Abnormal psychology

Defining “normal” and “abnormal” behaviour:
The statistical criterion: any behaviour not typical or usual is abnormal.
· This criterion does not help to distinguish between atypical behaviour which is desirable and that which is undesirable and unacceptable

· How far from the mean does the individual have to be to be considered abnormal?

· Some kinds of abnormality that psychologists are interested in simply cannot be measured in the way that e.g. intelligence can be measured. The statistical criterion assumes that psychological characteristics in general can be viewed as dimensional so that individual scores can be placed somewhere on the scale.

“Deviation from the norm” criterion: deviating from a type of behaviour that is expected from individuals
· Culture-bound – Western cultures have specific norms that would seem abnormal to, for example, Trobriand islanders.

· Era-dependent – as values change, so do particular behaviours move from being considered abnormal to being considered normal, e.g. homosexuality.

The mental health criterion: focus on the characteristics and abilities that people should posses in order to be considered normal (mentally healthy).

Jahoda – Qualities required for optimal living
a. The absence of mental illness

b. Being able to introspect about ourselves, being aware of what we are doing and why.

c. Growth, development and self-actualization.

d. Integration of all the processes and attributes of the individual

e. The ability to cope with stress

f. Autonomy

g. Seeing the world as it really is

h. Environmental mastery – the ability to love, to be adequate in love, work and play, to be satisfactory in our interpersonal relationships and the capacity for adjustment and adaptation

· According to these criteria most of us would be considered maladjusted
· Most of these criteria are value-free judgments, reflecting what is considered ideal. By contrast, physical health does not involve making moral or philosophical decisions.

· It follows that what is considered to be psychologically normal depends on the society and culture in which a person lives.

Abnormality as personal distress: the subjective feeling of personal distress may sometimes be a sign of abnormality. Most people who are diagnosed as mentally ill often feel miserable, anxious, depressed, etc. As far as their public behaviour is concerned, they may be perfectly normal. However, the opposite is sometimes also true: someone whose behaviour is obviously mad may experience no subjective distress.

The mental illness criterion: all psychological problems have a physiological origin which implies that “health” is the absence of a disease.
Abnormality as maladaptiveness or disability to function adequately: when people’s behaviour prevents them from achieving their goals or prevents them from functioning normally it may be seen as abnormal behaviour, e.g. drug abuse.
· According to this, the consequences of the behaviour lead us to judge this behaviour as abnormal, rather than the behaviour itself.

Models of dysfunctional behaviour:
Medical model:
Causes of abnormal behaviour: physical abnormalities in the structure or the functioning of the brain

Treatment: Psychopharmacology
Behavioural model:
Causes: the behaviour is the problem – the result of faulty learning

e.g. phobias are learned fears

Cognitive model:
Cause: in the underlying mediating process, i.e. thinking and reason

Psychodynamic model:
Cause: unconscious conflicts (child-hood experiences)

Humanistic psychology:
Causes: external factors preventing personal growth

Classificatory systems:
ICD-10: International standard classification of diseases, injuries and causes of death – published in 1948 by the WHO
Identifies 11 major categories of mental disorder:

1. Organic, including symptomatic mental disorders: dementia in Alzheimer’s disease, organic amnestic syndrome, personality and behavioural disorders due to brain disease/damage/dysfunction

2. Mental and behavioural disorders due to psychoactive substance use
3. Schizophrenia, schizotypal and delusional disorders
4. Mood (affective) disorders: manic episode, bipolar affective disorder, depressive episode, persistent mood disorders

5. Neurotic, stress-related and somatoform disorders: phobic anxiety disorders, anxiety disorders, obsessive compulsive disorder, reaction to severe stress and reaction disorders, dissociative (conversion) disorders, somatoform disorders, other neurotic disorders.

6. Behavioural syndromes associated with physiological disturbances and physical factors: eating disorders, non-organic sleep disorders, sexual dysfunction not caused by organic disorder or disease.

7. Disorders of adult personality and behaviour
8. Mental retardation
9. Disorders of psychological development: specific disorders of speech and language, developmental disorders of scholastic skills, pervasive developmental disorder

10. Behavioural and emotional disorders with onset usually occurring in childhood and adolescence: hyperkinetic disorder, conduct disorders, mixed disorders of conduct and emotion, tic disorders, stuttering and cluttering

11. Unspecified mental disorder
DSM-IV: Diagnostic and statistical manual of mental disorders – published in 1952 by the APA.
Identifies 17 major categories of mental disorder:

1. Delirium, dementia, amnestic and other cognitive disorders

2. Schizophrenic and other psychotic disorders

3. Substance-related disorders

4. Mood disorders

5. Anxiety disorders

6. Somatoform disorders

7. Dissociative disorders

8. Adjustment disorders

9. Disorders first diagnosed in infancy, childhood or adolescence

10. Personality disorders

11. Sexual and gender identity disorders

12. Impulse control disorders not elsewhere classified

13. Factitious disorders

14. Sleep disorders

15. Eating disorders

16. Mental disorders due to general medical condition not elsewhere classified

17. Other conditions that may be a focus of clinical attention

Comparing the ICD and DSM:
· The two systems overlap quite considerably, and for many categories, the two systems are virtually identical.

· Each system however uses a different number of major categories and that is most of these differences arise because of the larger number of discrete categories used in the DSM-IV to classify disorders that appear under a smaller number of more general categories in the ICD.

· It is also the case that a general DSM category can incorporate more than one ICD category, e.g. Disorders first diagnosed in infancy, childhood or adolescence is categorized by ICD as behavioural and emotional disorders with onset usually occurring in childhood and adolescence, disorders of psychological development and mental retardation.

· The ICD still uses the term neurotic and the DSM uses the term psychotic although the traditional distinction between the two has been dropped in present classificatory systems.
Considerations in the diagnostic process:
1. Stereotyping

2. Taking sick or expert role

3. Demand characteristics

4. Labelling

Usefulness of classificatory systems:
· Provide a common language between professionals, common set of terms with agreed-on meanings.

· Understand the origins of disorders

· Help develop treatment plans; accurate diagnosis is necessary to match a disorder to the treatment in order to ensure maximum benefit for the individual
