Behavior Disorders 

NOTES

Views from History

Some of the earliest historical writings-Chinese, Egyptian, Hebrew, and Greek- provide striking “case histories” of disturbed individuals.  


Examples:  

· Saul, King of Israel – suffered from recurring manic-depressive episodes... during one such manic episode, he stripped off all of his clothes in a public place.  On another occasion, he tried to kill his son Jonathan. 

· Greek mythology has many recorded examples :  

a. Hercules seems to have been afflicted with convulsive seizures accompanied by a homicidal fugue (amnesia) like reaction.  His attacks are graphically described by Euripides in the “phrenzy of Hercules” , “his eyes rolled, his consciousness clouded, he frothed at the mouth, showed violent fury, and attacked persons in his way, then fell, writhed, and finally fell into a deep sleep.  Upon awakening, he had complete amnesia of the events.  During the course of several attacks, he killed two of his own children, two of his brother’s children, his best friend, and his teacher.  

b. Ajax – slew a flock of sheep under the impression that he was attacking his enemies.   On regaining his senses, he was so overcome with remorse, that he committed suicide by throwing himself on his sword.

· Later notables of Greece and Rome:  Socrates, Alexander the Great, and Julius Caesar apparently suffered from one type of mental disorder or another.  

· George III, of England (1738-1820) – became known as the “mad monarch” because he exhibited a variety of symptoms including intense periods of excitement and overactivity.

During these periods, he shifted rapidly that the members of his court had to bolt their food or leave the table hungry, raced up and down the stairs, asked questions without allowing time for answers, rode his horse to death, and used obscene language in odd situations.  

· Jean Jacques Rousseau (1712-1778) – developed paranoia during the latter part of his life and thought he had secret enemies that were waging a war against him.  He believed these enemies caused him to suffer from indigestion, diarrehea, and other internal troubles, but their chief trick was to torture him by overwhelming him with benefits and praise.  

· Mozart – paranoia (thought he was being poisoned)

· Beethoven – though miserably poor, was constantly changing his living quarters and sometimes had to pay for lodgings at three or four locations at once.  

· Keats – chronic tension and was subject to spells of uncontrollable laughing and crying

· Vincent Van Gogh – cut off his ear and sent it to a prostitute 

· A. Lincoln – depression

Examples from literature and drama:

· Euripides wrote in Medea of a mother who murders her own children

· Shakespeare described many with great clinical accuracy including the depression of Lady Ophelia in Hamlet and Lady Macbeth’s guilt reaction after planning and participating in the bloody murder of King Duncan is well brought out in her uneasy sleepwalking and compulsive handwashing.  

“It is an accustomed action with her, to seem thus washing her hands:  I have known here to continue this for a quarter of an hour.”  Macbeth, Act V, Scene 1

· Cervantes’ Don Quixote who was so overwhelmed by the reading the most famous books of chivalry that he believes them to be true.  His imagination turns windmills into giants, and inns into castles until after a severe illness he is restored his “right” mind and renounces his previous behaviors.]

· Some speculate that Jonathan Edwards exhibited a sort of vicarious sadism behind his fantasies when he pictured the brutal torturing in hell of those he considered to be sinners.  

“The God that holds you over the pit of hell, much as one holds a spider or some loathsome insect over the fire, abhors you, and is dreadfully provoked; His wrath towards you burns like fire; He looks upon you as worthy of nothing else, but to be cast into the fire; He is of purer eyes than to bear to have you in His sight; you are ten times so abominable in His eyes, as the most hateful and venomous serpent is in ours....”  

Edwards, 1809 pp.  489-502

There are many other historical examples, but we should note that in their times, some of these people were considered “normal” or at the very worst eccentric.  Our present day understanding of mental disorders might classify them as ill, but most were not considered to be in their own day.

ABNORMAL BEHAVIOR IN ANCIENT TIMES

Our knowledge of primitive humans’ mental illnesses is limited and is often based on the remains of the deceased, or writings left behind.  

· Stone age dwellers – for some forms of mental illness, probably those in which the individual suffered from severe headaches or developed convulsive attacks, the early shaman or medicine man treated the disorder by means of trephining an operation performed with crude stone instruments and consisted of chipping away one area of the skull in the form of a circle until the skull was chipped through.  This opening called the trephine presumably permitted the evil spirits to leave the body.  In some cases, examination of the patients’ skulls showed healing that indicated they survived.  

· The Chinese, Egyptians, Hebrews, and Greeks generally attributed disorders to demons that had taken possession of the individual.  There were both good and bad possessions and the determination of which was good or bad usually depended on the symptoms.  If speech or behavior seemed to have religious or mystical significance it was accepted that the person was possessed by a good spirit or god.  Most possessions however were considered to be caused by the work of evil spirits.  The primary treatment for possession was an exorcism.  This typically included prayer, incantation, noisemaking, and the use of various horrible-tasting concoctions, such as purgatives made from sheep dung and wine.  

· Ancient Greeks:

1. Hippocrates denied the intervention of deities and demons and insisted that mental disorders had natural causes and required treatment like other diseases.  Also emphasized the importance of heredity and predisposition in disorders and pointed out that injuries to the head could result in disorders.

2. Plato argued that people who committed criminal acts and were mentally ill should not be treated the same as criminals who were sane.  Not receive the same punishment.

Later Greeks and Romans

3. Cicero – first to go on record as stating that body ailments could be the result of emotional factors

4. Galen – contributed information on the nervous system and divided the causes of mental illness into mental and physical factors

5. Romans used massage and physical therapy for illnesses 

Historians consider the fall of Rome (toward the end of the 5th century) to be the beginning of medieval times, but the dark ages of psychology began with the death of Galen in A.D. 200.  The contributions of those who came before were lost in the popular superstitions of the day and most of the physicians returned to the beliefs in demonology.  

Survival of Greek thought in Arabia:

It was only in Arabia that the more scientific aspects of Greek medicine survived.  The first mental hospital was established in Baghdad in A.D. 792.  In these hospitals, the mentally ill received more humane treatment than they did in Christian lands.  

DEMONOLOGY IN THE MIDDLE AGES (a.d. 500-1500)

During the Middle Ages, human beings became the battleground of demons and spirits who waged war for the possession of men’s souls.  The last half of the time period was particularly difficult when medieval institutions began to collapse.  It was a period of peasant revolts and urban uprisings, of wars and plagues, and an age in which many felt acutely insecure and discontented.  

Mass Madness – Peculiar trend that emerged in the latter half of the Middle Ages that involved the widespread occurrence of group mental disorders that were mainly cases of hysteria.  Whole groups of people would be affected at the same time.  Symptoms included dance manias, with jumping, dancing, raving, and convulsions.  

One such episode in Italy in the early tenth century included the following description written by a medieval historian:


“The disease occurred at the height of the summer heat... people, asleep or awake, would suddenly jump up, feeling an acute pain like the sting of a bee.  Some saw the spider, some did not, but they knew that it must be the tarantula.  They ran out of the house into the street, to the market place, dancing in great excitement.  Soon they were joined by others who like them had been bitten, or by people who had been stung in previous years.”  “Thus groups of patients would gather, dancing wildly in the strangest attire...others would tear their clothes and show their nakedness, losing all sense of modesty...Some called for swords and acted like fencers, others for whips and beat each other.  Some had still stranger fancies, liked to be tossed in the air, dug holes in the ground, and rolled in the dirt like swine.  They all drank wine plentifully and sang and talked like drunken people.”  

These behaviors were similar to the ancient rites by which the Greeks had worshipped the Gods.  These had been banned with Christianity but were deeply embedded in the culture and kept alive in secret gatherings.  Probably there was great guilt and conflict over the rites and eventually the meaning of the dances changed and the old rites appeared as symptoms of a disease.  The participants were no longer sinners but the victims of the tarantula.  Known as tarantism in Italy the dancing mania later spread to Germany and the rest of Europe where it was known as St. Vitus’s dance.  Other symptoms appeared such as the 15th century nun who was overcome with the desire to bite her fellow nuns.  

Isolated rural areas were afflicted with outbreaks of lycanthropy – mental disorder in which individuals believe themselves to be wolves and imitate their behavior.  One such case in 1541 had one lycanthrope telling his captors that the reason his skin was smooth was because the hair was on the inside.  To cure him of his delusions, his extremities were amputated following which he died, still convinced he was a wolf.  

These occurrences reached their peak in the 15th and 16th centuries.  Mass disorder is not unknown in present day.  Some believe the followers of charismatic religious leaders sometimes exhibit a form of mass hysteria.  There is also evidence that a virus that attacks wheat can cause delusion and hallucinations and wild behavior in humans who eat products made from the contaminated wheat.  This could explain some the historical cases. 

In the Middle Ages, treatment of the mentally ill was left to the clergy.  Monasteries served both as refuges and places of confinement.  During the early part of the medieval period, the mentally disturbed were treated with kindliness.  Treatments included prayer, holy water sanctified ointments, the breath or spittle of the priests, the touching of relics, visits to holy places, and mild forms of exorcism.  

EXORCISM

In some monasteries exorcism was performed by the laying on of hands.  Such methods were often intermixed with vague ideas of medical treatment derived mainly from Galen, which gave rise to such prescriptions as the following:


For a fiend-sick man:  when a devil possesses a man or controls him from within with disease, a spew drink of lupine, bishopswort, henbane,  and garlic.  Pound these together, add ale and holy water.  

As exorcism became more fully developed, emphasis was placed on Satan’s pride, which was believed to have led to his original downfall.  Hence, in treating persons possessed by a devil, the first thing to do was to strike a fatal blow at the devils pride- to insult him.  This involved calling him some of the most obscene epithets that imagination could devise.  These were followed by long litanies of cursing:

“...May all the devils that are thy foes rush forth upon thee, and drag thee down to hell... May God set a nail in your skull, and pound it in with a hammer.  May Sother break thy head and cut off thy hands as was done to the cursed Dagon!  

This procedure was considered highly successful in the treatment of the possessed.

As theological beliefs concerning abnormal behavior changed the treatment became harsher.  

It was believed that mistreatment of the mentally ill was punishment of the devil residing within them.  

Flogging, starving, chains, immersion in hot water, and other tortures were devised to make the body an unpleasant place for which the demon to reside.  

WITCHCRAFT

During the latter part of the 15 century, it became the accepted belief that demoniacal possessions were of two types:

1. possessions in which the victim was unwillingly seized by the devil as punishment by God for past sins

2. Possessions in which the individual was actually in league with the devil. 

 The latter persons were supposed to have made a pact with the devil, consummated by the signing in blood a book presented to them by Satan, which gave them some supernatural powers.  They could cause pestilence, storms, floods, injuries to their enemies, and the ruination of crops.  They could rise and travel through the air, cause milk to sour and turn themselves into animals.  In short, they were witches. 

Those who were believed to have been unwillingly seized by Satan were initially treated with the exorcist practices of the time.  As time went on however, the distinctions between the two types seemed to fade and by the close of the 15th century, the mentally ill were generally considered heretics and witches.  

POPULAR MISCONCEPTIONS ABOUT MENTAL ILLNESS:

· Abnormal behavior is always bizarre – the ones reported are the only ones we hear about and they are hyped by the media.  Pictured as ranting and raving, posing as Napoleon, or other bizarre behaviors.  In the great majority of cases, the behavior of the mentally ill is indistinguishable from normal behavior.  

Behavior ranges:  

a. from the college student who for no apparent reason is so anxious that she can’t concentrate on 

her studies and has to drop out of school

b. or the youth who damages his relationships with others by telling trivial lies all the time 

c. to the severely abnormal – adolescent who pours gasoline over a man and sets him on fire

· The view that there is a sharp difference between “normal” and “abnormal” behavior – this line simply does not exist.  There are not “normal” people on the one hand and “abnormal” on the other.  There is a distribution along a continuum that ranges from normal to abnormal and most fall somewhere toward the middle of the continuum.  Most people are moderately well-adjusted with a few maladaptive patterns of behavior.  Both normal and abnormal behavior patterns are now seen as attempts to cope with life problems.  

· The view of former mental patients as unstable and dangerous.  Mental disorders are not all “incurable”.  People who are discharged from mental hospitals are often viewed with suspicion as being unstable and possibly dangerous.  They are commonly discriminated against in employment and job advancement as well as in the political arena.  There are some disorders that will result in permanent damage, but the vast majority of cases are helped with medication to the extent that they function well in society.
· The belief that mental disorders are something to be ashamed of.  Many who do not hesitate to contact a doctor, dentist, or other professional person when they need one, will hesitate to seek help for mental problems.  A mental disorder should be considered no more disgraceful than a physical disorder.  Because society had tended to reject the emotionally disturbed many do not seek the help they need.  80% of us will at some point suffer from some bout of depression or other disorder that psychological help would benefit.  It is becoming more accepting of the mentally ill and the stigma that was attached to mental disorders is disappearing.  Many employers now offer health benefits that include mental health services.  
· The belief that mental disorders are somehow awe-inspiring.  In some societies, people who have hallucinations or showed strange behaviors were thought to be possessed by supernatural powers and were regarded with awe.  This view lessened with the rise of scientific views but has never been completely abandoned.  There is even a pop psychology view today that stresses that “sick” people are not really mentally ill, only labeled ill by a society that cannot accept differing views etc.  
Example:  

We are the aged

forbidden to pass among the young
we are the deceivers

caged in by the righteous

we are the insane

walled off by the sane

You, You are the young,

the righteous,

the sane,

if by some quirk

you must enter our colony

we will accept you

For we are the aged

we are the deceivers

we are the insane

and know full well

who we are.

Poem by Patrick George Harrison, Visions of a Madman, 1974

WHAT DO WE MEAN BY ABNORMAL BEHAVIOR?

Word means away from the normal, deviation from some norm.  We have no ideal “model” or “normal” model of human functioning.  

Psychologists have begun to use several criteria for diagnosing the mentally ill:

· Do they exhibit behaviors that differ from the socio/cultural norms?

· Do they present a danger to themselves or others?

· Are they in psychological and/or physical pain?

· Do they have biological imbalances that can indicate physical causes for illness?

There are two types of disorders:

  1.   psychotic - involve a serious inability to think rationally and to perceive the world

                 correctly  ex. schizophrenia, paranoia, manic-depressive psychoses

  2.   nonpsychotic- characterized by severe discomfort from which the person seeks relief

                 the nonpsychotic person is fairly well oriented to reality, but don't handle it well.

Neurotic or Nonpsychotic disorders

The nucleus or characteristics typical of Neurotic disorders

     a. feelings of inadequacy and anxiety those suffering from this disorder often feel

        inadequate and insecure in a world which he/she feels is dangerous and hostile.  

        Everyday situations become threatening - situations which would not be

        evaluated that way by most people. Usually this person has trouble establishing and

        maintaining a long-term relationship and is generally discontented and unhappy.

        The end result of this a self-defeating lifestyle which blocks personal growth and

        self-fulfillment. Even successes may contribute to the underlying sense of inadequacy:

        a job promotion may raise fears that his/her "real lack of ability" will inevitably be exposed.

     b. avoidance instead of coping the neurotic develops a life-style characterized by defensive and 

         avoidant behavior that enables him/her to escape from anxiety arousing stress.

     c. self-defeating behavior and blocked personal growth the neurotic often feels that he/she is 

        fighting for their very life in a very hostile world, so they focus most of their energies on avoiding 

        the stress inducing situations.  This leads to lack of flexibility and lack of concern for others (no 
       time to worry about anyone else)

Nonpsychotics cling to their established coping patterns despite the fact that they are ineffective and self-defeating and brings them continued dissatisfaction and unhappiness.  Fear and avoidance behavior is reinforced by the reduction of anxiety.  It’s much easier to give in to the coping patterns than to deal with the stressor.  Most of these stressors are conditioned fears that render the individual vulnerable to stress that most people could deal with.  

Causal chain of stress:

Anxiety --- avoidance ----reinforcement

Types of nonpsychotic or neurotic disorders

I. Anxiety disorders

Anxiety and the individual’s attempts to control it are the key features of the development of nonpsychotic disorders.  Anxiety disorders are fairly common and it’s estimated that between 2 to 4% of the general population have at some time experienced either a phobic disorder or some other anxiety disturbance.  

a. Generalized anxiety disorder

   panic disorder -   characterized by a generalized feeling of apprehension that includes many body

          upsets.  The palms sweat, throat closes up, breathing become erratic, the heart pounds, hands  

          tremble etc.   This feeling is very much like the feeling you get before speaking before a group of 

          people (class)  We all experience anxiety but people with anxiety disorders are unable to relax 

          between the attacks of nervousness. Everyone experiences stress but those experiencing  

          generalized anxiety live in a relatively constant state of tension, worry, and confusion.  They are 

          oversensitive in personal relationships and have difficulty in making decisions, dreading to make 
          a mistake.  The tension they feel is reflected by their strained postural movements, overreaction 
          to sudden or unexpected stimuli, and continual nervous movements.  They complain of muscular 

          tension in the neck and shoulder region, chronic mild diarrhea, sleep disturbances including 

          insomnia and nightmares, perspire profusely palms often clammy, may have elevated blood 

          pressure and increased pulse rate, may experience breathlessness and heart palpitations for no 

          apparent reason.  

         No matter how things seem to be going, those who suffer from generalized anxiety are always 

         apprehensive and anxious.  They have vague fears they may not be fully able to explain and are 

         continually upset, uneasy and discouraged.  

         Even when decisions are made they worry excessively over possible errors and unforeseen 

         circumstances that may lead to disaster.  When they go to bed they replay their daily “mistakes”  

         and anticipate problems coming the next day.  

         The persistent raised level of anxiety may be supplemented by periodic anxiety or panic attacks.  

         These may last anywhere from a few seconds to an hour or more.  Typically these attacks come on 

         suddenly and increase in intensity before they finally subside.  There is not any visible reason 

         for the attack such as life threatening situations or physical exertion. Symptoms vary from person 

         to person but can include heart palpitations, shortness of breath, profuse seating, faintness and 

         dizziness, coldness and pallor of the face and extremities and the feeling that death is imminent.  It 

         is generally a terrifying experience.  Usually the attack subsides rather quickly, but in some cases 

         will cause the sufferer to implore others to summon the doctor or ambulance.  Once given a 

         sedative, they will usually calm and be relatively normal.  

         Many of these individuals show signs of mild depression as well as chronic anxiety.  This is not 

         unexpected given their pessimistic view of the world.  

Causes:

1. modeling – tense parent transmits anxiety to children through the learning process.  Continual exposure to an anxious parent will cause the child to be more anxious

Anxious individuals also often come from families where parents have high expectations on the 

child while rejecting actual accomplishments as being substandard.  

2. inability to handle dangerous impulses – handling intense emotions they have but don’t believe they should have is difficult for the individual  They feel forced to take a compliant self suppressing role because they believe that is what they are supposed to do

3. anxiety arousing decisions – under certain conditions, such as conflicts involving moral values or possible loss of security or status acute anxiety may occur.  These individuals don’t like to take risks and this is a requirement in life

4. reactivation of prior trauma- current situation that mirrors older trauma may elicit great anxiety

Many people suffering from anxiety disorders may be treated with drugs (tranquilizers)  which reduce the symptoms and psychotherapy to work through the anxieties.  This does not however deal with the lifestyle problems which must be modified through psychotherapy that helps them discriminate between real and imagined dangers, learn more effective coping techniques.  Usually respond well to treatment although anxiety is seldom completely removed.

b. phobic disorders - a persistent fear of some object that presents no actual danger to the person or in

      which the danger is magnified out of proportion to its actual seriousness.


Common phobias:  acrophobia – high places




     Agoraphobia – open places or social situations




     Algophobia  - pain




     Astraphobia – storms, thunder, lightening




     Claustrophobia – small enclosed places




     Hematophobia – blood




     Arachniphobia – spiders




     Cynephobia – dogs




     Xenophobia – strangers; foreigners


Symptoms:  irrational fear that has no real cause and is uncontrollable; 

tension headaches; back pains; upset stomach; dizzy spells; acute panic; 

and usually feelings of depression 

      Causes:  

1. conditioning and avoidance learning

The role of classical conditioning remains unclear because in many cases the phobia that develops has only a slight resemblance to the original trauma.  There is however a strong similarity between avoidance learning in animals and phobias in humans.  The processes by which phobias are acquired do not seem to follow a simple S-R model.  In many cases the phobic response appears to be stronger than that of a conditioned stimulus.  

                 ex. Baby Albert in Watson's experiment

Phobias of this type are fairly easy to understand.  Many of us have experienced

tramatic events which left us with a mild fear of something.  ex. bitten by a viscous dog - fear of  dogs ...  scared by big spider - fear of spiders

2. defense against threatening impulses phobia may represent a defensive reaction that protects the individual from situations where repressed emotions could be dangerous  ex. sometimes new mothers experience  feelings of anger at a newborn which are very frightening to them.    The mother loves the newborn but has thoughts of doing harm to the infant.  Instead of acting on the repressed impulse she develops a fear of the baby as a defense mechanism.  another example would be a husband who avoids lakes , swimming pools or other bodies of water because he has had persistent ideas of drowning his wife

             3.  displacement of anxiety - fear of something else is replaced by an unreasonable fear of 

                 something unrelated to the original fear.




A basically insecure person who feels that he may be 

                                        discharged from his job for inefficiency may develop elevator 

phobia.  Since he works on the 40th floor, this makes it 

impossible for him to get to work – which protects him from 

the possible embarrassment of being fired.


Treatment:

Treatment for phobias usually is in the form of behavior modification techniques and 

 anxiety coping techniques.  These have been very effective in dealing with this problem and 

 it is no longer necessary for anyone suffering from phobias to continue to suffer.  

Two methods:  

1. helping the patient understand the phobia and learn more effective ways for coping with the anxiety.  (not effective alone)

2. desensitization and other behavior modification techniques are the best means of curing the phobia.  

 c.  Obsessions and Compulsions

        obsession - an endless preoccupation with some type of urge or thought.  The person feels 
        compelled to think about or do something that he/she does not wish to do.  The individual usually 
        realizes the behavior is irrational but cannot seem to control it.

        ex. of compulsive behavior we all have -- stepping over cracks in the sidewalk, Friday the 13th

            walking under ladders 

        ex of obsessive thoughts -- song which won't leave your head


nonpsychotic type obsessive thoughts may center around a variety of topics 

such as concern over bodily functions, committing immoral acts, attempting 

suicide, or even finding the solution to some seemingly unsolvable problem.

Most common are the fears of committing some immoral act.  Ex. Wife obsessed

 with the idea of poisoning her husband, children, etc., student who is obsessed

 with killing himself    These thoughts are generally not carried out, in fact the person 

experiencing them is so horrified that they generally seek help to cope with them 

With compulsions – most of us have resorted to minor obsessive-compulsive 

patterns under severe pressure or when trying to achieve goals that we 

consider of great importance.  Many historical figures have shown this 

obsessive-compulsive adherence to their goals despite discouragement and 

ridicule

Ex. Columbus persisted for 18 years to secure backing for his sea voyage

    Darwin assembled evidence for 22 years before he would present his evidence  

    on evolution.

With the true disorder, people feel compelled to perform some act which 

seems to be absurd to them and which they do not wish to perform.  These 

acts can range from mild ritual like behavior to more extreme behaviors

such as washing one’s hands as often as 10 times an hour.  The performance 

of the act usually brings a feeling of reduced tension and satisfaction.  

If they resist the compulsion, anxiety increases.

An obsessive compulsive disorder is considered maladaptive because it 

represents irrational and exaggerated behavior in the face of stressors 

that would not be upsetting to most people and because they reduce the 

capability of the sufferer to control their life.  

Causes of obsessive compulsive disorder

1. substitute thoughts and activities – individuals who suffer from an obsessive compulsive disorder defend themselves from anxiety by persistently thinking of something else each time the threatening thoughts or impulses occur.  Ex.  Walking home at night, being scared and then telling yourself over and over there is nothing to be afraid of …..cowardly lion in Oz

2. guilt and fear of punishment- o-c disorder seems to stem from feelings of guilt and self condemnation.  Ex. Lady MacBeth 

There is also the belief that the unforgivable behavior will inevitably be punished.  

3. Assurance of order and predictablity – the individual when confronted with a world that seems to be dangerous, may attempt to maintain some semblence of order and control by becoming unduly meticulous and methodical.  Rigid patterns of behavior help prevent anything from going wrong and provides security and predictablity.  If the slightest detail gets out of order, the person becomes very anxious.

Treatment:  

Therapy in obsessive compulsive disorders tends to follow three basic strategies:

a. helping the individual to discriminate between thought and action.  Just because you think it does not mean you have to act on it.

b. Helping the individual to discriminate between objective and imagined dangers 

c. Blocking obsessive-compulsive rituals by consistently rewarding departures from such neurotic behavior.

II. Somatoform disorders – soma means body and somatoform disorders involve maladaptive pattern in which the individual complains of bodily symptoms that suggest the presence of a physical problem, but for which no organic basis can be found.  These individuals are typically preoccupied with their health and though no organic basis exists, they sincerely believe that their symptoms are real and serious.  These people should not confused with persons who pretend to be ill in order to receive special treatment.  

Types of somatoform disorders:

1. hypochondriasis – characterized by individual’s multiple complaints of physical illness.  These complaints do not show a logical pattern of development of any particular disease.  The individual is very preoccupied with their health and has unrealistic fears of disease.

They repeatedly seek medical advice and their fears are not lessened by their doctor’s reassurances.  They are unhappy when no solution to their dilemma is found.

Symptoms may include: pain in chest, stomach, head

 Have trouble giving a specific description of the problem 

Hypochondriacial patients are likely to be avid readers of popular magazines on medical topics and are likely to feel they are suffering from every new disease they read or hear about.  Tuberculosis, cancer, tumors, and numerous other diseases are readily diagnosed by the individual.  

Individuals suffering from hypochondriasis often show a morbid preoccupation with digestive and excretory functions of their bodies often keeping records of trips to the bathroom and most are able to give detailed information about their diets.  

Causal factors:

1. overemphasis on bodily functions in early life 

a. may learn from parent’s example to be too concerned

b. may learn to be this way because of parents overzealous  concern for their health

c. actual early illness or injury which focuses everyone’s attention on their condition and may lead to a gratifying position in the family (gives them power over the family)

2. disappointing life situation – predisposed individuals are most likely to experience this in their forty’s or fifties when half of the life is over and their life pattern is established.  They have accomplished all they probably will and give themselves an unfavorable rating based upon unrealized dreams and expectations

3. maintenance of the pattern by reinforcement- this pattern of behavior allows the individual to avoid the demands and stresses of an unpleasant life situation while at the same time gaining sympathy and support from others and some measure of control over other people.  We obviously cannot hold a sick person responsible for the same level of achievement as we do the well.  

Hypochondriacs are protected from unfavorable judgements of others and they need no longer strive toward difficult or unattainable goals.  


Treatment:



These individuals are very resistant to treatment since they must 

believe their symptoms if they are to keep their anxiety at a manageable level.  They are apt to discontinue their treatment when told there is nothing organically wrong with them. As long as the therapist will listen to their long list of complaints they are willing to continue treatment.

2. psychogenic pain disorder – characterized by the report of severe and lasting pain.  Either no physical basis is apparent or the reaction is greatly in excess of what would be expected.  

3. Conversion disorder – earlier called hysteria involves a pattern of behavior in which symptoms of some physical malfunction or loss of control appear without any organic reason for them.  The word hysteria was derived from the Greek word meaning uterus and it was thought to be restricted to women.  Freud used the term conversion hysteria to indicate that the symptoms were an expression of repressed sexual energy and that the conflict was converted into a bodily disturbance. 

Today reactions of this type are no longer interpreted in the Freudian way instead the physical symptoms are now seen as serving a defensive 

Function that enables the person to avoid a stressful situation.

The most frequent type of psychiatric disorder in WWI was conversion reaction.  They are fairly infrequent today.

Symptoms:  

Sensory symptoms:

any of the senses can be involved, but the most common forms are as follows:  anesthesia – loss of sensitivity



   Hypesthisia partial loss of sensitivity

                     Hyperestheis excessive sensitivity



   Analgesia loss of sensitivity to pain

                     Paresthesia tingling sensation


    Motor symptoms:


    Most common- paralysis conversion reactions usually confined to a  single limb such as an 
    arm or leg.  Tremors and tics are also common.  

    Visceral symptoms:

    Cover a wide range of symptoms including headache, lump in throat, choking sensations, 
     coughing spells, difficulty in breathing, cold and extremities, belching, nausea, and 
    occasionally persistent hiccoughing or sneezing

Because the symptoms in conversion disorder can simulate almost every known disease, accurate diagnosis can be a problem.  In addition to medical techniques, the criteria commonly used for distinguishing between organic disturbances and conversion disorders:

a. indifference about the described illness.  People who are suffering from serious illness experience a great deal of anxiety

b. the frequent failure of the designated dysfunction to conform to the normal development of the disease

c. the selective nature of the dysfunction – for example people who have conversion blindness do not bump into things and paralyzed muscles can be used for some activities but not others.  In sleep the disease seems to “disappear”

d. under hypnosis, the symptoms usually are removed, shifted or reduced

Causal factors of conversion disorder:

a. desire to escape from some unpleasant situation

b. a fleeting wish to be sick in order to avoid the situation

c. under additional or continued stress, the appearance of the symptoms of some physical ailment

III. DISSOCIATIVE DISORDERS

Like somatoform disorders dissociative disorders are ways of avoiding stress while gratifying needs in a manner permitting the person to deny responsibility for his or her unacceptable behavior.  In this case the person avoids the stress by escaping – dissociating from his or her core personality.  THESE ARE VERY RARE – ONLY 2% OF ALL NEUROSES

Comes in four forms:

A. amnesia – the partial or total inability to recall or identify past experience.  In psychogenic or nonorganic amnesia, the usual symptom is a failure of recall.  The forgotten material is still there beneath the level of consciousness and becomes apparent under hypnosis or in interviews.  Sometimes it spontaneously clears up.  
B. Fugue – the person not only has amnesia but wanders away from home

They may be gone for days, weeks, or years and then “wake up” and find themselves in a strange place, not knowing how they got there and with complete amnesia of the time they were there.

C. Multiple personality – rare in reality- portrayed more often in TV

Is usually a reaction to stress in which the patient exhibits two or more complete systems of 

personality.  Each system has a distinct well developed emotional and thought processes and 

represents a unique and relatively stable personality.  The individual may change from one personality to another at periods varying from a few minutes to several years.  The personalities 

are usually dramatically different; one may be happy and carefree, and the another quiet, 

studious, and serious.  Various relationships may exist between the different personalities.  

Usually the individual alternates from one personality to the other and cannot remember in one 

what happened in the other .  Occasionally while one personality is dominant and functions 

consciously, the other continues to function subconsciously.  In these cases the conscious 

personality is usually very aware of the thoughts of the other personalities and of things going on 

in the world.  The other personalities do not usually know about the dominant one.  

Causal factors:

In a sense we all have multiple personalities because we occasionally do something that we deem out of character or not representative of our personality.  

In the mentally ill, there is conflict between contradictory impulses and beliefs and this is so 

stressful that a resolution is achieved through separating the conflicting parts from each other 

and creating a new personality  from each.  In this way the individual is able to carry out 

incompatible types of behavior without the stress, conflict, and guilt that would otherwise occur.  

D. depersonalization disorder – occurs predominately in adolescents and young adults 

there is a loss of the sense of self.  These individuals feel that they are someone else or their body has drastically changed and has become perhaps quite grotesque.  They may feel that they are floating above their bodies and observing what is going on below.  They may also believe that they have visited other planets or a relative in another city.  The disorder is usually precipitated by some acute stress resulting from factors such as illness, an accident, or some other traumatic event.  

They are usually able to function between episodes but they experience a great deal of anxiety associated with the episode with fears of losing control.  It is these characteristics that distinguish depersonalization from the more severe forms of personality deterioration that comes with psychosis.

Treatment:  same as for conversion disorders.  Amnesia can usually be cleared up with hypnosis  or interviews and in some cases the amnesia clears up spontaneously.  

TREATMENT OF NONPSYCHOTIC DISORDERS BY SCHOOL OF THOUGHT

1. biological factors- some evidence points to genetic factors in the incidence of neurotic behavior.   In identical twins the incidence was only 1 ½ times that of fraternal twins.  The general conclusion seems to be that there is not enough strong evidence to point toward the genetic inheritance of neuroses.  

Other biological factors tested were sex, age, and glandular functioning with no better results.  It is known that stress tolerance is lowered by loss of sleep, poor appetite, and increased irritability associated with prolonged emotional tension.  The most promising causal factor seems to be that personality traits of extreme sensitivity and instability seem to predispose the individual to a surplus of conditioned fears and hence avoidance behavior.  

2. Psychosocial factors:  early psychic trauma, pathogenic parent-child and family patters and disturbed interpersonal relationships.

Causes:

1. anxiety defense – threats stemming from internal or external sources leads to anxiety which leads to an exaggerated use of ego-defense mechanisms which then lead to the maladaptive behavior

2. faulty learning – most widely used explanation for both the development and the maintenance of maladaptive behavior.  Is the acquisiton of maladaptive approaches to stressful situations

3. blocked personal growth – humanistic and existential perspectives emphasis on values, meaning, personal growth, and self-fulfillment.

If life is meaningless it can be very stressful..ex. POW’s in concentration camps.  In civilian life lack of meaning and blocked personal growth seem to stem from a lack of needed competencies or resources  or a feeling that duty requires one to remain in a self-stifling role.  

4. Pathogenic interpersonal relationships- certain interactions in families can set the stage for children to develop a neurotic life style in later life.

Ex. parents who overprotect or indulge may prevent the child from developing the independent effective coping techniques required in the adult years.  Or insecure parents can instill their own excessive concern with ailments in their children.  

All of these may apply in varying degrees to a given case.  Bandura pointed out in 1969 that the causal factors attributed to a particular neurotic case usually depend on the orientation of the therapist.  

Psychoanalysts are likely to unearth anxiety-arousing desires and exxagerated ego-defense mechanisms; behaviorists to point to learned maladaptive patterns and their maintenance through reinforcement; humanistic and existential to discover blocked personal growth and interpersonal theorists to point to pathogenic social interactions.  

Reliable data on the incidence of neurotic disorders in other societies has been meager.  Kidson and Jones (1968) failed to find classical neurotic patterns in Australian aborigines but they did note that as these groups were increasingly exposed to contemporary civilization , hypochondriacal concerns and other somatic complaints occurred.  In general it appears that conversion disorders are more common among the people of underdeveloped countries while anxiety, obsessive compulsive disorders are more common in technologically advanced societies.  

There appears to be some differences in incidence and types of patterns in different socioeconomic and education-leveled groups.  

Lower education – higher incidence of conversion disorders  and of aches and pains and other somatic symptoms

Upper and  middle classes – educated – prone to anxiety and obsessive-compulsive disorders

Treatment

1. drug therapy – Valium and Librium are often prescribed.  Are used and 

misused to relieve tension and for relaxation; may also reduce anxiety and 

stabilize emotions

70% of patients receiving drug treatment show some alleviation of symptoms 

and most are better able to function

Drugs have undesirable side effects; drowsiness, increasing tolerance for 

the drug, dependence on the drug

2. Psychological approaches:

a. individual psychotherapies

b. behavior therapy 

c. family therapy

Psychosomatic illness occurs when strong emotions over time produce physiological changes in certain organ systems.  Strong emotions are accompanied by various internal bodily changes…elevated heart rate, dumping of stored sugar into the bloodstream, and secretion of hormones from the inner core of the adrenal glands.  Most of these bodily changes are the product of the autonomic nervous system.  It was not difficult for early researchers to determine that personality-based conflicts could bring about the observed breakdown in certain organ systems through autonomic nervous system activity.  

Psychosomatic disorders are phasic which means that the symptoms appear and disappear over time.  

It is of interest to note that there are often vast differences between the sexes in the incidence of the disorders.  Some are more common in men than in women and vice versa.

These symptoms can also occur without any psychological distress.  An ulcer can occur without there being any psychological illness.  

They do not occur out of nowhere.  Most people who have psychosomatic illnesses have the tendency to have this type of problem.  

ILLNESSES

Ulcers – in the beginning of the nineteenth century most sufferers were young 

women, but today the incidence of ulcers is two to three times higher in 

men .  The ulcer itself occurs from an excessive flow of the stomach’s 

acid containing digestive juices which eat away the lining of the stomach.  

Anorexia nervosa – much more common in females than in males

 
The individual refuses food or throws up shortly after eating.  They will 

eventually starve to death.  The incidence has increased alarmingly in 

recent years with estimates of the death rate from anorexia nervosa  

ranging from a low of 3 or 4% to a high of 25%.  

The most unusual symptom relating to anorexia is the cessation of the 

menstrual cycle which occurs long before starvation has set in and the 

level of body fat has been reduced to levels where it would normally 

cease.


Patients are usually reported as being from the upper socioeconomic 

levels. The onset of the illness occurs in the adolescent or young adult 

years.  

Causes of Affective Disorder (Mood Disorders)

Depression can range from occasional normal “down” periods to episodes severe enough to require hospitalization.  A person suffering major depressive disorder feels sad and overwhelmed for weeks or months, typically losing interest in activities and relationships, and taking pleasure in nothing.  Despite one’s best efforts, everything from conversation to bathing, is an unbearable exhaustive effort.  Changes in eating habits resulting in weight loss or weight gain often accompany major depressive disorder.  Exaggerated feelings of inadequacy, worthlessness, hopelessness, or guilt are also common.  Problems in working, concentrating, making decisions, and thinking clearly are also common.  In extreme cases, depressed people may become psychotic and express false beliefs or delusions. 

Major depressive disorder may come on gradually or may come on suddenly.  It may consist of a single episode or more commonly, repeated depressive periods.  

A less severe pattern of depression called dysthymic disorder sometimes occurs.  In dysthemic disorder, the person shows sad mood, lack of interest, and loss of pleasure associated with major depression, but for a longer period and less intensely.  (the depression must last for at lease 2 years to be classified as dysthymic disorder)

Major depressive disorder occurs sometime in the lives of up to 20% of the population - at any given time about 5% of these people are affected.  Anyone can become depressed but major depressive disorder is most likely to appear during the late teenage and early adult years although there is evidence that rates of depression are increasing among young people.  Worldwide, women are two to three times more likely than men to experience depression.

Biological factors:  

1. Hereditary predisposition – the incidence of affective disorders is considerably higher among relatives of individuals with affective psychosis than in the population at large.  In an early study Slater (1944) had found that approximately 15% of the brothers sisters, parents, and children of “manic depressive” (bi-polar)patients had developed the same disorder compared with .5% in the general population.  Kallmann 1958, found that the incidence was higher in identical twins than in fraternal twins and when both twins became psychotic, they developed the same type of reaction.  Other studies (more recent) have supported these findings. The evidence for some kind of hereditary predisposition to manic and depressive disorders is persuasive but not clear cut.  There have been some findings that report that there is a higher incidence of mother-offspring transference than father-offspring transference.  

A newer theory proposes that mood disorders may be related to disturbances in the body’s biological clock.  Fifteen percent of the depressed people experience a pattern known as seasonal affective disorder.  During months of shorter daylight, these people slip into severe depression, accompanied by severe irritablity and excessive sleeping.  Their depression seems to lift as daylight hours increase.  (Faedda et.al 1993)  

2. Biochemical factors – Increasingly prominent since the 1960’s is the view in which both mania and depression are viewed a being related to the level of various biogenic amines (neurotransmitters) in the brain.  Biogenic amines regulate the extent to which nerve impulses are conveyed across the synapse from one neuron to another.  In the past, too little norepinephrine has been implicated as playing an especially important role in the biochemistry of severe depression and too much was believe to cause mania.  Today it is believed that mood disorders may result from not just abnormal levels of certain neurotransmitters, but from an unbalance in the entire neurotransmitter system, including changes in the sensitivity of neuronal receptors at which these chemicals have their effects in the brain.

The case rests on essentially three facts that are beyond dispute.  

a.  a predisposition to this type of disorder may be genetically distributed

b. the behavioral symptoms of the disorder often abate promptly with certain biological interventions

c. certain profound alterations of bodily function such as changes in the sleep cycle not uncommonly accompany the affective symptoms

3.  Psychosocial factors – 

a. stress – stress has been shown to actually alter the transmission of impulses from one brain neuron to another 

Beck 1967 provided a broad classification of the most frequently encountered stressors:

a. situations that lower self-esteem

b. failure to obtain important goals or the posing of an unsolvable dilemma

c. physical disease that activates ideas of death

d. single stressors of overwhelming magnitude

e. several stressors occurring in a series

f. stressors that are unrecognized by the individual

4.  predisposing personality characteristics – some psychologists argue that for stressors to cause the onset of severe depressive psychosis there has to be some personality

PSYCHOTIC DISORDERS

Schizophrenia

The schizophrenias are a group of psychotic disorders characterized by gross distortions of reality, withdrawl from social interaction, and disorganization and fragmentation of perception, thought, and emotion.  Schizophrenias occur in all societies from the Aborigines in Australia to the interior jungles of Malaysia.  No society is exempt from its effects.

In the US the estimated incidence of schizophrenia is about 1% of the population.  This means there is a little over one million persons who are currently suffering from the disease.  Only about 600 – 700,000 are treated in a typical year.  About ¼ of patients admitted to mental hospitals are diagnosed as schizophrenic.  

Although schizophrenic disorders sometimes occur during childhood or old age, about ¾ of all first admissions are between the ages of 15 and 45, with a median age of just over 30.  The incidence rate is about the same in males as in females.  

The disease sometimes develops slowly and sometimes happens more quickly.  It varies with the individual.  Though there are several forms of the disease the following symptoms seem to reoccur in each form:

1. impairment of normal functioning – 

2. disturbance of language and communication – cannot follow the rules of language – combine words in common usage so that the listener recognizes them as words, but cannot make any sense of the sentences.  

3. Delusions – false beliefs ex.  People following them, thoughts are broadcast to others etc.

4. Perceptual breakdown – hallucinations (perceptions for which there are no external simuli)

a. visual

b. auditory

c. tactile

d. olfactory

e. gustation

5. sense of self – confusion as to who they are:  gender identity, boundaries between themselves and rest of world.  

6. Disruption of goal related activity – inability to carry through a course of action ex. Making their bed

7. Withdrawl from real world into their own world

8. Motor disturbances – either hyperactivity or stupor and rigidity 

TYPES OF SCHIZOPHRENIA

1. paranoid type – symptoms dominated by absurd illogical and changeable delusions frequently accompanied by hallucinations with impairment of critical judgement and erratic unpredictable behavior which is occasionally dangerous.  

2. Catatonic type- characterized by alternating periods of extreme withdrawl and extreme excitement, although in some cases one or the other reaction predominates.  In the withdrawl reaction, there is a sudden loss of all animation and a tendency to remain motionless for hours or even days in a fixed position which is usually extremely awkward.  The patient may undergo an abrupt  change  with excitement coming on suddenly and the individual may talk or shout incoherently , pace rapidly, and engage in uninhibited impulsive and frenzied behavior.  This individual may be dangerous in this state.

3. Disorganized type – occurs at a younger age than most of the other types, represents amore severe disintegration of the personality.  Inappropriate laughter and silliness, peculiar mannerisms, and bizarre and often obscene behavior result.

4. Undifferentiated type – a pattern of rapidly changing mixture of all the above types.  Common symptoms are confusion, emotional turmoil, delusions of reference, excitement, depression, fear.  Seen most often in patients who are in the process of becoming schizophrenic.  

5. Residual type – mild symptoms may be shown by individuals in remission followed by an episode.

Causes of Schizhophrenia

1. heredity – important role in determining who might get the disease.  

a. twin studies – rate greater for identical than fraternal twins  If one twin has the disease the other may or may not have it also, but the chances are great that they will have the genetic predisposition that may be passed on to their offspring.

b. Children reared apart from schizophrenic parents- 16.6% - 31.6 % range

c. Family studies – high incidence of adult offspring of schizophrenic patients  had problems ranging from mild maladjustment to more severe hyperactive , antisocial, delinquent type 

Over 20% of children with two schizophrenic parents will also be schizophrenic.

2. biochemical factors – appears to be the result of a deficit in the regulation of chemicals that occur naturally in the nervous system ex. Dopamine (excess dopamine at the receptor sites  or excess receptor sites for dopamine.  ) 

3. psychosocial factors – persons escape from an unbearable world and seemingly unsolvable conflicts by altering their inner representations of reality.  Available studies have typically described a somewhat inadequate, indifferent or passive father who appears detached and humorless .  he appears to be rejecting toward the son and favor the daughter.  Highly contemptuous and derogatory toward his wife thus making it clear that the children (daughter) is more important to him.  

