOX 5. SAMPLE CLASSIFICATION OF CHILDHOOD DISORDERS
(Adapted from Mash and Terdal, BEHAVIORAL ASSESSMENT OF CHILDHOOD DISORDERS, 1981}

This is a sample of a behaviorally oriented approach to the broad area of
assessing childhood disorders; note particularly the choice of terms.

L Externalizing Disorders

A. Self-Management Problems in Children
B. Hyperactivity )

C. Conduct Disorders

D. Child Abuse

II. Internalizing Disorders

A. Fears and Anxieties in Children
B. Childhood Depression
C. Childhood Psychoses
D. Social Skills Deficits

ITI. Developmental Disorders

A. Autism
‘B. Learning Disabilities
C. Psychosexual and Gender Problems

IV. Health Related Disorders

A. Chronic Illness: Asthma and Juvenile Diabetes
B. Childhood Obesity
C. Seizure Disorders
D. Sleep Disturbance in Children and Adolescents
E. Elimination Problems: Enuresis and Encorpresis

Prp Pp Pt Bt g s P Vo
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BOX 6: TWO POPULAR RATING SCALES: THE BECKER AND THE QUAY

Rating scales are important means for describing child behaviors; they define
specific behaviors for the rater (usually a parent or teacher} to rate on some
‘Likert type scale, e.g., 1 = very much, very often, very typical: 7 = never occurs,
not at all like child, etc. »

The success of the scales depends upon rater agreement and validity: can raters
make reliable judgments about the same child and do the ratings correlate with
significant criteria? The typical approach is to factor analyze the responses
obtained, thereby reducing a large set of items to a few coherent factors. If the
factors are independent of one another the scores on the factors provide a rating
profile of the child. The factors are named by the investigator usually by taking
the item that "correlates” (loads) most highly with the factor dimension. Then the
remaining items are used to refine the name of the factor.
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BOX 6: Cont'a
‘ Conduct Disorder Lack of interest
Quay's Factors . . Assaultive Clumsy, poorly coordinated
, Temper tantrums »
Disobedience Anxiety-Withdrawal
Destructiveness Anxious, fearful
Uncooperativeness - " Shy
Irritability Seclusive
Dominates others - Depressed
Dishonest ) Hypersensitive
' Abusive language Lacks self-confidence
Steals Cries frequently
Easily upset
Immaturity '
Short attention span Socialized Aggression
‘Daydreams Has bad companions
. Preoccupied Belongs to a gang
Lacks perseverance Truant from school
. : ' Passive Truant from home
Inatientive

Becker's early factors:

Stays out late at night

DescrirTioN OF THE VarMAX FACTORS 1w P.-\REN_L\% RATINGS OF SELF &np ErcH OTHES

Source: Adapted from Quay {1979).

Louding Description Loading Description
- . . § 45 Not-prone-to-anger. ....... prone to anger
Factor 1-—Hostile-WVithdraw al- 41 Rational, . Bersreeees bebitrary g
77 Loving.......... CEREETERY unloving 38 Conscientious...... cerenes conscienceless
68 Responsive...covecencaans aloof
68 Warm.......... abaenanoan cold Factor 5—Commonness (low IQ?)
67 Emotionally close.......... de.t a.cl3ed : 66 Formed........... ceceean formless
63 Dewft?d' cemrTnnrmReens rejecting 62 Iundividualistic............ordinary
63 Forgiving................. begmfigmg §4  Curous........... cecenae uninquiting
61 Sociable.....coveoene pons .ufxsocmble: 51 Deep.....oooeviniiiiins shallow
53 Approving.......coeeennnn disapproving 48 Flexible.........o.ooeons. nflexible
51 Xind... sostemmmneneneeren cme} 45 Adventurous............. timid
50 Cooperative. .....vvvnnrn bostile 45 Quick......ccconnnnnnnn, slow
49 Meaningful...........0n0n Eneamngless 39 Real.....o.ociviiinnonn.. unrecal ‘
48 Vigorous....cocouccanenas inert 34 Effective. . . ... . o T ineliective
46 Outgoing........ memsceann self-centered .
44 Soft hearted............ ..hard hearted Factor 6—Solicitousness.
Factor 2—Dominance-Strictness 59  Noachalant............... anxious {
. . 43 Not jealous............. . .jealous
71 Permissive........coennn. strict 40 Underhelping. . ooovonorr overhelping A
6¢ Mdd'.‘ STeTenenirone severe 40 Inactive............ccee.. active 2
63 Submissive.......oouneenn dommz:.nt . 39 Lax.....oiiiiiiiiiiiannnn. vigilant \
63 DemocratiC..cnurnennanans authont.anan 37 Objective.............  emotional ;
60 Nqndemandmg ............ d.ex.nand ing 37 Nonsuggesting. . .......... suggesting l
57 Pliable........oeeneninn. Hgid 32 Trusting..eeeeoococen.. .. .suspicious . P
56 Nonrestrictive....oocoan.. restrictive %
- 33 Uneritical..oooiiiaennnnes critical Factor 7—Nonprotectiveness :
S0 Sensitive....ccneucnoannnn -tm_lgh 63 Sheltering exoocing ;
50 Easygoing.....coennnnnes irritable 5 Protectiv:é SRRSRARRRETERELS Ix?r));rotoective e
49 Soft....cccceiinionconcans hard ed § ;
feak willed.......vnana.. strong wille . . b
46 Weak willed = v Factor 8-~Harmony :
Factor 3—Nervousness ’ . 46 ContentiouS.............. concordant 5
: 42 Punitive.................. nonpunitive- t
................ unsure : L
(75; g;mﬁdent confused 39  Conflicted................nonconflicted |
BAT. .o veracnionsacnnan.confuse it on
64 Relaxed.......ovnnvonanns tense 38  Taking. “reeecccciiincan, giving
64 Happy.....ococneinnanaas depressed = 36  Threatening.............. reassuring
60 TFearless.....cciiinnnanonn fearful - . g
53 EnergetiC....ccvvinnanannn fatigued ) Fa.ctc.)r 9—Social Effectiveness :
4% Freefromguilt............ guilt ridden 48 Disorganized.............. organized i
43 Calm.....covininnnnenan. excitable 48 Colorless...........vv.... colorful
38 Optimistic.....ovonnrnaase pessimistic 47 Unsuccessful.. ... e ece . SuCCessiul b
37 Boring.....ooiiciiiininn. interesting
Factor 4—Immature, Aggressive Emotionalily
$4 Level........coviiiiionn. fuctuating Factor lo—jPIayfulncss
54 Patient.........ceennn- » - .impatient S5 Serious......c.oco oo, playful
* 51 Consistent.....oveerasnonn inconsistent 48 Humorless. RRLTRRPRPPp hur.norous .
46 Understanding............ not understanding 38 Thwarts curiosity.......... satisfies curiosity
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COMMON DRUGS WHICH MAY MIMIC/INDUCE/AGGRAVATE DEPRESSION

Hxtrogens
Iproniazid
Cyclosexine
Cytostatic
Immunosuppressive
Drugs
Psychotropic
Trugs
Meuroleptics
Haloperidol
Chiorpromazine
Phenothiazines
Trievelic anti-
“«u’.a“é;:%

&a

*Certai

frequen

R

mLJ presc

Poesible depreszion side effects
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J st urbai»ms (de' iness
s :, insomnia), anh
suicidal tendencies
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n, tearfulness, hopelessness,

nagativism, sleep disturbance
Depression
Depression, confusion, memory im-
sleep difficulties
apathy, legarthy,

depression,
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“houghts,

gﬂieidaﬁ

Jepression,
drowsins

" Depression

Iv not a disorder, as @« asﬁh, but mentioned here as ssrogen
ribed which may

induce depression
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s ;rd%"

Cardiovascular
Cardiac probie

:*::j

Menopauae®
Tuberculosi

Cancer

Epilepsy

Agitation

Various mental

Depression

Parkinson's Dise
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Psych. 427 R.L. Weiss
Abnormal

TWELVE REPRLICATED PSYCHIATRTIC SYNDROMES

The following dillstrates the results of some 18 studies vreported in the
literature through the years which provided information in the form of symptom
ratings, usually based upon interview interactions with hospitalized psychitric
patients. Factor analysis, or some variant thereol, generally was used to treat
the data. The twelve replicated factors are listed below, with the number of
studies (out of 18 total) which supported the factor in each case. This table
helps demonstrate commonalities in describing behaviors and interview
information observed in the context of a psychiatric hospital.

I. Paranoid Delusions (14) VII. Perceptual Distortions (6)
feels systematically persecuted visual hallucinations
believes others influence him auditory hallucinations
belives people talk about him. tactual hallucinations
ITI. Thinking Disorganization (12} VIII. Phobic Complusive Reaction
irrelevant speech behavior disrupted by phobias
disoriented compulsive acts occur daily
emotional disharmony obessional thinking
III. Anxiety-Depression (14) IX. Parancid-Grandiose (7}
doubts he can be helped grandiose convictions
feelings of impending doom dramtically attention-demanding
unrealistic self-blame voices praise or extol him
IV. Excitement-Hostility (13) ¥. Motor Disturbances (6)
initiated physical assualts manneristic movements
destructive giggling
cbscene assumes bizzare postures
V. Excitement-Depression {9) XI. Deterioration {7)
shouts, sings, talks loudy incontinent because of own
irritable negligance
temper tantrums foreign objects in mouth

unaware of feelings of others

Vi. Withdrawal-Retardation (9) XII. Conversion Hysteria (5)
speech is slow or deliberate no organic basis for complaint
shut-in personality organic pathology with emotional
lacks motivation basis

use made of physical disease
symptoms
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SEXUAL DYSFUNCTION:

Selected Topics in Description, Assessment and

Sex Problems in Perspective
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B.

<.

"

F.

Ga

A
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Importance of Bex Life {(Shaver and Freedman,
Lebeling Sexual Froblems

i. Frigidity and Iwmpotence
Ze Medical Terminclogy

=, Current Mosoclogy
Frevalence of Sexual Froblems

ins of Sex Problems

Derelk Evan

Therapy

19750

Erectile Fallure {(Kinsey Datal: Bimgenic or Psychogenic?

Crgenic Factors

i. Meurolegicel, Vasculsr, Hormonsl, Gernital
2. Tide effects of wmedication, alcohol
FPevyrchological Factors

1. Depression, Low Se=i

2. Unrealistic eupsctations
Z. Anxistw

Interpersonsl Factors

1. Brger and hostility

2. Fear of Intimacy

F. Boredomn

i3

- Poor communication

Z. Incompatibility

Cultural Factors

1. Hegative Attitudes, dMyihs

Z. Bocial Btereotvpes snd Double Standards

disorders

2. Bexvally restrictive fawmily or religious background

Blazer study of Married Virgins
Texual Myihs

Models $for Assessment and Organization

The DADE wmpdel of the Sexuasl Response Cvole
i- Desire -~ Arpusal - UOrgasm ~ Evaluation
Ze DADE wodel for dysfunctional males

3= DADE wmodel for dysfunctional +femalss
Haplans Teaxonomy

i. Biphasic Mature of Sexusl Fesponse
&) vasnrongestive genital response
bl reflexive clonic contractions

2. Matrix comparing wales and females

E ¥ 3 =z Z fssessment Hodel

Social B8kill, Gender Role
= Phyvsiological, Behavioral
ved, Hatural situstions

{(Mlontgomery}
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IV, Principlezs of Sex Therapy
B HMaster’s and Johnsoan
®. LoPiceroloc
£. Arnnon’s PLISEIT model
1. FPermission
2. Limited Information
2. Specitic Suggestions
4. Intensive Treatment
B. Other Treatment Approaches
E- Treatment of Specitic Disorders
1. Erectile Dvsfunction
al HMaster’s and Johnson
Bl Svstematic Desensitization
o} Intiatasbles Penile Prosthesis
2. Urgzssmic Dvsfunction
F. Sex Therapy Success RBates
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