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  Themes   

 Clinical Perspectives on Psychological 
Disorders 

 The study of abnormal psychology is strongly founded on 

clinical research. The subtitle of this sixth edition refl ects our 

efforts to respond to the need for greater and clearer repre-

sentation and articulation of disorders and their diagnostic 

features. We have expanded the wide presentation of case 

studies. Each disorder comes to life through a Mini Case, 

accompanied by a listing of the newly revised  DSM-IV-TR

diagnostic criteria associated with that disorder. Rather than 

merely list the criteria, we have paraphrased the features into 

language that is easily understood.   

 The Biopsychosocial Approach 

 An understanding of  psychological disorders requires a 

biopsychosocial approach that incorporates biological, 

psychological, and sociocultural contributions to under-

standing causes and developing treatments. The disorders 

are as various as the students who take this course. We 

have written this text with that thought in mind and 

address the issue of  diversity throughout the book. Each 

chapter concludes with a section that discusses the chap-

ter’s topic from the biopsychosocial perspective—weaving 

the multiple dimensions into an integrative statement 

about the interactions among biology, psychology, and the 

social context as they affect individuals who have psycho-

logical disorders.   

 The Life-Span Approach 

 Individuals grow and evolve throughout life, and we feel it 

is essential to capture this development dimension in our 

book. Therefore, we have incorporated research and theories 

that provide relevant understandings of how the disorders 

we cover vary by age. Given that the  DSM-IV-TR  is primar-

ily focused on adulthood, most of this emphasis is refl ected 

in our inclusion of middle age and aging when we examine 

epidemiology, etiology, and treatments.   

 The Human Experience of 
Psychological Disorders 

 Above all, the study of abnormal psychology is the study of 

profoundly human experiences. To this end, we have devel-

oped a feature entitled “Real Stories.” These boxes present 

biographies and fi rst-person quotations that give students 

insight into the feelings of people who have a disorder covered 

in the chapter. Many of the Real Stories boxes are about 

   P R E F A C E 

 “Illness is the night-side of life, a more onerous 

citizenship. Everyone who is born holds dual 

citizenship, in the kingdom of the well and in 

the kingdom of the sick.” 

     — Susan   Sontag,       Illness as Metaphor

 A
ll human beings experience the duality of illness and 

wellness. Those who suffer from mental illnesses 

experience the “night-side” of life more intimately. 

Our hope is that by studying abnormal psychology, students 

will learn about how individuals understand, cope with, and 

recover from psychological disorders. Our goal in writing 

this text is to share our understanding with students who 

come to this course from a variety of socioeconomic and 

cultural backgrounds as well as academic pursuits. In our 

revisions for this sixth edition of  Abnormal Psychology,  we 

have focused our efforts on transcending boundaries to reach 

our readers on a purely human level. We begin by sharing 

with you the following stories:

  Katya developed a deep interest in abnormal psychology 

after hearing about friends’ and family’s immigrant 

 experiences. An immigrant herself, Katya fi rmly believes 

that migration can adversely affect human behavior. 

For example, how does geographical displacement 

 contribute to the onset of  major depression? How crucial 

a factor is “culture shock” in the manifestation of  psy-

chological disorders? These are the things Katya seeks 

to explore. 

  Chung, an English major and aspiring writer, 

 appreciates the fl uctuations in human behavior. He is 

 especially fascinated by and sensitive to its vast range 

because he knows that characters cannot be written solely 

from the imagination. A credible character should refl ect 

an individual one would meet on the street, at the local 

bar, or in the workplace. Thus, it is important to Chung 

to be as informed as possible about all sides of  human 

behavior. 

  Jason’s reason for taking a course in abnormal psychol-

ogy is far more personal. A young man whose mother has 

long been suffering from schizophrenia, Jason seeks to learn 

more about the disorder so that he can better understand 

what his mother must endure daily, and to ensure that she is 

receiving the treatment most suitable for her. He also real-

izes that he might be genetically susceptible to developing 

the illness, so he is also interested in the course for his own 

well-being.  

Like Katya, Chung, and Jason, many students fi nd them-

selves studying abnormal psychology to deepen their own 

understanding, to satisfy a personal curiosity, or both. What-

ever the specifi c reason, our goal as instructors and authors 

continues to be to engage students in the study of abnormal 

psychology from a clinical and human perspective. 
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individuals who are recognizable to undergraduates, and so 

their stories will have special relevance. Each biography is 

also tied into the content of  the chapter so that it has a 

sound substantive base. In addition, the Online Learning 

Center that accompanies this text contains seven clips of real 

people living with a disorder. Students who view these clips 

will see fi rsthand how people live with and suffer from dis-

orders. We hope that students will take from this course the 

understanding that abnormal behavior is a very real part of 

our society, our humanity, and our world, and that it needs 

to be addressed with compassion and understanding.   

 The Scientist-Practitioner Framework 

 We have developed this text using a scientist-practitioner 

framework. While emphasizing empirically supported research, 

we share with the student stories of real people who are suffer-

ing from compelling personal problems and serious psycho-

logical disorders. Our hope is that, as students take this 

course and long after they have moved on to their respective 

careers, they will have learned to approach the study of ab-

normal psychology with the dispassionate eye of a scientist 

and the compassionate heart of a practitioner.    

  Organization  

 The table of  contents refl ects a building block approach. 

The fi rst four chapters provide the fundamentals of  history 

and research methods (Chapter 1); diagnosis, classifi ca-

tion, and treatment planning (Chapter 2); assessment 

(Chapter 3); and theories (Chapter 4). These chapters pro-

vide a foundation for subsequent discussions regarding the 

understanding and treatment of psychological disorders. 

  From here, we move on to a consideration of the disor-

ders, beginning with those on Axis I of  DSM-IV-TR.  Pro-

gressing through the major categories of psychological dis-

orders, we begin with anxiety disorders and end with eating 

disorders and impulse-control disorders. Using a biopsycho-

social approach, theory and treatment are both discussed in 

each chapter. For example, we examine anxiety disorders in 

terms of biological, psychological, and sociocultural infl u-

ences that cause and maintain these conditions. We also dis-

cuss intervention in terms of the relative contributions offered 

by each perspective. In the fi nal chapter of  the text (Chap-

ter 15), we cover ethical and legal issues.  

 Changes in the Sixth Edition 

 The burgeoning of research in psychopathology in the last 

several years has prompted us to draw from rich new empir-

ical sources that document the scientifi c basis for the diag-

nosis and treatment of  disorders. References that are no 

longer relevant have been deleted; the classic sources in the 

literature have been retained. Expanded epidemiological 

databases now accessible via the Internet have also helped 

improve this edition. Ultimately, our goal is to offer a con-

temporary and concise approach to the fi eld. 

  A number of changes in the text refl ect new research di-

rections, feedback from reviewers and student readers, and 

experience from our teaching of abnormal psychology. The 

sixth edition continues our tradition of focusing on what is 

most relevant and current in the fi eld. In addition, we have 

added to the pedagogy of the text by incorporating Review 

Questions that cover major concepts throughout the chapter. 

Within the Mini Cases, we have incorporated questions for 

students that focus on diagnostic, treatment, and theoretical 

issues relevant to the particular case. The answers to both 

the Review Questions and the Mini Case questions are in-

cluded at the end of each chapter, allowing students to test 

their mastery of the clinical and scholarly information re-

garding each major disorder. We are confi dent that students 

and instructors will fi nd this approach more appealing and 

more educationally effective. Below is a summary of the most 

signifi cant changes in each chapter.  

 CHAPTER 1. Understanding Abnormality: A Look 
at History and Research Methods 

 This sixth edition updates and expands coverage of  the 

deinstitutionalization movement, focusing on programs 

such as Assertive Community Treatment (ACT). We discuss 

the Mental Health Parity Act of  2007, which is changing 

the face of  health coverage for people with psychological 

disorders.   

 CHAPTER 2. Classifi cation and Treatment Plans 

 In this chapter, we have updated the information on epidemi-

ology, including discussion of the Replication of the National 

Comorbidity Study. We also present a discussion of evidence-

based practice in psychology, which is advocated by the 

American Psychological Association as the standard for 

treatment.   

 CHAPTER 3. Assessment 

 Building upon the discussion of evidence-based treatment in 

Chapter 2, we discuss evidence-based assessment. The restruc-

tured clinical scales of the MMPI-2 are also presented, along 

with supporting evidence for their usage in research and prac-

tice. We have also greatly expanded the discussion of multi-

cultural assessment.   

 CHAPTER 4. Theoretical Perspectives 

 This chapter has been substantially revised, with new sections 

added in emerging areas including brief psychodynamic ther-

apy (BPT), Acceptance and Commitment Therapy (ACT), 

and deep brain stimulation (DBS). We have included recent 

advances in research within each of the major theoretical 

perspectives and tightened the focus of the chapter to give 

greater emphasis to current approaches.   
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 CHAPTER 5. Anxiety Disorders 

 In this chapter, we signifi cantly expanded our coverage of 

PTSD in order to include coverage of the impact of combat 

experiences in Iraq and Afghanistan on returning soldiers. In 

addition, we discuss the ways in which people can experience 

post-traumatic growth and how knowledge of this phenome-

non can be applied in psychological practice.   

 CHAPTER 6. Somatoform Disorders, Psychological 
Factors Affecting Medical Conditions, and 
Dissociative Disorders 

 We have refi ned and revised our discussion of each of the dis-

orders presented in this chapter while focusing particularly on 

dissociative identity disorder, including a discussion of the con-

troversy regarding hypnotherapy as a treatment method.   

 CHAPTER 7. Sexual Disorders 

 In this chapter, we have updated information on sexual activ-

ity patterns, including a discussion of the National Survey of 

Family Growth. We discussed the problem of understanding 

female sexual dysfunction in terms of male sexual response. 

Another major change was inclusion of information on the 

exploitation of children both in the form of virtual child 

pornography and victimization by online predators.   

 CHAPTER 8. Mood Disorders 

 In revising this chapter, we included extensive revision of the 

epidemiological data throughout adulthood. With regard to 

treatment, we discussed the “fi le drawer problem” (when non-

signifi cant research fails to be published) and also the risks 

of antidepressant medications. We introduce a relatively new 

treatment method, Interpersonal and Social Rhythm Therapy 

(IPSRT), a biopsychosocial approach to treating people with 

bipolar disorder.   

 CHAPTER 9. Schizophrenia and Related Disorders 

 We have revised this chapter to delete recently discredited 

theories and approaches to understanding and treating schizo-

phrenia. In our discussion of biological markers, we updated 

our discussion to include new research on abnormalities in 

cognitive processes. In the area of  treatment, we included 

cognitive-behavioral treatments as an emerging area of inter-

vention research.   

 CHAPTER 10. Personality Disorders 

 In this edition, we expanded the discussion of a dimensional 

approach to classifying personality disorders. We also incor-

porated new research on emotional dysregulation as a way 

of understanding borderline personality disorder.   

 CHAPTER 11. Development-Related Disorders 

 In view of recent government reports regarding the preva-

lence of autistic disorder, we addressed the issue of why the 

rates of this disorder may appear to be rising in the U.S. We 

also included the need for preventive education regarding fetal 

alcohol syndrome and the counseling of pregnant women who 

abuse or are dependent on substances.   

 CHAPTER 12. Aging-Related and Cognitive Disorders 

 In this chapter, a new condition, traumatic brain injury 

(TBI), has been added to the discussion. TBI is of particular 

relevance in light of the increasing number of people devel-

oping brain-related disorders as a result of injuries received 

from war and terrorist acts. The chapter also includes ex-

panded coverage of brain imaging techniques in the diagno-

sis of Alzheimer’s disease.   

 CHAPTER 13. Substance-Related Disorders 

 In this chapter, we focus on the reinforcing effects of stimulant 

drugs and continue our discussion of substances that have be- 

come especially problematic in recent years (e.g., metham-

phetamine and OxyContin). We also provide a comprehensive 

discussion of etiological factors associated with the develop-

ment of substance dependence and the most effective treatment 

interventions.   

 CHAPTER 14. Eating Disorders and 
Impulse-Control Disorders 

 Adding a section on self-injurious behaviors, we included 

theories and treatment on this increasingly prevalent condi-

tion. We considerably updated research on current treatments, 

including family and cognitive-behavioral approaches.   

 CHAPTER 15. Ethical and Legal Issues 

 In this chapter we discuss legal issues that have been affected 

by recent legislative and judicial decisions including the 

Panetti case (understanding the purpose of capital punish-

ment). The chapter also introduces Guidelines for Psycho-

logical Practice with Girls and Women.     

  A Brief Note to the Instructor  

 Like us, most instructors have students like Katya, Chung, 

and Jason and are aware of the challenge that this heterogene-

ity of students presents. We want to excite aspiring research-

ers like Katya to pursue their goals and become immersed 

in this fascinating and rapidly changing fi eld of abnormal 

psychology. However, even those of you who are extremely 

research oriented realize the importance of including ample 

clinical material in order to make the scientifi c material 

understandable. For students like Chung who come to the 

course with broader interests, we want to capture for them 

the fascinating and multifarious aspects of abnormal behav-

ior. This includes highlighting interesting clinical phenomena 

and incorporating them with ideas derived from empirically 

supported research. Our goal is to infuse teaching with cred-

ible and validated scholarship. Students like Jason present 
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the greatest teaching challenge because their concerns are of 

such a personal nature. As instructors, we need to keep in 

mind the importance of not creating a therapy context in the 

classroom. At the same time, we must recognize that emotion-

ally provocative information can be discussed in a way that 

is informative and responsive to individual needs. 

  In writing this textbook, we speak to these various types 

of students in a manner that is informative, scholarly, and 

engaging. The scientist-practitioner framework is geared toward 

emphasizing current empirically supported research while con-

veying the compelling personal problems and serious psycho-

logical disorders of real people through case studies. The 

pedagogy is developed to communicate this framework as well. 

We believe that, by carefully blending scientifi c fi ndings with 

clinical material, we have created a textbook that will serve the 

needs of a diverse student body as well as the instructors who 

teach them.   

  Ancillaries  

 The following ancillaries are available to accompany  Abnormal 

Psychology,  Sixth Edition. Please contact your McGraw-Hill 

sales representative for details concerning policies, prices, 

and availability, as some restrictions may apply.  

 For the Instructor 

 The password-protected instructor side of the Online Learn-

ing Center at  www.mhhe.com/halgin6e  contains the Instructor’s 

Manual, Test Bank fi les, PowerPoint slides, CPS Questions, 

Image Gallery, and other valuable material to help you design 

and enhance your course. Ask your local McGraw-Hill repre-

sentative for your password. 

  The  Instructor’s Manual  by Michele Catone-Maitino of 

Hudson Valley Community College provides many tools use-

ful for teaching the sixth edition. For each chapter, the 

Instructor’s Manual includes an overview of the chapter, 

teaching objectives, suggestions and resources for lecture top-

ics, classroom activities, and essay questions designed to help 

students develop ideas for independent projects and papers. 

  The  Test Bank  by Carolyn Kaufman of Columbus State 

Community College contains over 2,000 testing items. All test-

ing items are classifi ed as conceptual or applied, and refer-

enced to the appropriate learning objective. All test questions 

are compatible with EZTest, McGraw-Hill’s Computerized 

Test Bank program, which runs on both Macintosh and Win-

dows computers and includes an editing feature that enables 

instructors to import their own questions, scramble items, and 

modify questions to create their own tests. 

  The  Classroom Performance System (CPS) Guide  and 

book-specifi c questions  allow instructors to immediately 

determine what students are learning during lectures. With 

this student-response system, instructors can ask questions, 

take polls, host classroom demonstrations, and get instant 

feedback. In addition, CPS makes it easy to take atten-

dance, give and grade pop quizzes, or give formal paper-

based class tests with multiple versions of the tests using CPS 

for immediate grading. For instructors who want to use CPS 

in the classroom, we offer a guide containing strategies for 

implementing the system, specifi c multiple-choice questions 

designed for in-class use, and classroom demonstrations for 

use with this system. 

  The  PowerPoint Presentations  by Travis Langley of 

Henderson State University cover the key points of  each 

chapter and contain key illustrations, graphs, and tables for 

instructors to use during their lectures.   

 For the Student 

 The  Online Learning Center  ( www.mhhe.com/halgin6e ) is the 

offi cial website for the sixth edition of  Abnormal Psychology.

It contains chapter outlines, practice quizzes, interactive ex-

ercises, virtual fl ashcards, and video segments that bring to 

life many fascinating aspects of abnormal psychology. Some 

of these videos feature people struggling with the disorders 

discussed in the text, and others are relevant clips. 

   Faces Interactive,  created by Arthur J. Kohn of Portland 

State University, is a unique web-based learning environment 

that provides students with an opportunity to observe real 

patients through a series of case studies on twelve different 

psychological disorders. The disorders studied in  Faces Interac-

tive  include Attention-Defi cit/Hyperactivity Disorder, Bipolar 

Disorder, Borderline Personality Disorder, Bulimia Nervosa, 

Dysthymic Disorder, Major Depression, Obsessive- Compulsive 

Disorder, Panic Disorder with Agoraphobia, Paranoid Schizo-

phrenia, Post-Traumatic Stress Disorder, Tourette’s Syndrome, 

and Substance Abuse. Each case study takes students through 

fi ve stages of a patient’s experience: diagnosis, case history, 

interview, treatment, and assessment. Students are able to 

explore diagnostic processes, improve their understanding 

of  clinical practice, and gain experience documenting their 

fi ndings in a case study report project. After using  Faces Inter-

active,  students will have a wealth of information about, and 

a humanistic outlook on, these disorders. This product is 

available at the Online Learning Center ( www.mhhe.com/

halgin6e ).    

  CourseSmart eTextbooks  

 CourseSmart is a new way for faculty to fi nd and review 

eTextbooks. It’s also a great option for students who are 

interested in accessing their course materials digitally and 

saving money. CourseSmart offers thousands of  the most 

commonly adopted textbooks across hundreds of  courses 

from a wide variety of higher education publishers. It is the 

only place for faculty to review and compare the full text of 

a textbook online, providing immediate access without the 
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A  G U I D E  T O  U S I N G  Y O U R  T E X T

 Chapter Outline 
 Each chapter begins with an outline of the 

 heading levels, setting the stage for and serving 

as an overview of the chapter.   

     Case Report 
 Opening each chapter is a 

case report from the fi les of 

Dr. Sarah Tobin. The cases 

detail the history of patients 

who are dealing with mental 

health issues covered in the 

chapters. The clinical perspec-

tive and descriptions of real 

people’s experiences provide 

a window into how chapter 

 material is observed and applied 

in practice.   

 Mini Case 
 This boxed feature, often found several times in 

each chapter, presents a brief  hypothetical 

case study, accompanied by an outline of the 

 DSM-IV-TR  criteria related to the case and 

 questions that focus on diagnostic, treatment, and 

theoretical issues relevant to the particular case. 

This combination helps readers to recognize a dis-

order’s symptoms and offers them a window into 

what psychology professionals look for when they 

make diagnoses. The answers to the Mini Case 

questions are included at the end of the chapter.   
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 Vietnam War veterans. The Vietnam War was the most pub-

licized, but certainly not the only, war to produce psycho-

logical casualties. Reports of  psychological dysfunction 

following exposure to combat emerged after the Civil War 

and received increasing attention following both world wars 

of the twentieth century, with reports of conditions called 

shell shock, traumatic neurosis, combat stress, and combat 

fatigue. Concentration camp survivors also were reported to 

suffer long-term psychological effects, including the  “survivor 

 syndrome” of chronic depression, anxiety, and diffi culties in 

interpersonal relationships. 

  Statistics are still emerging from the many studies con-

ducted about the post-traumatic effects of the Vietnam War. 

These statistics are not always consistent, however, with esti-

mates of the incidence of PTSD among Vietnam veterans 

ranging from 19 to 30 percent of those exposed to low levels 

of combat, and 25 to 70 percent of those exposed to high 

levels. As with any situation in which the rates of  PTSD 

are so high, questions arise as to what factors might have 

 protected some veterans from developing this disturbing 

condition. Apparently, for Vietnam veterans access to social 

support and assistance on their return from war diminished 

the likelihood of  developing PTSD (Schnurr, Lunney, & 

 Sengupta, 2004). 

  Because of all that was learned from the Vietnam War 

era about PTSD, major efforts were made from the outset of 

the Afghanistan and Iraq wars on the part of the Depart-

ment of Defense and the U.S. Veterans Administration to 

assess the impact of combat and to develop interventions 

aimed at reducing long-lasting psychological disturbance 

(Friedman, 2004). Despite ardent efforts to address combat-

related psychological disturbance, PTSD has been unset-

tlingly prevalent among soldiers returning from these war 

zones. Among Army soldiers returning from Afghanistan, 

6.2 percent met the PTSD diagnostic criteria, with more than 

double that rate, 12.9 percent, among soldiers returning from 

 ACUTE STRESS DISORDER 

 Brendan is a 19-year-old college freshman who was well-liked, 
psychologically healthy, and quite successful in life until 2 weeks 
ago when he experienced a traumatic event that seemed to 
change every aspect of his functioning. The life-changing event 
involved a devastating dormitory fi re from which Brendan barely 
escaped. In fact, his roommate perished from smoke inhalation. 
Since the fi re Brendan has been tormented by graphic images of 
waking to see his room fi lled with smoke, as fl ames encom-
passed the overstuffed chair in which his roommate had fallen 
asleep while smoking a cigarette. Tears come to his eyes as he 
recalls the experience of grabbing his roommate’s leg and drag-
ging the unconscious body out of the room only to realize that he 
was pulling a corpse. Feeling helpless and terrifi ed, he screamed 
cries of horror, while suddenly becoming drenched by a sprinkler 
system that became activated several minutes too late. Brendan 
spent the days following the tragedy in the university health cen-
ter where he was treated for smoke inhalation and psychological 
symptoms. He described himself as feeling in a daze, as if in a 
dream state that was more like a nightmare. Despite the efforts 
of family and friends to connect emotionally with him, Brendan 
was emotionally unresponsive and seemingly numb. In fact, he 
found it diffi cult to talk with people because his thoughts were 
fi lled with intrusive images of the fi re. After being discharged 
from the health service, he was unable to go anywhere near the 
dorm building, for fear that he would “really lose it,” and ulti-
mately decided to withdraw from school because he felt too 
anxious and distressed.  

 Diagnostic Features  

  ■    This disorder, which occurs within a month of a traumatic 
event, causes clinically signifi cant distress or impairment 

that lasts  between 2 days and 4 weeks. The diagnosis is 
assigned to people who experience signifi cant distress or 
impairment associated with exposure to a traumatic event in 
which

   ◆    They experienced, witnessed, or confronted event(s) involv-
ing actual or threatened death or serious injury, or a physi-
cal threat to themselves or others.  

  ◆   They responded with intense fear, helplessness, or horror.     

  ■    Either during or after the event, the individual has three or 
more of the following dissociative symptoms:

   ◆    Sense of detachment, numbing, or lack of emotional 
 responsiveness  

  ◆    Reduced feeling of awareness of surroundings, as if in a 
daze  

  ◆   Feelings of unreality (derealization)  

  ◆    Sensation of being detached from oneself (depersonalization)  

  ◆    Inability to recall an important aspect of the trauma (disso-
ciative amnesia)     

  ■    The traumatic event is reexperienced through recurrent images, 
thoughts, dreams, illusions, fl ashback episodes, or a sense of 
reliving the experience, or the person feels intense distress 
when exposed to reminders of the event.  

  ■    The individual avoids stimuli that evoke recollections of the 
trauma.  

  ■    The individual experiences symptoms of anxiety or increased 
arousal, such as diffi culty sleeping, irritability, poor concentra-
tion, hypervigilance, exaggerated startle response, and rest-
lessness.   

 Q:  What is the primary diagnostic distinction between acute 
stress disorder and post-traumatic stress disorder?  

 Mini Case 
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 Real Stories 
 For every chapter, a Real Stories box highlights an 

individual’s account of what it is like to have a disor-

der. These people, many of them well-known public 

fi gures, openly share their personal thoughts and feel-

ings and, in doing so, help bridge the gap between the 

stigma of mental illness and empathetic 

understanding.   

 Diagnostic Features 
 This boxed feature offers a broader approach 

to diagnosis, outlining examples of symptoms 

that could relate to a category of disorders as 

opposed to a specifi c disorder.   

 Review Questions 
 Review questions that cover major 

 concepts appear after each main section 

in the chapter. The answers to the review 

questions are included at the end of the 

chapter, allowing students to test their 

mastery of the clinical and scholarly 

information regarding each major 

disorder.   
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   Barbara’s History  

 As Barbara shared her life history 

with me, the fl ow of her speech fre-

quently was interrupted by sobs and 

pleas that I be patient with her. As 

Barbara’s story unfolded, I came to 

understand how the emotional scars 

left by growing up in a dysfunctional 

family plagued her throughout child-

hood and adolescence. 

  Barbara grew up in a dysfunctional 

family. She was raised almost exclu-

sively by her mother. Her father spent 

very little time at home, because he 

worked as a sales representative for a 

company with branch offi ces spread 

across a three-state area. When he 

was home, he was almost always ine-

briated. Barbara’s mother was very 

protective of her, restricting almost 

all social and after-school activities. 

Barbara remembers feeling some-

what resentful of her mother’s strong 

control over her, but she justifi ed her 

mother’s behavior, because “after all, 

she couldn’t count on my father to 

help her, and, besides, I was a pretty 

diffi cult kid and she didn’t want me 

getting into trouble.” 

  Barbara’s father was known to 

have out-of-town affairs with women, 

and everyone regarded him as a 

 failure in his job. However, no one 

discussed these problems openly. 

Barbara remembers being fright-

ened of her father because, when he 

was drinking, he became furious 

over even her slightest failure to re-

spond instantly to his instructions. 

Usually he gave unclear or contra-

dictory instructions, so she could not 

predict when he would yell at her 

and when he would be satisfi ed with 

her response. When she tried to 

apologize, he criticized her even 

more. Barbara learned that the best 

way to deal with him was to stay out 

of his way. 

  Barbara explained to me that it 

was not only her father who strug-

gled with psychological impairment. 

Her mother had, for most of her adult 

years, an intense fear of leaving the 

house alone, and she experienced 

deep depression related to her un-

happy marriage. Going back a gen-

eration, Barbara’s grandmother was 

considered  by  most  people  to  be 

 peculiar. She insisted on living the 

life of a recluse and acted toward 

her husband in ways that others 

considered domineering, bordering 

on sadistic. Barbara’s maternal 

grandfather put up with the abuse, 

never complaining, always appear-

ing to others as a quiet, accommo-

dating “gentleman.” It was quite a 

shock to the whole community when, 

at age 62, he asphyxiated himself 

and left a note fi lled with rage about 

his “miserable marriage.” 

  In her senior year of high school, 

Barbara began to write away to a 

number of colleges for applications. 

It never occurred to her that her par-

ents would object to her going to 

college, as long as she realized that 

she would have to support herself. 

Since Barbara’s grades were excel-

lent, she felt quite certain that she 

would earn some kind of fi nancial 

aid. One day, her mother stopped 

Barbara as she was leaving the 

house to mail a stack of envelopes 

and asked Barbara what she was 

doing. When Barbara explained, her 

mother burst into tears. She told 

Barbara  that  it  was  time  for  them 

to   have   a   talk.   They   sat   down   in 

the kitchen, and Barbara’s mother 

poured forth an amazing “confes-

sion.” Ever since Barbara was a 

child, it had been very important for 

her mother to have Barbara with her 

at home. That was why she found it 

so hard to let Barbara go out with 

her friends and do things after 

school. She said that Barbara’s fa-

ther had been so impossible that she 

was unhappy almost all the time. 

She couldn’t even leave the house 

to run a simple errand unless she 

had Barbara with her. She begged 

Barbara not to go away to school, 

saying that she could not bear the 

thought of her leaving. Barbara was 

stunned. She did not realize how 

much she meant to her mother. There 

was no way she could even consider 

going away to school under these 

circumstances. Barbara threw away 

all her letters and applied to the 

community college located 10 miles 

away from home. 

  After college, Barbara took a job 

in an insurance company, where she 

became a top-notch typist and re-

ceptionist. When her boss was 

transferred to another city, he told 

Barbara that he wanted her to move 

also. She could enroll in the univer-

sity and take courses there to com-

plete her bachelor’s degree, all at 

company expense. According to 

her boss, Barbara had a lot of po-

tential to advance in a career if she 

had the proper training. Concerned 

about leaving her mother, Barbara 

asked her what she should do. Bar-

bara’s mother assured her that she 

would “manage somehow.” Bar-

bara made the move, and all seemed 

to be going well. She felt particu-

larly lucky to have found a room-

mate with whom she shared many 

common interests, ideas, and feel-

ings. They soon became insepara-

ble. Unfortunately, however, things 

did not remain so serene for Bar-

bara; the ghosts of unresolved con-

fl icts and pain reappeared and took 

the form of her current emotional 

crisis.    

 Assessment  

 Although I had some reasonable 

hypotheses about the nature of 

Barbara’s disorder, important gaps 

needed to be fi lled in. Of particular 

concern was the possibility that 

Barbara might be suffering from a 

medical problem. It is not uncom-

mon for people with certain medical 

problems, such as hypoglycemia, 

hyperthyroidism, or insulin-secret-

ing tumors, to have symptoms that 

are strikingly similar to those found 

in anxiety disorders. The physician 

who conducted the physical exami-

nation, however, found no physio-

logical basis for Barbara’s problems. 

Drugs and alcohol were ruled out 

as well. Barbara had never abused 

drugs, and she only occasionally 

drank alcohol in desperate attempts 

to calm herself down. 

  Because of the prominent features 

of anxiety in Barbara’s presentation, I 

recommended that she meet with one 

of my colleagues, Dr. Michelle Herter, 

for a comprehensive behavioral as-

sessment. Dr. Herter’s assessment 

protocol consisted of three segments: 

(1) a symptom-focused interview, 
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(continued)
 The Biopsychosocial Perspective 
 Found at the end of the chapter, 

this section of the text underscores 

the perspectives, treatment strate-

gies, and options.   

 Return to the Case 
 This end-of-chapter feature revisits the case 

report presented at the beginning of the 

chapter. After learning about the disorder in 

more detail from studying the chapter, the 

reader can then fully appreciate the in-depth 

coverage of the patient’s history and 

 Dr. Tobin’s offi cial assessment, diagnosis, 

case formulation, treatment plan, and 

 clinical conclusions.     

 REVIEW QUESTIONS  

  1.    The new diagnostic label  is being proposed for 

inclusion in DSM-5 to characterize the symptom picture 

of children who have been repeatedly traumatized. 

2.  What are the three categories in which PTSD risk factors 

are grouped? 

  3.    Although trauma is clearly a negative experience, some 

people are able to derive the benefi t of .           

working with trauma survivors tend to be biased toward 

thinking that the experiences of PTSD clients must, by defi ni-

tion, be exclusively negative. Although Zoellner and Maercker 

caution against naive minimization of the suffering of trau-

matized clients, a response that the clients might have encoun-

tered in interactions with well-meaning acquaintances, they 

also urge therapists to view the aftereffects of trauma more 

broadly than has been customary in recent years. Particularly 

important is a therapeutic process that helps clients “fi nd their 

own specifi c meanings, interpretations, ways of coping and 

recovery” (p. 650). 

    In a meta-analysis, Helgeson, Reynolds, and Tomich 

(2006) examined the relations of “benefi t fi nding” to psycho-

logical and physical health, and concluded that individuals 

who fi nd benefi t in the experience of  trauma are less 

depressed and tend to have a more positive sense of well-

being. Although at fi rst glance this seems like a straightfor-

ward relationship, these investigators were intrigued by the 

fi nding that these benefi t fi nders also tended to experience 

intrusive and avoidant thoughts about their trauma. In their 

effort to explain this seeming inconsistency, Helgeson and 

colleagues suggest that the cognitive processing that goes on 

in the minds of trauma survivors may actually be attempts 

to understand the traumatic events rather than a symptom 

of mental distress. They state that “a period of contempla-

tion and consideration of the stressor” may be necessary for 

growth to occur (p. 810). 

    How might clinicians help the traumatized client per-

ceive benefi cial aftereffects of  trauma survival? Because 

traumatic events are usually linked to life threats, clini-

cians can help their clients become more aware of  their 

own mortality and the fragility of  life in general, with the 

result being a greater appreciation for life. Furthermore, 

traumatized individuals are typically consumed by “why 

did it happen” questions that have no clear answer. No one 

can explain to the innocent victims of  a random terrorist 

act why they were injured. However, clinicians working 

with these clients might guide them to try to fi nd a way to 

make meaning from such a tragic experience (Zoellner & 

Maercker, 2006). 

  Hurricane Katrina, the most devastating natural disaster in American 
history, ravaged several southern states in 2005, traumatizing thou-
sands of people who will contend with the emotional aftereffects for 
years to come.  

    Carl, a Vietnam veteran, struggles with incapacitating symp-
toms of PTSD as a result of his life-threatening experiences 
in combat.  

 Anxiety Disorders: The 
Biopsychosocial Perspective  

 As you can see, anxiety disorders cover a broad spectrum 

of problems, ranging from specifi c, seemingly idiosyncratic 

responses to diffuse and undifferentiated feelings of dread. 

These disorders involve an intriguing tapestry of biological, 

psychological, and sociocultural phenomena. Fortunately, 

relatively straightforward behaviorally based treatments are 

available that can successfully alleviate the symptoms of anxi-

ety for many people who have these disorders. Furthermore, 

a number of  other strategies involving cognitive, insight-

oriented, and psychopharmacological interventions can enhance 

the effectiveness of behavioral techniques. Knowledge gained 

from research on the causes and treatment of  anxiety dis-

orders can also have some practical benefi ts for managing 

lesser diffi culties.  

  R E A L  S T O R I E S 
 DONNY OSMOND: SOCIAL PHOBIA 

 A
t the beginning of this chapter 
you read about Barbara Wilder, 
a woman suffering with intense 

symptoms of anxiety. Barbara Wilder 
is like many people who fi nd them-
selves incapacitated by terrifying emo-
tional and physical symptoms. Some of 
these individuals are remarkably suc-
cessful people whose careers revolve 
around public appearances but who 
are tormented by anxiety symptoms so 
intense that they meet the diagnostic 
criteria of an anxiety disorder. The 
popular singer-actor Donny Osmond 
is one such celebrity who has spoken 
openly about his diffi culties with social 
phobia. 
    Osmond’s success in the entertain-
ment industry began at a very early age. 
With Donny as a child singing sensation 
during the 1960s and 1970s, his family 
singing group sold millions of albums. 
Donny grew wildly popular, received 
huge amounts of fan mail, and had to 
be protected by bodyguards whose job 
it was to fend off shrieking fans. 
  Donny has been active in the 
 entertainment business for more than 
three decades, although he has had 
his share of ups and downs. His great-
est claim to fame was the successful 
television variety show that he and 
his sister Marie hosted during the 
1970s. On  The Donny and Marie 
Show,  these two attractive and appeal-
ing stars sang, danced, acted, and 
 interviewed other celebrities. More 
 recently, Donny had roles in the 
 Broadway musicals  Joseph and the 
Amazing Technicolor Dreamcoat  and 
Beauty and the Beast , and released a 
CD of love songs. 

  During the mid-1990s, Donny began 
feeling an anxiety that was unlike any-
thing he had ever experienced before. 
At fi rst, the disturbing feelings of tension 
and apprehension affected him only prior 
to going on stage for a performance. In 
time, however, he began feeling over-
whelmed by the disruptive anxiety while 
at home. The symptoms of social phobia 
that had overtaken Osmond’s life are 
described in his autobiography,  Life Is 
Just What You Make It:  

 Unless you’ve experienced a panic 
attack yourself, you might fi nd it 
hard to understand what it feels 
like, but bear with me as I try to ex-
plain. Once the fear of embarrass-
ing myself grabbed me, I couldn’t 
get loose. It was as if a bizarre and 
terrifying unreality had replaced ev-
erything that was familiar and safe. 
I felt powerless to think or reason 
my way out of the panic. It had a 

whole, strange, hallucinatory qual-
ity to it; for example, I could see 
myself up as if I were fl ying above 
it all, but I couldn’t get back “in-
side” myself and take control. In the 
grip of my wildest fears, I was par-
alyzed, certain that if I made one 
wrong move, I would literally die. 
Even more terrifying, I’d have felt 
relieved to die. . . . 
  Something was defi nitely wrong, 
and at fi rst I clung to a “reasonable 
explanation”: the schedule, the com-
muting back and forth, the fact that I 
was living so much of my life away 
from Debbie and the boys, my re-
sponsibility to a successful show. But 
deep inside, I knew that none of it 
made sense. I’d performed under 
every adverse condition imaginable. 
I’d carried a good deal of respon-
sibility since I was a child. Why 
couldn’t I do it now? I wasn’t on tour. 
I knew the show backwards and for-
wards. The audience was back; they 
accepted me just fi ne. So why was 
everything suddenly so terribly 
wrong? . . . 
  The anxiety waxed and waned. 
Some nights I went on and every-
thing was fi ne. I confi ded in Debbie, 
of course, over the phone, and 
in Jill Willis, who was there in 
 Minneapolis. They could see that 
I needed help, but what? I was 
 nervous, but after thirty years of 
 going on stage, how could that 
be possible?   

  Osmond’s recognition of his problem 
led him fi nally to seek help. For other 
people with his condition, his sharing 
of his story also provided insight into 
the nature of this potentially disabling 
disorder. 

 Source: From      Donny   Osmond     ,  Life Is Just What 
You Make It . New York: Hyperion Books, 1999. 
 Reprinted by permission of  Hyperion Books.  

 Donny Osmond 

imagine how upsetting it must be to someone who experi-

ences a full-blown episode. 

    For panic disorder to be diagnosed, at least some of the 

person’s panic attacks must arise out of the blue, meaning that 

there is no situational cue or trigger. Such an attack is called 

an    unexpected (uncued) panic attack    .  An individual may also 

experience a panic attack in anticipation of confronting a par-

ticular situation or immediately following exposure to a spe-

cifi c stimulus or cue in the environment. For example, every 

time Jonathan hears an ambulance siren, he begins to experi-

ence the symptoms of a panic attack. This is an example of a 

   situationally bound (or cued) panic attack    .  In cases in which the 

person has a tendency to have a panic attack in the situation 

but does not have one every time, the episode is referred to as 

a    situationally predisposed panic attack    .  For example, Samantha 

may occasionally have a panic attack when she rides the sub-

way, but she does not have a panic attack on every occasion 

that she rides the subway. 

    When evaluating the situation of a client who experi-

ences panic attacks, the clinician must consider the possibil-

ity that the client has a medical condition that causes the 

symptoms. Physical disorders, such as hypoglycemia, hyper-

thyroidism, insulin-secreting tumors, and cardiovascular or 

respiratory diseases, can cause panic-like symptoms. Some 

drugs can also cause reactions that mimic panic attacks. 

People who are intoxicated with cocaine, amphetamines, or 

even caffeine may appear to be experiencing a panic attack, 

when, in fact, they are having a toxic reaction to the sub-

stances in their bodies. 

  Characteristics of Panic Disorder 

 The diagnosis of  panic disorder is made when panic attacks 

occur on a recurrent basis or when a month has elapsed 

since the fi rst panic attack but the individual has continued 

to feel apprehensive and worried about the possibility of 

recurring attacks. Most cases of  panic disorder develop in 

people who are around age 20, with a second, smaller, 

group of  cases arising among people in their mid-thirties. 

Although some children and adolescents experience symp-

toms of  panic attacks, the disorder is relatively rare among 

this age group. Adolescents who do experience panic at -

tacks are at a much greater risk of  developing psycho-

logical disorders than those who do not experience panic 

attacks. These disorders include mood disorders, other anxiety 

disorders, substance use disorders, and, in the most extreme 

cases, psychotic conditions (Goodwin, Fergusson, & Horwood, 

2004). Like other anxiety disorders, panic disorder is less 

likely to arise in later adulthood (Scogin, Floyd, & Forde, 

2000). 

    Panic disorder, if  left untreated, has a variable course. 

For some individuals, panic attacks occur only periodically, 

sometimes with months or years between episodes. Then, 

suddenly and without warning (in the case of uncued panic 

attacks), an attack strikes. More typically, however, the dis-

order creates continuous problems for many years. People 

who suffer from these symptoms are faced with the daily risk 

that they may experience a panic attack when they are not 

in a position to fi nd someone who can help them. It is the 

  Diagnostic Features of Panic Attack 

 A panic attack is a period of intense fear or discomfort, 
during which a person experiences four or more of the fol-
lowing symptoms, which develop abruptly and reach a 
peak within 10 minutes: 

■      Palpitations, pounding heart, or accelerated heart rate  

■      Sweating  

■      Trembling or shaking  

■      Sensations of shortness of breath or smothering  

■      Feeling of choking  

■      Chest pain or discomfort  

■      Nausea or abdominal distress  

■      Feelings of dizziness, unsteadiness, lightheadedness, or 
faintness  

■      Feelings of unreality (derealization) or a sensation of 
being detached from oneself (depersonalization)  

■      Fear of losing control or going crazy  

■      Fear of dying  

■      Sensation of tingling or numbness  

■      Chills or hot fl ushes     
   A person with agoraphobia becomes overwhelmed and panicky in 
situations that feel unsafe, such as crowds. 



 T O  T H E  I N S T R U C T O R 

 Demonstrations and Classroom 

Exercises, Videos, and Films 
 Includes various demonstrations 

and exercises to be used in class as 

well as a list of videos related to 

chapter content.   

 Chapter Overview 
 This visual guide presents the chapter outline 

as a concept map. Each section is self-

contained and includes a topic summary and 

related learning objectives.   

 Instructor’s Manual   

 Teaching Objectives 
 Identical to the learning objectives that appear 

in the student study guide, these objectives 

are meant to guide instructors’ chapter syllabi.   

 Supplementary Lecture/Discussion Topics and Controversies 
 Includes additional lecture topics and discussion questions 

linked to learning objectives. These also refl ect the main text 

case features.   
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  Twenty years of clinical practice had 

not prepared me for my encounter 

with Rebecca Hasbrouck. Working in 

the outpatient department of a large 

psychiatric facility, I had encountered 

hundreds of people whose stories 

would move me, but, for some reason, 

Rebecca’s seemed unusually trou-

bling. Perhaps it was her similarity to 

me in so many ways that stirred me 

up. Like me, she was in her mid-forties 

and had mothered two sons when 

she was in her early thirties. She had 

been raised in a middle-class family 

and had attended excellent schools. In 

fact, when I fi rst spoke with Rebecca, 

my attention was drawn to the faded 

Polaroid photo that she grasped 

tightly in her fi st. It was the picture of 

a jubilant 22-year-old Rebecca on 

the day of her graduation from an 

Ivy League university. She stood 

beside her parents and her older 

sister, everyone gleaming with pride 

about all that she had accomplished 

and fi lled with the greatest of expec-

tations about all that would lie ahead 

for her. I later learned that she was 

planning to attend one of the most 

prominent law schools in the country, 

where she would pursue a special-

ization in maritime law. Everyone, in-

cluding  Rebecca, assumed that a life 

of happiness and personal fulfi llment 

would lie ahead.

   Before telling you the rest of 

Rebecca’s story, let me tell you 

more about my initial encounter 

with her. It was the Tuesday morn-

ing following Labor Day weekend. 

The summer was over, and I was 

returning from a restful vacation, 

burdened somewhat by the pros-

pects of the correspondence, the 

messages, and the new responsi-

bilities that awaited me. I had arrived 

early that morning, even before 

the receptionist, with the hope of 

getting a head start on my work. As I 

approached the clinic’s entrance, I 

was shocked, however, to fi nd a di-

sheveled woman lying up against the 

locked door. Her hair was dirty and 

knotted, her clothes torn and stained. 

She looked up at me with piercing 

eyes and spoke my name. Who was 

this woman? How did she know my 

name? The sight of countless home-

less people on the streets of the city 

every day had made me numb to the 

power of their despair, but I was 

suddenly startled to have one of 

them call me by name.  

 After unlocking the door, I asked 

her to come in and take a seat in the 

waiting room. As she emerged from 

a state of seeming incoherence, this 

woman told me that her name was 

“Rebecca Hasbrouck.” She explained 

that an old college friend whom 

she had phoned had given her my 

name and address. Rebecca’s friend 

apparently recognized the serious-

ness of her condition and urged her 

to get some professional help. 

  I asked Rebecca to tell me how 

I could be of assistance. With tears 

streaming down her face, she whis-

pered that she needed to “return to 

the world” from which she had fl ed 

3 years earlier. I asked her to tell me 

what that “world” was. The story 

that unfolded seemed unbelievable. 

She explained that just a few years 

earlier she was living a comfortable 

life in an upper-middle-class suburb. 

Both she and her husband were 

very successful attorneys, and their 

two sons were bright, attractive, 

and athletically gifted. Oddly, Rebecca 

stopped there, as if that were the 

end of her story. Naturally, I asked her 

what happened then. On hearing 

my question, her eyes glazed over 

as she drifted into a detached state 

of apparent fantasy. I continued to 

speak to her, but she did not seem 

to hear my words. Several minutes 

went by, and she returned to our 

dialogue.  

 Rebecca proceeded to tell me 

the story of her journey into depres-

sion, despair, and poverty. Interest-

ingly, the turning point in Rebecca’s 

life was almost 3 years to the day of 

our encounter. As she and her fam-

ily were returning from a vacation in 

the mountains, a large truck vio-

lently rammed their car, causing the 

car, which Rebecca was driving, to 

careen off the road and roll over 

several times. Rebecca was not sure 

how her body was propelled from 

the wreckage, but she does  recall 

lying near the burning vehicle as fi re 

consumed the three most important 

people in her life. For the weeks that 

she spent in the hospital, recovering 

from her own serious injuries, includ-

ing brain trauma, she wandered in and 

out of consciousness, covinced all 

the while that her experience was 

merely a bad dream from which she 

would soon awaken.  

 On her release from the hospital, 

she returned to her empty home but 

was tormented relentlessly by the 

voices and memories of her sons 

and husband. Realizing that she was 

in emotional turmoil, she turned to her 

mother for support and assistance. 

Sadly, Rebecca’s mother was strug-

gling with one of her recurring epi-

sodes of severe depression and 

was unable to help Rebecca in her 

time of need. In fact, her mother 

sternly told Rebecca never to call 

again, because she did not want to 

be “burdened by” Rebecca’s diffi -

culties. Adding to Rebecca’s dismay 

was the fact that she received a 

similar distancing response from the 

parents of her deceased husband, 

who told Rebecca that it was too 

painful for them to interact with the 

woman who had “killed” their son 

and grandchildren. 

  Feeling that she had no one 

to whom she could turn for help, 

Rebecca set out in search of her lost 

family members. In the middle of a 

cold October night, she walked out 

the front door of her home, dressed 

only in a nightgown and slippers. 

Walking the 4-mile distance into the 

center of town, she called out the 

names of these three “ghosts” and 

searched for them in familiar places. 

At one point, she went to the front 

door of the police chief’s home and 

screamed at the top of her lungs 

that she wanted her sons and husband 

“released from prison.” A police car 

was summoned, and she was taken 

to a psychiatric emergency room. 

However, during the process of her 

admission, she cleverly slipped away 

and set out on a path to reunite 

with her family members, who were 

“calling out” to her. During the 3 years 

that followed this tragic episode, 

Rebecca had fallen into a life of 

homelessness, losing all contact with 

her former world.

        Sarah     Tobin, PhD            
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4 Chapter 1 Understanding Abnormality

 I
n each chapter of this book, you will read a case study 

written in the words of Dr. Sarah Tobin, who is a com-

posite of many of the qualities found in a good clinical 

psychologist. At the beginning of each chapter, Dr. Tobin 

tells us about her initial encounter with a client who has a 

problem pertinent to the content of that chapter. At the end 

of the chapter, after you have developed a better understand-

ing about the client’s disorder, we will return to Dr. Tobin’s 

detailed discussion of the case. We believe that you will fi nd 

each case to be an exciting opportunity to hear the thoughts 

of a clinician and you will develop an appreciation for the 

complexity and challenges involved in the diagnosis and 

treatment of psychological disorders. 

  The fi eld of abnormal psychology is fi lled with countless 

fascinating stories of people who suffer from psychological 

disorders. In this chapter, we will try to give you some sense 

of  the reality that psychological disturbance is certain to 

touch everyone, to some extent, at some point in life. As you 

progress through this course, you will almost certainly develop 

a sense of the pain and stigma associated with psychological 

problems. You will fi nd yourself  drawn into the many ways 

that mental health problems affect the lives of individuals, 

their families, and society. In addition to becoming more 

personally exposed to the emotional aspects of  abnormal 

psychology, you will learn about the scientifi c and theoretical 

basis for understanding and treating the people who suffer 

from psychological disorders.  

 What Is Abnormal Behavior?      

 Think about how you would feel if  you were to see someone 

like Rebecca walking around your neighborhood. You might 

be shocked, upset, or afraid, or you might even laugh. Why 

would you respond in this manner? Perhaps Rebecca would 

seem abnormal to you. But think further about this. On what 

basis would you judge Rebecca to be abnormal? Is it her 

dress, the fact that she is mumbling to herself, that she 

sounds paranoid, or that she is psychologically unstable? 

And what would account for your emotional responses to 

seeing this woman? Why should it bother you to see Rebecca 

behaving in this way? Do you imagine that she will hurt you? 

Are you upset because she seems so helpless and out of con-

trol? Do you laugh because she seems so ridiculous, or is 

there something about her that makes you nervous? Perhaps 

you speculate on the causes of Rebecca’s bizarre behavior. 

Is she physically ill, intoxicated, or psychologically disturbed? 

And, if  she is psychologically disturbed, how could her dis-

turbance be explained? You might also feel concerned about 

Rebecca’s welfare and wonder how she might be helped. 

Should you call the police to take her to a hospital? Or 

should you just leave her alone, because she presents no real 

danger to anyone? You may not have experienced a situa-

tion involving someone exactly like Rebecca, but you have 

certainly encountered some people in your life whom you 

regard as abnormal, and your reactions to these people 

probably have included the range of  feelings you would 

experience if  you were to see Rebecca. 

    Conditions like Rebecca’s are likely to touch you in a 

very personal way. Perhaps you have already been touched 

by the distressing effects of psychological disorders. Perhaps 

you have been unusually depressed, fearful, or anxious, or 

maybe the emotional distress has been a step removed from 

you: Your father struggles with alcoholism, or your mother 

has been hospitalized for severe depression; a sister has an 

eating disorder, or your brother has an irrational fear. If  you 

have not encountered a psychological disorder within your 

immediate family, you have very likely encountered one in 

your extended family and circle of friends. You may not have 

known the formal psychiatric diagnosis for the problem, and 

you may not have understood its nature or cause. But you 

knew that something was wrong and that professional help 

was needed. 

    Until they are forced to face such problems, most peo-

ple believe that “bad things” happen only to other people. 

Other people have car accidents, other people get cancer, 

and other people become severely depressed. We hope that 

reading this textbook will help you go beyond this “other 

people” syndrome. Psychological disorders are part of  the 

   This woman claims that her telephone conversations are being 
recorded by someone who wants to harm her. If you were her friend, 
how would you go about assessing whether her concerns are legiti-
mate or whether her thinking is disturbed? 



human experience, touching the life—either directly or 

indirectly—of every person. As you read about these dis-

orders and the people who suffer with them, you will fi nd 

that most of  these problems are treatable, and many are 

preventable. 

    What is abnormal behavior? You may have read this 

word in the title of the book without giving it much thought. 

Perhaps you told a friend that you were taking a course in 

abnormal psychology. Think about what you had in mind 

when you read or used the word  abnormal  as applied to 

human behavior. How would you defi ne abnormal behavior? 

Read the following examples. Which of these behaviors do 

you regard as abnormal?

   ■    Finding a “lucky” seat in an exam  

  ■    Being unable to sleep, eat, study, or talk to anyone else 

for days after a lover says, “It’s over between us”  

  ■    Breaking into a cold sweat at the thought of being 

trapped in an elevator  

  ■    Swearing, throwing pillows, and pounding fi sts on the 

wall in the middle of an argument with a roommate  

  ■    Refusing to eat solid food for days at a time in order 

to stay thin  

  ■    Having to engage in a thorough hand-washing after 

coming home from a ride on a bus  

  ■    Believing that the government has agents who are lis-

tening in on telephone conversations  

  ■    Drinking a six-pack of beer a day in order to be “soci-

able” with friends after work   

What is your basis for deciding between normal and abnor-

mal? As you can see from this exercise, this distinction is 

often diffi cult to make. It may even seem arbitrary, yet it is 

essential that you arrive at a clear understanding of this term 

to guide you in your study of the many varieties of human 

behavior discussed in this book.  

 Defi ning Abnormality 

 Let’s take a look at four important ways in which we will be 

discussing abnormality throughout the remainder of  this 

book. These criteria are based on the current diagnostic pro-

cedures used in the mental health community. Abnormality 

could also be defi ned in terms of infrequency (such as left-

handedness) or deviation from the average (such as extremes 

in height). In abnormal psychology, such statistical criteria 

typically are not considered relevant.  

 Distress   The story of Rebecca is that of a woman whose 

life was thrown into emotional chaos following a traumatic 

event in which she witnessed the death of her husband and 

sons. The horror of this image propelled her into a state of 

profound psychological turmoil, as she looked for ways to 

cope with the loss of the most important people in her life. 

Distress, the experience of  emotional or physical pain, is 

common in life. At times, the level of pain becomes so great 

that an individual fi nds it diffi cult to function. As you will 

see in many of the conditions discussed in this book, psy-

chological pain, such as deep depression or intense anxiety, 

may be so great that some people cannot get through the 

tasks of daily life. 

       Impairment   In many instances, intense distress leads to a 

reduction in a person’s ability to function, but there are also 

instances in which a person’s functioning is defi cient but he 

or she does not feel particularly upset. Impairment involves 

a reduction in a person’s ability to function at an optimal or 

even an average level. For example, when a man consumes 

an excessive amount of alcohol, his perceptual and cognitive 

functioning is impaired, and he would be a danger behind 

the wheel of a car. He might not describe himself  as feeling 

distressed, however; on the contrary, he may boast about 

how great he feels. For some of the conditions that you will 

read about, people feel fi ne and describe themselves with 

positive terms; however, others would regard them as func-

tioning inadequately in primary spheres of life, such as at 

work or within their families. In the case of Rebecca, we see 

a woman who is both distressed and impaired.   

 Risk to Self or Other People   Sometimes people act in ways 

that cause risk to themselves or others. In this context,  risk  

refers to danger or threat to the well-being of a person. For 

example, we would describe a severely depressed woman, 

such as Rebecca, as being at risk of committing suicide. In 

other situations, an individual’s thoughts or behaviors are 

threatening to the physical or psychological welfare of other 

people. Thus, people who abuse children or exploit other 

people create a risk in society that is considered unacceptable 

and abnormal. Rebecca Hasbrouck certainly engaged in  be-

havior that put her at risk, as she lived a life of a homeless 

person; out of  contact with reality and loved ones, she 

What Is Abnormal Behavior? 5

   The anxiety about public speaking experienced by this woman may 
cause such a high level of tension that she becomes unable to con-
tinue her presentation. 
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roamed the streets, looking for the family members who had 

been killed.   

 Socially and Culturally Unacceptable Behavior   Our fi nal 

criterion for abnormality is behavior that is outside the norms 

of the social and cultural context within which it takes place. 

For example, it wouldn’t be odd to see people with painted 

faces and bizarre outfi ts cheering inside a college basketball 

arena, but such behavior would be abnormal in a college 

classroom. In this example, the social context calls for, and 

permits, very different kinds of behavior; people who deviate 

from the expected norms are regarded as abnormal. 

     Some behavior that is regarded as odd within a given culture, 

society, or subgroup may be quite common elsewhere. For 

example, some people from Mediterranean cultures believe 

in a phenomenon called  mal de ojo,  or evil eye, in which, 

they contend, the ill will of other people can affect them in 

profound ways. As a result, they may experience various 

bodily symptoms, such as fi tful sleep, stomach distress, and 

fever. People expressing such beliefs in contemporary Amer-

ican culture might be regarded as odd, possibly a bit para-

noid, or overly emotional. Returning to the case of Rebecca, 

her attempts to contact deceased loved ones would be con-

sidered bizarre in the United States but would not be con-

sidered unusual in other cultures where communication with 

the dead is an accepted cultural norm. As you can see, the 

context within which a behavior takes place is a critical 

determinant of whether it is regarded as abnormal. Although 

any one of the above four criteria could serve as the basis 

for defi ning abnormality, often there is an interaction. For 

example, a deeply distressed person will customarily be im-

paired and may even be a risk to self  or others.    

 Challenges Involved in Characterizing 
Abnormal Behavior 

 The four criteria just discussed might lead you to imagine 

that defi ning abnormality is a fairly straightforward process. 

However, you will learn as you read this book and study 

about various conditions that there is rarely a clear delinea-

tion between what is normal and what is abnormal. Even 

experienced clinicians and researchers disagree about what 

constitutes a psychological disorder, as we will discuss in 

more depth in the next chapter. 

    The complexity of diagnosing abnormal psychological 

conditions was highlighted in a classic study conducted by 

David Rosenhan in 1973, the conclusions of which continue 

to resonate in the mental health fi eld. Rosenhan reported the 

fi ndings of a study in which eight people successfully fooled 

the staffs of  12 psychiatric hospitals located across the 

United States. These people were all sane and were employed 

in a variety of mostly professional occupations. They each 

presented themselves at a hospital’s admissions offi ce, com-

plaining that they had been hearing voices that said, “Empty,” 

“Hollow,” and “Thud.” The kind of existential psychosis that 

these symptoms were supposed to represent had never been 

reported in the psychiatric literature, which is why those symp-

toms were chosen. No other details about the lives of the pseu-

dopatients (except their names and employment) were changed 

when they described themselves; consequently, their histories 

and current behaviors outside of their symptoms could not be 

considered abnormal in any way. All the hospitals accepted the 

pseudopatients for treatment. Once admitted to the hospitals, 

the pseudopatients stopped fabricating any symptoms at all. 

None of the staff in any of the hospitals detected the sanity 

of the pseudopatients and, instead, interpreted the ordinary 

activities of the pseudopatients on the hospital wards as fur-

ther evidence of their abnormality. One of the most troubling 

experiences for the pseudopatients was a feeling of dehuman-

ization, as they felt that no one on the staff cared about their 

personal issues and needs. Further, despite their efforts to con-

vince the staff that they were normal, no one believed them, 

with the interesting exception of some of the real patients who 

guessed that they might be either reporters or researchers try-

ing to get an inside look at mental hospitals. 

    It took from 7 to 52 days for the pseudopatients to be 

released from the hospitals. By the time they left, each had been 

given a diagnosis of “schizophrenia in remission”; in other 

words, their symptoms were no longer evident, at least for the 

time being. Rosenhan (1973) concluded that the misattribution 

of abnormality was due to a general bias among hospital staff  

to call a healthy person sick: “better to err on the side of cau-

tion, to suspect illness even among the healthy” (p. 251). 

    Rosenhan’s study was criticized on both ethical and 

methodological grounds. Ethical concerns were raised about 

   Do you think that wearing such unusual headgear to run in the Boston 
marathon is normal or abnormal behavior? 



the fact that the study involved the deception of the mental 

health professionals whose job it was to diagnose and treat 

the pseudopatients. Methodological questions were raised by 

the fact that no attempt was made to exercise the usual exper-

imental controls on a study of this nature, such as having a 

comparison group (Spitzer, 1975). Other criticisms pertained 

to diagnostic issues. The pseudopatients were reporting seri-

ous symptoms (hallucinations) that would understandably 

lead most clinicians to a provisional diagnosis of a serious 

psychological condition such as schizophrenia. At the point 

of discharge, the fact that the pseudopatients were labeled as 

being in remission implied that they were symptom-free. 

Technically, the staff  probably felt reluctant to label these 

individuals as normal in light of the fact that the pseudo-

patients had previously complained of schizophrenia-like 

symptoms (Farber, 1975). 

    Despite these criticisms, Rosenhan’s results and the 

debates that followed in the study’s aftermath were part of 

the momentum in the late 1960s and early 1970s to change 

attitudes toward institutionalization of psychologically dis-

turbed individuals. At the same time, mental health profes-

sionals were in the process of  changing the system for 

diagnosing many disorders, including schizophrenia. The 

point of the study, however, is still pertinent today. When a 

patient in a psychiatric hospital claims to be “the sane one 

in an insane place,” would anyone believe the patient? 

    In the decades since Rosenhan conducted this controver-

sial study, much has changed in the mental health fi eld. The 

pendulum seems to have swung to the other extreme—many 

people with diagnosable forms of psychosis are fi nding it 

diffi cult to gain admission to mental health facilities. Scrib-

ner (2001) studied the experience of seven people with long, 

well-documented histories of chronic schizophrenia, each of 

whom was in the midst of an acute episode of symptoms. 

When they presented themselves for admission, six of the 

seven people were denied treatment. Scribner concluded that 

would-be consumers of  mental health services now face 

many bureaucratic impediments to receiving care. 

    To test out the extent to which things may have changed 

in the fi eld of psychiatry in the four decades since Rosenhan’s 

study, author-psychologist Lauren Slater (2004) made several 

attempts to replicate the experience of Rosenhan’s pseudo-

patients. She went to emergency rooms with the complaint 

that she was hearing a voice saying “thud” but had no other 

symptoms. In every instance she was denied admission. Most 

commonly, she was diagnosed as having depression with 

psychotic symptoms and then prescribed medication and 

sent on her way. Slater contrasts her experiences with those 

of Rosenhan’s pseudopatients by noting that, although she 

was mislabeled, she was not “locked up.” She also notes 

another experience that differed from that of the pseudo-

patients in that she was treated with “palpable kindness” by 

every medical professional, and she never felt diminished by 

their diagnoses. 

    Although there are many methodological and ethical 

debates related to research involving pseudopatients, the re-

search by David Rosenhan served to initiate dialogue that 

has lasted for decades about what constitutes abnormal be-

havior, and how mental health clinicians should and actually 

do respond to people presenting symptoms outside of normal 

experience.   

 What Causes Abnormality? 

 Now that we have discussed criteria for defi ning abnormal-

ity, we can turn our attention to its causes. In trying to under-

stand why people act and feel in ways that are regarded as 

abnormal, social scientists look at three dimensions: biologi-

cal, psychological, and sociocultural. In other words, abnor-

mal behavior arises from a complex set of determinants in 

the body, the mind, and the social context of the individual. 

Throughout this book, you will see that all three of these 

domains have relevance to the understanding and treatment 

of psychological disorders. In Chapter 4, we will discuss in 

much greater depth the theoretical approaches associated 

with these general causal categories.  

 Biological Causes   In their efforts to understand the causes 

of abnormal behavior, mental health experts carefully evaluate 

what is going on in a person’s body that can be attributed to 

genetic inheritance or disturbances in physical functioning. As 

a routine component of every evaluation, Dr. Tobin assesses 

the extent to which a problem that seems to be emotionally 

caused can be explained in terms of biological determinants. 

Understanding the important causal role of biology also alerts 

Dr. Tobin to the fact that she may need to incorporate biolog-

ical components, such as medication, into her intervention. 

  As is the case with many medical disorders, various psy-

chological disorders run in families. Major depressive disor-

der is one of these disorders. The odds of a son or daughter 

of a depressed parent developing depression are statistically 

greater than they are for offspring of nondepressed parents. 

In the case of Rebecca Hasbrouck, Dr. Tobin would attend 

to the fact that Rebecca’s mother suffers from recurring epi-

sodes of depression. Might Rebecca carry within her body a 

genetic vulnerability to developing a similar mood disorder? 

  In addition to considering the role of genetics, clinicians 

also consider the possibility that abnormal behavior may be 

the result of disturbances in physical functioning. Such dis-

turbances can arise from various sources, such as medical 

conditions, brain damage, or exposure to certain kinds of 

environmental stimuli. Many medical conditions can cause a 

person to feel and act in ways that are abnormal. For example, 

a medical abnormality in the thyroid gland can cause wide 

variations in mood and emotionality. Brain damage resulting 

from a head trauma, even a slight one, can result in bizarre 

behavior and intense emotionality. Similarly, the ingestion of 

substances, either illicit drugs or prescribed medications, can 

result in emotional and behavioral changes that mimic a psy-

chological disorder. Even exposure to environmental stimuli, 

such as toxic substances or allergens, can cause a person to 

experience disturbing emotional changes and behavior.   

What Is Abnormal Behavior? 7
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 R E A L  S T O R I E S 

 KELSEY GRAMMER: RECOVERING FROM TRAUMA 

 T
he case of Rebecca Hasbrouck, 
which opens this chapter, tells the 
story of a woman who has survived 

a trauma that changed her life. Witness-
ing the death of her beloved sons and 
husband provoked such havoc in her 
mind that Rebecca lost touch with reality. 
The enduring effects of traumatic experi-
ences have been discussed in recent 
years by people, some quite famous, 
who have stepped forward to share 
their stories chronicling the residual 
 effects of these intensely disturbing experi-
ences. The life of actor Kelsey Grammer, 
who is known throughout the world for 
his television role as Dr. Frasier Crane 
on the sitcom  Frasier,  is an example of 
how intensely troubling family experi-
ences can impair one’s functioning in 
life for years. 
  Grammer’s bouts with tragedy began 
very early in his life. When Grammer 
was 12, his father was shot and killed 
by a man who was found not guilty by 
 reason of insanity. Even though he had 
not been close to his father during his 
childhood, this trauma left him feeling 
 vulnerable in many ways; in particular, 
he came to feel that life could not be 
trusted. Eight years after the murder of 
his father, Grammer’s sister was ab-
ducted, raped, and murdered. It was 
Grammer’s task to identify her body. 
The nightmare continued when, at the 
age of 25, Grammer found himself 
once again mourning  family members—
his two half-brothers had died in a 
scuba diving accident. 
  Like so many people devastated by 
profound personal losses and hurts, 
Grammer sought ways to relieve his pain 
and became involved in substance abuse 
and troubled intimate relationships. In 
1988 he was arrested for drunken driving 

and cocaine possession.           In 1990 he was 
arrested again and sentenced to 30 days 
in jail when he failed to appear in court. 
In 1996, he fl ipped his sports car in an 
alcohol- related incident, after which 
he sought  professional help for his 
substance-abuse problems at the Betty 
Ford Center. 
  The story of Grammer’s intimate rela-
tionships mirrored the internal chaos with 
which he was struggling, as he became 
involved with women he describes in 
negative terms. His fi rst marriage, to a 
woman named Doreen, was short-lived, 
as Grammer became increasingly dissat-
isfi ed. He moved on to involvement with 
Agnes, a woman who made several sui-
cide attempts, and later he entered a re-
lationship with another volatile woman, 
Cerlette. Subsequently, he married Leigh-
Anne, a woman who Grammer asserts 
abused him verbally and physically until 
he fi nally ended the marriage. 
  In his autobiographical book,  So 

Far  . . . , Grammer uses emotionally 

charged words to recount his experi-
ences following the death of his father. 

 The truth is, life at home was awful. 
It seemed that my grandmother and 
my mother, and even my sister at 
times, were members of a bizarre 
conspiracy, its sole purpose to ensure 
that I fulfi ll their needs. 
  No matter what I was doing, they 
could call at any time and make me 
stop. Not because there was a big 
problem, but maybe just because 
they were having a fi ght. I was the 
glue, the man of the family.  

  In describing his reaction to his sister’s 
murder, Grammer writes,

  I walked back to the house in a kind 
of daze. Karen was dead. I had 
trouble letting that sink in. It was too 
much to comprehend. Murdered. 
  I stood searching helplessly for 
an appropriate response. I should 
be crying, I thought. I entered the 
kitchen and went back to cooking. 
Yes, I thought, I should be crying, 
and so I tried. But it didn’t work. 
Something strange was going on. 
It was as if I were split in two, and 
one half of me was watching the 
other. One a victim, and the other 
an observer, noting from the dis-
tance like a stranger what was hap-
pening to me. 
  It’s diffi cult to explain what I was 
going through. The one who was 
watching said, What the hell is 
wrong with you? Your sister’s dead. 
Why aren’t you crying? Didn’t you 
love your sister? 
  Of course I did, the other said, 
feeling guilty the tears would just 
not come, and fearing if they did the 
watching one would say that they 
weren’t real. (p. 80)   

 Source: Excerpted from So  Far  . . . by      Kelsey 
  Grammer.      Copyright ©1995 by Kelsey Grammer. 
Used by permission of Dutton, a division of 
Penguin Group (USA) Inc. 
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 Psychological Causes   If  biology could provide all the an-

swers, then we would regard mental disorders as medical 

diseases. Obviously, there is more to the story. Disturbance 

commonly arises as a result of  troubling life experiences. 

Perhaps an event an hour ago, last year, or in the early days 

of a person’s life has left its mark in ways that cause drama-

tic changes in feelings or behavior. For example, a demean-

ing comment from a professor can leave a student feeling 

hurt and depressed for days. A disappointment in an inti-

mate relationship can evoke intense emotionality that lasts 

for months. A trauma that took place many years ago may 

continue to affect a person’s thoughts, behavior, and even 

dreams. Life experiences may also contribute to psychologi-

cal disorder by causing the individual to form negative asso-

ciations to certain stimuli. For example, an irrational fear of 

small spaces may arise from being trapped in an elevator.  

   The trauma experienced by Rebecca Hasbrouck was so 

intense that her life was thrown into chaos and profound 

disturbance that would last for years. For Dr. Tobin to under-

stand the nature of Rebecca’s disorder, it would be important 

that she have a grasp of the extent of the trauma; such an 

understanding would also inform the treatment plan that she 

would develop to help Rebecca. 

  Thus, in evaluating psychological causes for abnormal-

ity, social scientists and clinicians consider a person’s experi-

ences. Most experiences are interpersonal—events that take 

place in interactions with other people. But people also have 

intrapsychic experiences, those that take place within 

thoughts and feelings. As you will see later in the text, emo-

tional problems can arise from distorted perceptions and 

faulty ways of thinking. Take the case of a college student, 

Matt, who inferred that his girlfriend was angry with him 

because she failed to return his phone call. For more than a 

day he was affected by feelings of anger, which led to feelings 

of depression. He later found out that his answering machine 

had malfunctioned when his girlfriend called back. After 

discussing the situation with his roommate, he realized that 

his response had been irrational. As he thought about it, he 

realized that his reaction was probably related to a long his-

tory of disappointments with his parents, who had hurt him 

countless times with their unreliability. Having internalized 

the notion that important people tend to disappoint, Matt 

now expected this to happen, even when the facts did not 

support his conclusion. Just as biology can lead to the devel-

opment of abnormality, so can the psychologically signifi -

cant events in a person’s life.   

 Sociocultural Causes   Much of who we are is determined 

by interpersonal interactions that take place in the concentric 

circles of our lives. The term  sociocultural  refers to the vari-

ous circles of social infl uence in the lives of people. The most 

immediate circle comprises those people with whom we inter-

act on the most local level. For the typical college student, 

this would be a roommate, co-workers, and classmates who 

are seen regularly. Moving beyond the immediate circle are 

those people who inhabit the extended circle of relationships, 

such as family members back home or friends from high 

school. A third circle comprises the people in our environ-

ments with whom we interact minimally, and rarely by name, 

perhaps residents of our community or campus, whose stan-

dards, expectations, and behaviors infl uence our lives. A 

fourth social circle is the much wider culture in which we live, 

such as American society. 

  Abnormality can be caused by events in any or all of 

these social contexts. Troubled relationships with a roommate 

or family member can cause a person to feel deeply distressed. 

A failed relationship with a lover might lead to suicidal  de-

pression. Involvement in an abusive relationship may initiate 

an interpersonal style in which an abused person becomes 

repeatedly caught up with people who are hurtful and dam-

aging. Being raised by a sadistic parent may cause a person 

to establish a pattern of close relationships characterized by 

control and emotional hurt. Political turmoil, even on a rela-

tively local level, can evoke emotions ranging from disturbing 

anxiety to incapacitating fear. For some people, the cause of 

abnormality is much broader, perhaps cultural or societal. 

For example, the experience of discrimination has profound 

impact on a person who is part of a minority group, whether 

involving race, culture, sexual orientation, or disability. 

  Some social critics have taken an unorthodox stand in 

pointing out ways in which they believe that society can be at 

the roots of what is regarded and labeled as abnormal. Noted 

British psychiatrist R. D. Laing (1964) stirred up a debate that 

has lasted several decades by contending that modern society 

dehumanizes the individual, and that people who refuse to 

abide by the norms of this society are psychologically health-

ier than those who blindly accept and live by such restrictive 

social norms. Along similar lines, American psychiatrist 

Thomas Szasz (1961) argued that the concept of mental illness 

is a “myth” created by modern society and put into practice 

by the mental health profession. Szasz proposed that a better 

way to describe people who cannot fi t into society’s norms is 

that they have “problems in living.” Such terminology avoids 

labeling people as “sick” and, instead, indicates that their dif-

fi culties stem from a mismatch between their personal needs 

and society’s ability to meet those needs. 

  Criticisms of the mental health establishment, such as 

those raised by Laing and Szasz, became more credible when 

researcher David Rosenhan conducted a radical study, dis-

cussed earlier, that caused many people in the scientifi c com-

munity to take a second look at institutionalization. 

  Although most mental health professionals now regard 

the ideas of Laing and Szasz as simplistic and the Rosenhan 

study as methodologically fl awed, their ideas have caused 

mental health professionals to weigh the issues that these 

theorists have raised. The mental health community as a 

whole seems more sensitive today than in decades past to 

the need to avoid labeling people with psychological disor-

ders as socially deviant. Such views also help promote social 

acceptance of people with emotional problems. 

  Returning to the case of Rebecca, there are two ways in 

which sociocultural infl uences can be seen as playing a role 

What Is Abnormal Behavior? 9
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in her depression. First, as the child of a depressed mother, 

Rebecca grew up in a family in which maternal impairment 

may have left its mark on her. Second, following the acci-

dent, Rebecca was profoundly affected by the decision of her 

mother and in-laws to distance themselves from her. Although 

these signifi cant people in her life did not directly cause 

Rebecca’s symptoms, they played a role in aggravating her 

impairment because of their emotional distancing.    

 Abnormality: A Biopsychosocial Perspective 

 The three categories of the causes of abnormality are sum-

marized in  Table 1.1 . Disturbances in any of these areas of 

human functioning can contribute to the development of a 

psychological disorder. However, the causes of abnormality 

cannot be so neatly divided. There is often considerable 

interaction among the three sets of infl uences. Social scien-

tists use the term    biopsychosocial    to refer to the interaction 

in which biological, psychological, and sociocultural factors 

play a role in the development of the individual. As you will 

see when reading about the conditions in this textbook, the 

degree of infl uence of each of these variables differs from 

disorder to disorder. For some disorders, such as schizophre-

nia, biology plays a dominant role. For other disorders, such 

as stress reactions, psychological factors predominate. For 

other conditions, such as post-traumatic stress disorder, that 

are often associated with experiences under a terrorist regime, 

the cause is primarily sociocultural. 

    Related to the biopsychosocial model is a very important 

concept that sheds light on the biopsychosocial approach. 

Many research articles and scholarly writings are based on 

the    diathesis-stress model    ,  according to which people are born 

with a diathesis (or predisposition) that places them at risk 

for developing a psychological disorder. Presumably, this vul-

nerability is genetic, although some theorists have proposed 

that the vulnerability may also be acquired due to early 

life events, such as traumas, diseases, birth complications, 

and even family experiences (Meehl, 1962; Zubin & Spring, 

1977). When stress enters the picture, the person who carries 

such vulnerability is at considerable risk of  developing the 

disorder to which he or she is prone. Rebecca Hasbrouck is 

a woman with a diathesis in the form of a genetic vulner-

ability to the development of  a mood disorder. However, it 

was only following the experience of  an intense life stress, 

the accident and family deaths, that the depression emerged. 

When we turn to the discussion of  schizophrenia, you will 

read about the fascinating fi nding that this disorder, with a 

prominent genetic loading, cannot be fully explained by 

genetics. For example, in identical twin pairs, one twin may 

have the disorder while the other does not, even in instances 

involving a clear family history. As you will see, scientists 

believe that the affected twin must have been exposed to a 

stressor not encountered by the unaffected twin. 

    The bottom line, of course, is that psychological disorders 

arise from complex interactions involving biological, psycho-

logical, and sociocultural factors. Special kinds of vulnerabil-

ity, such as genetic vulnerability, increase the likelihood of 

developing given disorders. However, certain life experiences 

can protect people from developing conditions to which they 

are vulnerable. Protective factors, such as loving caregivers, 

adequate health care, and early life successes, reduce vulner-

ability considerably. In contrast, low vulnerability can be 

heightened when people receive inadequate health care, engage 

in risky behaviors (such as using drugs), and get involved in 

dysfunctional relationships. Some researchers provide quanti-

tative estimates of the relative contributions of genes and 

environment to the development of a psychological disorder. 

When we talk later in this book about specifi c disorders, such 

as schizophrenia, we will summarize the theories that scien-

tists propose to explain the roles of diathesis and stress in the 

development of each disorder.     

  TABLE 1.1   Causes of Abnormality       

   Biological    Genetic inheritance  

     Medical conditions  

     Brain damage  

     Exposure to environmental stimuli  

   Psychological    Traumatic life experiences  

     Learned associations  

     Distorted perceptions  

     Faulty ways of thinking  

Sociocultural    Disturbances in intimate relationships  

     Problems in extended relationships  

     Political or social unrest  

     Discrimination toward one’s social group     

REVIEW QUESTIONS  

  1.    What are the four kinds of  criteria that characterize 

abnormal behavior?  

  2.    On what psychological factor in Rebecca Hasbrouck’s 

case did Dr. Tobin focus?  

  3.    To what does diathesis refer?    

 Abnormal Psychology 
Throughout History  

 Now that you know about the complexities of defi ning and 

understanding abnormality, you can appreciate how very dif-

fi cult it is to understand its causes. The greatest thinkers of 

the world, from Plato to the present day, have struggled to 

explain the oddities of human behavior. In this section, we 

will look at how the mental health fi eld has arrived at current 



understandings of the causes and treatments of psychological 

disorders. You will see how ideas about psychological disor-

ders have taken a variety of twists and turns throughout 

recorded history. There is every reason to expect that these 

concepts will continue to evolve. 

    Three prominent themes in explaining psychological dis-

orders recur throughout history: the mystical, the scientifi c, 

and the humanitarian. Mystical explanations of psychologi-

cal disorders regard abnormal behavior as the product of 

possession by evil or demonic spirits. The scientifi c explana-

tion looks for natural causes, such as biological imbalances, 

faulty learning processes, or emotional stressors. Humanitar-

ian explanations view psychological disorders as the result of 

cruelty, nonacceptance, or poor living conditions. Tension 

among these three themes has existed throughout history; at 

times, one or another has dominated, but all three have coex-

isted for centuries. Even in today’s scientifi c world, the hu-

manitarian and mystical approaches have their advocates. As 

you read about the historical trends in understanding and 

treating psychological disorders, see if  you can identify which 

theme is most prevalent at each stage.  

 Prehistoric Times: Abnormal Behavior 
as Demonic Possession 

 There is no written record of ideas regarding psychological 

disorders in prehistoric times, but there is mysterious arche-

ological evidence dating back to 8000  B.C.  during the Stone 

Age: skulls with holes drilled in them. Furthermore, there is 

evidence that the bone healed near these holes, which is 

taken to indicate that the procedure was surgical and that 

people survived it (Piek et al., 1999). Why would prehistoric 

people perform such bizarre surgery? 

    Anthropologists have wondered whether this kind of 

surgery, called    trephining    ,  was performed as a way of treating 

psychological disorders. Some theorize that prehistoric peo-

ple thought that evil spirits that were trapped inside the head 

caused abnormal behavior and that releasing the evil spirits 

would cause the person to return to normal. Another inter-

pretation is that trephining was used to treat medical prob-

lems. For all we know, the procedure might have been an 

effective treatment for some psychological disturbances 

caused by physiological imbalances or abnormalities. In any 

case, the skulls are the only evidence we have from that 

period of  history, and we can only speculate about their 

meaning (Maher & Maher, 1985). 

    Surprisingly enough, the practice of trephining did not end 

in the Stone Age (Gross, 1999). It was practiced all over the 

world from ancient times through the eighteenth century, for 

various purposes from the magical to the medical. Evidence of 

trephining has been found from many countries and cultures, 

including the Far and Middle East, the Celtic tribes in Britain, 

ancient and recent China, India, and various peoples of North 

and South America, including the Mayans, Aztecs, Incas, and 

Brazilian Indians. The procedure is still in use among certain 

tribes in Africa for the relief of head wounds. 

    Another practice that was used in ancient times was the 

driving away of evil spirits through the ritual of exorcism. 

Although intended as a cure through the conjuring of spirits, 

the procedures involved in exorcism seem more like torture 

to our contemporary eyes. The possessed person might be 

starved, whipped, beaten, and treated in other extreme ways, 

with the intention of driving the evil spirits away. Some were 

forced to eat or drink foul-tasting and disgusting concoc-

tions, which included blood, wine, and sheep dung. Some 

were executed, because they were considered a burden and 

a threat to their neighbors. These practices were carried out 

by a shaman, priest, or medicine man—a person thought by 

the community to possess magical powers. Although these 

practices are associated with early civilizations, variants of 

shamanism have appeared throughout history. The Greeks 

sought advice from oracles believed to be in contact with the 

gods. The Chinese practiced magic as a protection against 

demons. In India, shamanism fl ourished for centuries, and it 

still persists in Central Asia. 

    Had Rebecca lived at a time or in a culture in which 

exorcism was practiced, her symptoms might have been inter-

preted as signs of demonic possession. The voices she heard 

could have been devils speaking to her. Her bizarre behavior 

would have been perceived as evidence that she was under 

the control of a supernatural force. Frightened and disturbed 

by behaviors they could not understand, her neighbors might 

have sent her to a shaman, who would carry out the rites of 

exorcism. As you will see, such ideas played a prominent role 

in the understanding and treatment of psychological disor-

ders for centuries to follow.   

 Ancient Greece and Rome: The Emergence 
of the Scientifi c Model 

 Even though their theories now may seem strange, early 

Greek philosophers established the foundation for a system-

atic approach to psychological disorders. Hippocrates ( ca.  

460–377  B.C. ), whom many people consider the founder of 

modern medicine, was concerned not only with physical dis-

eases but with psychological problems as well. He believed 

that there were four important bodily fl uids that infl uenced 

physical and mental health: black bile, yellow bile, phlegm, 

and blood. An excess of any of these fl uids could account 

for changes in an individual’s personality and behavior. For 

example, an excess of  black bile would make a person 

depressed (melancholic), and an excess of  yellow bile 

would cause a person to be anxious and irritable (cho-

leric). Too much phlegm would result in a calm disposition 

bordering perhaps on indifference (phlegmatic). An over-

abundance of  blood would cause a person to experience 

unstable mood shifts (sanguine). Treatment of  a psycho-

logical disorder, then, involved ridding the body of the excess 

fl uid through such methods as bleeding, purging (forced 

excretion), and administering emetics (nausea-producing 

substances) and establishing a healthier balance through 

proper nutrition. 

Abnormal Psychology Throughout History 11
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    As unlikely as it sounds, Hippocrates’ classifi cation 

of  four types of  fl uid imbalances resurfaced in modern 

explanations of personality types. The classifi cation proposed 

by Hans Eysenck (1967), shown in  Figure 1.1 , is based on a 

psychological test that provides scores on various personality 

dispositions. The two dimensions of neurotic–normal and 

introvert–extrovert interact to produce four personality types. 

The resurfacing of ancient ideas in the form of a modern 

psychological theory suggests that, despite the very different 

philosophies that underlie these systems, there might be some-

thing to the notion that there are some enduring dimensions 

of personality. 

    The views of Hippocrates dominated medical thinking 

on the topic of psychological disorders for 500 years. However, 

these views were countered by the more popular belief in 

spiritual possession and the cruel treatment of psychologically 

disturbed people. The next signifi cant advances in the medical 

approach were made by two Greek physicians living in Rome, 

separated by 200 years, who introduced new and more hu-

mane ideas about psychological disorders. 

    In the fi rst century  B.C. , Aesclepiades rebelled against the 

Hippocratic belief that the imbalance of bodily substances 

caused psychological disorders. Instead, he recognized that 

emotional disturbances could result in psychological problems. 

Two hundred years later, Claudius Galen ( A.D.  130–200) de -

veloped a system of medical knowledge that revolutionized 

previous thinking about psychological as well as physical 

disorders. Rather than rely on philosophical speculation, 

Galen studied anatomy to discover answers to questions 

about the workings of the human body and mind. Unfortu-

nately, although Galen made important advances in medi-

cine, he essentially maintained Hippocrates’ beliefs that 

abnormality was the result of an imbalance of bodily sub-

stances. Nevertheless, the writings of Hippocrates and Galen 

formed the basis for the scientifi c model of abnormal behav-

ior. These views were to be buried under the cloud of the 

Middle Ages and the return to superstition and spiritual 

explanations of abnormality.  

  The Middle Ages and Renaissance: 
The Re-emergence of Spiritual Explanations 

 The Middle Ages are sometimes referred to as the “Dark 

Ages.” In terms of the approaches to psychological disor-

ders, this was indeed a dark period. No scientifi c or medical 

advances occurred beyond those of Hippocrates and Galen. 

In the rare cases in which people with psychological disor-

ders sought medical treatment, the physician could offer 

little beyond the barbaric methods of purging and bleeding, 

ineffectual attempts to manipulate diet, or the prescription 

of useless drugs. 

    During the Middle Ages, there was a resurgence of prim-

itive beliefs regarding spiritual possession. People turned to 

superstition, astrology, and alchemy to explain many natural 
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phenomena, including psychological and physical illnesses. 

Magical rituals, exorcism, and folk medicines were widely 

practiced. Beliefs in demonic possession were also used to 

account for abnormal behavior, and people who sought help 

from the clergy were treated as sinners, witches, or embodi-

ments of the devil. The punishment and execution of people 

accused of being witches became more widespread toward the 

end of the Middle Ages, especially during the Renaissance. 

    The dominance of religious thinking in the Middle Ages 

had both positive and negative effects on the care of psycho-

logically disturbed individuals. Beliefs in spiritual possession 

and the treatment of people as sinners had harmful effects. 

In contrast, ideas about Christian charity and the need to 

help poor and sick people formed the basis for more hu -

manitarian approaches to treatment. Monasteries began to 

open their doors to give these people a place to stay and 

receive whatever primitive treatments the monks could offer. 

Poorhouses, or homes for people who could not pay their 

living expenses, were built all over Europe. Many of them 

sheltered people who were emotionally disturbed. 

    Later, the poorhouses became known as    asylums    .  One of 

the most famous of these asylums was the Hospital of 

St. Mary of Bethlehem in London. Originally founded as a 

hospital for poor people in 1247, by 1403 it began to house 

people referred to at the time as “lunatics.” In the centuries to 

follow, the term  bedlam,  a derivative of the hospital’s name, 

became synonymous with the chaotic and inhumane housing 

of psychologically disturbed people who languished unat-

tended for years (MacDonald, 1981). As the hospital became 

more crowded and its occupants increasingly unruly, the hos-

pital workers resorted to chains and other punishments to keep 

the inhabitants under control. Similar conditions prevailed in 

other asylums as they became more and more crowded. Unfor-

tunately, the original intention of enlisting clergy to treat psy-

chologically disturbed individuals with humanitarian methods 

had disastrous consequences. Not until several centuries later 

were the humanitarian ideals reinstated. 

    In contrast to what you might learn in a history class 

about the Renaissance as a period of enlightenment, this 

period was far from enlightened with regard to psychological 

disorders. There were virtually no scientifi c or humanitarian 

advances during this entire period, and demonic possession 

remained the prevalent explanation for abnormal behavior 

of any kind. Some historical accounts have proposed that 

witch hunts, conducted on a wide scale throughout Europe 

and later in North America, were directed at people with 

psychological disturbances. These acts were seen as justifi ed 

by the publication of the  Malleus Malifi carum,  an indictment 

of witches written by two Dominican monks in Germany 

in 1486, in which witches were denounced as heretics and 

devils who must be destroyed in the interest of  preserving 

Christianity. The “treatments” it recommended were deporta-

tion, torture, and burning at the stake. Women, particularly 

old women, as well as midwives, were the main targets of 
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persecution. Once a woman was labeled a witch by the Church, 

there was no escape for her. 

    Were Rebecca to be treated during this era, she might 

have been regarded as a witch, especially if  she were heard 

to refer to the devil or any other supernatural force. How-

ever, if  she were lucky, someone might consult a medical 

practitioner. In the midst of  the witch hunt frenzy, some 

voices of reason were starting to be heard, and, in the 1500s, 

the idea began to spread that people who showed signs of 

demonic possession might be psychologically disturbed. In 

1563, a physician named Johann Weyer (1515–1588) wrote 

an important book called  The Deception of Demons,  in 

which he tried to debunk the myth that psychologically dis-

turbed people were possessed by the devil. Although Weyer 

did not abandon the notion of demonic possession, his book 

represented the fi rst major advance since the time of Galen 

in the description and classifi cation of forms of abnormal 

behavior. Weyer’s approach also formed the basis for what 

later became a renewal of  the humanitarian approach to 

psychologically disturbed people. However, at the time of 

his writing, Weyer was severely criticized and ridiculed for 

challenging the views held by the powerful and infl uential 

religious and political leaders of  the time. However, in 

another part of  Europe, Weyer’s radical ideas were being 

echoed by an Englishman, Reginald Scot (1538–1599), who 

deviated even further from the prevalent ideologies by deny-

ing the very existence of demons.   

 Europe and the United States in the 1700s: 
The Reform Movement 

 The eighteenth century was a time of massive political and 

social reform throughout Europe. By this point, public insti-

tutions housing individuals with psychological disorders had 

become like dungeons, where people were not even given the 

care that would be accorded an animal. The living condi-

tions for poor people were miserable, but to be both psycho-

logically disturbed and poor was a horrible fate. People with 

psychological disorders lived in dark, cold cells with dirt 

fl oors and were often chained to straw beds and surrounded 

by their excrement. It was widely believed that psychologi-

cally disturbed people were insensitive to extremes of heat 

and cold or to the cleanliness of  their surroundings. The 

“treatment” given to these people involved bleeding, forced 

vomiting, and purging. It took a few courageous people, who 

recognized the inhumanity of the existing practices, to bring 

about sweeping reforms. 

    The leader of  the reform movement was Vincenzo 

Chiarugi (1759–1820). Fresh from medical school, at age 26, 

he was given the responsibility of heading  Ospitdale di Bon-

ifacio,  the newly built mental hospital in Florence. Within a 

year of taking charge of the hospital, he instituted a set of 

revolutionary standards for the care of mental patients. These 

standards were a landmark in creating general principles for 

care of the mentally ill, including a detailed history for each 

patient, high hygiene standards, recreational facilities, occu-

pational therapies, minimal use of restraints, and respect for 

individual dignity. In 1793–1794, Chiarugi published a major 

work on the causes and classifi cation of insanity, which he 

regarded as due to impairment of the brain. Thus, Chiarugi 

made important contributions to both the humanitarian and 

scientifi c models of abnormality. 

    More attention was given, however, to the reforms of 

Philippe Pinel (1745–1826) in La Bicêtre, a hospital in Paris 

      If Rebecca were living in New England during the height of the Salem 
witch trials, she might have suffered the fate of the woman shown 
here being arrested.  

      This painting shows Philippe Pinel having the irons removed from the 
inmates at La Salpêtrière Hospital. It was actually Pinel’s employer, 
Jean-Baptiste Pussin, who performed this liberating gesture.  



with conditions like those faced by Chiarugi. On his appoint-

ment as a hospital physician in 1792, a hospital worker, 

Jean-Baptiste Pussin, who had begun the process of reform, 

infl uenced Pinel. Together, they made changes to improve the 

living conditions of the patients. When Pinel left La Bicêtre 

2 years later, Pussin stayed behind. It was then that Pussin 

made the bold gesture of freeing patients from their chains, 

an act for which Pinel is mistakenly given credit. After leaving 

La Bicêtre, Pinel became director of La Salpêtrière Hospital, 

where he and Pussin continued to spread these reforms. 

    England was the third country to see major reforms in 

its treatment of  psychologically disturbed individuals. In 

1792, an English Quaker named William Tuke established 

the York Retreat, an institution based on the religious hu-

manitarian principles of the Quakers. Tuke’s work was carried 

on by succeeding generations of his family. Their methods 

became known as    moral treatment    and were based on the 

philosophy that the mentally ill deserved to be treated with 

humanity. Underlying this approach was the philosophy 

that, with the proper care, people can develop self-control 

over their disturbed behaviors. Restraints were used only if  

absolutely necessary, and even in those cases the patient’s 

comfort came fi rst. 

    At the time of  Europe’s revolutionary reforms, similar 

changes in the care of  psychologically disturbed people 

were being initiated in the United States. Benjamin Rush 

(1745–1813) became known as the founder of American psy-

chiatry for his rekindling of interest in the scientifi c approach 

to psychological disorders. His text,  Observations and Inquiries 

upon the Diseases of the Mind,  written in 1812, was the fi rst 

psychiatric textbook printed in the United States. Rush, who 

was one of the signers of the Declaration of Independence, 

achieved fame outside psychiatry as well. He was a politician, 

statesman, surgeon general, and writer in many diverse fi elds, 

ranging from philosophy to meteorology. Because of his pres-

tigious role in American society, he was able to infl uence the 

institution of reforms in the mental health fi eld. In 1783, he 

joined the medical staff of Pennsylvania Hospital. Rush was 

appalled by the poor conditions in the hospital and by the 

fact that psychologically disturbed patients were placed on 

wards with the physically ill. He spoke out for changes that 

were considered radical at the time, such as placing psycho-

logically disturbed patients in separate wards, giving them 

occupational therapy, and prohibiting visits from curiosity 

seekers who frequented the hospital for entertainment. 

        In evaluating Rush’s contributions, we must also men-

tion that he advocated some of what we now regard as bar-

baric interventions that were accepted conventions at the 

time. For example, Rush supported the use of bloodletting 

and purging in the treatment of  psychological disorders. 

Some of his methods were unusual and seem sadistic now—

such as the “tranquilizer” chair, to which a patient was tied. 

The chair was intended to reduce stimulating blood fl ow to 

the brain by binding the patient’s head and limbs. Rush also 

recommended that patients be submerged in cold shower 

baths and frightened with threats that they would be killed. 

Other physicians at the time used similar techniques, such as 

surprise immersions into tubs of cold water and the “well-

cure,” in which a patient was placed at the bottom of a well 

as water was slowly poured into it. Rush and his contempo-

raries thought that the fright induced by these methods 

would counteract the overexcitement responsible for their 

patients’ violent and bizarre behavior (Deutsch, 1949). It is 

ironic that, in the spirit of reform, methods just as primitive 

as those of the Middle Ages continued to be developed. 

    Despite the more humane changes Rush advocated, con-

ditions in asylums worsened over the next 30 years with con-

tinued overcrowding. The psychologically disturbed patients 

were often forced to live in poorhouses and jails, where con-

ditions were even less conducive to treatment than in the asy-

lums. By 1841, when a Boston schoolteacher named Dorothea 

Dix (1802–1887) made her fi rst venture into these institu-

tions, conditions had become ripe for another round of major 

reforms. She was shocked and repulsed by scenes that were 

reminiscent of the horrifying conditions that European re-

formers had faced in the previous century. Her fi rst encoun-

ter was with the prison system, in which many psychologi-

cally disturbed people were incarcerated. Inmates were 

chained to the walls, no heat was provided for them, and they 

were forced to live in fi lth. Viewing these conditions was 

enough to set Dix off onto an investigative path. She traveled 

throughout Massachusetts, visiting jails and poorhouses and 

chronicling the horrors she witnessed. Two years later, Dix 

presented her fi ndings to the Massachusetts Legislature, with 

the demand that more state-funded public hospitals be built 

to care specifi cally for the psychologically disturbed. Dix be-

lieved, furthermore, that the proper care involved the appli-

cation of moral treatment. From Massachusetts, Dix spread 

her message throughout North America, and even to Europe. 

She spent the next 40 years campaigning for the proper treat-

ment of psychologically disturbed people. She was an  effective 

champion of this cause, and her efforts resulted in the growth 

of the state hospital movement. 

   Benjamin Rush’s methods of treatment, based on what he thought 
were scientifi c principles, would be considered barbaric by today’s 
standards. 
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    In the century to follow, scores of state hospitals were 

built throughout the United States. Once again, as in the 

Middle Ages, the best intentions of the mental health reform-

ers became lost and ultimately backfi red. These new state 

hospitals became so overcrowded and understaffed that treat-

ment conditions deteriorated. The wards in these hospitals 

overfl owed with people whose symptoms included violent 

and destructive behaviors. Under these circumstances, there 

was no way to fulfi ll Dix’s goal of providing moral therapy. 

Instead, the staff  resorted to the use of physical restraints 

and other measures that moral therapy was intended to 

replace. However, there were some reforms, such as allowing 

patients to work on the hospital grounds and to participate 

in various forms of recreation. At the same time, though, 

these institutions became custodial facilities where people 

spent their entire lives, an outcome that Dix had not antici-

pated. It simply was not possible to cure people of  these 

serious disorders by providing them with the well-intentioned 

but ineffective interventions proposed by moral therapy. 

Furthermore, over the course of several decades, the emphasis 

of this form of treatment had shifted almost solely toward 

disciplinary enforcement of the institution’s rules and away 

from the more humane spirit of the original idea. 

        Even though moral therapy was a failure, the humani-

tarian goals that Dix advocated had a lasting infl uence on 

the mental health system. Her work was carried forward into 

the 1900s by advocates of the mental hygiene movement—

most notably, Clifford Beers. In 1908, Beers wrote the auto-

biographical  A Mind That Found Itself,  which recounted 

in alarming detail his own harsh treatment in psychiatric 

institutions. Beers had become so enraged by the inhumane 

treatments that he established the National Committee for 

Mental Hygiene, a group of people who worked to improve 

the treatment of those in psychiatric institutions.   

 The 1800s to the 1900s: Development of 
Alternative Models for Abnormal Behavior 

 While Dix was engaged in her reform campaign, the super-

intendents of existing state mental hospitals were also trying 

to develop better ways to manage patients. In 1844, a group 

of 13 mental hospital administrators formed the Association 

of Medical Superintendents of American Institutions for the 

Insane. The name of this organization was eventually changed 

to the American Psychiatric Association. The founding of 

this organization gave rise to the    medical model    ,  the view that 

abnormal behaviors result from physical problems and 

should be treated medically. 

    The goals of the American Psychiatric Association were 

furthered by the publication in 1845 of a book on the pathol-

ogy and treatment of  psychological disorders by William 

Greisinger, a German psychiatrist. Greisinger focused on the 

role of the brain, rather than spirit possession, in abnormal 

behavior. Another German psychiatrist, Emil Kraepelin, was 

also infl uential in the development of the American psychi-

atric movement. Kraepelin carried further Greisinger’s ideas 

that brain malfunction caused psychological disorder. He is 

perhaps better known, however, for his efforts to improve the 

way that psychological disorders were classifi ed. Kraepelin’s 

ideas continue to be infl uential even today, and some of the 

distinctions he introduced are refl ected in contemporary sys-

tems of psychiatric diagnosis. For example, Kraepelin’s con-

cept of manic depression was a precursor to what is now 

called bipolar disorder; his concept of dementia praecox (pre-

mature degeneration) is now known as schizophrenia. 

    At the same time that the medical model was evolving, a 

very different approach to understanding psychological prob-

lems was also taking root. The    psychoanalytic model    ,  which 

seeks explanations of abnormal behavior in the workings of 

unconscious psychological processes, had its origins in the con-

troversial techniques developed by Anton Mesmer (1734–1815), 

a Viennese physician. Mesmer gained notoriety for his dra-

matic interventions involving hypnotic techniques. Expelled 

from Vienna for what were regarded as false claims of cure, 

Mesmer traveled to Paris, where the same misfortune befell 

him. Wherever he went, the medical establishment regarded 

him as a fraud because of his unbelievable assertions and ques-

tionable practices. In 1766, Mesmer published a book called 

 The Infl uence of the Planets,  which promoted the idea that 

magnetic fl uid fi lled the universe and, therefore, was in the 

bodies of all living creatures. He maintained that physical and 

psychological disturbances were the result of an imbalance in 

this magnetic fl uid, called animal magnetism. These distur-

bances could be corrected by a device Mesmer invented called 

a magnetizer. So many people became interested in this cure 

that Mesmer began to treat them in groups. Mesmer’s patients 

held hands around a baquet, a large oak tub containing 

   Dorothea Dix worked throughout the late 1800s to move psycho-
logically disturbed people from jails and poorhouses to state-funded 
hospitals where they could receive more humane treatment. 



water, iron fi lings, and glass particles, while he walked around 

them, stroking them with a magnetic wand. This practice be-

came exceptionally popular in Paris because of reports of 

benefi cial effects. Hundreds of sick individuals, particularly 

women, went to Mesmer’s clinic. The medical establishment 

decided to investigate Mesmer’s practices, which aroused sus-

picion due to their questionable scientifi c basis. In 1784, the 

French government invited Benjamin Franklin to head a com-

mission to investigate animal magnetism. The investigation 

lasted 7 years and concluded that the effects of magnetism 

were due to “excitement of the imagination” (Baker, 1990). 

    An English physician, James Braid (1795–1860), was 

intrigued by what he heard about magnetism’s popularity in 

France and decided to investigate how such a questionable 

method could actually produce such dramatic benefi ts. Braid 

became convinced that whatever positive effects occurred 

were unrelated to animal magnetism. Instead, Braid proposed 

that changes took place in people’s minds, outside their con-

scious awareness, that could explain the cures attributed to 

mesmerism. In 1842, Braid introduced the term    hypnotism    to 

describe the process of being put into a trance, which he 

believed to be the cause of Mesmer’s ability to effect changes 

in the minds of his subjects. He reasoned that some people 

treated by Mesmer’s method improved because they were in 

a hypnotic state and were open to suggestions that could 

result in the removal of their symptoms. The term    mesmerized    ,  

in fact, refers to this state of heightened suggestibility brought 

about by the words and actions of a charismatic individual. 

Braid’s explanation of hypnosis played an important role in 

leading practitioners to realize how powerful the mind can 

be in causing and removing symptoms. 

    Two decades later, Ambrose-Auguste Liébault (1823–1904), 

a French doctor, began to experiment with mesmerism. Many 

of Liébault’s patients were poor farmers, whom Liébault 

treated in his clinic in Nancy, France. Liébault discovered 

that he could use hypnotic sleep induction as a substitute for 

drugs. Liébault’s clinic eventually became well known for 

innovative treatments. In 1882, another physician, Hippolyte-

Marie Bernheim (1837–1919), who became one of the major 

proponents of hypnotism in Europe, visited Liébault. Bernheim 

was seeking Liébault’s help in treating a patient with severe 

back pains for whom other forms of therapy were unsuccess-

ful. Liébault’s cure of this patient convinced Bernheim that 

hypnosis was the wave of the future. 

    From their work at the Nancy clinic, Bernheim and 

Liébault gained international attention for advances in the use 

of hypnosis as a treatment for nervous and psychological dis-

orders. At the same time, an esteemed neurologist in Paris, 

Jean-Martin Charcot (1825–1893), was testing similar tech-

niques in La Salpêtrière Hospital. However, Charcot’s Sal-

pêtrière “school” of hypnosis differed sharply in its explana-

tion of how hypnosis worked. Charcot believed that hypno-

tizability was actually a symptom of a neurological disorder 

and that only people who suffered from this disorder could 

be treated by hypnosis. You can see how Charcot’s notion that 

hypnosis involved physical changes in the nervous system was 

a radical departure from the Nancy school’s position. The 

weight of evidence, however, was in favor of the Nancy school, 

and eventually Charcot adopted its position. Hypnosis was 

clearly understood as a psychological process that could be 

very instrumental in resolving certain kinds of  disorders. 

In particular, hypnosis became the treatment of choice for 

   hysteria    ,  a disorder in which psychological problems become 

expressed in physical form. A girl whom Mesmer “cured” of 

her blindness was probably suffering from hysteria; in other 

words, a psychological confl ict was converted into an appar-

ent sensory defi cit. Other forms of hysteria became widely 

known in the medical establishment, including various forms 

of paralysis, pain disorders, and a wide range of sensory def-

icits, such as blindness and hearing loss. 

    The development of hypnosis went on to play a central 

role in the evolution of psychological methods for treating psy-

chological disorders. In fact, Sigmund Freud (1856–1939) was 

heavily infl uenced by both Charcot and Bernheim in his early 

work with hysterical patients. Freud originally studied medicine 

      French neurologist Jean-Martin Charcot is shown demonstrating a 
hypnotic technique during a medical lecture.  
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      Anton Mesmer claimed that by redistributing the magnetic fl uids in 
the patient’s body he could cure psychological disorders. Mesmer, 
sitting in the left side of the room, is holding a wand while his patients 
hold metal rods.  
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in Vienna, where he trained as a neurologist. After graduating 

from the University of Vienna, Freud traveled to France to 

learn about hypnosis, a method of treatment that fascinated 

him. In  Studies in Hysteria  (Breuer & Freud, 1895/1982), 

 written with his colleague, Josef Breuer (1842–1925), Freud 

 analyzed the famous case of “Anna O.” and other women suf-

fering from hysteria. Freud and Breuer described how Anna O. 

was cured of her many and varied hysterical symptoms by the 

use of hypnosis. In addition, however, Anna O. urged Breuer, 

who was actually the one treating her, to allow her to engage 

in “chimney sweeping,” which she also called the “talking 

cure.” When she was allowed simply to talk about her 

problems, she felt better, and her symptoms disappeared. 

Freud and Breuer called this the cathartic method, a 

cleansing of the mind’s emotional confl icts through talking 

about them. The cathartic method was the forerunner of 

   psychotherapy    ,  the treatment of abnormal behavior through 

psychological techniques. This discovery eventually led Freud 

to develop    psychoanalysis    ,  a theory and system of practice 

that relied heavily on the concepts of the unconscious mind, 

inhibited sexual impulses, and early development, as well as the 

use of free association and dream analysis. 

    In the early 1900s, Freud attracted a variety of brilliant 

minds and courageous practitioners from across the Atlantic 

Ocean and all over Europe, who came to work with him at 

his home in Vienna. Although many of these people eventu-

ally broke ranks and went on to develop their own theories 

and training schools, Freud’s legacy continues to maintain 

an important position throughout the world. 

    At the same time as these developments were taking place 

in Vienna, the Russian physiologist Ivan Pavlov (1849–1936) 

discovered principles of classical conditioning in his experi-

ments on salivation in dogs. Some of his experiments included 

studies of learned neurotic behavior in dogs and provided a 

model of the learning of abnormal behavior through control 

of environmental conditions. Pavlov’s approach became the 

basis for the behaviorist movement begun in the United States 

by John B. Watson (1878–1958), who applied principles of 

classical conditioning to the learning of abnormal behavior in 

humans. Watson became best known in this country for the 

advice he gave to parents on childrearing. At around the same 

time, Edward L. Thorndike (1874–1949) developed the law of 

effect, which proposed that organisms will repeat behavior 

that produces satisfying consequences; this was the basis for 

operant conditioning. Building on this work, B. F. Skinner 

(1904–1990) formulated a systematic approach to operant con-

ditioning, specifying the types and nature of reinforcement as 

a way to modify behavior. Classical and operant conditioning 

models are now incorporated into many forms of therapeutic 

interventions. 

    Throughout the twentieth century, there emerged alterna-

tive models of abnormal behavior based on various experi-

mental approaches. The most prominent among these were 

the social learning theory of Albert Bandura (1925–), the cog-

nitive model of Aaron Beck (1921–), and the rational-emotive 

therapy approach developed by Albert Ellis (1913–2007). In 

Chapter 4, we will go into greater depth in the discussion of 

these theories and their use in treatment.   

 The Twenty-First Century: The Challenge of 
Providing Humane and Effective Treatment 

 When fi rst encountering the various historical approaches to 

understanding and treating psychological disorders, you may 

wonder how it could be possible for people to have such 

extreme beliefs as demonic possession and to propose such 

seemingly naive treatments as moral therapy and the use of 

mechanical devices as cures. However, if  you look around at 

the popular media and perhaps even in your local bookstore, 

you can readily fi nd examples of spiritual, mystical, or New 

Age approaches to physical and psychological treatment. 

For the most part, mainstream contemporary society takes 

a more scientifi c approach to understanding and treating 

psychological disorders. The scientifi c approach, rooted in 

the ideas of  ancient Greek philosophers and physicians, 

began to be applied systematically in the mid-1900s and is 

now the predominant view in Western culture. 

    In the 1950s, scientists introduced medications that con-

trolled some of the debilitating symptoms of severe psycho-

logical disturbance. Because of the many reports of dramatic 

reduction in symptoms, these medicines were quickly incor-

porated into the treatment regimens of mental hospitals. 

They were seen as an easy solution to the centuries-old prob-

lem of how to control the harmful and bizarre behaviors of 

psychologically disturbed people and possibly even to cure 

them. The initial hopes for these miracle drugs were naive 

and simplistic. No one realized that these medications could 

have harmful physical side effects, some of which could 

cause irreversible neurological damage. Swept away by early 

 enthusiasm, mental health professionals often became caught 

up in the indiscriminate and unselective use of large doses of 

powerful drugs. An extreme overemphasis on the medical 

model also had the unanticipated effect of inattention to the 

other mental health needs of these patients. 

    Until the 1970s, despite the growing body of knowledge 

about the causes of abnormal behavior, the actual practices 

used in the day-to-day care of psychologically disturbed peo-

ple were sometimes as barbaric as those used in the Middle 

Ages. Even people suffering from the least severe psycho-

logical disorders were often housed in what were known as 

the “back wards” of large and impersonal state institutions, 

without adequate or appropriate care. Although patients 

were not chained to the walls of their cells, they were fre-

quently severely restrained by the use of powerful tranquil-

izing drugs and straitjackets, coats with sleeves long enough 

to wrap around the patient’s torso. Even more radical was 

the indiscriminate use of behavior-altering brain surgery or 

the application of electrical shocks—so-called treatments that 

were often used as punishments intended to control unruly 

patients (see more on these procedures in Chapter 2). 



    Public outrage over these abuses in mental hospitals 

fi nally led to a more widespread realization that dramatic 

changes were needed in the provision of mental health ser-

vices. The federal government took emphatic action in 1963 

with the passage of groundbreaking legislation. The Mental 

Retardation Facilities and Community Mental Health Cen-

ter Construction Act of that year initiated a series of changes 

that would affect mental health services for decades to come. 

Legislators began to promote policies designed to move 

people out of institutions and into less restrictive programs 

in the community, such as vocational rehabilitation facilities, 

day hospitals, and psychiatric clinics. People were placed in 

halfway houses after their discharge from the hospital, which 

provided a supportive environment in which they could learn 

the social skills needed to re-enter the community. By the 

mid-1970s, the state mental hospitals, which had once been 

overfl owing with patients, were practically deserted ( Figure 1.2 ). 

Hundreds of thousands of people who had been confi ned to 

dreary institutions were freed, to begin living with greater 

dignity and autonomy. This process, known as the    deinstitu-

tionalization movement    ,  promoted the release of psychiatric 

patients into community treatment sites. 

        Unfortunately, like all other supposed breakthroughs in 

the treatment of psychologically disturbed people, the deinsti-

tutionalization movement did not completely fulfi ll the dreams 

of its originators. Rather than abolishing inhumane treatment, 

deinstitutionalization created another set of woes. Many of the 

promises and programs hailed as alternatives to institutional-

ization ultimately failed to come through because of inade-

quate planning and insuffi cient funds. Patients were often 

shuttled back and forth between hospitals, halfway houses, and 

shabby boarding homes, never having a sense of stability or 

respect. Some social critics have questioned whether the almost 

indiscriminate release of psychologically disturbed people was 

too radical a step that took place too rapidly. Although the 

intention of releasing patients from psychiatric hospitals was 

to free people who had been deprived of basic human rights, 

the result may not have been as liberating as many had hoped. 

In contemporary American society, many people who would 

have been found in psychiatric hospitals four decades ago are 

being moved through a circuit of shelters, rehabilitation pro-

grams, jails, and prisons, with a disturbing number of these 
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FIGURE 1.2  The number of patients in psychiatric hos-
pitals, 1980–2005       This fi gure shows the number (in thousands) 
of patients in long-term psychiatric hospitals in the United States of 
July 1 of each of the years shown on the graph. 
 Source: U.S. Bureau of the Census, 2007. 
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      Although deinstitutionalization was designed 
to enhance the quality of life for people who 
had been held for years in public psychiatric 
hospitals, many individuals left institutions 
only to fi nd a life of poverty and neglect on 
the outside.  
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individuals spending long periods of time as homeless and 

marginalized members of society. 

    If  a community program is to succeed, support must be 

provided to help seriously disturbed people cope with psycho-

logical disorders. Recovery from psychological disorders can be 

viewed as comparable to recovery from physical conditions. In 

both cases, there is a difference between cure and recovery. 

Even though people who have suffered an affl iction may con-

tinue to have symptoms, they can develop coping strategies that 

help them adapt and move on with their lives. An important 

component of this approach is the notion that people can re-

cover without professional intervention. Presumably, mental 

health professionals facilitate the recovery of a person with a 

psychological disorder, but it is really up to the client, the con-

sumer in this model, to take the steps toward recovery, usually 

by reaching out to others. Essential to recovery is the avail-

ability of people who are concerned about and supportive of 

the struggling individual, especially in times of active symp-

toms or intense stress. Self-help can be derived through contact 

with relatives, friends, groups, and churches. Although the recov-

ery model rests on some lofty ideals, infl uential changes have 

emerged from this framework, along with recommendations 

for new ways of responding to the needs of psychologically 

troubled people in the years to come. 

        In the early 1970s, deinstitutionalization was promoted by 

advocacy groups such as the Judge David L. Bazelon Center 

for Mental Health Law in Washington, D.C. The center was 

named for the late Chief Judge of the U.S. Court of Appeals 

for the District of Columbia Circuit. Bazelon was a principal 

spokesperson for mental health law in the United States. The 

Bazelon Center promotes legislation sensitive to the needs of 

people with mental illness and mental retardation and provides 

advocacy through litigation, legislative policy reform, and com-

munity education. One community model endorsed by the 

Bazelon Center is known as Assertive Community Treatment 

(ACT). ACT involves a team of professionals from psychiatry, 

psychology, nursing, and social work who reach out to clients 

in their homes and workplaces. Their goal is to help clients 

comply with medical recommendations, manage their fi nances, 

obtain adequate health care, and deal with crises. The premise 

is that it is better to bring care to clients than to wait for them 

to come to a facility for help (Mueser et al., 2003). Based on 

a similar philosophy of engagement in the community are pro-

grams in which individuals are taught ways to improve  cognitive 

skills such as attention, concentration, learning and memory, 

and decision making (McGurk, 2007). 

    Although deinstitutionalization has had a profound effect 

on the delivery of mental health services to severely disturbed 

people, most communities have not yet resolved the dilemma 

of how to deal with those who are unable to care for them-

selves and may indeed be in danger of perishing from inade-

quate self-care. Some communities rely on procedures involving 

mandatory outpatient commitment of such people, yet this app-

roach is quite controversial and engenders lively debate about 

social policy, legal, and philosophical issues ( Vandevooren, 

Miller, & O’Reilly, 2007). Some experts contend that involun-

tary outpatient commitment is an effective and necessary 

response in high-risk situations (Swartz & Swanson, 2004), but 

others argue that personal rights can easily be infringed on in 

situations in which a person’s autonomy is restricted. You can 

imagine how complex such issues are, as society faces the chal-

lenges of assessing the extent to which some people are able 

to care for themselves and providing necessary help even in 

instances in which help is ardently rejected. 

   Group therapy provides a context for clients 
to share their stories with others and, in 
doing so, obtain support while going 
through diffi cult experiences, such as grief 
over the loss of someone close. 



    In recent years, changes in the insurance industry have 

had a tremendous effect on the provision of mental health 

care. Managed health care has become the standard by which 

third-party payers, such as insurance companies, oversee reim-

bursement for health services. In a managed care system, all 

medical and mental health procedures are evaluated to ensure 

that they provide the best therapeutic value at the least fi nan-

cial cost. For example, if you need a dental fi lling for a cavity, 

a dental managed care company will reimburse your dentist 

for a routine fi lling, but it would be unwilling to pay for 

monthly cleanings, because they would be viewed as unneces-

sary. In the fi eld of mental health care, insurers also want to 

be certain that the care provided to clients is effective, inex-

pensive, and limited to what is absolutely necessary. 

    The rationale of managed care rests on the notion that 

everyone involved saves money when excessive costs are con-

tained. Unfortunately, many practitioners feel that the ideals 

on which health maintenance organizations and related pro-

vider systems were developed some 30 years ago have been 

compromised by changes aimed at short-term cost savings 

with little foresight about the long-term effects on clients and 

society. For example, 20 years ago, a seriously depressed 

 client might have remained in the hospital for several weeks 

of treatment, but today the client might be released after a 

few days, because an insurance company would regard ex-

tended inpatient treatment as unnecessary and too expen-

sive. What does this mean for the many individuals who 

suffer from chronic psychological disorders? In the worst-

case scenario, they are released to the community, where 

they may be at risk of neglect and deterioration. 

    In a survey of nearly 16,000 licensed psychologists, 4 out 

of every 5 respondents reported that managed care was neg-

atively affecting their clinical practice (Phelps, Eisman, & 

Kohout, 1998). Of particular concern are the ethical dilem-

mas raised by working within a managed care system (Braun 

& Cox, 2005). For example, clinicians are concerned about 

the compromise of confi dentiality standards, as can happen 

when they must submit detailed personal information about 

their patients to seemingly anonymous utilization staff  at the 

managed care company’s central offi ce. Clinicians also com-

plain that managed care decisions commonly lead to the 

provision of inadequate care or inappropriate treatment—

decisions that are based on cost rather than clinical need. 

    Also in recent years, consumers have joined with provid-

ers in expressing their alarm about inadequacies in the health 

care system, and some promising changes have taken place. 

Federal and state legislatures have responded to public con-

cern by enacting laws that regulate managed care practices 

and decisions.     For more than a decade, the U.S. Congress 

debated the issue of    mental health parity    ,  a standard that 

would require health insurers to provide equal levels of cover-

age for physical and mental illnesses. Mental health parity leg-

islation would require group health plans that already offer 

benefi ts for mental health and addiction to offer coverage that 

is comparable to that provided for medical conditions. In 2008, 

the United States Senate and the House of Representatives 

passed legislation to equalize the treatment of  physical and 

mental illness. Under this legislation, insurers could not dif-

ferentiate between mental and physical illness in terms of 

hospital stays, offi ce visits, co-payments, co-insurance, or 

deductibles. As states move toward mandatory universal 

health care coverage, mental health services should also be-

come available to more people who previously lacked access 

to professional treatment. 

    In the decades to come, experts and laypeople will con-

tinue to struggle to fi nd the proper balance between providing 

asylum for those in need and incarcerating people in institu-

tions beyond the point at which they are helped. At the same 

time, scientifi c researchers will continue to search for the causes 

of abnormal behavior and the most effective forms of treat-

ment. In the next section, we will examine research methods 

used by scientists to deal with these crucial issues.  

 REVIEW QUESTIONS  

  1.    According to Hippocrates, what were the four bodily fl uid 

imbalances that infl uence mental and physical health?  

  2.    What was the name of the treatment for psychological 

disorder recommended by Dorothea Dix and other 

reformers in the nineteenth century?  

  3.    What was the process that promoted the release of psy-

chiatric patients into community treatment sites in the 

second half  of the twentieth century?   
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      Research Methods in Abnormal Psychology  

 Psychological disorders are such a fascinating and mysteri-

ous aspect of human behavior that people feel compelled to 

offer explanations, even without adequate support. Popular 

books claiming that psychological problems are due to every-

thing from diet to radioactivity are frequently published. You 

can pick up almost any newspaper and read simplistic specula-

tions about the profi le of a murderer or a person who has 

committed suicide. Such easy explanations can be misleading, 

because they lack a grounding in psychological theory and 

scientifi c data.  

 The Scientifi c Method 

 Claims about the cause and treatment of abnormal behavior 

must be made on the basis of solid, scientifi c research rather 

than speculation. We will explain briefl y the essentials of sci-

entifi c methods as applied to abnormal psychology. In the 

process, we will discuss topics that you may have learned in 

introductory psychology or in a psychological methods course. 

Our review of this topic will explain the aspects of research 

methods that apply specifi cally to the study of abnormal psy-

chology. This review will equip you to read reports in news-

papers and magazines with an eye for scientifi c standards. An 
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  TABLE 1.2   Research Methods in Abnormal Psychology       

  Type of Method   Application to Studying Depression  

    Experimental    The effectiveness of an antidepressant drug is evaluated by comparing the scores on a test
 of depression of people who receive the drug with those of people who do not.
  Purpose: To establish whether the drug works better than no drug.
  Advantages: If the group receiving the drug improves and the other group does not,  
 the experimenter can conclude quite confi dently that the drug had a therapeutic effect.
  Disadvantages: It can be diffi cult to withhold treatment from people who are depressed.  

  Quasi-experimental    People who differ in the number of friends they have are compared on a measure of depression. 
  Purpose: To determine whether groups that differ in number of friends differ in level of depression.   
Advantages: It is useful when people are being compared on characteristics that cannot be manipulated.
  Disadvantages: Since people were not assigned randomly to groups, the experimenter cannot be sure 
 that they actually were similar on all but the relevant variable.  

  Correlational    People who become depressed are tested on self-esteem to see if they have negative views about themselves.   
Purpose: To study the relationship of depression with other psychological states.   
Advantages: The experimenter can determine what other psychological qualities characterize 
 depressed people.   
Disadvantages: The experimenter cannot determine whether depression causes people to have low 
 self-esteem or whether low self-esteem is a cause of depression.  

  Survey    Anonymous questionnaires are sent to thousands of people, asking them to indicate whether 
 they have symptoms of depression.
  Purpose: To obtain responses from a representative sample so that fi ndings can be generalized 
 to the population.   
Advantages: The responses of large samples of people can be obtained at relatively low cost.   
Disadvantages: Questions asked of respondents tend to be limited in depth.  

  Case study    A person with a history of depression is described in detail with particular emphasis on this person’s 
 development of the disorder.  
Purpose: To provide an in-depth analysis of one person to gain unique insight into the particular disorder. 
  Advantages: Many circumstances in the person’s life and psychological status can be explored in an 
 attempt to gain a thorough understanding of that individual.   
Disadvantages: What characterizes one individual may not characterize others with depression.  

  Single-subject design    A depressed person is given a trial run of a treatment and is tested after this treatment to measure 
 its effectiveness. Then the treatment is discontinued, and depression is measured again. This cycle 
 is repeated one or more times.  
Purpose: To use one case for studying the effects of alterations in conditions on behavior.
  Advantages: By comparing the person receiving the treatment with himself or herself rather than with other 
individuals, differences between people in their life histories or current circumstances can be ruled out. 
  Disadvantages: It can be emotionally draining for the individual to be run through a cycle of on-
 again, off-again treatments. Later treatments may be infl uenced by the outcome of earlier ones.     

overview of research methods in abnormal psychology is pro-

vided in  Table 1.2 . 

    The essence of the scientifi c method is objectivity, the 

process of testing ideas about the nature of psychological 

phenomena without bias before accepting these ideas as 

adequate explanations. Taking a farfetched example, let’s say 

you suspect that people who live on the East Coast are more 

stable psychologically than people who live on the West 

Coast (or, vice versa, if  you live on the West Coast). You 

should test this suspicion systematically before accepting it 

as fact. As you set about the testing process, you would 

certainly want to hold open the possibility that your initial 

hunch was in error. The potential to discard an erroneous 

idea is an essential ingredient of the scientifi c method. 

    The underlying logic of the scientifi c method involves 

three concepts: observation, hypothesis formation, and the 

ruling out of competing explanations through proper con-

trols. You have probably already used the scientifi c method 

yourself  without referring to it in these terms. You may have 

found, for example, that it seems that every time you have a 

caffeinated drink, such as coffee, after 6 P.M. you have trouble 

falling asleep. What would you need to do to test this pos-

sibility? You might go through the    observation process    ,  in 

which you mentally keep track of the differences between 



the nights you drink coffee and the nights you do not. The 

   hypothesis formation process    would be the step of predicting 

that drinking coffee causes you to stay awake at night. To 

test this hypothesis, you could try experimenting with drink-

ing coffee on some nights but not on others. Next, try ruling 

out competing explanations. You must be careful not to 

drink coffee on a night when you have just watched a scary 

television program, for example. Otherwise, you would have 

no way of knowing whether your sleep problems were due 

to the coffee or to the anxiety created by the program. 

    Although the coffee-drinking example may seem rather 

simple, it highlights the basic issues involved in most of the 

research we will encounter in this book. Researchers in ab-

normal psychology begin by observing a phenomenon of 

interest, form hypotheses to explain it, and then design ways 

to eliminate as many competing explanations as possible. 

This last step often is the most diffi cult, because abnormal 

behavior is such a multifaceted phenomenon. 

    To help make these important decisions, researchers rely 

on statistical procedures in which probability is a central con-

cept.    Probability    refers to the odds, or likelihood, that an event 

will happen. The probability of a coin toss turning up heads 

is .5; that is, if a coin is tossed 100 times, it should show heads 

50 times because there are only two possibilities. All conclu-

sions about the correctness of hypotheses are framed in terms 

of probability, because it is almost impossible to study every 

individual whose responses might be relevant to the question 

under study. For example, if  you are studying people with 

serious depression, you cannot obtain data from every person 

in the world who is depressed. You can study only some peo-

ple from this very large group. In other words, you would 

choose a    sample    ,  or selection, from the    population    ,  or entire 

group, of depressed people. After you have studied the sam-

ple, you would proceed to draw conclusions about the larger 

population. For example, you might fi nd that, in your sample 

of 50 depressed people, most of them have a disturbance in 

their appetite. You could then infer that appetite disturbance 

is a common feature of serious depression. However, you 

would have to be careful to state this inference in terms of 

probabilities. After all, you did not sample every depressed 

person in the population. Assuming your results were statisti-

cally signifi cant, there would be at most a 5 percent prob-

ability that your results were due to chance factors. 

    All statistics rely on some important assumptions about 

the samples on which the results are based—namely, that the 

sample is representative of the whole population and that it 

was randomly selected.    Representativeness    is the idea that 

your sample adequately refl ects the characteristics of  the 

population from which it is drawn. For example, if  you inter-

view only 50 men, you cannot draw conclusions about men 

and women. Random selection increases the likelihood that 

your sample will not be contaminated by a selective factor. 

Ideally, every person who is representative of the population 

of depressed people should have an equal likelihood of being 

selected for the sample. Let’s say you have identifi ed 1,000 

potential participants for your study who are representative 

of the population of depressed people. Of these 1,000, you 

have resources to interview only 50. To ensure that your fi nal 

sample is randomly selected you need to use a method such 

as drawing names out of a hat. You can see how it would 

be a mistake to select your fi nal sample by choosing the fi rst 

50 people who responded to your initial request for partici-

pants. These people might be unusually compulsive or des-

perate in pursuit of relief  from their depression. Either of 

these attributes might bias your sample so that it no longer 

represents the full spectrum of people with depression.   

 The Experimental Method 

 The purpose of psychological research is to develop an under-

standing of how and why people differ in their behavior. The 

dimensions along which people, things, or events differ are 

called    variables    .  For example, depression is a variable. Some 

people are more depressed than others; if given a test of depres-

sion, some people would receive high scores and others would 

receive low scores. The purpose of research on depression is to 

fi nd out what accounts for these differences among people. 

    The experimental method is one approach to discovering 

the source of differences among people on psychological vari-

ables. The    experimental method    involves altering or changing 

the conditions to which participants are exposed and observ-

ing the effects of this manipulation on the behavior of the 

participants. In research involving this method, the experi-

menter attempts to determine whether there is a cause–effect 

relationship between two kinds of variables. The experimenter 

adjusts the level of one variable, called the    independent vari-

able    ,  and observes the effect of this manipulation on the sec-

ond variable, called the    dependent variable    .  In our example 

about the effects of coffee on sleep patterns, the independent 

variable would be the caffeine in the coffee, and the dependent 

variable would be ease of falling asleep. In depression research, 

the independent variable would be a factor the researcher has 

hypothesized causes depression. For example, a current hypoth-

esis is that some people in northern climates become more 

depressed in the winter, when the daylight hours are shorter 

and the light is less intense. To test this hypothesis, you would 

need to create an artifi cial situation in which you could 

manipulate light exposure (independent variable) for at least 

several days and observe the effect on depression scores 

(dependent variable) in your participants. 

    The experimental method usually involves making com-

parisons between groups exposed to varying levels of the inde-

pendent variables. The simplest experimental design has two 

groups: an experimental and a control group. In this design, 

the    experimental group    receives the treatment thought to 

infl uence the behavior under study and the    control group    

does not. Returning to the coffee example, you would test 

the hypothesis that caffeine causes sleeplessness by designing 

an experiment in which the experimental group is given 

caffeine and the control group is not given caffeine. By com-

paring sleep patterns in the two groups, you would be able 

to determine whether caffeine causes sleeplessness. 
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    Many studies involve a special kind of control group—

a placebo condition. In the    placebo condition    ,  people are 

given an inert substance or treatment that is similar in all 

other ways to the experimental treatment. Thus, to test the 

caffeine hypothesis, you might give one group of participants 

a sugar pill that has no caffeine in it but looks identical to 

the caffeine pill you give the experimental participants. What 

is the purpose of the placebo condition? Think about your 

own experience in taking pills or in exposing yourself  to 

other treatments that supposedly affect your behavior or 

health. Sometimes you feel better (or, perhaps, worse) just 

knowing that you have taken a substance that you think 

might affect you. The purpose of a placebo is to eliminate 

the possibility that a participant will experience a change 

that could be attributed to his or her expectations about the 

outcome of a treatment. Again, in the case of the caffeine 

example, if  you wanted to test the effects of coffee (as op-

posed to caffeine), you might give the experimental group a 

cup of caffeinated coffee and the placebo group a cup of 

decaffeinated coffee. That way, people in both groups would 

be drinking a hot, brown beverage. You might compare their 

sleeping patterns, then, with those of the no-treatment con-

trol group, who drink nothing before going to sleep.    

     In abnormal psychology, studies on the effectiveness of 

various therapeutic treatments should, ideally, include a pla-

cebo condition. For example, researchers who are investigating 

whether a new medication will be effective in treating a certain 

psychological disorder must include a group receiving a placebo 

to ensure that any therapeutic benefi t in the treatment group 

can be attributed to the active ingredients in the medication. 

If the medication was found to be an effective treatment or if  

the researcher was interested in establishing further control, the 

researcher might then make medication available to the people 

in the placebo and other control conditions and test the effect 

of the intervention at that point. Comparable procedures would 

be carried out in investigating the effects of certain kinds of 

psychotherapy. In these cases, however, the task of providing a 

placebo treatment is much more complicated than in the case 

of medication studies. What would a placebo treatment be for 

psychotherapy? Ideally, the researchers would want the placebo 

participants to receive treatments of the same frequen cy and 

duration as the experimental group participants who are receiv-

ing psychotherapy. As you might imagine, this would provide 

a real challenge for the researchers, who would be faced with 

trying to devise a method in which the people in the placebo 

condition would be meeting with a “therapist” but not par-

ticipating in a “therapeutic interaction.” Perhaps they would 

talk about the weather or politics, but even such apparently 

neutral conversations might have some therapeutic effect. 

    Researchers in the fi eld of abnormal psychology must 

also make allowances for the    demand characteristics    of the 

experimental situation. People in an experiment have certain 

expectations about what is going to happen to them and 

about the proper way they should respond, particularly when 

these people suspect that the research may reveal something 

very personal about themselves. For example, if  you know 

that you will be given caffeine, you might anticipate diffi culty 

falling asleep that night. Similarly, if  the experimenter knows 

that you have been given caffeine, he or she might make com-

ments that could further infl uence how easily you fall asleep. 

The demand in this situation is the pull toward responding 

in ways based not on the actual effects of caffeine but on 

how you or the experimenters  think  the caffeine will affect 

you. Imagine how seriously the demand characteristics could 

bias an experiment on the effects of an antianxiety medica-

tion. An experimenter administers a drug and tells partici-

pants that they will feel relaxed in a little while. The chances 

are that they will feel more relaxed, but there is no way of 

knowing whether this is the result of the experimenter’s lead-

ing comments or a true response to the medication. Or per-

haps a participant notices labeling on the bottle, indicating 

that the pill is an antianxiety drug. This alone might have 

some infl uence on how the participant feels. 

    To control for demand characteristics on both sides, most 

researchers use a    double-blind technique    ,  in which neither the 

person giving the treatment nor the person receiving the 

treatment knows whether the participant is in the  experimental 

   This woman is participating in an experimental study on the therapeu-
tic effects of light therapy for alleviating depression. She is a participant 
in the treatment group, which receives exposure from a light source. 



or the control group. Even if  this technique cannot be 

applied, as in the case of research on the effects of psycho-

therapy on depression, a minimal requirement for method-

ologically sound research is that neither the experimenter nor 

the participant knows the study’s hypotheses. Otherwise, 

they will behave in ways that fulfi ll the expectations of the 

research. 

    In all of these cases, it is essential that the experimenter 

assign participants to conditions in a totally random man-

ner. You would not want to put all the people with sleep 

problems in the coffee-drinking group, or vice versa. Instead, 

the researcher would place people in groups according to a 

predetermined method of random assignment. 

    The experimental method can be a powerful way to de-

termine cause–effect relationships. However, it is not al-

ways possible to manipulate a variable in an experiment by 

assigning participants randomly to conditions. For instance, 

you cannot use “number of friends” as an independent vari-

able, because there is no practical way you can control how 

many friends someone has. In this case, you would use a 

   quasi-experimental design    ,  one that looks a bit like an ex-

perimental design but lacks the key ingredient of random 

assignment (Cook & Campbell, 1979; Cook, Campbell, & 

Peracchio, 1990). You would choose groups that appear to 

be as similar as possible, except on the characteristic of num-

ber of friends, and then compare them on the dependent 

variable of interest. The problem with this method is that, 

because people are not assigned randomly to groups, you 

cannot be sure that they actually are similar on all but the 

relevant variable. Any pre-existing differences between the 

groups may affect the outcome of the study. For instance, 

the group with few friends may have poor social skills, com-

pared with the group with many friends. If  the dependent 

variable is depression, it may be differences in social skills 

rather than number of friends that account for differences 

in their depression scores. Despite these problems, it is neces-

sary to use a quasi-experimental design in research compar-

ing groups whose characteristics have been predetermined. 

For example, comparisons of  males versus females, older 

versus younger individuals, or people of different ethnicities 

would all involve this type of quasi-experimental design. 

    Similarly, when participants in a research study choose 

one of the treatment conditions rather than being randomly 

assigned to a group, a quasi-experimental method is the only 

available design. Many studies on psychotherapy use quasi-

experimental designs to enable clients to select the interven-

tion they want. However, it is possible to develop statistical 

methods of controlling for this design problem in studies of 

the effectiveness of psychotherapy (Shadish, Matt, Navarro, 

& Phillips, 2000).   

 The Correlational Method 

 It is not always possible or desirable to frame a research 

problem in experimental or even quasi-experimental terms. 

In such cases, researchers use the correlational method. A 

   correlation    is an association, or co-relation, between two 

variables. The relationship described in the previous section 

between depression and number of  friends is a perfect ex-

ample of a correlation. The advantage of using a correla-

tional procedure is that the researcher can study areas that are 

not easily tested by the experimental method. For example, it 

is theorized that people who have depressive disorders think 

very negatively about themselves and have very low levels of 

self-esteem. The most direct way to test this theory is to mea-

sure the levels of depression and self-esteem in people and see 

if the scores are correlated, or related to each other. 

    The correlation statistic is expressed in terms of a number 

between 11 and 21. Positive numbers represent positive 

 correlations—meaning that, as scores on one variable increase, 

scores on the second variable increase. For example, because 

one aspect of depression is that it causes a disturbance in 

normal sleep patterns, you would expect, then, that scores on 

a measure of depression would be positively correlated with 

scores on a measure of sleep disturbances. Conversely, nega-

tive correlations indicate that, as scores on one variable in-

crease, scores on the second variable decrease. An example of 

a negative correlation is the relationship between depression 

and self-esteem. The more depressed people are, the lower 

their scores are on a measure of self-esteem. In many cases, 

there is no correlation between two variables. In other words, 

two variables show no systematic relationship with each other. 

For example, depression is unrelated to height. 

    Just knowing that there is a correlation between two vari-

ables does not tell you whether one variable causes the other. 

The correlation simply tells you that the two variables are asso-

ciated with each other in a particular way. Sleep disturbance 

might cause a higher score on a measure of depression, just as 

a high degree of depression might cause more disturbed sleep 

patterns. Or, a third variable that you have not measured could 

account for the correlation between the two variables that you 

have studied. Both depression and sleep disturbance could be 

due to an unmeasured physical problem, such as a biochemical 

imbalance. People who use correlational methods in their 

research are always on guard for the potential existence of 

unmeasured variables infl uencing the observed results. Fur-

thermore, new methods involving complex correlational analy-

ses with multiple variables are leading to improved and 

better-controlled correlational designs in research on abnormal 

psychology. For example, researchers have assessed the relative 

contributions of genetics, personality, and attitudes to the 

development of alcohol abuse (Finn, Sharkansky, Brandt, & 

Trucotte, 2000).   

 The Survey Method 

 Almost every day you can pick up a newspaper or magazine 

and read the results of the most recent survey report on any 

aspect of human behavior. It might be nationwide surveys of 

people’s attitudes toward the guilt or innocence of a major 

fi gure in the news, a campuswide survey about satisfaction 

with dormitory food, or a report in a newsmagazine comparing 
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sexual practices in America with those in Europe. The    survey 

method    is a research tool used to gather information from a 

sample of people considered representative of a  particular 

population. The reason so many surveys are published in the 

news is that people are interested in what other people think 

and do. Sometimes the most interesting surveys are the ones 

that do not seem to fi t with what you might expect, or the 

ones that pertain to a particular issue that is on people’s 

minds. Surveys vary, of course, in their scope and relevance, 

with some pertaining more to political attitudes and others 

to the general health and well-being of a large segment of 

the population. Although they have the advantage that they 

can be administered to thousands of people, they tend to be 

limited in depth, especially when they rely on the self-reports 

of respondents. 

        In abnormal psychology, the surveys that have the most 

relevance are those that focus on the mental health of the 

population, reporting the frequency of various psychological 

disorders. Other aspects of human behavior are also of inter-

est, such as the frequency of drug use, sexual experiences, 

and child abuse and the use of mental health services. 

    In the pages to follow, you will read many statistics 

about the frequency of psychological disorders. Researchers 

gather information about these disorders by conducting sur-

veys. The statistics they obtain fall into two categories: inci-

dence and prevalence. The    incidence    of  a disorder is the 

frequency of new cases within a given time period. For ex-

ample, the public health commissioner in a large city may 

be interested in the number of newly reported cases of AIDS 

during the month of January. This number would represent 

the 1-month incidence of AIDS cases for the population of 

that city. In other cases, incidence may be based on a 1-year 

period, so that the number represents all new cases reported 

during that 12-month period. Sometimes researchers do not 

have access to the entire population in attempting to deter-

mine the number of people who develop the disorder in a 

given time period. In this case, incidence rates are based on 

a sample that is assumed to be representative of the entire 

population. For example, researchers interested in estimating 

the incidence of depression in a 1-month period may base 

their fi gures on interviews in which they ask people if  they 

have begun to experience symptoms of depression within the 

past month. 

    The    prevalence    of  a disorder is the number of people 

who have ever had the disorder at a given time or over a 

specifi ed period. The time period could be the day of the 

survey (the point prevalence), the month preceding the 

study, or the entire life of the respondent. The period of time 

on which the prevalence rate is based is important to specify. 

Lifetime prevalence rates are higher than point prevalence 

rates, because the chances of a person developing a disorder 

increase with age. People in their fi fties, for example, are 

more likely to have a higher lifetime prevalence rate of alco-

hol dependence, because they have lived longer than people 

in their twenties. Interestingly, the incidence rate for the dis-

order might actually be higher for the 20-year-olds than for 

the 50-year-olds, even though the lifetime prevalence might 

be lower. New cases of alcohol dependence are more likely 

to arise in the younger group.   

 The Case Study Method 

 Sometimes a researcher is interested in studying a condition 

that is very rare but has compelling features that make it worth 

investigating. For example, transsexualism is a disorder in 

which people feel that they are trapped in the body of the 

wrong gender. This disorder affects a fraction of 1 percent of 

the population, so researchers would not have access to suffi -

cient numbers to conduct a statistically rigorous study. Instead, 

they would perform a case study. The    case study method    allows 

the researcher to describe a single case in detail. For example, 

a therapist treating a transsexual client would describe the 

client’s developmental history, psychological functioning, and 

response to interventions. Other clinicians and researchers 

reading about this case would have the opportunity to learn 

about a rare phenomenon to which they might otherwise not 

have access. Furthermore, case studies can be particularly use-

ful in helping others develop hypotheses about either psycho-

logical disorders or treatment. 

    In response to criticisms that case studies are commonly 

unsystematic and possibly biased reports, some experts 

 (Fishman, 1999, 2001; Fishman & Messer, 2004) have proposed 

the    pragmatic case study    method, an organized approach for 

the development and accumulation of case study material that 

focuses on practical results. The pragmatic case study has a 

specifi ed structure that fosters systematic, refl ective processing 

of taped sessions or extensive progress notes and the collection 

of quantitative feedback from client questionnaires. The com-

mon framework for case write-ups facilitates the development 

of a cumulative science of cases. Such a collection of cases 

would enable scholars and clinicians to organize case studies 

with similar presenting problems and intervention approaches 

into searchable databases (Fishman & Messer, 2004).   

   Researchers gain a better understanding of psychological disorders, 
such as depression, through surveys in which they assess the preva-
lence of the condition in certain segments of the population. 



 Single-Subject Design 

 A    single-subject design    adds an experimental component to the 

study of the individual. In this type of research, one person at 

a time is studied in both the experimental and control condi-

tions. Often, this method is used in research in which the focus 

is really on treatment. For example, suppose a school psychol-

ogist wants to assess the effectiveness of a particular approach 

to treating a kindergartner named Bruce for aggressive out-

bursts. She could use a four-phase variant of the single-subject 

design called the “A-B-A-B” method. The “A” phase is the 

 baseline,  the fi xed period of time in which Bruce is observed 

but given no treatment. During phase “B,” the treatment is 

administered. In Bruce’s case, this might consist of giving 

Bruce positive attention when he is quiet. The baseline and 

treatment conditions are repeated at least once to provide 

greater assurance that improvements in behavior during 

 treatment were due to the intervention and not other, chance 

 factors. Throughout this period, the frequency of Bruce’s ag-

gressive outbursts is monitored. If the treatment is effective, 

the number of aggressive incidents should be less frequent in 

the “B” periods than in the “A.” You can see from the graph 

in  Figure 1.3  how an A-B-A-B design would look. 

    Sometimes the withdrawal of treatment in the A-B-A-B 

design would be considered unethical. In Bruce’s case, this 

would be true if  Bruce were physically harming himself  or 

other children. The psychologist would not want to suspend 

treatment that was regarded as effective. As an alternative, 

the psychologist could use a    multiple baseline approach    .  This 

method involves observing different dependent variables in 

the same person over the course of treatment. The interven-

tion would be introduced at different times and its impact 

evaluated on multiple dependent variables. In Bruce’s case, 

a baseline would be established for verbal outbursts, the treat-

ment introduced, then his number of verbal outbursts mea-

sured. Another baseline would be established at a different 

point for another type of aggressive behavior, such as punch-

ing with his fi sts. Positive attention would be introduced and 

the frequency of punching measured. A similar process would 

be repeated for another type of aggressive behavior, such as 

kicking. If the positive attention is working, then it should 

result in reduced frequency of all three dependent variables. 

    Single-subject designs are most appropriate for studying 

behaviors that are easily observed and measured and are 

particularly useful in evaluating the effects of  therapeutic 

interventions (Morgan & Morgan, 2001). The emotional 

state associated with stress would be diffi cult to study using 

this procedure, but specifi c behaviors, such as the amount of 

alcohol consumed when a person feels stressed, can be stud-

ied in this manner (Tennen, Affl eck, Armeli, & Carney, 

2000). One advantage of this method is that it allows the 

investigator to make precise manipulations whose effect can 

be carefully measured. The disadvantage is that the study is 

carried out on only one individual, thus limiting its general-

izability. To avoid this problem, some researchers report the 

results of several single-subject designs in one study.   

 Studies of Genetic Infl uence 

 So far, we have been discussing psychological methods of re-

search. Although psychological research provides valuable 

information about the causes and treatment of  abnormal 

behavior, it cannot answer all the questions. In fact, there 

has been a great deal of excitement over the past decade as 

researchers have plunged into new areas of inquiry that focus 

on the genetic transmission of behavioral characteristics. We 

all know that we inherit many physical characteristics from 

our parents, but, as researchers discover more about genetics, 

it is becoming apparent that behavioral characteristics have 

a strong genetic component as well. In the chapters to follow, 

you will see that many psychological disorders are being 

examined from a genetic perspective. Depression, schizophre-

nia, alcoholism, and panic disorder are just a few that genet-

icists and psychologists are actively researching. 

    Most researchers begin the search for genetic causes of a 

disorder by establishing that the disorder shows a distinct pat-

tern of family inheritance. This process requires obtaining com-

plete family histories from people who are identifi ed as having 

symptoms of the disorder. Their genealogy must be traced in 

order to calculate the prevalence of the disorder among blood 

relatives. Another way to trace inherited causes of psychologi-

cal disorders is to compare the    concordance rate    ,  or agreement 

ratios, between people diagnosed as having the disorder and 

their relatives. For example, a researcher may observe that out 

of a sample of 10 twin pairs, in 6 pairs each member has the 

same diagnosed psychological disorder. This would mean that, 

among this sample, there is a concordance rate of .60 (6 out 

of 10). An inherited disorder would be expected to have the 

highest concordance between    monozygotic    ,  or identical,  twins  

(whose genes are the same), with somewhat lower rates between 

siblings and    dizygotic    ,  or fraternal,    twins    (who are no more 

alike genetically than siblings of different ages), and even lower 

rates among more distant relatives. 

Research Methods in Abnormal Psychology 27

N
um

b
er

 o
f 
a
g
g
re

ss
iv

e 
in

ci
d
en

ts Baseline BaselineFTR 
(20s)

FTR 
(20s)

Ten minute sessions

100

80

60

40

20

0

Thinning 
(to 90s)

  FIGURE 1.3   An example of an A-B-A-B design       This 
graph shows the frequency of aggressive incidents recorded during 
observation of a child in a classroom.  
 Note: FTR 5 fi xed-time reinforcement; 20s 5 20 seconds; Thinning 5 longer interval.  

 Source: From Rasmussen, K., & O’Neill, R. E. (2006), The effects of fi xed-time rein-
forcement schedules on problem behavior of children with emotional and behavioral 
disorders in a day-treatment classroom setting. Journal of Applied Behavioral Analysis, 
39(4), 453–457, Figure 1, “Chad,” p. 455. Reprinted by Permission.  
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    A more powerful way to determine whether a disorder has 

a genetic basis is the study of families in which an adoption 

has taken place. The most extensive evidence gathered from 

these studies comes from the Scandinavian countries, where the 

governments maintain complete records for the population. 

Two types of adoptions are studied in this research. In the fi rst, 

simply called an    adoption study    ,  researchers look at children 

whose biological parents have diagnosed psychological disor-

ders but whose adoptive parents do not. In the second and 

rarer kind of adoption situation, called a    crossfostering study    ,  

researchers look at children who are adopted by parents with 

psychological disorders but whose biological parents are psy-

chologically healthy. 

    These kinds of studies enable researchers to draw strong 

inferences about the relative contributions of biology and 

family environment to the development of psychological dis-

orders. Take the example of a boy who is born to two seri-

ously depressed parents but who is adopted by two parents 

with no diagnosed psychological disorder. If  this child also 

develops serious depression later in life, it makes sense to 

infer that he is genetically predisposed. Conversely, consider 

the case of a girl born to parents with no diagnosed psycho-

logical disorder who is adopted and whose adoptive parents 

later become psychologically disturbed. If she develops the 

adoptive parents’ psychological disorder, family environment 

would be one logical cause.  When researchers study many 

dozens of people in similar situations and observe a height-

ened prevalence rate of psychological disorders among these 

children, they are able to draw conclusions with a high degree 

of certainty.

    Researchers trying to understand the specifi c mecha-

nisms involved in models of genetic transmission have found 

it helpful to study measurable characteristics whose family 

patterns parallel the pattern of  a disorder’s inheritance, 

called    biological markers    .  For example, hair color would be 

a biological marker if  a certain hair color always appeared 

in people within a family who have the same disorder. Other 

marker studies involve    genetic mapping    ,  a process researchers 

currently use in studying a variety of diseases thought to 

have a hereditary basis. Using this method, in the early 

spring of 2001 a team of genetic researchers mapped the 

entire sequence of genes in humans. In the chapters to fol-

low, we will explore many of the important discoveries about 

a variety of  psychological disorders that have been made 

using these methods.  

 REVIEW QUESTIONS  

  1.    In an experimental study, the _________ variable is what 

the experimenter controls and the ____________ variable 

is what the experimenter observes.  

  2.    What is the difference between incidence and prevalence?  

  3.    What is the term used to describe the agreement ratio 

between people diagnosed as having a disorder and their 

relatives?   

      The Human Experience 
of Psychological Disorders  

 Today, we continue to face the prospect of many seriously 

disturbed people wandering homeless in the streets without 

adequate care and perhaps moving in and out of jails and 

shelters. Ironically, this situation is not unlike that which con-

fronted Dorothea Dix in 1841. Like Dorothea Dix, some 

contemporary advocates have suggested new forms of com-

passionate treatment for people who suffer from psychologi-

cal disorders. In particular, methods of collaboration between 

the mental health establishment and consumers of services 

are being developed in which the consumers are encouraged 

to take an active role in choosing their treatment. The com-

munity, in turn, can provide greater fi nancial and emotional 

support, so that those with psychological disorders can sur-

vive more effectively outside the institution. In accord with 

these concerns, the U.S. government has set as an objective 

for the year 2010 improvements in care that will reduce 

homelessness among the mentally ill (SAMHSA, 2005). 

    As researchers continue to make progress in understand-

ing the causes of psychological disorders, interest and attention 

have become increasingly focused on the impact of these dis-

orders on every level—the family, community, and society. The 

widespread distribution of information, such as research fi nd-

ings, along with society’s increased openness to confronting the 

concerns of people with psychological disorders, has led to a 

dramatic increase in public awareness of how psychological 

disorders affect many aspects of life. Psychological problems 

touch on many facets of human experience. Not only is the 

individual with the problem deeply troubled; the family is dis-

turbed, the community is moved, and society is affected.  

 Impact on the Individual: Stigma and Distress 

 One of your reactions to seeing people like Rebecca Has-

brouck might be to consider them as very different from you. 

You may even feel a certain degree of contempt or disgust 

for them. Many people in our society would react to her in 

such disdainful ways, not fully realizing the powerful impact 

of  their discriminatory response. Such reactions are com-

mon, and they are the basis for the discrimination and stigma 

experienced by many people with severe psychological dis-

turbance. A    stigma    is a label that causes certain people to 

be regarded as different, defective, and set apart from main-

stream members of society. The phenomenon of stigma was 

brought to public attention in the writings of famous soci-

ologist Erving Goffman in the 1960s, and, several decades 

later, stigma continues to be a major focus in publications 

and discussions pertaining to the rights and treatment of 

psychologically disturbed individuals. 

    It is common for people with serious psychological dis-

orders, especially those who have been hospitalized, to expe-

rience profound and long-lasting emotional and social effects. 

These “survivors” commonly report feeling isolated and re-



jected by others. In time, they come to think less of  them-

selves, take less advantage of opportunities for growth and 

development, and actually come to believe in society’s myths 

and expectations for the mentally ill (Wright, Gronfein, & 

Owens, 2000) ( Table 1.3 ). Unfortunately, the popular media 

often perpetuate these myths with stereotyped portrayals of 

individuals with mental illness (Salter & Byrne, 2000). For 

example, when it is reported that a man with schizophrenia 

has attacked a stranger, the public is led to believe that most 

individuals with schizophrenia are prone to violent behavior. 

As a result, it is no surprise to fi nd that a large percentage 

of people in the United States are fearful of  people with 

mental illness and do not wish to be associated with them 

(Link et al., 1999). Individuals with psychological disorders, 

especially severe conditions such as schizophrenia, often fi nd 

that other people resist living with them, socializing with 

them, renting to them, or giving them jobs (Corrigan & Penn, 

1999; Penn & Martin, 1998). 

    Although tremendous efforts have been undertaken to 

humanize the experiences of patients within psychiatric insti-

tutions, for most people the process of  hospitalization is 

deeply upsetting, and possibly traumatizing. A number of in-

stitutional procedures are seen as dehumanizing and contrib-

uting to stigma. For example, patients who are out of control 

may be physically restrained. Others may be forced to give 

up personal possessions or to limit their contact with loved 

ones, even by telephone. They are expected to participate in 

group activities, such as occupational or recreational ther-

apy, and to share their private concerns in group therapy. 

While such structures are designed to be therapeutic, some 

individuals fi nd them too intrusive and controlling. Even 

clinic routines that require patients to wait for appointments 

can be dehumanizing, causing them to feel that they are less 

important than the staff. Loss of privacy, inadequate access 

to information about diagnosis and treatment, patronizing 

or infantilizing speech, offensive slang, and language with a 

medical orientation are additional objectionable practices 

that stigmatize individuals. Finally, being forced to accept a 

psychiatric label may be experienced as stigmatizing. The 

individual may be made to feel as though he or she cannot 

argue or dispute the diagnosis once it has been given. 

    Most people would outwardly espouse an understanding 

and a tolerance for people with psychological disorders. Refl ected 

more subtly in their language, humor, and stereotypes, however, 

are usually some fairly negative attributions. Watch television for 

an hour, or listen to the everyday conversation of those around 

you, and you will probably encounter some comments about 

emotional illness. Colloquialisms relating to emotional illness 

abound in our language. Statements about being “nuts,” “crazy,” 

“mental,” “maniac,” “fl aky,” “off-the-wall,” “psycho,” “schizo,” 

or “retarded” are quite common. Popular humor is fi lled with 

jokes about “crazy people.” Imagine the response of a group of 

teenagers walking past Rebecca; they might make derogatory 

comments and jokes about her appearance and behavior. What 

toll do you think this would take on Rebecca’s already unstable 

sense of self? 
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  TABLE 1.3   Goals for the Future 

of Mental Health     

   The serious problem of stigma caught the attention of the 
federal government, which established a Commission on 
Mental Health. This Commission issued a report in 2003 
spelling out six goals for the future of mental health:

   1.    Americans need to understand that mental health is 
essential to overall health:

   ■    many people with mental illnesses go untreated  

  ■    stigma impedes people from getting the care they 
need  

  ■    better coordination is needed between mental health 
care and primary health care     

  2.    Mental health care needs to be consumer and family 
driven:

   ■    the complex mental health system overwhelms many 
consumers  

  ■    consumers and families do not control their own care  

  ■    consumers and families need community-based care     

  3.    Disparities in mental health services should be 
eliminated:

   ■    minority populations are underserved  

  ■    minorities face barriers to receiving appropriate care  

  ■    rural America needs improved access to mental 
health services     

  4.    Early mental health screening, assessment, and referral 
to services should be common practice:

   ■    early assessment and treatment are critical across the 
life span  

  ■    if untreated, childhood disorders can lead to a down-
ward spiral  

  ■    schools can help address mental health problems     

  5.    Excellent mental health care should be delivered and 
research should be accelerated:

   ■    the delay is too long before research reaches 
practice  

  ■    too few benefi t from available treatment  

  ■    reimbursement policies do not foster converting 
research to practice     

  6.    Technology should be used to access mental health care 
and information:

   ■    access to care is a concern in rural and other under-
served areas  

  ■    information technology can now enhance medical 
records systems  

  ■    consumers may not have access to reliable health 
information         

   Source:  http://www.mentalhealthcommission.gov/reports/Finalreport/downloads/
FinalReport.pdf   
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    Considering the tremendous impact of  psychological 

disorder on the individual, why are some people so cruel as 

to joke about a person’s distressed state? One reason might 

be that people often joke about issues that make them anx-

ious. There is something very frightening about a psycho-

logical disorder that makes people want to distance themselves 

from it as much as possible, perhaps feeling frightened about 

the prospect of losing control over their own behavior and 

thoughts. Consequently, they joke about oddities in other 

people’s behavior. 

    A leading researcher on the topic of stigma, Patrick 

 Corrigan (2004) contends that stigma is particularly problem-

atic because it deters people in need of treatment from seek-

ing or sticking with treatment. Corrigan frames the stigma 

process in terms of four social cognitive processes: (1) cues, 

(2) stereotypes, (3) prejudice, and (4) discrimination. Cues 

include four kinds of information that can fuel inferences 

about mental illness: (a) psychiatric symptoms (e.g., inappro-

priate affect or bizarre behavior); (b) social skills defi cits (e.g., 

impaired understanding of socially appropriate behavior); 

(c) physical appearance (e.g., unkempt clothing or poor  hy-

giene); and (d) labels (e.g., being psychiatrically diagnosed, or 

even being seen coming out of a mental health clinic). 

    According to Corrigan (2004), cues elicit stereotypes such 

as, “All people with mental illness are dangerous.” Stereotypes 

commonly yield prejudice such as, “People with mental illness 

are dangerous, and I am afraid of them.” The result of such 

thinking and behavior is discrimination, such as, “I do not 

want to be near them or hire them for a job.” The progression 

of public stigma from stereotype to prejudice to discrimina-

tion has a parallel in the self-stigma of the individual with a 

psychological disorder. For example, a woman with a psycho-

logical disorder may hold the stereotype that all people with 

mental illness are incompetent. Her prejudice is expressed in 

the thought, “I have a mental illness, so I must be incompe-

tent,” and in the acceptance of discrimination: “Why should 

I even try to get a job if  I’m just an incompetent mental 

patient?” 

    What about your attitudes? Imagine the following sce-

nario. An urgent message is waiting for you when you 

return to your room. It is from the mother of  Jeremy, your 

best friend in high school. You call Jeremy’s mother, who 

says she wants you to meet her at the psychiatric hospital 

in your hometown as soon as possible. Jeremy has just been 

admitted there and says that he has to see you, because 

only you can understand what he is going through. You are 

puzzled and distressed by this news. You had no idea that 

he had any psychological problems. What will you say to 

him? Can you ask him what’s wrong? Can you ask him how 

he feels? Do you dare inquire about what his doctors have 

told him about his chances of  getting better? What will it 

be like to see him in a psychiatric hospital? Do you think 

you could be friends with someone who has spent time in 

such a hospital? 

    Now imagine the same scenario, but instead you receive 

news that Jeremy has just been hospitalized for treatment of 

a kidney dysfunction. As you imagine yourself  going to visit 

him, you will probably not think twice about how you will 

respond to him. Of course, you will ask him how he feels, 

what exactly is wrong with him, and when he will be well 

again. Even though you might not like hospitals very much, 

at least you have a pretty good idea about what hospital 

patients are like. It does not seem peculiar to imagine Jeremy 

as a patient in this kind of hospital. Your friend’s physical 

illness would probably be much easier to understand and 

accept than his psychological disorder, and you would prob-

ably not even consider whether you could be friends with 

him again after he is discharged. 

    Apart from the distress created by stigma is the personal 

pain associated with the actual psychological disorder. Think 

about Rebecca and the dramatic turn that her life took as 

she was shaken from her successful and stable existence. Not 

only was she devastated by the trauma of losing her family, 

but she lost her own identity and sense of purpose as well. 

By the time she reached out for help, she no longer had even 

the remnants of her former self. Think about how you would 

feel if  everything you had were suddenly gone in the course 

of a few weeks—your family, your home, your identity. For 

many people who develop a serious psychological disorder, 

whatever the cause, the symptoms themselves are painful 

and possibly terrifying. The sense of  loss of  control over 

one’s thoughts and behaviors adds to one’s torment. 

    Of course, not all cases of psychological disorder are as 

severe as Rebecca’s, nor do they necessarily follow from an 

identifi able event. In the chapters to follow, you will read 

about a wide range of disorders involving mood, anxiety, 

substance abuse, sexuality, and thought disturbance. The case 

descriptions will give you a glimpse into the feelings and 

experiences of people who have these disorders, and you may 

fi nd that some of these individuals seem similar to you or to 

people you know. As you read about the disorders, put your-

self  in the place of the people who have these conditions. 

Consider how they feel and how they would like to be treated. 

We hope that you will realize that our discussion is not about 

disorders but about the people with these disorders.   

 Impact on the Family 

 Typically, even before a person with a psychological disorder 

has been seen by a professional, the family has been affected 

by the person’s behavior and distress. The degree of the  im-

pact depends in part on the nature of the problem and in 

part on the dynamics of the family. 

    Most commonly, family members are touched by the 

pain of a relative who is wounded emotionally. For example, 

a mother loses sleep for many months as she struggles to 

understand what role she might have played in the develop-

ment of her teenager’s suicidal depression. A father worries 

that his child might once again drink insecticide in response 

to visions of giant insects crawling down his throat. A wife 

feels anxious every time the phone rings, wondering whether 

it might be the police or an acquaintance calling to tell her 



that her husband has passed out in a drunken stupor at the 

neighborhood bar. 

    The stigma of a psychological disorder also taints the 

family. Many families speak of the shame and embarrass-

ment they feel when neighbors, schoolmates, and co-workers 

discover that someone in the family is schizophrenic,  de-

pressed, addicted to drugs, or abusive. You can imagine how 

Rebecca’s relatives might have felt when news of her wan-

dering and disruptive behavior with the police was broadcast 

on the local media. 

    For much of the twentieth century, the mental health pro-

fession in general was unsympathetic regarding the impact of 

psychological disorder on the family. Not only were families 

kept uninformed about treatment, but they were often blamed 

for the problem. Theories about the causes of many disorders, 

such as schizophrenia, depression, and sexual problems, typi-

cally blamed families—usually mothers. Fam ilies found them-

selves distressed by the turbulence caused by the problems of 

one of their relatives, hurt, and confused by what they heard 

as accusations from mental health professionals. Much of that 

has changed in recent years, as some prominent mental health 

professionals, such as psychiatrist E. Fuller Torrey, have rec-

ognized the distress of these families and have written books 

specifi cally directed to them (Torrey, 2006), letting them know 

that they are not alone; in fact, their worries, concerns, and 

problems are similar to those experienced by millions of other 

Americans. 

        Families also have banded together for support and  mu-

tual education. Across the country, families of people with 

serious psychological disorders have formed organizations, 

such as the National Alliance on Mental Illness (NAMI). 

These groups have helped many families better understand 

the nature of the problems they face, and the organizations 

have also served an important political function. Such family 

advocacy groups have played a crucial role in ensuring that 

psychiatrically hospitalized people are properly treated, that 

their legal rights are respected, and that adequate posthospi-

talization care is planned.   

 Impact on the Community and Society 

 Anyone who has lived in a community where a state psychi-

atric hospital is located knows that there are many challenges 

involved in accommodating the mental health care needs of 

psychologically disturbed people following their discharge 

from the hospital. As we discussed earlier, beginning in the 

1970s, there has been a national movement toward relocating 

psychiatric inpatients from hospitals to less restrictive envi-

ronments. It was commonplace in the mid-1970s for a state 

hospital to house several thousand patients. By the start of 

the twenty-fi rst century, those numbers had dwindled. (Review 

 Figure 1.2 .) Many institutions had closed; others were left 

open but operated on a far smaller scale. Some of the dis-

charged individuals moved back to their family homes, but 

most moved into community-based homes with several other 

deinstitutionalized people. In some programs and communi-

ties, these people are adequately cared for; however, in many 

areas, particularly large cities, there are dozens, even hun-

dreds of formerly institutionalized people who go without 

home, food, or health attention. 

    A particularly disturbing fact associated with the lack 

of appropriate care and attention given to mentally ill indi-

viduals is the alarming number who are winding up in jail 

or prison. Some experts contend that the rapid release of 

patients over the course of decades from mental hospitals, 

associated with inadequate follow-up, has resulted in a phe-

nomenon in which approximately 16 per cent of inmates in 

the United States are identifi ed as mentally ill, a statistic that 

is considered an underestimate of the true number (Lamberg, 

2004). 

    Also striking is the fact that ethnic minority persons are 

unlikely to receive mental health services appropriate to their 

needs. Even those who have access to some mental health 

services have little guarantee that the services will be of high 

quality (Snowden & Yamada, 2005). In the report of the 

President’s New Freedom Commission on Mental Health 

(2003), conclusions highlighted access problems associated 

with racial, cultural, and ethnic variables. Various explana-

tions for such disparities have been proposed over the years, 

including factors such as cultural mistrust, stigma, differences 

in the way symptoms are expressed and managed, insurance 

limitations, and even the preference of many people for alter-

native interventions (e.g., acupressure, chiropractic care, tai 

chi). The fact remains, however, that there are striking ethnic 

and cultural disparities in the utilization of mental health 

services, and that continuing research is needed in order to 

understand such differences and to propose changes in the 

health care delivery system (Snowden & Yamada, 2005). 

    In an attempt to tackle the question about why members 

of ethnic minority groups are less likely than middle-class 

whites to seek professional treatment for mental health prob-

lems such as depression, one researcher (Karasz, 2005) noted 

that ethnic minority individuals, in this case South Asian 

immigrants, are likely to view symptoms of depression as 

social problems or emotional reactions to situations, while 
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   As a kickoff to National Mental Health Month, several thousand 
people joined in a Washington march to bring attention to the con-
cerns of people with mental illness. 



32 Chapter 1 Understanding Abnormality

European-American whites are more likely to view depression 

as some form of disease warranting professional treatment. 

Other researchers (Roberts, Alegria,  Roberts, & Chen, 2005) 

have studied the different ways in which members of several 

ethnic groups view the problems of adolescents, and found 

that European-American youths and their caregivers are 

twice as likely as members of  minority groups to defi ne 

problems in mental health terms or to seek help for such 

problems. 

    The impact of psychological disorders on society is not 

easily measured, but there is agreement among mental health 

professionals and public health experts that psychological prob-

lems exact a tremendous toll on society (Callahan, 1999).     For 

example, adults with psychological disorders miss 1.3 billion 

days of  work, school, or other productive activities every 

year, a statistic that exceeds loss of productivity due to phys-

ical illnesses such as back and neck pain. Families are often 

torn apart and communities are divided. Once again, con-

sider Rebecca’s story. The loss of her productivity and par-

ticipation in the community can be considered costs to society. 

More directly measured are the actual fi nancial costs of her 

rehabilitation. Her treatment will require intensive therapy, 

inpatient hospitalization, relocation within the community, 

and follow-up support. The expenses of her treatment must 

be weighed against the human cost of the continued suffering 

she would experience if she were not able to receive proper 

care. When you think of the fact that there are hundreds of 

thousands of people like Rebecca on the streets of America, 

you can appreciate the tragedy of the unfulfi lled lives that 

takes its toll on society.   

 Reducing Stigma 

 Stigma is a phenomenon that adds to the burden of psycho-

logically distressed people in several ways. In addition to 

increasing the burden for them and for their loved ones, stigma 

deters people from obtaining badly needed help, and thereby 

perpetuates a cycle in which many people in need become 

much worse. Corrigan (2004) discusses three approaches that 

may diminish aspects of public stigma experienced by such 

individuals: protest, education, and contact. When people 

protest againt inaccurate or hostile representations of mental 

illness, those delivering such representations are often forced 

to stop, listen, and revise. For example, when a company pro-

duced a Valentine’s Day teddy bear clothed in a straitjacket, 

holding commitment papers, and emblazoned with the mes-

sage “crazy for you,” the public outcry was tremendous. 

    Educational efforts are also important in providing 

information to the public about the nature of psychological 

disorders and the effectiveness of  mental health interven-

tions. Articles in newspapers and magazines, programs on 

radio and television, and the vast store of information avail-

able on the Internet serve important roles in enlightening the 

public about conditions and their treatments. 

    Contact with people with mental health problems can 

be especially effective in changing attitudes and reducing 

stigma. When people become aware of the fact that life goes 

on for millions of people with serious psychological disor-

ders and that it is possible to be successful in life even while 

contending with challenging problems, stigma diminishes. 

    Various advocacy groups have worked tirelessly to 

change the way the public views mentally ill people and 

how they are dealt with in all settings of  society. These 

groups include the National Alliance on Mental Illness, 

which we mentioned earlier, as well as the Mental Health 

Association, the Center to Address Discrimination and 

Stigma, and the Eliminate the Barriers Initiative. In recent 

years, the U.S. federal government has also become involved 

in antistigma programs as part of  efforts to improve the 

delivery of  mental health services through the President’s 

New Freedom Commission (Hogan, 2003). Certainly those 

who have been affected by serious psychological disorder, 

either directly or indirectly, will welcome efforts to under-

stand and to assist those whose lives have been touched by 

mental illness.  

      Bringing It All Together: 
Clinical Perspectives  

 As you come to the close of this chapter, you now have an 

appreciation of the issues that are central to your understand-

ing of abnormal psychology. We have tried to give you a sense 

of how complex it is to defi ne abnormality, and you will fi nd 

yourself returning to this issue as you read about many of the 

disorders in the chapters that follow. The historical perspective 

we have provided will be elaborated on in subsequent chapters 

as we look at theories of and treatments for specifi c disorders. 

Currently, developments are emerging in the fi eld of abnormal 

psychology at an unbelievable pace due to the efforts of 

researchers applying the techniques described here. You will 

learn more about some of these research methods in the con-

text of discussions regarding specifi c disorders. You will also 

develop an understanding of how clinicians, such as Dr. Sarah 

Tobin, look at the range of psychological disorders that affect 

people throughout the life span. We will give particular atten-

tion to explaining how disorders develop and how they are 

best treated. Our discussion of the impact of psychological 

disorders forms a central theme for this book, as we return 

time and again to consideration of the human experience of 

psychological disorders.  

 REVIEW QUESTIONS  

  1.    What is meant by stigma with regard to people with 

psychological disorders?  

  2.    To what does the term mental health parity refer?  

  3.    According to the 2003 report of the U.S. Commission 

on Mental Health, what three social disparities must be 

addressed in the provision of mental health  services?   
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   Course and Outcome  

 My professional relationship with 

 Rebecca provided a powerful glimpse 

into the mind and experiences of a 

woman who had been emotionally 

devastated by a personal trauma. Lit-

tle did I expect that my encounter with 

her on that Tuesday morning in Sep-

tember would be the start of psycho-

therapy that would prove to be so 

instrumental in helping a troubled 

woman set on a new life course, nor 

did I anticipate the impact that this 

year-long therapy would have on my 

professional work with my other 

 clients. Somehow, this relationship 

helped me increase my level of empa-

thy and responsiveness to my  clients. 

  I often think back to the fi rst hour 

I spent with Rebecca and how I was 

called on to make some important 

decisions regarding her needs. Of 

immediate concern was Rebecca’s 

physical health and comfort. I es-

corted her to the admissions offi ce of 

the psychiatric unit, where a nurse 

welcomed her to the unit and as-

sisted her in washing and dressing in 

clean clothes. I recall being startled, 

on returning to speak with Rebecca 

later in the day, to fi nd a woman who 

looked so dramatically different from 

the helpless fi gure I had encountered 

only a few hours earlier. Although 

she continued to have a look of numb-

ness, she seemed much more re-

sponsive in her interactions with me. 

She asked me what would happen to 

her. At one point, she became agi-

tated for a few moments, telling me 

that she really should be on her way. 

I asked her to be patient and to listen 

to my recommendations. Although 

she could not be retained in the hos-

pital against her will, it made sense 

for her to rest and recuperate, so that 

a plan could be developed to return 

her to a “normal life.” 

  I explained to Rebecca that I 

would be her therapist during her 

stay in the hospital, which I expected 

to last approximately 2 weeks. During 

that time, I would collaborate with a 

social worker, Beverly Mullins, who 

would focus on helping Rebecca re-

enter the world she had fl ed 3 years 

ago. Practical matters would be 

planned, such as where Rebecca 

would live and how she would gain 

access to the fi nancial resources she 

had left behind. My task would be to 

help Rebecca understand what had 

happened to her emotionally—to re-

turn to the trauma of the car accident 

and to develop a basic understanding 

of how this trauma and the loss of her 

husband and sons had precipitated a 

fl ight from reality. I would try to help 

her develop some of the psychologi-

cal strength she would need to re-

cover from her 3 years of torment. 

  During the fi rst few days of 

 Rebecca’s stay in the hospital, the 

medical staff conducted a compre-

hensive assessment of her physical 

health. The list of her physical mala-

dies was lengthy and included gas-

trointestinal problems, skin infections, 

and head lice. I also requested a full 

neurological evaluation, particularly 

important in light of the fact that Re-

becca had suffered a brain trauma 

in the car accident, which probably 

contributed to her dysfunction. By 

the end of the fi rst week, her medical 

needs were being treated, and she 

was on a nutritional regimen de-

signed to address various defi cien-

cies. Concurrent with attention to her 

physical condition, the clinical staff 

and I formulated a treatment plan to 

address her psychological state. 

During her 14 days in the hospital, 

Rebecca met with me six times and 

attended group therapy each day. 

She also met several times with 

Beverly Mullins, who contacted 

 Rebecca’s sister and parents to in-

volve them in developing a plan of 

action. I joined Bev Mullins for the 

initial meeting of Rebecca and her 

family members. The emotion that 

fi lled the room was overwhelming; 

Rebecca was greeted as a person 

“coming back from the grave.” 

  In my own work with Rebecca in 

those six sessions during her inpa-

tient stays, we reviewed in painful 

detail Rebecca’s memories of what 

had happened to her during the past 

3 years. Much of this period was 

blotted out, perhaps in part due to 

neurological damage, but Rebecca 

did remember the accident and her 

psychological devastation in the 

weeks that followed. She recalled 

her desperate pursuit of her lost 

loved ones, and she spoke in disbe-

lief about how she thought she had 

heard their voices calling out to her. 

The depth of her depression was so 

great that Rebecca had become im-

mobilized after losing her children 

and husband. She spent nights and 

days for many months crying con-

stantly and wandering the streets of 

the city. As strange as it came to 

seem to Rebecca, she found comfort 

in the community of other homeless 

people who befriended her. These 

people became her “family” and 

taught her the ways of the streets. 

  Rebecca was never quite sure 

what prompted her to emerge from 

the dismal life she had come to live. 

Perhaps it was the anniversary of 

the car accident that caused her to 

think about what was happening to 

her life and to consider the possibil-

ity of returning to the world from 

which she had tried to escape. Per-

haps healing within her traumatized 

brain was taking place. 

  The intensity of Rebecca’s con-

nection with me was evident from 

our very fi rst sessions. As we planned 

her discharge from the hospital, she 

asked me if she could continue to 

see me until her functioning was 

more stable. I agreed. 

  Bev Mullins was able to arrange a 

posthospital placement for Rebecca 

in a halfway house for women who 

were capable of working and gradu-

ally assuming independent control of 

their lives. Although none of the other 

six clients in the halfway house had 

stories as dramatic as that of Rebec-

ca’s, each had suffered a serious 

break with reality and was trying to 

return to an independent life in the 

community. 

  Rebecca remained in the halfway 

house for a month. During that time, 

she worked out her fi nancial situa-

tion with an attorney and took an 

apartment not far from her sister’s 

house so that she could be near a 

relative until she felt more comfort-

able returning to a normal life. 

  Both during her stay in the half-

way house and for 11 months follow-

ing her departure from the house, 

Rebecca came to see me twice a 

 R E T U R N  T O  T H E  C A S E
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week for outpatient therapy. Although 

dealing with her grief always re-

mained a component of our work, in 

time we refocused our attention on 

tapping her talents and abilities so 

that she could return to work and so-

cial involvement with other people. 

  Rebecca felt that she had fallen 

out of touch with the practice of law, 

and she had little desire to return to 

that kind of work. She also continued 

to experience cognitive problems that 

impaired her attention, concentration, 

and memory. Because of a large in-

surance settlement, she did not feel 

pressured to fi nd a high-paying posi-

tion, but she realized that it was im-

portant for her psychological health to 

be active and to work. Always having 

had an affi nity for writing, Rebecca 

decided to pursue a career as a free-

lance writer of feature articles for 

popular magazines. This route seemed 

ideal for her, because it permitted her 

to work in a more private space, in 

which she would feel less burdened 

by having to interact with people who 

would inquire about her personal life. 

  The success story that unfolded 

for Rebecca seemed to have a fairy-

tale quality to it. Her writing was very 

well received, and she returned to a 

healthy psychological state over the 

course of a year, although mild cogni-

tive dysfunction caused considerable 

frustration at times. In our work to-

gether, she slowly reacquired a sense 

of her identity and learned to compart-

mentalize her traumatic experience, 

so that it would be less intrusive in her 

day-to-day life. We also developed 

techniques aimed at compensating 

for her mild problems with memory. 

  After a year of regular therapy 

sessions, Rebecca decided that she 

was ready to end therapy. I suggested 

that she might wish to gradually re-

duce the frequency of sessions, a 

practice I have found useful with 

other long-term clients. Although 

 Rebecca initially considered this pos-

sibility, she decided against it, be-

cause she felt it important to make a 

“clean break” in order to prove to 

herself that she could be truly inde-

pendent. In the years that followed, I 

heard from Rebecca only once. About 

4 years after we had terminated, I re-

ceived an engraved announcement 

of her wedding on which she wrote, 

“Thanks for everything. I’ve now 

come back to the world.” Because 

there was no return address, I con-

cluded that Rebecca did not need, or 

wish for, me to respond. Her note did 

mean a great deal to me, however. I 

was now able to have a sense of 

completion about our work, and, in 

contrast to many other cases with 

less-than-happy outcomes, I was 

able to feel a sense of comfort that 

my efforts with Rebecca were instru-

mental in bringing her “back.” 

       Sarah     Tobin,    PhD         
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       SUMMARY  

  ■    We are defi ning abnormality in terms of four criteria: dis-

tress, impairment, risk to self  or others, and behavior that 

is outside the norms of the social and cultural context within 

which it takes place.  

■      In trying to understand why people act and feel in ways that 

are regarded as abnormal, social scientists look at three 

dimensions—biological, psychological, and sociocultural—

and use the term  biopsychosocial  to characterize the inter-

actions among these three dimensions. Related to the 

biopsychosocial approach is the diathesis-stress model, 

according to which people are born with a diathesis (or 

 predisposition) that places them at risk for developing a 

 psychological disorder.  

■      The history of  understanding and treating people with psy-

chological disorders can be considered in terms of  three 

recurring themes: the mystical, the scientifi c, and the 

humanitarian. The mystical theme regards abnormality as 

due to demonic or spirit possession. This theme was preva-

lent during prehistoric times and the Middle Ages. The sci-

entifi c theme regards abnormality as due to psychological 

or physical disturbances within the person. This theme had 

its origins in ancient Greece and Rome, and it has predom-

inated since the nineteenth century. The humanitarian 

theme regards abnormality as due to improper treatment by 

society; this theme predominated during the reform move-

ments of  the eighteenth century and is still evident in con-

temporary society.  

■    Researchers use various methods to study the causes and 

treatment of psychological disorders. The scientifi c method 

involves applying an objective set of methods for observing 

behavior, hypothesizing about the causes of behavior, setting 

up proper conditions for studying the hypothesis, and draw-

ing conclusions about its validity. In the experimental 

method, the researcher alters the level of the independent 

variable and observes its effects on the dependent variable. 

The quasi-experimental method is a variant of this proce-

dure and is used to compare groups that differ on a prede-

termined characteristic. The correlational method studies 

associations, or co-relations, between variables. The survey 

method enables researchers to estimate the incidence and 

prevalence of  psychological disorders. In the case study 

method, one individual is studied intensively, and a detailed 

and careful analysis of that individual is conducted. In the 

single-subject design, one person at a time is studied in both 

the experimental and control conditions, as treatment is  ap-

plied and removed in alternating phases.  
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ANSWERS TO REVIEW QUESTIONS  

 What Is Abnormal Behavior? (p. 10)  

  1.    Distress; impairment; risk to self  or other people; socially 

and culturally unacceptable behavior  

  2.    The intense trauma that threw Rebecca into chaos and 

profound disturbance, which lasted for years  

  3.    A predisposition that places a person at risk of developing 

a disorder     

 Abnormal Psychology Throughout History (p. 21)  

  1.    Sanguine, melancholic, phlegmatic, and choleric  

  2.    Moral treatment  

  3.    Deinstitutionalization movement     

 Research Methods in Abnormal Psychology (p. 28)  

  1.    Independent; dependent  

  2.    Incidence is the frequency of new cases within a given 

period, and prevalence is to the number of people who 

have ever had the disorder at a given time or over a spec-

ifi ed period.  

  3.    Concordance rate     

 The Human Experience of 
Psychological Disorders (p. 32)  

  1.    People with psychological disorders are often labeled as 

different, defective, and set apart from mainstream mem-

bers of society.  

  2.    A standard that would require health insurers to pro-

vide equal levels of  coverage for physical and mental 

illnesses  

  3.    Underserving of minority populations; barriers faced by 

minority individuals to receiving appropriate care; and 

limited access to mental health care in rural America      

■      Psychological disorders affect not only the people who suffer 

from them but also the family, community, and society. Indi-

viduals with psychological disorders are stigmatized, which 

adds to their emotional problems. Family members are affected 

by the distress of their loved ones, and also share a sense of 

stigma. On a broader level, the social and fi nancial costs of 

mental health problems are inestimable. In this book, we will 

use a clinical perspective rooted within a life-span approach to 

gain an understanding of the range of psychological disorders 

and the methods used to treat people with these conditions.     
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  It was an unbearably hot and humid 

Friday afternoon in July. As I was 

wrapping up my work for the week, 

feeling relieved that I would be able 

to leave the offi ce on time, I received 

the seemingly inevitable call from 

the admissions unit. The head nurse 

on the unit, Hank Mahar, empha-

sized that I should get right down to 

the unit because “this guy’s out of 

control!” 

  I entered the admitting room and 

came face-to-face with Peter, who 

leaped out of his chair and tried to 

give me a hug. With ardent enthusi-

asm in his voice, Peter said, “Thank 

God you’ve arrived. Please tell my 

idiot brother that I don’t need to be 

in this looney bin!” Peter’s brother, 

Don, sat quietly nearby and softly 

spoke to Peter, “Please calm down 

so that we can tell the doctor what 

has been going on.” 

  After settling down a bit, Peter 

agreed to answer my questions 

about his background and to tell me 

what had been going on in his life 

during the days and weeks prior to 

being brought to the hospital. He ex-

plained that he was 23 years old and 

divorced. Explaining that he worked 

as a janitor at a bank and lived in 

a rooming house, he quickly inter-

jected that he would be “moving up 

in the world as soon as the contract 

arrives from the recording com-

pany.” I decided to wait to ask him 

what he meant by this, feeling that it 

was more important at that moment 

to focus on specifi c symptoms. 

  In response to my questions 

about how he had been feeling, Peter 

did acknowledge that he had been 

recently having “bouts of anxiety,” 

which caused him to feel “hyper” 

and restless. In fact, throughout 

our interview, Peter showed a great 

deal of edginess as he became 

 intermittently irritable and annoyed 

with me. He also mentioned that 

4  months previously he had expe-

rienced a serious depression in 

which he felt as if he wanted to kill 

himself. Peter became defensive 

when discussing the depression, as 

he explained that the depression 

was understandable in light of all 

that he had gone through. Peter’s 

wife, Christine, had thrown him out of 

the house and had fi led for divorce, 

because she felt he was a “loser with 

a lousy job and no  future.” 

  This deep depression had lasted 

about a month, and somehow Peter 

managed to pull himself out of it. He 

characterized the depression as “a 

living hell” and stated with stern em-

phasis that he “would never become 

depressed again.” At this point, Pe-

ter insisted on leaving the room to go 

out into the hallway for a cigarette. 

He told me that, if I wanted informa-

tion, I should talk to his brother. 

  Don agreed that Peter had been 

acting “hyper” for several weeks 

and had been causing quite a distur-

bance for the preceding several 

days. Peter’s mother had called Don 

to tell him that Peter seemed to be 

heading toward a psychological cri-

sis similar to the kind that she had 

struggled with earlier in her life. 

Mrs. Dickinson had received a call 

from the owner of Peter’s rooming 

house, who had become increas-

ingly concerned about Peter’s odd 

behavior. He had been staying up 

all night, playing his electric guitar, 

writing what he described as his 

“fi rst million-dollar recording hit.” 

On several occasions, he ran from 

room to room in the middle of the 

night, waking everyone up, urging 

them to come and “witness a cre-

ative genius at work.” From what 

Don could tell, Peter was operating 

on “nervous energy,” as he hadn’t 

slept or eaten anything for several 

days. There were no signs that Peter 

had been drinking or abusing drugs, 

and he had no history of substance 

abuse. Night after night, Peter had 

been working on his song. He de-

voted 4 or 5 daytime hours to making 

countless telephone calls to record-

ing company executives in an effort 

to sell his song. He had called one 

company more than 40 times, insist-

ing that someone listen to him play 

his song over the phone. 

  Peter’s strange behaviors were 

also evident outside the rooming 

house. He had stopped going to 

work. When he wasn’t calling the 

record companies, he was pursuing 

outlandish purchases. For example, 

he had gone to a luxury car dealer-

ship and had submitted a credit 

 application to buy a $75,000 car. He 

also went to a realtor, who spent 

many hours showing him expensive 

homes in the belief that Peter was 

about to come into a large amount 

of money. In the evenings, Peter 

spent time at bars, reportedly look-

ing for a talented singer who would 

be willing to record his songs. Peter 

had met a woman, Marnie, who was 

captivated by Peter’s dramatic tales 

of past success and future potential. 

They spent 48 hours together and de-

cided to get married, but Marnie 

never showed up for their planned 

meeting at city hall to apply for a mar-

riage license. Peter was devastated 

and infuriated. He made threatening 

comments about Marnie, although 

Don felt that there was no real likeli-

hood that Peter would harm her. For 

one thing, he had no way of fi nding 

her; furthermore, he was the kind of 

individual whose “bark was worse 

than his bite,” Don commented. 

  Peter was certainly an interest-

ing individual. I was struck by his air 

of bravado, while at the same time I 

believed that he had many endear-

ing qualities. Beneath his loud and 

demanding demeanor, there seemed 

to be a man who was terrifi ed by 

what he had been experiencing 

since the day his wife, Christine, left 

him. I was confi dent that the hospital 

treatment staff could help Peter, but 

I wasn’t sure whether he would let 

us. In as calming a manner as pos-

sible, I asked Peter for his coopera-

tion, explaining that it was my sense 

that he had been through very diffi -

cult times since his wife had left him. 

I also explained that it would take 

only a couple of weeks to get him 

back to a normal level of function— 

somewhere between the deeply de-

pressed and the highly energized 

extremes he had experienced in 

 recent months. 

    Sarah     Tobin  ,   PhD     
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used, in recent years other terms have been suggested, such 

as  resident, consumer,  and  member . It may be helpful for you 

to think about how you would want to be referred to if  you 

were seeking professional psychological services. In this 

book, we will use the term  client,  except in instances in which 

other terms have been more commonly used, as in the 

phrases “outpatient treatment” and “patients’ rights.” 

      While we are on the topic of  appropriate terms, it is 

important to understand that people are not disorders. Call-

ing someone a “schizophrenic” implies that the individual is 

synonymous with the disorder, and it hides the person’s iden-

tity as an individual behind the label. A more sensitive 

phrase is “a person with schizophrenia.” Even though this 

may sound unwieldy, it communicates respect for the indi-

vidual by putting the person fi rst.   

 Prevalence of Psychological Disorders   Although this book 

focuses on people with severe psychological problems, it is 

important to keep in mind that everyone faces crises, dilem-

mas, or a desire for greater self-understanding. The Surgeon 

General’s report on mental health (U.S. Department of Health 

and Human Services, 1999) states that 21 percent of Ameri-

cans have experienced a mental disorder during the preceding 

year. Two comprehensive investigations in recent years have 

provided ample documentation of the extent to which people 

of all ages and walks of life experience psychological distur-

bance at some point. We will refer to these studies through-

out this book when we provide epidemiological data on each 

of the disorders. 

  Researchers at the National Institute of Mental Health 

designed the Epidemiological Catchment Area (ECA) study 

to determine the prevalence of psychological disorders in the 

   In therapy, the client and clinician work jointly to help the client resolve 
psychological problems. 

Y
 ou have just read the case of  a young man whose 

life was thrown into havoc by the experience of 

extreme psychological symptoms ranging from deep 

depression to frenzied hyperactivity. Imagine that you are a 

professional and are faced with the responsibility of  treating 

an individual like Peter. How would you begin? One of  the 

fi rst things you might try to do is establish a working rela-

tionship, so that you can gain a better understanding of 

what is going on with Peter and how you might be of  assis-

tance to him. In addition, you would attempt to determine 

which diagnostic label might best apply to his symptoms, so 

that you could implement the most appropriate treatment. 

In this chapter, we will take you through the issues that 

clinicians face every time they encounter a new client.      

 Psychological Disorder: Experiences 
of Client and Clinician  

 The fi eld of abnormal psychology goes beyond the academic 

concern of studying behavior. It encompasses the large range 

of human issues involved when a client and a clinician work 

together to help the client resolve psychological diffi culties. 

Throughout this text, we will continually return to these 

human issues and focus on the individual experiences of the 

client and the clinician, as well as the drama that unfolds 

when they interact. Here, we will orient you to these issues 

with a discussion of who these people are.  

 The Client 

 We use the term  client  in this text to refer to a person seek-

ing psychological services. This term conveys certain mean-

ings that are important to clarify at the outset of our discussion. 

After providing clarifi cation on the meaning of  the term, 

we will go on to another major point that underlies this 

book: The client can be anyone. Because psychological dis-

orders are so prevalent, we should be aware of  the fact that 

many people in our lives will at some point seek psycho-

logical help.  

 Defi nitions   What do you think when you hear that some-

one you know is in psychotherapy? Do you think of  the 

person being treated as a “patient”? This is a common view, 

with roots in the medical model, and it is reinforced by pop-

ular characterizations of therapy on television and in fi lms. 

Patient    is a term used to refer to someone who is ill and, 

consistent with the medical model, someone who passively 

(“patiently”) waits to be treated. Some people, including 

those who provide as well as those who receive treatment, 

object to the term  patient  because of  its association with 

illness. They prefer to use an alternative term,  client.  In this 

sense,    client    refers to the person seeking psychological treat-

ment, to refl ect the fact that psychotherapy is a collaborative 

endeavor. Although these are the terms most commonly 
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United States (Robins & Regier, 1991). More than 20,000 

people from fi ve U.S. communities were given structured 

interview protocols to assess their psychological symptoms. 

In contrast to many earlier studies, which had relied on 

samples of individuals already being treated for psychologi-

cal problems, the ECA study drew on a community sample 

and allows us to estimate how frequently various disorders 

occur in the general public (Adebimpe, 1994; Narrow et al., 

1993). The lifetime prevalence of any psychological disorder 

was 32 percent, and about 20 percent of  the sample had 

experienced symptoms within the previous year. 

  The other study, the National Comorbidity Survey 

(NCS), provided even more impressive evidence of the extent 

to which psychological disorders appear in so-called normal 

samples. This study was conducted in 1990–1992 on a rep-

resentative sample of more than 8,000 adults from across the 

United States. The study focused on the extent to which psy-

chiatric disorders co-exist. The term    comorbid    is used to 

refer to co-existing psychiatric conditions. The results, in 

fact, confi rmed the suspicions of the investigators, who were 

following up on some intriguing leads from the ECA study, 

in which it had been reported that 54 percent of the respon-

dents with one psychiatric disorder had a second diagnosis 

at some point in life. Interestingly, a similar rate of comor-

bidity emerged from this more focused study. Of the respon-

dents with a lifetime history of one psychiatric disorder, over 

half  of  the sample had at least one other diagnosis. The 

most common comorbidities involve drug and/or alcohol 

abuse with other psychiatric disorders. 

  Ten years after completing the fi rst NCS, the partici-

pants were reinterviewed and another national sample of 

10,000 respondents was added in the National Comorbidity 

Survey Replication (NCS-R). Data from the NCS and NCS-R 

in the United States are part of a worldwide effort to docu-

ment the prevalence of major psychiatric disorders in the 

general population  (Table 2.1) . Results from these surveys will 

be discussed throughout the text as we describe the epidemi-

ology of specifi c conditions.  

 TABLE 2.1   Twelve-Month Prevalence of World Mental Health 
Composite International Diagnostic Interview/ Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition                

  Country   Anxiety   Mood   Impulse-Control   Substance   Any  

    Americas  

   Colombia   10.0   6.8   3.9   2.8   17.8  

   Mexico   6.8   4.8   1.3   2.5   12.2  

   United States   18.2   9.6   6.8   3.8   26.4  

  Europe  

   Belgium   6.9   6.2   1.0   1.2   12.0  

   France   12.0   8.5   1.4   0.7   18.4  

   Germany   6.2   3.6   0.3   1.1   9.1  

   Italy   5.8   3.8   0.3   0.1   8.2  

   Netherlands   8.8   6.9   1.3   3.0   14.9  

   Spain   5.9   4.9   0.5   0.3   9.2  

   Ukraine   7.1   9.1   3.2   6.4   20.5  

  Middle East 
and Africa  

   Lebanon   11.2   6.6   1.7   1.3   16.9  

   Nigeria   3.3   0.8   0.0   0.8   4.7  

  Asia  

   Japan   5.3   3.1   1.0   1.7   8.8  

   People’s Republic 
 of China  

    Beijing   3.2   2.5   2.6   2.6   9.1  

    Shanghai   2.4   1.7   0.7   0.5   4.3  

   Source: Adapted from the WHO: World Mental Health Association, 2004. Percentage represents 
the midpoint of a 95 percent confi dence interval. 
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   As you read about the conditions described in this book, 

it will be important for you to keep in mind these facts about 

the frequency of psychological disorders. Furthermore, seek-

ing help from others is a normal and natural part of life. Some 

people seek help from friends, family, or other helpers, such 

as teachers or clergy. Others turn to mental health profession-

als for help, and still others are mandated to obtain help, 

possibly by a court or an employer. Each of these situations 

involves one person, a client, accepting assistance from another 

person in changing troubling or maladaptive behavior or emo-

tional experiences.    

 The Clinician 

 Many people respond in an understandably defensive man-

ner to the idea of consulting a mental health professional. 

They fear being scrutinized and labeled by a total stranger 

who is in a position to judge them as being “crazy.” This 

negative view of the clinician accounts in part for the resis-

tance some people express about seeing a “shrink.” 

    Optimally, however, a clinician is an astute observer of 

human nature, an expert in human relations, a facilitator of 

growth, and a resource who aids others in making crucial 

life choices. A good clinician assesses others, not out of arro-

gance and insensitivity, but out of concern for understand-

ing and responding to the problems of people seeking help. 

There are many types of clinicians, who approach clinical 

work in a variety of ways, based on their training and ori-

entation. In the early 1900s, people in need of psychological 

help saw physicians or    psychiatrists   —medical doctors (MDs) 

with advanced training in treating people with psychological 

disorders. During World War II, the mental health needs of 

the nation increased, necessitating an expansion of the men-

tal health provider network. University-based doctoral (PhD) 

psychology programs were created to increase the number of 

mental health professionals with training in the behavioral 

sciences who provided direct service to clients. Accompany-

ing the growth of PhD programs has been the development 

of programs that are called professional schools of psychol-

ogy, some of which offer a PhD and some of which offer a 

newer degree, the doctor of psychology (PsyD). Individuals 

trained in either type of  doctoral program are known as 

clinical psychologists.    Some psychologists are trained within 

the fi eld of counseling psychology, where the emphasis is on 

normal adjustment and development, rather than on psycho-

logical disorders. 

    Psychiatrists and clinical psychologists currently predom-

inate in the mental health fi eld. An important distinction 

between them is that psychiatrists are licensed to administer 

medical treatment, and psychologists are not. In addition to 

providing psychotherapy, then, psychiatrists are responsible 

for prescribing medication for the treatment of psychological 

disorders when necessary. Psychologists and other mental 

health professionals often work closely with psychiatrists 

and consult with them when a client needs medication. 

Another difference is that clinical psychologists are trained 

in conducting    psychological testing,    a broad range of  mea-

surement techniques, all of  which involve having people 

provide scorable information about their psychological 

functioning. 

    In addition to doctorally trained professionals, several 

other groups of professionals provide mental health services, 

including counseling and school psychologists, psychiatric 

social workers, nurse clinicians, and marriage and family 

counselors. The mental health fi eld also includes a large 

group of individuals who do not have graduate-level training 

but serve a critical role in the functioning and administration 

of the mental health system. Included in this group are the 

thousands of  nurses, occupational therapists, recreational 

therapists, and counselors who devote their careers to work-

ing with emotionally troubled people in institutions, agen-

cies, schools, and homes. 

    We realize that abstract discussions may not enable you 

to appreciate fully who the clinician is and what the clini-

cian does. Consequently, throughout this book, we will use 

examples involving one clinician and some of the cases she 

has treated. This clinician, whom we call Dr. Sarah Tobin, 

is a composite of  many of  the qualities found in a good 

clinical psychologist. Her cases are similar to those in psy-

chological clinics and psychiatric institutions. As you read 

about Dr. Tobin’s work, think of yourself  as her apprentice 

or intern. Imagine yourself  discussing the cases with her and 

consulting with her about the diagnosis and treatment of 

each client. At the beginning of each chapter, you will read 

a case report that relates to the content of that chapter. As 

you read the chapter, use an inquisitive and problem-solving 

approach to develop your understanding of the case. Try to 

form hypotheses about the most appropriate diagnosis, the 

cause of the client’s problems, and ways that the client might 

best be treated.     

REVIEW QUESTIONS 

  1.    What is the difference between the terms patient and 

client ?  

  2.    What term is used when describing co-existing psychiat-

ric disorders?  

  3.    The U.S. Surgeon General’s Report on Mental Health 

states that % of Americans have experienced a 

mental disorder during the preceding year.   

 The Diagnostic and Statistical 
Manual of Mental Disorders  

 In making a diagnosis, mental health professionals use the 

standard terms and defi nitions contained in the    Diagnostic 

and Statistical Manual of Mental Disorders (DSM)    ,  a publi-

cation that is periodically revised to refl ect the most up-to-date 



knowledge concerning psychological disorders. The title of this 

book, and the diagnostic system it contains, is abbreviated as 

 DSM;  this is followed by an indication, in roman numerals, 

of the edition currently in use (now the  DSM-IV  ). This diag-

nostic system was originally developed in 1952, when the 

American Psychiatric Association published the fi rst  DSM . 

In the years since then, the  DSM-II, DSM-III, DSM-III -

 Revised, DSM-IV,  and  DSM-IV-TR  (text revision) (American 

Psychiatric Association, 2000) have refl ected advances and 

refi nements in the system of diagnosis that is most commonly 

used in the United States. We will discuss the history of the 

development of this system, but fi rst it is important for you 

to have a grasp of what we mean by a diagnostic system, or 

nomenclature, as it is sometimes called. 

    The  DSM-IV  contains descriptions of all psychological 

disorders, alternatively referred to as mental disorders. In 

developing recent editions of the  DSM,  various task forces 

have been appointed, each consisting of a group of expert 

clinicians and researchers knowledgeable about a particular 

subset of disorders. Based on their research, these experts 

have listed several hundred disorders, ranging from relatively 

minor adjustment problems to long-term chronic and inca-

pacitating disorders. The  DSM-IV  provides both clinicians 

and researchers with a common language for delineating dis-

orders, so that they can feel relatively confi dent that diag-

nostic labels have accepted meanings. 

    The authors of recent versions of the  DSM  have taken an 

atheoretical approach. In other words, they have attempted to 

describe psychological disorders in terms that refer to observ-

able phenomena, rather than presenting the disorders in terms 

of their possible causes. In describing an anxiety disorder, for 

example, various psychological and physical symptoms associ-

ated with the experience of anxiety are listed, without consid-

eration of whether the cause is physical or emotional. 

    By characterizing a client’s symptoms in terms of  a 

 DSM-IV  diagnosis, the clinician can use that system of 

knowledge as the basis for a treatment plan. For example, a 

clinician would plan a very different kind of treatment for a 

person with an anxiety disorder than for a person with 

schizophrenia. Furthermore, the clinician often is asked to 

provide a diagnosis, with the accompanying  DSM-IV  numer-

ical code, to help a client obtain insurance payments to cover 

the cost of treatment. 

    The authors of  the  DSM-IV  continued in the footsteps 

of  their predecessors to arrive at a system that would be 

scientifi cally and clinically accurate (Millon, 1991). They 

had to ensure that the diagnoses would meet the criterion 

of     reliability,    meaning that a given diagnosis will be consis-

tently applied to anyone showing a particular set of  symp-

toms. Returning to the case of  Peter, if  he were to describe 

his symptoms to a clinical psychologist in Spokane, Wash-

ington, that psychologist should be able to use the  DSM-IV  

to arrive at the same diagnosis as would a psychiatrist see-

ing Peter in Baton Rouge, Louisiana. Further, any knowl-

edgeable mental health professional should be able to use 

the criteria specifi ed in the  DSM-IV  to make a diagnosis, 

regardless of  that professional’s theoretical orientation or 

particular experience with clients. Working toward reliabil-

ity of  diagnoses, the authors of  successive versions of  the 

 DSM  have refi ned the criteria for disorders. At the same 

time, teams of  researchers throughout the United States 

have continued to investigate the    validity    of  the classifi ca-

tion system, meaning that the diagnoses represent real and 

distinct clinical phenomena. In all of  these efforts, experts 

have had to keep in mind the    base rate    of  a disorder, the 

frequency with which it occurs in the general population. 

The lower the base rate of  a disorder, the more diffi cult it 

is to establish the reliability of  the diagnosis because there 

are so few cases to compare.  

 How the DSM Developed 

 The American Psychiatric Association’s  DSM  was the fi rst 

offi cial psychiatric manual to describe psychological disor-

ders and, as such, was a major step forward in the search 

for a standard set of  diagnostic criteria. Although a step in 

the right direction, these criteria were very vague and had 

poor reliability. Another limitation of  the  DSM-I  was that 

it was based on the theoretical assumption that emotional 

problems or “reactions” caused the disorders it described. 

The second edition, the  DSM-II,  was published in 1968. 

This was the fi rst classifi cation of  mental disorders based 

on the system contained in the International Classifi cation 

of  Diseases (ICD). The  DSM-II  represented a movement 

away from the conceptualization of  most psychological dis-

orders as being emotional reactions. The authors of  this 

edition tried to use diagnostic terms that would not imply 

a particular theoretical framework, but, in retrospect, it is 

clear that they based their criteria on psychoanalytic con-

cepts. Furthermore, these criteria were suffi ciently loose that 

a clinician with a particular theoretical preference could fi t 

a client’s diagnosis into his or her theory, rather than 

describe the client’s actual condition. 

    To overcome these problems of low reliability, in 1974 

the American Psychiatric Association appointed a task force 

of eminent scholars and practitioners to prepare a new and 

more extensive classifi cation system that would refl ect the 

most current information on mental disorders. The task 

force was directed to develop a manual that would have an 

empirical basis and be clinically useful, reliable, and accept-

able to clinicians and researchers of different orientations. 

    When the  DSM-III  was published in 1980, it was widely 

heralded as a major improvement over its predecessors. It 

provided precise rating criteria and defi nitions for each dis-

order. These criteria enabled clinicians to be more quantita-

tive and objective in assigning diagnoses. However, the 

 DSM-III  had some problems. For example, in some instances 

the manual did not go far enough in specifying criteria. 

Because of these limitations, the American Psychiatric Asso-

ciation tried once again to improve and refi ne the diagnostic 

system. The  DSM-III-R  was published in 1987 with the 

intention that it would serve as an interim manual until a 
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more complete overhaul, the  DSM-IV,  could be introduced 

in 1994. 

    Shortly after the publication of  the  DSM-III-R,  the 

American Psychiatric Association established the Task Force 

on the  DSM-IV  with the intent of providing an empirical 

base for the diagnoses in the new manual. Work groups inves-

tigating specifi c disorders were appointed to conduct a three-

stage process involving further reliability and validity testing 

of the diagnoses. In Stage 1 of this process, comprehensive 

reviews of the published research were conducted. Stage 2 

involved thorough analyses of research data, some of which 

had not previously been published. Criteria from the  DSM-

III-R  were rigorously applied to these analyses, with the 

intention of adding or changing criteria on the basis of the 

analytical fi ndings. Stage 3 was the largest and most ambi-

tious phase of  the project, involving fi eld trials in which 

interviewers evaluated thousands of people with diagnosed 

psychological disorders. These fi eld trials were attempts by 

researchers to establish the reliability and validity of the new 

diagnostic criteria. In reliability testing, pairs of clinicians 

provided independent ratings of clients through videotaped 

interviews. Evaluating the validity of diagnostic categories 

was an even more challenging task. Clinicians conducted 

focused fi eld trials in which individuals diagnosed as having 

specifi c disorders were studied. The purpose of these fi eld 

trials was to determine the number and nature of the criteria 

needed for clients to be diagnosed with specifi c disorders. As 

you will see later in this book, diagnoses are made on the 

basis of the kind and number of relevant symptoms. The fi eld 

trials were used to provide an empirical basis for deciding 

which symptoms and how many of those symptoms would 

be necessary for the diagnosis to be applied. For example, for 

a diagnosis of major depressive disorder, the client must dem-

onstrate at least fi ve symptoms out of a possible list of nine, 

including such symptoms as disturbed sleep, recurrent 

thoughts of death, and feelings of worthlessness. 

    In 2000 the American Psychiatric Association published a 

text revision of  DSM-IV,  called the  DSM-IV-TR  (American 

Psychiatric Association, 2000), which included several edito-

rial revisions: correction of minor factual errors that had 

been identifi ed in the  DSM-IV,  updates to the content, and 

other refi nements intended to enhance the educational value 

of the volume. Although the latest version is offi cially abbre-

viated  DSM-IV-TR,  many professionals prefer the simpler 

designation  DSM-IV . 

    Work has begun on the development of  DSM-V,  which 

probably will not appear in print for several years. As was 

the case in developing previous editions, a considerable 

amount of preparation and research is needed for such a 

complicated process. After research work groups were formed, 

a series of papers were published with the goal of establishing 

a research agenda (Kupfer, First, & Regier, 2002). The next 

step in the process has involved a series of international con-

ferences focusing on particular issues emerging from the 

research planning work groups; such international collabora-

tion is considered especially important because of the plan 

to coordinate  DSM-V  with the next edition of the  Interna-

tional Classifi cation of Diseases  (Widiger, 2004).   

 Controversial Issues Pertaining to the DSM 

 All editions of the  DSM  have generated considerable con-

troversy, and the fi fth edition is certain to provoke great 

debate. Particularly contentious will be the argument about 

whether “disease, illness, and disorder are scientifi c biomed-

ical terms or are sociopolitical terms that necessarily involve 

a value judgment” (Rounsaville et al., 2002, p. 3). Some crit-

ics (Kirk & Kutchins, 1992; Kutchins & Kirk, 1997) have 

argued for years that the  DSM  unfairly labels people and is 

a highly politicized, money-making publication of the Amer-

ican Psychiatric Association that is laden with problems of 

reliability and validity. Kutchins and Kirk (1997) note the 

extent to which the  DSM  diagnoses refl ect the politics and 

culture of the time. For example, they contend that because 

of pressure from outside groups, homosexuality was dropped 

and post-traumatic stress disorder was added when  DSM-III  

was published in 1980. The very fact that homosexuality had 

previously been listed in  DSM-II  provides some insight into 

the complex and potentially biased processes by which “men-

tal disorders” have been defi ned. It took nearly 10 years of 

debate for the American Psychiatric Association to conclude 

that pathologizing people because of sexual orientation was 

absurd. In discussing post-traumatic stress disorder, Kutchins 

and Kirk contend that pressure from Vietnam veterans 

forced the  DSM-III  authors to recognize that the constella-

tion of symptoms experienced by thousands of survivors of 

traumatic events, such as combat, represented a disorder. 

    Other critics have argued that the  DSM  system is biased 

against women and have questioned why women are more 

likely than men to be assigned particular diagnoses, such as 

mood and personality disorders. They suggest that gender 

bias results in feminine personality characteristics being per-

ceived as pathological. Kupers (1997) asserts that people in 

a position of power (in the case of psychiatry, mostly men) 

determine what constitutes a mental disorder among those 

over whom they wield power. In response to such criticism, 

professionals who were pivotally involved in the develop-

ment of  DSM-IV  (Ross, Frances, & Widiger, 1997) dismiss 

such notions, asserting that the  DSM-IV  development pro-

cess involved serious attempts to base decisions on a fair and 

balanced interpretation of the available data pertaining to 

gender issues in diagnoses. 

    As work continues on the development of  DSM-V,  those 

professionals involved in the process know that they must 

listen carefully to the criticisms that have arisen in recent 

years. Particular attention must be given to making the new 

manual usable and less reductionistic than previous editions 

(Banzato, 2004) and to ensuring that revisions to the diag-

nostic manual be based on empirical demonstrations of 

clinical utility; in other words, the advantages of changing 

diagnostic criteria should clearly outweigh potential negative 

consequences (First et al., 2004).   



 Defi nition of Mental Disorder 

 In Chapter 1, we discussed the alternate conceptions of  ab-

normality and how diffi cult it is to defi ne what constitutes 

abnormal behavior or, for that matter, how it should be labeled. 

The authors of the  DSM  confronted the task of defi ning men-

tal disorder and arrived at a defi nition that serves as the foun-

dation for every diagnosable condition within the manual. 

According to this defi nition, a mental disorder is “a clinically 

signifi cant behavioral or psychological syndrome or pattern 

that occurs in an individual and that is associated with present 

distress (e.g., a painful symptom) or disability (i.e., impairment 

in one or more important areas of functioning) or with a sig-

nifi cantly increased risk of suffering death, pain, disability, or 

an important loss of freedom. In addition, this syndrome or 

pattern must not be merely an expectable and culturally sanc-

tioned response to a particular event, for example, the death of 

a loved one” (American Psychiatric Association, 2000, p. xxxi). 

The concept of mental disorders is central to the whole enter-

prise of diagnosis and treatment. Let’s take a closer look at the 

defi nition given in the  DSM-IV-TR  and its implications. 

        A mental disorder is “clinically signifi cant.” For each 

disorder, the  DSM-IV-TR  specifi es the length of time during 

which the symptoms must be present for the diagnosis of a 

disorder. Thus, a fl eeting thought or mood, an occasional 

strange behavior, or a temporary feeling of instability or con-

fusion does not constitute a mental disorder. You probably 

can think of a time when you felt emotionally distraught 

following an upsetting event in your life. Such experiences are 

common and would not be regarded as mental disorders, 

unless they are so severe that they result in serious conse-

quences. To be considered clinically  signifi cant, the disorder 

must be consistently present over time and have enough 

impact that the person’s life is dramatically affected. 

    The disorder is refl ected in a “behavioral or psychological 

syndrome.” A    syndrome    is a collection of symptoms that forms 

a defi nable pattern. A behavioral or psychological syndrome is 

a collection of observable actions and the client’s reported 

thoughts and feelings. Thus, an isolated behavior or a single 

thought or feeling would not constitute a disorder. Rather, a 

diagnosable condition is an organized unit that manifests itself  

in a wide range of thoughts, feelings, and behaviors. If you feel 

sad for a few days, and this feeling is your only symptom, a 

diagnosis of depression would be inappropriate. 

    The disorder is associated with “present distress . . . , or 

disability” impairment in life, or serious risk. In other words, 

a disorder involves personal or social cost. For example, a 

woman’s fear of leaving the house may cause her to be very 

distressed. She wishes she could overcome her extreme fear-

fulness but feels incapable of  changing her behavior. Her 

syndrome, then, in addition to being severe, is also causing 

her a great deal of personal distress. In addition, her func-

tioning is impaired, because she is unable to hold a job or 

take care of household errands. 

    Not everyone with a psychological disorder is distressed. 

Consider a man who has developed an unusually cold, con-

stricted, and impersonal style of  relating to other people 

because of a disturbed view of interpersonal relationships. 

Although this man might not be bothered by this style, it 

will make it diffi cult, if  not impossible, for him to develop 

intimate relationships. Moreover, unless he has a job that 

involves absolutely no social interaction (and there are not 

many such jobs), this style of relating to others will invari-

ably hurt his chances of having a productive career. 

    Some disorders can lead a person to commit suicide or 

infl ict severe physical pain through self-mutilation. Other 

disorders place the individual at risk, because they lead to 

acts involving physical peril. A man in a hyperexcited state of 

euphoria may go out and rent a hang glider, because he feels 

like fl ying, unconcerned that he lacks the proper training. Still 

other disorders threaten the individual with physical harm, 

because they lead to the adoption of an unhealthy lifestyle. A 

person who is driven to work excessively hard without taking 

time for relaxation is likely, over a period of years, to suffer 

from heart problems due to stress. Further, a psychological dis-

order can cause a person to lose personal freedom if it leads 

to criminal acts, resulting in punishment or incarceration. 

        The disorder is not “an expectable and culturally sanc-

tioned response.” Some behaviors and emotional reactions are 

understandable, given the circumstances. For example, in an 

oppressive political system, one might expect people to be on 

the alert for danger, perhaps to the point of seeming para-

noid. Such individuals would not be regarded as having a 

mental disorder because their reaction is expectable. Another 

example would be a woman who becomes depressed follow-

ing the death of her partner. She may lose sleep, cry fre-

quently, and have diffi culty eating or concentrating. Her 

symptoms would not constitute a mental disorder. In some 

cultures, reactions to the death of a loved one may involve 

   Bernie, a man with bipolar disorder, would be asked about 
his symptoms by a clinician whose task is to determine a 
diagnosis and recommend a treatment plan. 
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rituals and behaviors that might seem bizarre to outsiders 

but are acceptable within the culture.   

 Assumptions of the DSM-IV-TR 

 Throughout the history of the  DSM  system, its authors have 

debated a number of complex issues, including the theoreti-

cal basis of  the classifi cation system. Each edition of the 

manual has represented thousands of hours of discussion 

among experts in several related fi elds from different theo-

retical backgrounds. The  DSM-IV  today contains the result 

of these discussions, and underlying its structure and orga-

nization are several important assumptions.  

 Medical Model   One of the most prominent assumptions of 

the  DSM-IV-TR  is that this classifi cation system is based on 

a medical model orientation, in which disorders, whether 

physical or psychological, are viewed as diseases. In fact, as 

we mentioned earlier, the  DSM-IV-TR  corresponds to the 

 International Classifi cation of Diseases,  a diagnostic system 

developed by the World Health Organization to provide con-

sistency throughout the world for the terms that are used to 

describe medical conditions. For example, proponents of the 

medical model view major depressive disorder as a disease 

that requires treatment. The use of the term  patient  is con-

sistent with this medical model. 

  Also consistent with the medical model is the use of the 

term  mental disorder . If  you think about this term, you will 

notice that it implies a condition that is inside one’s “mind.” 

This term has been used historically to apply to the types of 

conditions studied within psychiatry, as in the terms  mental 

hospital  and  mental health . For many professionals, though, 

the term  mental disorder  has negative connotations, because 

it has historically implied something negative. In this book, 

we use the term  psychological disorder  in an attempt to move 

away from some of the negative stereotypes associated with 

the term  mental disorder ;  we also wish to emphasize that 

these conditions have an emotional aspect. For example, a 

person who has unusually low sexual desire would have a 

diagnosable condition within the  DSM-IV-TR  called “hypo-

active [low] sexual desire disorder.” Does it make sense to 

refer to such a condition as a mental disorder?   

 Atheoretical Orientation   The authors of  the  DSM-IV  

wanted to develop a classifi cation system that was descrip-

tive rather than explanatory. In the example of hypoactive 

sexual desire disorder, the  DSM-IV-TR  simply classifi es and 

describes a set of symptoms without regard to their cause. 

There might be any number of explanations for why a per-

son has this disorder, including relationship diffi culties, inner 

confl ict, or a traumatic sexual experience. 

  Previous editions of the  DSM  were based on psychoana-

lytic concepts and used such terms as  neurosis,  which implied 

that many disorders were caused by unconscious confl ict. 

Besides carrying psychodynamic connotations, these terms 

were vague and involved subjective judgment on the part of 

the clinician.    Neurosis    is not part of the offi cial nomenclature, 

or naming system, but you will still fi nd it in many books and 

articles on abnormal psychology. When you come across the 

term, it will usually be in reference to behavior that involves 

some symptoms that are distressing to an individual and that 

the person recognizes as unacceptable. These symptoms usu-

ally are enduring and lack any kind of physical basis. For 

example, you might describe your friend as neurotic because 

she seems to worry all the time over nothing. Assuming that 

she recognizes how inappropriate her worrying is, your label-

ing of her behavior as neurotic might be justifi ed. However, a 

mental health practitioner might diagnose her as having an 

anxiety disorder, a more precise description of her constant 

worrying behavior. Mental health professionals still use the 

term  neurotic  informally to refer to a person who experiences 

excessive subjective psychological pain and to distinguish such 

conditions from those referred to as psychotic. 

  The term    psychosis    is used to refer to various forms of 

behavior involving loss of contact with reality. In other words, 

a person showing psychotic behavior might have bizarre 

thoughts and perceptions of what is happening. This might 

involve delusions (false beliefs) or hallucinations (false percep-

tions). The term  psychotic  may also be used to refer to behav-

ior that is so grossly disturbed that the person seems to be out 

of control. Although not a formal diagnostic category,  psy-

chotic  is retained in the  DSM-IV-TR  as a descriptive term.   

 Categorical Approach   Implicit in the medical model is the 

assumption that diseases fi t into distinct categories. For exam-

ple, pneumonia is a condition that fi ts into the category of 

diseases involving the respiratory system. The  DSM-IV-TR,  

being based on a medical model, has borrowed this strategy. 

Thus, conditions involving mood fi t into the category of mood 

disorders, those involving anxiety fi t into the category of anx-

iety disorders, and so on. However, the authors of the  DSM-

IV-TR  are the fi rst to acknowledge that there are limitations 

to the categorical approach. For one thing, psychological dis-

orders are not neatly separable from each other or from normal 

   Severe depression can be so devastating that some people consider 
suicide their only option. 



functioning. For example, where is the dividing line between a 

sad mood and diagnosable depression? Furthermore, many 

disorders seem linked to each other in fundamental ways. In a 

state of agitated depression, for example, an individual is suf-

fering from both anxiety and a sad mood. 

  The diffi culty of establishing clear boundaries between 

psychological conditions prompted the  DSM-IV  Task Force 

to consider adopting a dimensional rather than a categorical 

model. In a dimensional model, people would be rated accord-

ing to the degree to which they experience a set of fundamen-

tal attributes. Rather than being classifi ed as “depressed” or 

“nondepressed,” individuals would be rated along a contin-

uum. At one end would be no depression, and at the other 

end would be severe incapacitation, with varying degrees in 

between. In the current system, the many separate categories 

for depressive disorders lead to a proliferation of diagnoses. 

A dimensional system with numerical ratings would provide 

a clearer and perhaps more accurate representation of psy-

chological disorders. 

  Widiger and Samuel (2005) delineate two dilemmas 

inherent in the categorical approach to diagnosis: excessive 

diagnostic co-occurrence and boundary issues between diag-

noses. Diagnostic co-occurrence, called  comorbidity,  refers to 

situations in which a person experiences symptoms that meet 

the diagnostic criteria for more than one disorder. Some 

argue that such co-occurrence is the norm rather than the 

exception. In the case of depression and anxiety, there may 

be a shared negative affectivity dimension that is common 

to mood disorders, anxiety disorders, and certain personality 

disorders. The dilemma of problematic boundaries refers to 

the overlap among several diagnoses, such as the partial 

lack of  distinction between oppositional defi ant disorder, 

attention-defi cit/hyperactivity disorder, and conduct disorder. 

  Watson and Clark (2006) propose two possible approaches 

for  DSM-V . First, a reorganization of diagnostic classes would 

replace the current categories with a set that refl ect real-world 

similarities between disorders. Second, the personality disor-

ders would be organized along dimensions rather than in 

discrete categories. 

  One dramatic proposal is the possibility of relinquishing 

a single diagnostic scheme and instead embracing the notion 

of  different diagnostic systems for different purposes. In 

other words, there might be two parallel systems, one for 

clinicians in practice and the other for researchers in the fi eld 

of psychopathology (Watson & Clark, 2006). 

  During the past 30 years, signifi cant gains have been 

made in refi ning the psychiatric diagnostic system. With  in-

creasing experience and wisdom, however, researchers and 

clinicians have come to recognize the limitations of the cur-

rent system and have expressed a commitment to a signifi cant 

overhaul, such that the psychological disorders of real human 

beings can be more thoughtfully understood and treated.   

 Multiaxial System   In the  DSM,  diagnoses are categorized in 

terms of relevant areas of functioning within what are called 

axes. There are fi ve axes, along which each client is evaluated. 

An    axis    is a class of information regarding an aspect of an 

individual’s functioning. The    multiaxial system    in the  DSM-

IV-TR  allows clients to be characterized in a multidimensional 

way, accommodating all relevant information about their func-

tioning in an organized and systematic fashion. 

  As you might imagine, when a clinician is developing a 

diagnostic hypothesis about a client, there may be several 

features of the individual’s functioning that are important to 

capture. For most of his life, Greg has had serious personal-

ity problems characterized by an extreme and maladaptive 

dependence on other people. These problems have been com-

pounded by a medical condition, ulcerative colitis. Six months 

ago, Greg’s girlfriend was killed in an automobile accident. 

Before then, he was managing reasonably well, although his 

personality problems and colitis sometimes made it diffi cult 

for him to function well on his job. Each fact the client pre-

sents is important for the clinician to take into account when 

making a diagnosis, not just the client’s immediate symptoms. 

In Greg’s case, the symptom of depression is merely one part 

of a complex diagnostic picture. As we saw earlier, most cli-

ents, such as Greg, have multiple concerns that are relevant 

to diagnosis and treatment. Sometimes there is a causal rela-

tionship between comorbid disorders. For example, a man 

with an anxiety disorder may develop substance abuse as he 

attempts to quell the terror of his anxiety by using drugs or 

alcohol. In other situations, the comorbid conditions are not 

causally related, as would be the case of a woman who has 

both an eating disorder and a learning disability.    

 The Five Axes of the DSM-IV-TR 

 Each disorder in the  DSM-IV-TR  is listed on either Axis I or 

Axis II. The remaining axes are used to characterize a client’s 

physical health (Axis III), extent of stressful life circumstances 

(Axis IV), and overall degree of functioning (Axis V).  

 Axis I: Clinical Disorders   The major clinical disorders are 

on Axis I. In the  DSM-IV-TR  system, these are called 

clinical syndromes, meaning that each is a collection of 

symptoms that constitutes a particular form of  abnormal-

ity. These are the disorders, such as schizophrenia and 

depression, that constitute what most people think of  as 

psychological disorders. As you can see in  Table 2.2 , how-

ever, there are a wide variety of  disorders encompassing 

many variants of  human behavior.  

     Another set of disorders in Axis I is adjustment disorders. 

These are reactions to life events that are more extreme than 

would normally be expected given the circumstances. To be 

considered an adjustment disorder, this reaction must persist 

for at least 6 months and must result in signifi cant impairment 

or distress for the individual. Adjustment disorders manifest 

themselves in several forms: emotional reactions, such as anx-

iety and depression; disturbances of conduct; physical com-

plaints; social withdrawal; or disruptions in work or academic 

performance. For example, a woman may react to the loss of 

her job by developing a variety of somatic symptoms,  including 
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 ■     Learning disorders  

  ■    Motor skills disorders, communication 
disorders, pervasive developmental disorders 
(e.g., autistic disorder)  

  ■    Attention-defi cit disorders and disruptive 
behavior disorders  

  ■    Feeding and eating disorders of infancy 
and early childhood  

  ■    Tic disorders  

  ■    Elimination disorders     

TABLE 2.2  Axis I Disorders of the  DSM-IV-TR          

  Category   Description   Examples of Diagnoses  

    Disorders usually fi rst 
 diagnosed in infancy, 
 childhood, or adolescence 

 Disorders that usually develop during the 
 earlier years of life, primarily involving 
 abnormal development and maturation   

  ■      Delirium  

  ■    Dementia (e.g., Alzheimer’s type)  

  ■    Amnestic disorder     

  Delirium, dementia, amnestic, 
 and other cognitive 
 disorders 

 Disorders involving impairments in cognition 
 that are caused by substances or general 
 medical conditions 

  ■    Personality change due to a general 
medical condition  

 ■     Mood disorder due to a general medical 
condition  

  ■    Sexual dysfunction due to a general medical 
condition     

  Mental disorders due to a 
 general medical condition  

Conditions characterized by mental 
 symptoms judged to be the physiological 
 consequence of a general medical 
 condition   

■      Substance use disorders (e.g., substance 
dependence and substance abuse)  

■    Substance-induced disorders (e.g., 
substance intoxication and substance 
withdrawal)     

  Substance-related disorders   Disorders related to the use or abuse 
 of substances   

  ■    Schizophrenia   

 ■    Schizophreniform disorder  

  ■    Schizoaffective disorder  

  ■    Delusional disorder  

  ■    Brief psychotic disorder     

  Schizophrenia and other 
 psychotic disorders 

 Disorders involving psychotic symptoms 
 (e.g., distortion in perception of reality; 
 impairment in thinking, behavior, affect, 
 and motivation)    

  ■    Major depressive disorder  

  ■    Dysthymic disorder  

  ■    Bipolar disorder  

  ■    Cyclothymic disorder     

  Mood disorders  Disorders involving a disturbance in mood   

  ■    Panic disorder  

  ■    Agoraphobia  

  ■    Specifi c phobia  

■      Social phobia  

  ■    Obsessive-compulsive disorder  

  ■    Post-traumatic stress disorder  

■      Generalized anxiety disorder     

  Anxiety disorders  Disorders involving the experience of 
 intense anxiety, worry, or apprehension 
 that leads to behavior designed to 
 protect the sufferer from experiencing 
 anxiety   



  

   Source: Reprinted with permission from the  Diagnostic and Statistical Manual of Mental Disorders,  Fourth Edition, Text Revision. 
Copyright © 2000 American Psychiatric Association. 
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■    Factitious disorder  

  ■    Factitious disorder by proxy     

  Factitious disorders  Conditions in which physical or 
 psychological symptoms are 
 intentionally produced in order to 
 assume a sick role   

  ■    Dissociative amnesia  

■      Dissociative fugue  

■      Dissociative identity disorder  

■      Depersonalization disorder     

  Dissociative disorders  Disorders in which the normal integration 
 of consciousness, memory, identity, or 
 perception is disrupted   

■    Sexual dysfunctions (e.g., sexual arousal dis-
order, orgasmic disorder, sexual pain disorder)  

■      Paraphilias (e.g., fetishism, pedophilia, 
voyeurism)  

■    Gender identity disorder     

  Sexual and gender identity 
 disorders 

 Disorders involving disturbance in the 
 expression or experience of normal 
 sexuality   

■      Anorexia nervosa  

■    Bulimia nervosa     

  Eating disorders  Disorders characterized by severe 
 disturbances in eating behavior   

  ■    Dyssomnias (e.g., insomnia, hypersomnia)  

■      Parasomnias (e.g., nightmare disorder, sleep-
walking disorder)     

  Sleep disorders  Disorders involving recurring disturbance 
 in normal sleep patterns   

■    Intermittent explosive disorder  

■      Kleptomania  

■      Pyromania  

■      Pathological gambling  

■      Trichotillomania     

  Impulse-control disorders  Disorders characterized by repeated 
 expression of impulsive behaviors that 
 cause harm to oneself or others   

  Category   Description   Examples of Diagnoses  

  ■      Adjustment disorder with anxiety  

■        Adjustment disorder with depressed mood  

■        Adjustment disorder with disturbance of 
conduct     

  Adjustment disorders  Conditions characterized by the 
 development of clinically signifi cant 
 emotional and behavioral symptoms 
 within 3 months following the onset of
 an identifi able stressor   

■        Relational problems  

■        Problems related to abuse or neglect  

■        Psychological factors affecting medical 
condition  

■        Other conditions (e.g., bereavement, 
academic or occupational problem, religious 
problem, phase of life problem)     

  Other conditions that may be
 a focus of clinical attention  
 

Conditions or problems for which a 
 person may seek or be referred 
 for professional help    

  ■    Somatization disorder  

 ■     Conversion disorder  

 ■     Pain disorder  

  ■    Hypochondriasis  

  ■    Body dysmorphic disorder     

  Somatoform disorders  Disorders involving recurring complaints of 
 physical symptoms or medical concerns
 not supported by medical fi ndings   



48 Chapter 2 Classifi cation and Treatment Plans

headaches, backaches, and fatigue. A man may respond to 

a  diagnosis of a serious illness by becoming reckless, self-

destructive, and fi nancially irresponsible. In these cases, the 

individual’s reaction can be temporally linked to the occur-

rence of the life event. Moreover, the reactions are considered 

out of proportion to the nature of the stressful experience. 

  Some conditions are the focus of clinical attention but are 

not psychological disorders. In the  DSM-IV-TR,  these condi-

tions are referred to as “V [vee] codes” and include a variety 

of diffi culties, such as relational problems, bereavement reac-

tions, and the experience of being abused or neglected. When 

these problems are the primary focus of clinical attention, 

they are listed on Axis I. When these problems are evident 

but are not the primary focus of concern, they are noted on 

Axis IV, which you will read about later in this section.   

 Axis II: Personality Disorders and Mental Retardation   Axis 

II includes sets of disorders that represent enduring character-

istics of an individual’s personality or abilities. One set of dis-

orders is the personality disorders. These are personality traits 

that are infl exible and maladaptive and that cause either sub-

jective distress or considerable impairment in a person’s ability 

to carry out the tasks of daily living. The second component 

of Axis II is mental retardation. Although not a disorder in 

the sense of many of the other conditions found in the  DSM-

IV-TR,  mental retardation nevertheless has a major infl uence 

on behavior, personality, and cognitive functioning. 

  To help you understand the differences between Axis I and 

Axis II, consider the following two clinical examples. One case 

involves Juanita, a 29-year-old woman who, following the birth 

of her fi rst child, becomes very suspicious of other people’s 

intentions to the point of not trusting even close relatives. 

After a month of treatment, she returns to normal functioning 

and her symptoms disappear. Juanita would receive a diagno-

sis of an Axis I disorder, because she has a condition that 

could be considered an overlay on an otherwise healthy per-

sonality. In contrast, the hypersensitivity to criticism and fear 

of closeness shown by Jean, another 29-year-old woman, is a 

feature of her way of viewing the world that has characterized 

her from adolescence. She has chosen not to become involved 

in intimate relationships and steers clear of people who seem 

overly interested in her. Were she to seek treatment, these long-

standing dispositions would warrant an Axis II diagnosis. 

  An individual can have diagnoses on Axes I and II. For 

example, Leon is struggling with substance abuse and is char-

acteristically very dependent on others. Leon would probably 

be diagnosed on both Axis I and Axis II. On Axis I, he would 

be assigned a diagnosis pertaining to his substance abuse; on 

Axis II, he would receive a diagnosis of dependent personal-

ity disorder. In other words, his substance abuse is considered 

to be a condition, and his personality disorder is considered 

to be part of the fabric of his character.   

 Axis III: General Medical Conditions   Axis III is for docu-

menting a client’s medical conditions. Although these medical 

conditions are not the primary focus of the clinician, there is 

a solid logic for including Axis III as part of the total diag-

nostic picture. At times, physical problems can be the basis of 

psychological problems. For example, a person may become 

depressed following the diagnosis of a serious physical illness. 

Conversely, such conditions as chronic anxiety can intensify 

physical conditions, such as a stomach ulcer. In other cases 

there is no obvious connection between an individual’s physi-

cal and psychological problems. Nevertheless, the clinician 

considers the existence of a physical disorder to be critical, 

because it means that something outside the psychological 

realm is affecting a major facet of the client’s life. 

      The clinician must keep Axis III diagnoses in mind when 

developing a treatment plan for the client. Take the example 

of a young man with diabetes who seeks treatment for his 

incapacitating irrational fear of cars. Although his physical 

and psychological problems are not apparently connected, it 

would be important for the clinician to be aware of the dia-

betes, because the condition would certainly have a major 

impact on the client’s life. Furthermore, if the clinician consid-

ers recommending a prescription of antianxiety medication, 

the young man’s physical condition and other medications 

must be taken into account.   

 Axis IV: Psychosocial and Environmental Problems   On Axis 

IV, the clinician documents events or pressures that may affect 

the diagnosis, treatment, or outcome of a client’s  psychological 

   At the outset of treatment, a psychotherapist strives to put the client 
at ease so that a good working alliance can be established. 



disorder. Examples of Axis IV stressors are shown in  Table 2.3 . 

As you can see, Axis IV conditions include the negative life 

events of losing a job, having an automobile accident, and 

breaking up with a lover. All of these conditions are stressors 

that can cause, aggravate, or even result from a psychological 

disorder. A depressed man might get into a serious traffi c acci-

dent because he is so preoccupied with his  emotions that he 

does not concentrate on his driving. Alternatively, a person 

may become clinically depressed in the aftermath of a serious 

car accident. As you can see, the same life event can be either 

the result or the cause of a psychological problem. 

  For the most part, the life events on Axis IV are negative. 

However, positive life events, such as a job promotion, might 

also be considered stressors. A person who receives a major 

  TABLE 2.3   Axis IV of the  DSM-IV-TR        

  Problem Category   Examples  

    Problems with primary support group: childhood   Death of parent  
 Health problems of parent  
 Removal from the home  
 Remarriage of parent  

  Problems with primary support group: adult   Tensions with partner
   Separation, divorce, or estrangement  
 Physical or sexual abuse by partner  

  Problems with primary support group: parent-child   Neglect of child  
 Sexual or physical abuse of child  
 Parental overprotection  

  Problems related to the social environment   Death or loss of friend  
 Social isolation
   Living alone  
 Diffi culty with acculturation  
 Adjustment to life cycle transition (such as retirement)  

  Educational problems   Academic problems
   Discord with teachers or classmates 
 Illiteracy 
  Inadequate school environment  

  Occupational problems   Unemployment  
 Threat of job loss  
 Diffi cult work situation
   Job dissatisfaction
   Job change
   Discord with boss or co-workers  

  Housing problems   Homelessness  
 Inadequate housing  
 Unsafe neighborhood  
 Discord with neighbors or landlord  

  Economic problems   Extreme poverty
   Inadequate fi nances  
 Serious credit problems  

  Problems with access to health care services   Inadequate health insurance  
 Inadequate health care services  

  Problems related to interaction with the legal system/crime   Arrest
   Incarceration  
 Victim of crime  

  Other psychosocial problems   Exposure to disasters
   Loss of important social support services  

   Source: Reprinted with permission from the  Diagnostic and Statistical Manual of Mental Disorders,  Fourth Edition, Text Revision. 
Copyright © 2000 American Psychiatric Association.  

The Diagnostic and Statistical Manual of Mental Disorders 49



50 Chapter 2 Classifi cation and Treatment Plans

TABLE 2.4 Axis V: Global Assessment of Functioning Scale

Rating Level of Symptoms Examples

91–100 Superior functioning; no symptoms

81–90 No symptoms or minimal symptoms; generally Occasional worries such as feeling understandably
  good functioning in all areas; no more than  anxious before taking examinations or feelings of
  everyday problems  disappointment following an athletic loss

71–80 Transient, slight symptoms that are reasonable Concentration diffi culty following an exciting day; trouble
  responses to stressful situations; no more than  sleeping after an argument with partner
  slight impairment in social, occupational, or
  school functioning

61–70 Mild symptoms, or some diffi culty in social, Mild insomnia; mild depression
  occupational, or school functioning

51–60 Moderate symptoms or moderate diffi culties Occasional panic attacks; confl icts with roommates
  in social, occupational, or school functioning

41–50 Serious symptoms or any serious impairment Suicidal thoughts; inability to keep job
  in social, occupational, or school functioning

31–40 Serious diffi culties in thought or communication Illogical speech; inability to work; neglect of
  or major impairment in several areas of  responsibilities
  functioning

21–30 Behavior infl uenced by psychotic symptoms Delusional and hallucinating; incoherent; preoccupied
  or serious impairment in communication or  with suicide; stays in bed all day every day
  judgment or inability to function in almost
  all areas 

11–20 Dangerous symptoms or gross impairment in Suicide attempts without clear expectation of death;
  communication  muteness

1–10 Persistent danger to self or others or persistent Recurrent violence; serious suicidal act with clear
  inability to maintain hygiene  expectation of death

0 Inadequate information

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision. 
Copyright © 2000 American Psychiatric Association.

 The Diagnostic Process  

 The diagnostic process involves using all relevant information 

to arrive at a label that characterizes the client’s disorder. This 

information includes the results of any tests given to the cli-

ent, material gathered from interviews, and knowledge about 

the client’s personal history. The end result of the diagnostic 

job promotion may encounter psychological diffi culties due 

to the increased responsibilities and demands associated with 

the new position.   

 Axis V: Global Assessment of Functioning 
 Axis V is used to document the clinician’s overall judgment of 

a client’s psychological, social, and occupational functioning. 

Ratings are made for the client’s current functioning at the 

point of admission or discharge, or the highest level of func-

tioning during the previous year. The rating of the client’s 

functioning during the preceding year provides the clinician 

with important information about the client’s    prognosis,    or 

likelihood of recovering from the disorder. If a client has func-

tioned effectively in the recent past, the clinician has more 

reason to hope for improvement. The prognosis may not be so 

bright if a client has a lengthy history of poor adjustment. 

  The    Global Assessment of Functioning (GAF) scale,    

which is the basis for Axis V, allows for a rating of  the 

individual’s overall level of  psychological health. The full 

scale is shown in  Table 2.4 .  

   REVIEW QUESTIONS  

  1.    What is the difference between reliability and validity in 

the context of psychiatric diagnosis?  

  2.    In the DSM-IV-TR,  refers to a class of informa-

tion such as the primary diagnosis.  

  3.    What DSM-IV-TR axis would be used to document a 

client’s medical conditions?     



    In addition to listening to the client’s description of 

symptoms, the clinician also attends to the client’s behavior, 

emotional expression, and style of thinking. For example, a 

client with very severe depression may be immobilized and 

unable to verbalize, leaving the clinician to infer that the 

client is depressed.   

 Diagnostic Criteria and Differential Diagnosis 

 The next step is to obtain as clear an idea as possible of the 

client’s symptoms and to determine the extent to which these 

symptoms coincide with the diagnostic criteria of a given 

disorder. What does Peter mean when he says that he has 

“bouts of anxiety”? After Dr. Tobin asks him this question, 

she listens to determine whether any of his symptoms match 

the  DSM-IV-TR  criteria for anxiety: Do his hands tremble? 

Does he get butterfl ies in his stomach? Does he feel jittery 

and irritable or have trouble sleeping? Dr. Tobin keeps a 

mental tally of  Peter’s symptoms to see if  enough of the 

appropriate ones are present before she decides that his state 

is, in fact, anxiety and that he might therefore have an anx-

iety disorder. 

    As she listens to Peter’s symptoms, Dr. Tobin discovers 

that he has also experienced severe depression within the 

past few months. This discovery leads her to suspect that 

perhaps Peter does not have an anxiety disorder after all. 

Now, as she sorts through the facts of  his story, she starts 

to see his highly energized behavior as the classic symptoms 

of  a mood disturbance. Based on this decision, Dr. Tobin 

then turns to a guide that she will follow to sort through 

the information she has gathered. This guide takes the form 

of  a    decision tree,    a series of  simple yes/no questions in 

the  DSM-IV-TR  about the client’s symptoms that lead to 

a possible diagnosis. Like the branches of  a tree, the assess-

ment questions proposed by the clinician can take different 

directions. There are different decision trees for many of 

the major disorders. Dr. Tobin can use the decision tree 

for mood disorders to narrow down the possible diagnoses 

and make sure that she has considered all the options in 

Peter’s case. 

    The decision tree with the specifi cs of Peter’s case is 

shown in  Figure 2.1 . Although there are many more steps in 

this tree than are represented here, you can see the basic 

logic of the process in this simplifi ed version. Dr. Tobin  be-

gins with the mood disturbance decision tree, because she 

has already decided that Peter’s symptoms might fi t the diag-

nostic criteria for a mood disorder. Going through the steps 

of the decision tree, Dr. Tobin begins with the recognition 

that Peter has been depressed and that his mood is now both 

expansive and irritable. Although she will request a complete 

medical workup, there is no evidence at the moment that his 

symptoms are physiological effects of a medical condition 

or drugs. She then focuses on the nature of the present mood 

episode and concludes that Peter may be experiencing a 

manic episode. It also appears that Peter has experienced 

a major depressive episode as well. Now, the question is 
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process is a diagnosis that can be used as the basis for the 

client’s treatment. 

    Although this defi nition makes the diagnostic process 

sound straightforward, it usually is not so simple. In fact, 

the diagnostic process can be compared to the job of  a 

detective trying to solve a complicated case. A good detec-

tive is able to piece together a coherent picture from many 

bits and pieces of  information, some of  which may seem 

in signifi cant or even random to the untrained observer. 

Similarly, a good clinician uses every available piece of infor-

mation to put together a coherent picture of  the client’s 

condition. Fortunately, some of this information is readily 

available, such as the client’s age, gender, and ethnicity. This 

background data can help the clinician gauge the likelihood 

that a client has a particular disorder. For example, if  a 

20-year-old were to seek treatment for symptoms that 

appeared to be those of  schizophrenia, the clinician’s ideas 

about diagnosis would be different than if  the individual 

were 60 years old. Schizophrenia often makes its fi rst 

appearance in the twenties, and, with a client of  this age 

who shows possible symptoms of  schizophrenia, the diagno-

sis is plausible. On the other hand, if  the client were 60 years 

old and showing these symptoms for the fi rst time, other 

disorders would seem more likely. Similarly, the client’s gen-

der can provide some clues for diagnosis. Some conditions 

are more prevalent in women, so the clinician is more likely 

to consider those when diagnosing a woman. Finally, the 

individual’s social and cultural background may provide 

some clues in the diagnostic process. The clinician may fi nd 

it helpful to know about the religious and ethnic back-

ground of clients if  these are relevant to the kind of  symp-

toms they are exhibiting. For example, a client from a 

country in which the voodoo religion is practiced might 

complain that she has been “cursed.” Without knowing that 

such a belief  is perfectly acceptable within the voodoo reli-

gion, the clinician may mistakenly regard this statement as 

evidence of  a serious psychological disorder. We will talk 

more about the role of  culture when we examine the issue 

of  cultural formulations later in the chapter. 

    We will return now to Peter’s symptoms and will discuss 

the diagnostic process Dr. Tobin would use to evaluate him. 

You will see how she uses the tools of the detective to arrive 

at the diagnosis.  

 The Client’s Reported and Observable Symptoms 

 Remember that Peter fi rst describes his symptoms as involv-

ing “bouts of  anxiety.” When Dr. Tobin hears the word 

 anxiety,  she immediately begins thinking about the  DSM-IV-

TR  criteria for an anxiety disorder. This is the fi rst step in the 

diagnostic process. Dr. Tobin listens for a key word or phrase 

in the client’s self-report of symptoms and observes how the 

client acts. That gives her a clue about what to look for 

next. In the process of  following up on this clue, Dr. Tobin 

will gain more information about the symptoms that Peter 

reports. 
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whether Peter has psychotic symptoms at times other than 

during these  episodes. Assuming he does not, it means that 

Peter should be diagnosed as having bipolar disorder (for-

merly referred to as manic depression), a mood disorder that 

involves the experience of a manic episode and commonly a 

depressive episode. If  he did have psychotic symptoms at 

times other than during his mood episodes, Peter would be 

diagnosed as suffering from another disorder related to 

schizophrenia. 

    The fi nal step in the diagnostic process is for Dr. Tobin 

to be sure that she has ruled out all possible alternative 

 diagnoses, either by questioning Peter or by reviewing the 

information she has already collected. This step, called    dif-

ferential diagnosis,    will probably have been completed already, 

because Dr. Tobin has been through the decision tree pro-

cess. However, Dr. Tobin must be confi dent that Peter fi ts 

the diagnostic criteria for bipolar disorder. 

    One question that Dr. Tobin might have is whether 

Peter’s symptoms might be due to drug use or to an undi-

agnosed medical condition. If  Peter had been abusing 

amphetamines, he might have had symptoms like those of a 

manic episode. Alternatively, a person with a brain tumor 

might show mood disturbances similar to those of a person 

with mania. In the process of differential diagnosis, the clini-

cian must ensure that there is not a physiological basis for 

the symptoms. Virtually all the diagnoses on Axis I of the 

 DSM-IV-TR  specify that the clinician should rule out this 

possibility. There is an entire category of disorders on Axis 

I termed “mental disorders due to a general medical condi-

tion.” Another category applies to disorders due to the abuse 

of psychoactive substances. 

    The diagnostic process often requires more than one ses-

sion with the client, which is why some clinicians prefer to 

regard the fi rst few psychotherapy sessions as a period of 

evaluation or assessment. While some therapeutic work may 

be accomplished during this time, the major goal is for the 

client and clinician together to arrive at as thorough an 

understanding as possible of the nature of the client’s disor-

der. This paves the way for the clinician to work with the 

client on an agreed-on treatment plan. 

    Peter’s diagnosis was fairly straightforward; however, 

there are many people whose problems do not fi t neatly into 

a diagnostic category. The problems of  some individuals 

meet the criteria for two or more disorders. The most com-

mon instance is when a person has a long-standing personal-

ity disorder as well as another more circumscribed problem, 

such as depression or a sexual disorder. It is also possible 

for an individual to have two concurrent Axis I diagnoses, 

such as alcoholism and depression. When clinicians use mul-

tiple diagnoses, they typically consider one of the diagnoses 

to be the    principal diagnosis   —namely, the disorder that is 

considered to be the primary reason the individual is seeking 

professional help.   

 Final Diagnosis 

 The fi nal diagnosis that Dr. Tobin assigned to Peter incor-

porates all the information gained during the diagnostic 

phase of his treatment. Clinicians realize the importance of 

accuracy in designating a fi nal diagnosis, as this label will set 

the stage for the entire treatment plan. Dr. Tobin’s diagnosis 

of Peter appears in her records as follows:        

  Axis I:    296.43 Bipolar I Disorder, most recent episode 

manic, severe without psychotic features  

  Axis II:    Diagnosis deferred (no information yet available 

on Peter’s long-standing personality traits)  

Diagnostic questions

Depressed, elevated, expansive, or irritable mood?

Due to the direct physiological effects 
of a general medical condition?

Due to the direct physiological effects 
of a substance?

Manic episode: Elevated, expansive, or irritable 
mood, at least 1-week duration; marked impairment?

Major depressive episode: At least 2 weeks of 
depressed mood or loss of interest plus associated 
symptoms?

Psychotic symptoms occur at times other than during  
manic episodes?

        Final Diagnosis: Bipolar I Disorder

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

FIGURE 2.1 Dr. Tobin’s decision tree for Peter Decision 
trees provide choices for the clinician based on the client’s history 
and symptoms. Follow the choices made by Dr. Tobin throughout 
the tree for mood disturbances, the area that seems most appropri-
ate for Peter.



  Axis III:   No physical conditions reported  

  Axis IV:    Problems with primary support group (divorce)  

  Axis V:    Current Global Assessment of Functioning: 43 

Highest Global Assessment of Functioning 

(past year): 80       

 Case Formulation 

 Once the formal diagnosis is made, the clinician is still left 

with a formidable challenge—to piece together a picture of 

how the disorder evolved. A diagnosis is a categorical judg-

ment, and, although it is very informative, it does not say 

much about the client as an individual. To gain a full ap-

preciation of  the client’s disorder, the clinician develops a 

case formulation:    an analysis of the client’s development and 

the factors that might have infl uenced his or her current psy-

chological status. The formulation provides an analysis that 

transforms the diagnosis from a set of code numbers to a 

rich piece of  descriptive information about the client’s per-

sonal history. This descriptive information helps the clini-

cian design a treatment plan that is attentive to the client’s 

symptoms, unique past experiences, and future potential 

for growth. 

    Let’s return to Peter’s case. Having diagnosed Peter as 

having bipolar disorder, Dr. Tobin uses the next two therapy 

sessions with him to obtain a comprehensive review of his 

presenting problem as well as his life history. Based on this 

review, Dr. Tobin makes the following case formulation: 

 Peter is a 23-year-old divorced White male with a diagnosis 

of  bipolar disorder. He is currently in the middle of  his 

fi rst manic episode, which follows his fi rst major depressive 

episode by about 4 months. The precipitant for the onset 

of  this disorder several months ago seems to have been 

the turbulence in his marriage and the resulting divorce. 

Relevant to Peter’s condition is an important fact about 

his family—his mother has been treated for a period of 

20 years for bipolar disorder. Peter’s diagnosis appears 

to be a function of  both an inherited predisposition to a 

mood  disorder and a set of  experiences within his family. 

The younger child of  two boys, Peter was somehow singled 

out by his mother to be her confi dant. She told Peter 

 in detail about her symptoms and the therapy she was 

 receiving. Whenever Peter himself  was in a slightly 

depressed mood, his mother told him that it was probably 

the fi rst sign of  a disorder he was bound to inherit from 

her. Her involvement in his emotional problems creates 

another diffi culty for Peter in that it has made him ambiv-

alent about seeking therapy. On the one hand, he wants 

to get help for his problems. Counteracting this desire is 

Peter’s reluctance to let his mother fi nd out that he is in 

therapy, for fear that this information will confi rm her dire 

predictions for him.   

    This case formulation gives a more complete picture of 

Peter’s diagnosis than does the simple diagnosis of bipolar 

disorder. Having read this case formulation, you now know 

some important potential contributions to Peter’s current dis-

order. In effect, in developing a case formulation, a clinician 

proposes an hypothesis about the causes of the client’s dis-

order. This hypothesis gives the clinician a logical starting 

point for designing a treatment and serves as a guide through 

the many decisions yet to be made.   

 Cultural Formulation 

 As American culture becomes increasingly diverse, experi-

enced clinicians must broaden their understanding of  ethnic 

and cultural contributions to psychological problems. To 

middle-class White clinicians, some conditions might seem 

strange and incomprehensible without an awareness of  the 

existence of  these conditions within certain other cultures. 

Consequently, with clients from culturally diverse back-

grounds, it is important for clinicians to go beyond the multi-

axial diagnostic process of  the  DSM-IV  and to evaluate 

conditions that might be culturally determined. In these 

cases, a cultural formulation is developed. This is a formula-

tion that takes into account the client’s degree of identifi ca-

tion with the culture of origin, the culture’s beliefs about 

psychological disorders, the ways in which certain events are 

interpreted within the culture, and the cultural supports 

available to the client.    

     The individual’s degree of  involvement with the cul-

ture is important for the clinician to know, because it indi-

cates whether the clinician should take into account 

cultural infl uences on the client’s symptoms. Clients who 

do not identify with their culture of  origin would not be 

expected to be as affected by cultural norms and beliefs as 

would those who are heavily involved in their culture’s tra-

ditions. First, the client’s familiarity with and preference 

for using a certain language is an obvious indicator of 

cultural identifi cation. Second, assuming that the client 

does identify with the culture, it is necessary to know about 

cultural explanations of the individual’s symptoms. In certain 
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Clinicians go through a process of differential diagnosis 
in which they consider all possible alternative diagnoses.
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cultures, psychological disorders may be expressed as par-

ticular patterns of  behavior, perhaps refl ecting predominant 

cultural themes that date back for centuries, known as    culture-

bound syndromes.    For example, “ghost sickness” is a preoc-

cupation with death and the deceased that is reported by 

members of  American Indian tribes. This phenomenon  in-

cludes a constellation of  extreme bodily and psychological 

reactions ( Table 2.5 ). Such symptoms would have a different 

meaning if  reported by a middle-class White person, rather 

than by an American Indian. Third, the clinician takes into 

account how events are interpreted within the individual’s 

cultural framework. An event may be extremely stressful to 

members of  a given culture who attribute signifi cant mean-

ing to that event. In contrast, members of  another cultural 

group may have a more neutral interpretation of  that 

event. For example, within certain Asian cultures, an insult 

may provoke the condition known as amok, in which 

a person (usually male) enters an altered state of  con-

sciousness in which he becomes violent, aggressive, and 

even homicidal.          Fourth,  the cultural supports available to the client form 

a component of the cultural formulation. Within certain cul-

tures, extended family networks and religion provide emo-

tional resources to help individuals cope with stressful life 

events. 

    By including culture-bound syndromes, the authors of 

the  DSM-IV-TR  took a fi rst step toward formal recognition 

of variations across cultures in the defi nition of abnormal 

behavior. Critics believe that the  DSM-IV-TR  did not go far 

enough and that, in the future, these syndromes should be 

incorporated into the more general diagnostic nomenclature. 

Such a step requires further research specifi cally aimed at 

taking a multicultural approach both to diagnosis and treat-

ment (Mezzich et al., 1999). 

    In recent years there have been important advances 

in understanding how cultural factors infl uence mental 

health. In fact, advances have been made in the very defi -

nition of  culture. Prior to the 1990s, researchers in the area 

of  cultural psychopathology tended to view a given expres-

sion of  distress as residing within the specifi c ethnocultural 

group. More recent conceptualizations of  culture attend 

much more to people’s social world than past views of 

culture. Cultural investigators now focus on “people’s 

daily routines and how such activities are tied to families, 

neighborhoods, villages, and social networks” (Lopez & 

Guarnaccia, 2000, p. 574). In this newer conceptualization 

of  culture, researchers and clinicians move away from fl at, 

unidimensional notions of  culture and focus instead on a 

richer kind of  cultural analysis—paying attention to how 

factors like social class, poverty, and gender affect mental 

health. 

        In practical terms, it would be insuffi cient for a clinician 

writing a cultural formulation to simplistically attribute cer-

tain mental health problems to the client’s ethnicity. Con-

sider the anxiety condition reported in Latinos known as 

 ataque de nervios,  which involves various dramatic expres-

sions of distress such as trembling, crying, and uncontrol-

lable shouting in response to a disturbing life event related 

to family or signifi cant others. Researchers initiated system-

atic investigations of  ataque de nervios,  focusing on how the 

social world interacts with psychological and physical pro-

cesses in the individual. Particularly interesting was the fi nd-

ing that this condition is not actually a cultural syndrome 

or clinical entity residing in individuals, but is rather “a com-

mon illness that refl ects the lived experience largely of women 

with little power and disrupted social relations” (Lopez & 

Guarnaccia, 2000, p. 581). 

    Apart from the role of  cultural factors in the formula-

tion, clinicians must also take cultural factors into account 

when conceptualizing the treatment relationship they will 

have with clients. The clinician should take care not to make 

assumptions about how the client would like to be treated, 

based on the clinician’s cultural background. Seemingly 

minor aspects of  the relationship, such as how familiar the 

clinician acts toward the client, may have tremendous bear-

ing on the rapport that is established in their relationship. 

In some cultures, for example, it would be regarded as rude 

for the clinician to use an individual’s fi rst name. Another 

aspect of  the relationship that can be affected by cultural 

factors is the role of  eye contact. The clinician should be 

aware of  whether people within the client’s culture make eye 

contact during conversation. It could be erroneous for the 

clinician to assume that a client’s lack of  eye contact implies 

disrespect. 

    Attention to all of  these factors helps the clinician for-

mulate a diagnosis and treatment that are sensitive to cul-

tural differences. Going a step further, clinicians can benefi t 

from becoming familiar with the culture-bound syndromes 

such as those in  Table 2.5 . If  some of  these seem bizarre 

to you, think about how someone from another culture 

might regard conditions that are prevalent in Western cul-

ture, such as eating disorders. You might also think about 

In the process of developing a case formulation, clinicians know that 
it is important to be aware of the ways in which the client’s age, 
gender, and ethnicity may be salient.
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TABLE 2.5 Culture-Bound Syndromes in the DSM-IV-TR

Certain psychological disorders, such as depression and anxiety, are universally encountered. Within particular cultures, however, 
idiosyncratic patterns of symptoms are found, many of which have no direct counterpart to a specifi c DSM-IV-TR diagnosis. These 
conditions, called culture-bound syndromes, are recurrent patterns of abnormal behavior or experience that are limited to specifi c 
societies or cultural areas.
 Culture-bound syndromes may fi t into one or more of the DSM-IV-TR categories, just as one DSM-IV-TR category may be thought to 
be several different conditions by another culture. Some disorders recognized by the DSM-IV-TR are seen as culture-bound syndromes, 
because they are specifi c to industrialized societies (e.g., anorexia nervosa).
 This table describes some of the best-studied culture-bound syndromes and forms of distress that may be encountered in clinical 
practice in North America, as well as the DSM-IV-TR categories they most closely resemble.

Term Location Description DSM-IV-TR Disorders

Amok Malaysia Dissociative episode consisting of brooding followed by
   violent, aggressive, and possibly homicidal outburst.
   Precipitated by insult; usually seen more in males. Return
   to premorbid state following the outburst.

Ataque de  Latin America Distress associated with uncontrollable shouting, crying, tremb - Anxiety
 nervios   ling, and verbal or physical aggression. Dissociation, seizure, Mood
   and suicidal gestures possible. Often occurs as a result of a Dissociative
   stressful family event. Rapid return to premorbid state. Somatoform

Bilis and Latin America Condition caused by strong anger or rage. Marked by
 colera   disturbed core body imbalances, including tension, 
   headache, trembling, screaming, and stomach disturbance.
   Chronic fatigue and loss of consciousness possible.

Bouffée West Africa Sudden outburst of agitated and aggressive behavior, Brief psychotic
 délirante  and Haiti  confusion, and psychomotor excitement. Paranoia and
   visual and auditory hallucinations possible.

Brain fag West Africa Diffi culties in concentration, memory, and thought, usually  Anxiety
   experienced by students in response to stress. Other  Depressive
   symptoms include neck and head pain, pressure, and  Somatoform
   blurred vision.

Dhat India Severe anxiety and hypochondriacal concern regarding 
   semen discharge, whitish discoloration of urine, weakness, 
   and extreme fatigue.

Falling out  Southern A sudden collapse, usually preceded by dizziness. Conversion
 or   United States  Temporary loss of vision and the ability to move. Dissociative
 blacking out  and the 
  Caribbean

Ghost sickness American  A preoccupation with death and the deceased. Thought to be
  Indian tribes  symbolized by bad dreams, weakness, fear, appetite loss, 
   anxiety, hallucinations, loss of consciousness, and a feeling 
   of suffocation.

Hwa-byung  Korea Acute feelings of anger resulting in symptoms including insomnia, 
 (wool-hwa-    fatigue, panic, fear of death, dysphoria, indigestion, loss of
 byung)   appetite, dyspnea, palpitations, aching, and the feeling of a 
   mass in the abdomen. 

Koro Malaysia An episode of sudden and intense anxiety that one’s penis or 
   vulva and nipples will recede into the body and cause death.

Latah Malaysia Hypersensitivity to sudden fright, usually accompanied by 
   symptoms including echopraxia (imitating the movements 
   and gestures of another person), echolalia (irreverent parroting 
   of what another person has said), command obedience, and 
   dissociation, all of which are characteristic of schizophrenia.

(continued)
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TABLE 2.5 Culture-Bound Syndromes in the DSM-IV-TR (continued)

Term Location Description DSM-IV-TR Disorders

Mal de ojo Mediterranean  Means “the evil eye” when translated from Spanish. Children
  cultures  are at much greater risk; adult females are at a higher risk 
   than adult males. Manifested by fi tful sleep, crying with no 
   apparent cause, diarrhea, vomiting, and fever.

Pibloktog Arctic and  Abrupt dissociative episode associated with extreme excitement,
  sub-Arctic   often followed by seizures and coma. During the attack, the
  Eskimo   person may break things, shout obscenities, eat feces, and
  communities  behave dangerously. The victim may be temporarily withdrawn 
   from the community and report amnesia regarding the attack.

Qi-gong  China Acute episode marked by dissociation and paranoia that may
 psychotic    occur following participation in qi-gong, a Chinese folk health-
 reaction   enhancing practice.

Rootwork Southern  Cultural interpretation that ascribes illness to hexing, witchcraft,
  United States,   or sorcery. Associated with anxiety, gastrointestinal problems,
  African   weakness, dizziness, and the fear of being poisoned or killed.
  American and 
  European 
  populations, 
  and Caribbean 
  societies

Shen-k’uei  Taiwan and Symptoms attributed to excessive semen loss due to frequent
 or Shenkui  China  intercourse, masturbation, and nocturnal emission. Dizziness, 
   backache, fatigue, weakness, insomnia, frequent dreams, and 
   sexual dysfunction. Excessive loss of semen is feared, because 
   it represents the loss of vital essence and therefore threatens 
   one’s life.

Shin-byung Korea Anxiety and somatic problems followed by dissociation and 
   possession by ancestral spirits.

Spell African  Trance state in which communication with deceased relatives or
  American and   spirits takes place. Sometimes connected with a temporary
  European   personality change.
  American 
  communities in 
  the southern 
  United States

Susto Latinos in the  Illness caused by a frightening event that causes the soul to leave Major depressive
  United States   the body. Causes unhappiness, sickness (muscle aches, stress Post-traumatic stress
  and Mexico,   headache, and diarrhea), strain in social roles, appetite and Somatoform
  Central   sleep disturbances, lack of motivation, low self-esteem, and
  America, and   death. Healing methods include calling the soul back into the
  South America  body and cleansing to restore bodily and spiritual balance.

Taijin  Japan Intense fear that one’s body parts or functions displease,
 kyofusho   embarrass, or are offensive to others regarding appearance, 
   odor, facial expressions, or movements.

Zar Ethiopia, Somalia,  Possession by a spirit. May cause dissociative experiences
  Egypt, Sudan,  characterized by shouting, laughing, hitting of one’s head
  Iran, and other   against a hard surface, singing, crying, apathy, withdrawal,
  North African  and change in daily habits.
  and Middle
  Eastern societies

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision. 
Copyright © 2000 American Psychiatric Association.



the meaning of  these culture-bound syndromes for our 

understanding of  abnormal behavior. The fact that psycho-

logical disorders vary from one society to another supports 

the claim of  the sociocultural perspective that cultural fac-

tors play a role in infl uencing the expression of  abnormal 

behavior.     

her problems with her father, she has had academic diffi cul-

ties all semester. Tomorrow she has an important exam, and 

she is panic-stricken. 

    Now, consider what you would do in helping your friend. 

Your fi rst reaction would be to help her calm down. You 

might talk to her and try to get her in a better frame of 

mind, so that she will be able to take the exam. However, 

you would also realize that she has other problems, which 

she will need to attend to after she gets through the next day. 

In the short term, she needs to catch up on the rest of her 

course work. Over the long term, she will need to deal with 

the diffi culties that recur between her and her father. A clini-

cian treating a client would also think in terms of  three 

stages: immediate management, short-term goals, and long-

term goals. 

    In dealing with immediate management, the clinician 

addresses the most pressing needs at the moment. Short-

term goals involve change in the client’s behavior, thinking, 

or emotions but do not involve a major personality restruc-

turing. Long-term goals include more fundamental and 

deeply rooted alterations in the client’s personality and 

relationships. 

    These three stages imply a sequential order, and in 

many cases this is the way a treatment plan is conceived. 

First the clinician deals with the crisis, then handles prob-

lems in the near future, and fi nally addresses issues that 

require extensive work well into the future. However, in 

other cases, there may be a cyclical unfolding of  stages. New 

sets of  immediate crises or short-term goals may arise in the 

course of  treatment. Or there may be a redefi nition of  long-

term goals as the course of  treatment progresses. It is per-

haps more helpful to think of  the three stages not as 

consecutive stages per se, but as implying different levels of 

treatment focus. 

    Immediate management, then, is called for in situa-

tions involving intense distress or risk to the client or oth-

ers. A person experiencing an acute anxiety attack would 

most likely be treated on the spot with antianxiety medica-

tion. A client who is severely depressed and suicidal may 

need to be hospitalized. In the case of  Peter, Dr. Tobin 

decides that Peter’s possible dangerousness to others war-

rants hospitalization. Furthermore, his manic symptoms 

of  irrational behavior and agitation suggest that he needs 

intensive professional care. Not all clinical situations  re-

quire that action be taken in the immediate management 

stage, but it is important for the clinician to think about 

various options to help the client deal with pressing concerns 

of  the moment. 

        When a client’s most troubling symptoms are under 

control, it is possible for the clinician to work with the cli-

ent in developing more effective ways of  resolving current 

diffi culties. The plan at this point might include establishing 

a working relationship between the clinician and client, as 

well as setting up specifi c objectives for therapeutic change. 

If  Dr. Tobin is to treat Peter’s mood disorder, she must 

REVIEW QUESTIONS

1.  What term is used to describe a series of simply yes/no 

questions that lead to a diagnosis?

2.  ____________ is an analysis of the client’s development 

and the factors that might have infl uenced his or her 

current psychological status.

3.  When clients present with psychological symptoms that 

seem to be rooted in their particular ethnic, religious, or 

cultural backgrounds, how does a clinician approach 

diagnosis?
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     Treatment Planning  

 We have discussed the steps through which a clinician 

develops an understanding of  a client’s problem. This 

understanding provides the basis for the clinician’s next 

phase, which is to plan the most appropriate treatment for 

the client. In an optimal situation, the clinician has the 

client’s cooperation in addressing several questions regard-

ing treatment choices: What are the goals of  the treat-

ment? What would be the best treatment setting? Who 

should treat the client? What kind of  treatment should be 

used? What kind of  treatment is fi nancially feasible and 

available? Finally, What theoretical orientation would be 

best suited to the client’s particular needs? All of  these 

considerations would form Dr. Tobin’s treatment plan for 

Peter as she moves from the diagnostic phase toward the 

treatment phase.  

 Goals of Treatment 

 The fi rst phase of treatment planning is to establish treat-

ment goals, which are the objectives the clinician hopes to 

accomplish in working with the client. These goals range 

from the immediate to the long term. To understand this 

critical phase of  the process, put yourself  in the shoes of 

a clinician for the moment and think of an analogous situ-

ation in which you are trying to help a friend through a 

crisis. Although you are not “treating” your friend in a pro-

fessional sense, the steps you take would be very much like 

the approach a clinician takes with a client in developing a 

treatment plan. Let’s say this friend knocks on your door 

late one night, in tears because she has had another of her 

many arguments on the phone with her father. Because of 



R E A L  S T O R I E S

PATTY DUKE: MOOD DISTURBANCE

A
t the beginning of this chapter, 
you began reading about Peter 
Dickinson, a man whose wild 

mood swings caused him to lose control 
over his thinking and behavior. Peter 
was experiencing the symptoms associ-
ated with a serious mood disturbance 
called bipolar disorder. This technical 
label might not be familiar to you; the 
condition is more commonly, in non-
professional discussions, called manic-
depressive illness. Patty Duke, a legend-
ary star of stage and screen, brought 
 international attention to the seriousness 
and prevalence of this condition when 
she began speaking and writing pub-
licly about her struggles with it.
 The story of Patty Duke’s fame dates 
back to her early childhood, when her 
managers renamed the young Anna 
 Marie in an attempt to make her sound 
“perkier.” Patty/Anna became a celebrity 
while starring on Broadway as Helen 
Keller in The Miracle Worker and sub-
sequently in a popular television series, 
The Patty Duke Show, in which she 
played the dual role of identical cousins. 
She was a talented and prolifi c  actress, 
appearing in more than 50 fi lms and 
winning numerous awards, including a 
People’s Choice Award and an Oscar.
 Although she achieved an enormous 
level of success both on stage and in 
the movies, Patty Duke’s personal life 
was turbulent for more than three de-
cades. Her father suffered from alcohol-
ism and had trouble holding down jobs. 
He left home when Patty was 6 and she 
rarely saw him afterward. He died at 
age 50, leaving Patty to carry an emo-
tional pain she still feels. Patty also 
speaks of her mother’s depression, 
which was so severe that her mother re-
peatedly threatened to kill herself and 
had to be hospitalized. Patty also de-
scribes her mother as having an explo-
sive temper that occasionally led to 
physical abuse, particularly of Patty’s 
brother, Raymond.

 As a child, Patty Duke was interested 
in becoming a nun and had very little 
interest in acting until she was signed 
by professional managers John and 
Ethel Ross, a demanding duo who 
 insisted that Patty’s career would go 
 nowhere without their direction. In the 
early days of her working with the Ross 
couple, Patty would go to their luxurious 
apartment after school for coaching. 
Eventually she moved in with them, and 
at their  insistence, Patty’s contact with 
her family diminished; eventually the 
only times Patty saw her mother were 
when she came to the Ross household to 
do housework or to baby-sit Patty.
 In her adult years, Patty Duke had a 
number of troubled relationships and two 
failed marriages. Perhaps partly due to 
her turbulent childhood, she experienced 
wild mood swings that often left her feel-
ing either sad and hopeless or energetic 
and agitated. Her mood disorder was 
 fi nally diagnosed when Patty was 35, 
and she came to understand the nature 
of her swings between suicidal depres-
sion and the soaring manic highs. Once 
she began taking lithium, she began to 
feel normal for the fi rst time in her life. 
She also decided to revert to her birth 
name, Anna.

 In the passages that follow, taken 
from her autobiography A Brilliant 
Madness: Living with Manic Depressive 
Illness, Anna/Patty describes some of 
her experiences.

In the depressions, I was interested 
only in pleasing, but even that didn’t 
make me feel satisfi ed. For instance, 
let’s say I would cry all Friday night, 
Saturday night, Sunday—then Mon-
day, get up and go to work, do a 
good job, but on the way home 
 Monday night I’d be crying again, 
more fearful, more fretful.
 There were times when this leveled 
off, but I never knew what made it 
stop, what made the crying stop, what 
made me not be afraid that day. I also 
didn’t question it. Once things seemed 
to be okay, I didn’t mess with it. This 
was also a way to deal with the shame 
attached to that kind of behavior. It’s 
everyone’s shame, the family’s as 
well. It’s as if we said, “Oh, okay, it’s 
stopped now, let’s not talk about it 
anymore.” Number one, talking might 
bring it back, and number two, it’s just 
too embarrassing to look at. But the 
depressions always came back. They 
defi ned my life. During this time I be-
came very clever about how to obtain 
and stockpile pills—tranquilizers, usu-
ally Valium. At home, I picked fi ghts 
with Harry; then I would fl y into the 
bathroom and swallow half a bottle of 
whatever pills I had.  .  .  .
 The mania started with insomnia 
and not eating and being driven, 
driven to fi nd an apartment, driven to 
“do” New York, driven to see every-
body, driven to never shut up. The fi rst 
weekend I was there, Bobby Kennedy 
was assassinated.  .  .  . I had an over-
whelmingly out-of-proportion reaction 
to his assassination. I know those 
were insane times and we all had 
enormous reactions to those assassi-
nations, but for me it was as if he had 
been my brother or my father. This is 
not an exaggeration—at least two 
weeks went by without sleep.

Source: From A Brilliant Madness by Patty Duke 
and Gloria Hochman. Copyright ©1992 by Patty 
Duke. Used by permission of Bantam Books, a 
 division of Random House, Inc.

Patty Duke



establish rapport with him, and he, in turn, must feel com-

mitted to working with her. Another short-term goal might 

be to stabilize Peter on medication, so that his symptoms 

will be alleviated. 

    Long-term goals are the ultimate aims of therapeutic 

change. Ideally, the long-term goals for any client are to 

overcome the problem and to develop a strategy to prevent 

recurrence. In reality, these goals are diffi cult to achieve. The 

restructuring of  a personality can be a lifelong endeavor. 

With the help of Dr. Tobin, Peter will need to plan his life, 

taking his disorder into account. For example, Dr. Tobin 

may advise Peter to take medication aimed at preventing a 

recurrence of his symptoms. He may also need to prepare 

himself  for some of the ways this disorder may affect his life. 

In addition, Peter will have to work with Dr. Tobin to deal 

with the emotional scars he has suffered as a result of his  

disorder and the troubled childhood caused by his mother’s 

disorder. 

    A treatment plan, then, includes a set of goals for short- 

and long-range interventions. Having established these goals, 

the clinician’s next task is to specify how to implement the 

plan. This requires decisions regarding the optimal treatment 

site, the treatment modality, and the theoretical perspective 

on which the treatment is based.   

 Treatment Site 

 The severity of the client’s problem is one of the fi rst issues 

a clinician considers in deciding what kind of treatment site 

to recommend. Treatment sites vary in the degree to which 

they provide a controlled environment and in the nature of 

the  services  they  offer  to  clients.  Treatment  sites  include 

psychiatric hospitals, outpatient treatment settings, halfway 

houses and day treatment centers, and other treatment sites, 

such as the school or workplace, that provide mental health 

services. The more serious the client’s disturbance, the more 

controlled the environment that is needed and the more  in-

tense the services. 

    The severity of the client’s symptoms is assessed on sev-

eral dimensions. Is the client suicidal, at risk of harming oth-

ers, delusional, or otherwise incapable of maintaining control? 

Does the client have physical problems, such as those that 

might result from a brain dysfunction, an eating disorder, or 

illness? What is the client’s support system at home? Are 

people there who can help the client deal with the problems 

caused by the disorder and its symptoms? Further, the clini-

cian must be sensitive to the fi nancial resources available to 

the client. In an age in which cost-effectiveness is of major 

concern to insurance companies, treatment decisions are 

commonly dictated by a need to pursue the least expensive 

care. The clinician’s recommendation of a treatment site is 

also based on the match between the client’s needs and the 

services provided in a particular treatment setting. Depending 

on how clinical and fi nancial issues are addressed, the clinician 

will recommend a psychiatric hospital, outpatient treatment, 

or a halfway house or group home that provides a combination 

of services.  

 Psychiatric Hospitals   The decision to hospitalize a client 

depends largely on the risk the client presents. A clinician 

usually recommends that the client be admitted to a psychi-

atric hospital when the client is at risk of harming self  or 

others or seems incapable of self-care. Although some clients 

choose inpatient psychiatric care quite willingly, there must 

be demonstrable clinical need and evidence that the client 

presents a risk in order for this very expensive form of treat-

ment to be covered by insurance or public programs. Often, 

clients who are at high risk of harm to self  or others are 

involuntarily hospitalized by a court order until their symp-

toms can be brought under control (this is discussed in more 

detail in Chapter 15). 

  Hospitalization is also recommended for clients who 

have disorders that require medical interventions and inten-

sive forms of psychotherapeutic interventions. Some medical 

interventions, such as a trial on a new drug regimen, are best 

done in a hospital setting, where the risks of potential side 

effects and treatment effi cacy can be monitored continuously. 

Some psychotherapeutic interventions are also best done in 

a setting where the contingencies of the client’s behavior can 

be monitored and reinforced by trained personnel. For exam-

ple, a young man prone to violent outbursts may require an 
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environment in which he is rewarded when he is quiet and is 

responded to aversively when he loses control. 

  In some cases, the clinician might recommend a special-

ized inpatient treatment center. Such a treatment site would 

be appropriate for adults with substance abuse problems or 

for children and adolescents who need professional treat-

ment in a residential setting. 

  Returning to the case of Peter, a hospital would be the 

treatment site of choice, because he is a threat to others, he 

needs medication monitoring, and the hospital could offer 

him various forms of therapy. As he improves, Dr. Tobin will 

develop a discharge plan that will undoubtedly include out-

patient care.   

 Outpatient Treatment   Because hospitalization is such a 

radical and expensive intervention, most clients receive out-

patient treatment, in which they are treated in a private pro-

fessional offi ce or clinic. Professionals in private practice 

offer individual or group sessions, usually on a weekly basis. 

Some prepaid health insurance plans cover the cost of such 

visits, either to a private practitioner or to a clinician work-

ing in a health maintenance organization (HMO). Outpa-

tient treatment may also be offered in agencies supported 

partially or completely by public funds.    Community mental 

health centers (CMHCs)    are outpatient clinics that provide 

psychological services on a sliding fee scale for individuals 

who live within a certain geographic area. 

  Outpatient services are, by necessity, more limited than 

those in a hospital, in terms of both the time involved and 

the nature of the contact between client and clinician. How-

ever, additional services may be made available to clients 

who need vocational counseling, help with domestic man-

agement, group therapy, or the support of a self-help orga-

nization, such as Alcoholics Anonymous.   

 Halfway Houses and Day Treatment Programs   Clients 

with serious psychological disorders who are able to live 

in the community need more services than can be provided 

through conventional outpatient treatment. For such indi-

viduals, halfway houses and day treatment programs are 

the most appropriate treatment sites. These facilities may 

be connected with a hospital, a public agency, or a private 

corporation.    Halfway houses    are designed for clients who 

have been discharged from psychiatric facilities but who 

are not yet ready for independent living. A halfway house 

provides a living context with other deinstitutionalized 

people, and it is staffed by professionals who work with 

clients in developing the skills they need to become 

employed and to set up independent living situations.    Day 

treatment programs    are designed for formerly hospitalized 

clients as well as for clients who do not need hospitaliza-

tion but do need a structured program during the day, 

similar to that provided by a hospital. Many day treatment 

programs are based on a social club model. Some of  the 

clients who participate in day treatment programs reside 

in halfway houses and some live independently, with rela-

tives or in apartments supervised by paraprofessional men-

tal health workers.    

    Other Treatment Sites   Psychological treatment is also 

provided in settings not traditionally associated with the pro-

vision of mental health services, such as the schools and the 

workplace. Guidance counselors and school psychologists 

are often called on to intervene in cases in which a student 

is emotionally disturbed or is upset by a pathological living 

situation. These professionals handle much of the interven-

tion in the school, but they often fi nd it necessary to refer 

the student or family for outside professional help. In the 

workplace, many employers have recognized the importance 

of  intervening in the lives of  employees whose emotional 

problems are interfering with their job performance and 

could possibly result in termination from employment. A 

common program is the Employee Assistance Program 

(EAP) provided by most large companies. The EAP provides 

the employee with a confi dential setting in which to seek 

help for emotional problems, substance abuse diffi culties, or 

relationship problems. Often the EAP professional can work 

with the employee toward a resolution of the problem; at 

times, the EAP professional can help the employee locate ap-

propriate treatment resources for the problem at hand.    

Guidance counselors are often the fi rst professionals to whom trou-
bled students turn for professional assistance.



 Modality of Treatment 

 The    modality,    or form in which psychotherapy is offered, is 

another crucial component of the treatment plan. In    indi-

vidual psychotherapy,    the therapist works with the client on 

a one-to-one basis. Typically, the therapist and client meet 

on a regular schedule—most commonly, once a week for 

about an hour. In couple therapy, partners in a relationship 

both participate, and, in    family therapy,    several or all of the 

family members are involved in the treatment. In family 

therapy, one person may be identifi ed by family members as 

being the “patient.” The therapist, however, views the whole 

family system as the target of the treatment.    Group therapy    

provides a modality in which troubled people can openly 

share their problems with others, receive feedback, develop 

trust, and improve interpersonal skills. 

           Milieu therapy,    which has been found to be helpful for 

hospitalized clients, is based on the premise that the milieu, 

or environment, is a major component of the treatment; a 

new setting, in which a team of professionals works with the 

client to improve his or her mental health, is considered to 

be better than the client’s home and work environments, with 

their stresses and pressures. Ideally, the milieu is constructed 

in such a way that clients will perceive all interactions and 

contexts as therapeutic and constructive. In addition to tra-

ditional psychotherapy, other therapeutic endeavors are 

made through group or peer counseling, occupational ther-

apy, and recreational therapy. 

    The clinician’s decision to recommend a particular modal-

ity of treatment is based, again, on a match between the 

client’s specifi c needs and the treatment’s potential to meet 

these needs. For example, a teenage girl with an eating dis-

order may be seen in both individual therapy and family 

therapy if  the clinician believes that the eating disorder is 

rooted in disturbed parent-child interactions. As this example 

illustrates, the clinician has the option of recommending mul-

tiple modalities, rather than being restricted to one form of 

therapy. We will discuss the modalities in more detail in Chap-

ter 4, along with their conceptual underpinnings. 

    In Peter’s case, three treatment modalities would be rec-

ommended, at least in the initial phase of  his treatment. 

Along with his individual therapy needs, Peter would benefi t 

from both family therapy and group therapy. Family therapy 

would be useful in helping Peter develop his support system 

with his mother and brother, and group therapy would pro-

vide Peter with the opportunity to interact with and derive 

support from other clients who have similar disorders.   

 Determining the Best Approach to Treatment 

 Whatever modality of treatment a clinician recommends, it 

must be based on the choice of the most appropriate theo-

retical perspective or the most appropriate aspects of several 

different perspectives. Many clinicians are trained according 

to a particular set of assumptions about the origins of psy-

chological disorders and the best methods of treating these 

disorders. Often, this theoretical orientation forms the basis 

for the clinician’s treatment decisions. However, just as fre-

quently, clinicians adapt their theoretical orientation to fi t 

the client’s needs. Further, the growing movement toward 

integrating diverse theoretical models in treatment planning 

is addressing the concerns of clinicians who feel that a single 

theoretical model is too narrow. Increasingly, clinicians are 

combining the best elements of various theoretical orienta-

tions in tailoring the treatment plan to have the greatest 

likelihood of success for a given client (Chambless & Ollen-

dick, 2001). 

    Determining the approach for treating each disorder is 

a complex matter, about which there has been considerable 

debate in the past several decades. You might assume that 

In family therapy, all members of the family 
participate in treatment.
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most psychotherapists treating a given disorder would use a 

standard intervention, but, in fact, this is not the case. Con-

sider a client with major depressive disorder. Some clinicians 

would recommend a brief  intervention that focuses on the 

client’s distorted thoughts. Other clinicians would suggest 

that the client engage in lengthy psychotherapy to explore 

early life experiences that caused or contributed to adult 

depression. Still others would dispense with talk therapy and 

recommend antidepressant medication. And others would 

integrate components of each of these approaches. 

    Which treatment method is the most effective, and how 

can effectiveness be measured? In an effort to answer these 

questions, psychotherapy researchers have devoted consider-

able effort in recent years to reviewing all published outcome 

studies on specifi c disorders. From these efforts to identify 

empirically supported treatments have emerged treatment 

recommendations called practice guidelines (Nathan, 1998). 

Although the process of developing practice guidelines might 

seem straightforward and relatively uncontroversial, these 

efforts have unleashed a storm of controversy. 

    Even though efforts to designate the most effective treat-

ments have been admirable, these efforts have not yielded the 

simple solutions that experts had hoped would be found. To 

shed some light on the complexity of  the issues, Martin 

Seligman, a leading psychotherapy researcher, has attempted 

to highlight some of the differences between research that is 

conducted in laboratory settings—effi cacy research—and out-

come studies involving people who have sought professional 

help in a traditional helping context—effectiveness research 

(Seligman, 1995). Effi cacy studies are commonly conducted 

in university-based clinics, where therapists are carefully 

selected, trained, and monitored; patients are also carefully 

screened in order to exclude those with multiple problems 

(DeRubeis & Crits-Cristoph, 1998). 

    Seligman contends that what is measured in effi cacy 

studies has only a slight resemblance to what takes place in 

a real-world therapy setting. In the real world, clients are not 

assigned to random groups for fi xed durations and treated 

according to a predetermined script. Furthermore, rarely 

does a client’s diagnosis fi t neatly into one clearly delineated 

category. For example, a client with major depressive disor-

der may also have a personality disorder, an eating disorder, 

and a sexual dysfunction. In such a case, which practice 

guidelines would be followed? Seligman points out that, in 

effectiveness research, investigators study therapy as it is 

practiced in the fi eld. Therapy is conducted without a man-

ual; patients may have several presenting problems, and they 

are choosing therapists in whom they believe. 

    Wampold (2001) joined the debate about what makes 

psychotherapy work by comprehensively reviewing decades 

of psychotherapy research. Wampold concluded that com-

mon factors, rather than specifi c technical ingredients, are 

most important. In other words, the many specifi c types of 

psychotherapeutic treatment achieve comparable benefi ts 

because of a common core of curative processes. Following 

a harsh critique of empirically supported treatments, Wampold 

recommends that therapists and supervisors should deempha-

size manual-based treatments and instead choose the therapy 

that accords with a client’s worldview. 

       Evidence-based practice in psychology    is the term that has 

emerged to characterize clinical decision-making that inte-

grates the best available research evidence and clinical exper-

tise in the context of the cultural background, preferences, 

and characteristics of clients (APA, 2005). In other words, 

clinicians should base their treatments on state-of-the-art 

research fi ndings that they adapt to the particular features of 

the client, taking into account the client’s background, needs, 

and prior experiences. These criteria are now being used as 

the basis for curricula in graduate programs and post-doctoral 

continuing education (Collins, Leffi ngwell, & Belar, 2007; 

Spring, 2007). 

    As you read about various disorders in this book, and 

the treatments that have been demonstrated as most effec-

tive, it will be important to keep in mind the empirical basis 

for the treatment conclusions. Findings from effi cacy studies 

shed light on appropriate interventions, but they are insuf-

fi cient for making conclusive determinations about what is 

most effective with real people with complex problems. 

    Experienced clinicians recognize the importance of imple-

menting treatments that have, time and again, been shown to 

be effective. McCabe (2004) recommends a four-step approach 

by which intelligent decisions based on scientifi c knowledge 

should be used in the treatment process. The clinician should 

(1) formulate a clear clinical question by conceptualizing the 

client’s problem with suffi cient specifi city to match the treat-

ment with the most relevant practice guidelines, (2) search the 

literature for relevant clinical research articles, (3) appraise the 

scientifi c rigor of the research, and (4) replicate the intervention 

with as much fi delity to the original approach as possible.     

 REVIEW QUESTIONS  

  1.    What are community mental health centers (CMHCs)?  

  2.    _____________ research on psychological disorders is 

conducted in laboratory settings, as compared with ____

______ research involving people who have sought psy-

chological interventions in a traditional helping context.  

  3.    What are the three components of  evidence-based 

treatment?   

     Treatment Implementation  

 When the diagnostic process and treatment planning have 

taken place, the clinician then implements the treatment. 

Despite all the thinking and preparation that have gone into 

this plan, though, the exact way in which treatment unfolds 

varies according to the characteristics of  the clinician, the 

client, and the interaction between the two. There are many 

individual variations among both clients and clinicians. 



Consequently, the potential for variation is virtually unlim-

ited in the interactions between any one client and any one 

clinician. Some common issues, though, characterize all 

therapeutic interactions. 

    Above and beyond whatever techniques a clinician uses 

to treat a client’s problems, the quality of the relationship 

between the client and clinician is a crucial determinant of 

whether therapy will succeed or not. A good clinician does 

more than coldly and objectively administer treatment to a 

client. A good clinician infuses a deep personal interest, 

concern, and respect for the client into the therapeutic rela-

tionship. In this regard, psychotherapy is as much an art as 

a skill.  

 The Course of Treatment 

 The way treatment proceeds is a function of the contributions 

made by the clinician and the client. Each has a part to play 

in determining the outcome of the case, as does the unique 

interaction of their personalities, abilities, and expectations.  

 The Clinician’s Role in Treatment   One of the skills the 

clinician develops is an ability to scan the client-clinician 

interaction for meaningful cues that will provide insight into 

the nature of the client’s problems. An important piece of 

information the clinician gathers is the way the client seems 

to respond to the clinician. Let’s use Dr. Tobin as an exam-

ple. Dr. Tobin is a woman in her early forties. Each of her 

clients forms a unique impression of the kind of person she 

is. One client thinks of  Dr. Tobin as an authority fi gure, 

because Dr. Tobin’s mannerisms and appearance remind 

him of his seventh-grade teacher. Another client perceives 

Dr. Tobin as a peer, because they are about the same age 

and professional status. Another client is in his sixties, and 

Dr. Tobin reminds him of his daughter. Thus, the same cli-

nician is perceived in three different ways by three different 

clients. With each client, Dr. Tobin has a markedly different 

basis for a therapeutic relationship. 

  Not only do clients have unique responses to Dr. Tobin, 

but she also has individualized responses to each client. As 

a professional, Dr. Tobin is trained to examine her reactions 

to each client and to try not to let her reactions interfere 

with her ability to help. Moreover, she has learned how to 

use her perception of each client and the way she thinks she 

is perceived as aids in diagnosing the client’s disorder and in 

embarking on a therapeutic procedure.   

 The Client’s Role in Treatment   In optimal situations, psy-

chotherapy is a joint enterprise in which the client plays an 

active role. It is largely up to the client to describe and iden-

tify the nature of his or her disorder, to describe personal 

reactions as treatment progresses, and to initiate and follow 

through on whatever changes are going to be made. 

  The client’s attitudes toward therapy and the therapist 

are an important part of the contribution the client makes 

to the therapeutic relationship. There is a special quality to 

the help that the client is requesting; it involves potentially 

painful, embarrassing, and personally revealing material that 

the client is not accustomed to disclosing to someone else. 

Most people are much more comfortable discussing their 

medical, legal, fi nancial, and other problems outside the 

realm of the emotions. Social attitudes toward psychological 

disorders also play a role. People may feel that they should 

be able to handle their emotional problems without seeking 

help. They may believe that, if  they can’t solve their own 

emotional problems, it means they are immature or incom-

petent. Moreover, having to see a clinician may make a per-

son believe that he or she is crazy. You would not hesitate 

to tell your friends that you have an appointment with a 

physician because of  a sore knee. Most people would, 

though, feel less inclined to mention to acquaintances that 

they are in psychotherapy for personal problems. The pres-

sure to keep therapy secret usually adds to a client’s anxiety 

about seeking professional help. To someone who is already 

troubled by severe problems in living, this added anxiety can 

be further inhibiting. With so many potential forces driving 

the troubled individual away from seeking therapy, the ini-

tial step is sometimes the hardest to take. Thus, the thera-

peutic relationship requires the client to be willing to work with 

the clinician in a partnership and to be prepared to endure the 

pain and embarrassment involved in making personal revela-

tions. Moreover, it also requires a willingness to break old 

patterns and to try new ways of viewing the self  and relating 

to others.    

 The Outcome of Treatment 

 In the best of all possible worlds, the treatment works. The 

client stays through the treatment, shows improvement, and 

maintains this improved level of functioning. Many times, 

though, the road is not so smooth, and either the goals of 

the treatment plan are never attained or unanticipated prob-

lems arise. Some of the obstacles that clinicians face in their 

efforts to help clients include some curious and frustrating 

realities. The most frustrating involve the client who is unwill-

ing to change. It may sound paradoxical, but, even though a 

client may seem terribly distressed by a problem, that client 

may fail to follow through on a very promising treatment. 

Mental health professionals know that change is very diffi -

cult, and many clients have become so accustomed to living 

with a problem that the effort needed to solve the problem 

seems overwhelming. At times, clinicians also face frustration 

over fi nancial constraints. They may recommend a treatment 

that they are quite confi dent can succeed but that is fi nan-

cially infeasible. In other cases there may be an involved 

party, such as a lover or parent, who refuses to participate in 

the treatment, even though he or she plays a central role. 

Other pragmatic issues can disrupt therapy: Clients may move, 

lose jobs, or lack consistent transportation to the clinic. Over 

time, those in the mental health fi eld learn that they are lim-

ited in how effective they can be in changing the lives of 

people who go to them for help.  
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   Treatment Plan  

 After only a brief interaction with 

Peter during our fi rst encounter, I 

knew that he needed to be hospital-

ized. As is common when dealing with 

individuals in a manic state, there was 

a tremendous amount of resistance to 

such a suggestion, however. I realized 

that Peter would balk at my recom-

mendation, so I was prepared to 

make my viewpoint as unambiguous 

as possible. In my thoughts, I realized 

that there was no way that I would 

feel comfortable sending Peter back 

out onto the streets. Of particular 

concern was the intensity of his 

 anger toward Marnie. Might he 

threaten to harm her in some way? It 

seemed unlikely, but possible. What 

did seem likely, however, was that 

Peter would not be able to take ade-

quate care of himself in this disor-

dered state of mind. 

  I explained to Peter that I was 

deeply concerned about his psy-

chological state and that I was pre-

pared to commit him. Not only did 

I consider him to be a possible dan-

ger to others, but I feared for his 

physical and psychological well-

being. As I had anticipated, Peter 

began ranting and raving in re-

sponse to this. At one point, he 

jumped up and began yelling that I 

had no authority to push him around. 

I knew that it was important for me 

to let him know that I was not in-

timidated. In a gentle but deter-

mined voice, I explained to Peter 

that I was prepared to take this ac-

tion, which I was quite clear was in 

his best interest. Even I was sur-

prised, however, by Peter’s sudden 

turnaround. Apparently, on some 

level, he recognized that he was out 

of control. He was then able to ac-

cept help in regaining his stability. 

Peter admitted to me that the dis-

turbed reaction of his brother, Don, 

to his outlandish behavior had 

helped him realize that “something 

was seriously wrong.” 

  Peter admitted himself voluntarily 

to the hospital, asking me to “prom-

ise” that he would be discharged  

 within 2 weeks. I explained that a 

2-week time frame seemed reason-

able, but providing a guarantee was 

too diffi cult, because I was not sure 

how quickly he would respond to 

treatment. 

  My treatment recommendations 

for Peter were relatively straightfor-

ward. First, he needed medication to 

help control his manic symptoms. 

Beginning Peter on lithium made 

sense, because this medication has 

proven to be effective in the treat-

ment of mania. Second, Peter needed 

to begin a course of psychotherapy 

that would have several compo-

nents. In individual therapy, Peter 

could work with me in developing an 

understanding of the nature and 

causes of his psychological distur-

bance. We would also discuss 

choices he could make to reduce the 

amount of stress in his life and to 

manage his symptoms over the lon-

ger course. In addition to individual 

therapy, I suggested that Peter’s 

mother and brother join Peter for a 

few family therapy sessions to be 

conducted by Bev Mullins, the treat-

ment unit’s social worker. Family 

therapy would focus on establishing 

a more stable source of emotional 

connection between Peter and his 

immediate family. The benefi ts of 

such an improved alliance would be 

multiple. Those most concerned 

about Peter could be available for 

support in the event that his distur-

bance reappeared. Furthermore, his 

mother’s personal experience with 

the same disorder could serve as an 

invaluable source of insight into the 

nature and treatment of this condi-

tion. Group therapy was the third 

form of therapy I recommended to 

Peter. During his stay on the treat-

ment unit, he would participate in 

three groups a week, during which 

he would share his experiences 

with others who were also strug-

gling with the powerful experiences 

associated with a psychological dis-

order. With expressions of reluc-

tance, Peter agreed to go along with 

my plan.    

 Outcome of the Case  

 As it turned out, Peter’s stay in the 

hospital lasted precisely 14 days. He 

had shown dramatic improvement 

after only 4 days on lithium, at which 

point he expressed relief that he was 

now calmer and “getting back to 

normal.” For the fi rst time in several 

weeks, he was able to get some 

sound sleep and return to normal 

eating habits. 

  In his sessions with me, Peter 

told the story of a troubled child-

hood, having been raised by a mother 

with extreme and unpredictable 

mood variations. Making matters 

worse, his mother saw Peter, the 

younger of the two boys, as the son 

in whom she could confi de. By doing 

so, she set up an uncomfortable al-

liance with him, and he felt unduly 

responsible for her well-being. 

  After graduating from high 

school, Peter didn’t choose the col-

lege route taken by most of his 

classmates; instead, he eloped with 

his girlfriend and took a job at a lo-

cal convenience store. Peter and 

his wife fought almost constantly—

mostly about money issues—for the 

4 years of their marriage, but they 

had developed an emotional depen-

dence on each other that made 

separation seem too diffi cult. When 

his wife fi nally threw him out of the 

house, he was devastated and 

found himself burdened by feelings 

of depression and rage. In the 

weeks that followed the breakup, 

he “bottomed out.” He couldn’t 

work, eat, sleep, or think clearly. At 

one point, he came close to making 

a suicide attempt one night while 

driving alone in his car. Instead of 

acting on his impulse, he pulled 

over to the side of the road and 

cried until dawn. Eventually, over 

subsequent weeks, the depression 

subsided. Following a period of rel-

ative serenity, however, he found 

himself unbelievably energized and 

traveling down the path to mania. 

  During Peter’s stay in the hospital, 

we met six times. In these sessions, 

he was able to see how stressors in 

his life brought on a mood disorder to 

which he was biologically predis-

posed. His ongoing interpersonal and 

fi nancial diffi culties placed him at in-

creased risk, and, when his marriage 

broke up, the psychological turmoil 

reached a level too intense for him to 

tolerate. 
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  In the three family sessions Bev 

Mullins conducted, Peter’s mother 

and brother were remarkably re-

sponsive in communicating their 

concern and support. For the fi rst 

time that Peter could remember, Mrs. 

Dickinson acknowledged the turmoil 

that her mood disorder must have 

created for Peter, as well as the pres-

sures she placed on her young son 

to help her solve her problems. In 

an emotionally charged session, all 

three family members were brought 

to tears as they spoke of the hurt and 

confusion of years past. They also 

became closer to each other, as they 

spoke of ways they would try to make 

their relationships different in the 

months and years to come. 

  As successful as individual and 

family therapy proved to be for Peter, 

the same was not true for group 

therapy. Although the group was 

scheduled to meet three times each 

week, Peter refused to attend the 

meetings during the second week of 

his stay in the hospital. He asserted 

that, since his symptoms had gone 

away, he had nothing in common 

with the “psychos in the therapy 

group.” This issue had the potential 

of becoming the basis of a power 

struggle between Peter and the 

treatment staff. Peter realized that 

he would be forfeiting some unit 

privileges, but he was fi rm in his in-

sistence. Although I would have pre-

ferred that he participate, I realized 

that on some level he was trying to 

make a statement about his need to 

be autonomous. Because he was so 

cooperative in every other way, and 

he did not balk about the administra-

tive consequences of his choice, I 

decided to let the issue rest. 

  As we approached the point of 

discharge, I asked Peter what his 

preference would be regarding af-

tercare. He asked me if I would be 

willing to continue seeing him for “a 

couple more weeks.” I believe that 

Peter realized that his condition war-

ranted a longer term of follow-up 

therapy. I pointed out to Peter that 

he had been through a bout with a 

major psychological disorder. Even 

though he was feeling fi ne, he was 

still vulnerable, and ongoing treat-

ment made sense. I remember the 

tone of his sarcasm as he asked me, 

“So how many weeks of therapy do I 

need, Dr. Tobin?” I responded that 

6  months of regular follow-up ses-

sions, perhaps one every other 

week, would be most helpful. At that 

point, we would re-evaluate and 

make a decision about subsequent 

treatment. He went along with my 

plan and responded quite positively 

in our work, every other week, for 

the following 6 months. He continued 

to take lithium, and there was no evi-

dence of mood symptoms through-

out that period. 

  At the end of 6 months, Peter had 

made some important life changes. 

He had applied for a job as a bank 

teller, and he had enrolled in an ed-

ucational support program in which 

the bank subsidized part-time col-

lege courses. Once he had made 

this move, Peter communicated that 

he was “feeling OK” and that he 

wanted to reduce the frequency of 

sessions to once a month. I con-

curred with this plan. What I was 

less comfortable with, however, 

was Peter’s decision to stop taking 

lithium. He felt that he was over 

his “sickness” and that he didn’t 

want to take medication he no lon-

ger needed. I reviewed the risks with 

him, but I respected his right to 

make his own decision. Five months 

went by, and Peter was doing very 

well, when suddenly he found him-

self feeling energized and “high.” 

He called me with a tone of eupho-

ria in his voice to cancel our ses-

sion, and I sensed that he might 

once again become manic. He re-

sponded to my urgent request that 

he come in for a session that day. 

With great ambivalence, he fol-

lowed my recommendation to re-

sume his medication. 

  We met monthly for another year, 

and now Peter contacts me, usually 

with a brief phone call once every 

year, on the day after his birthday, to 

let me know that “all’s well.”   

    Sarah     Tobin  ,   PhD     

        SUMMARY  

■    Nearly half  the population is affl icted with a diagnosable 

psychological disorder at some point in their lives. Approxi-

mately 25 percent of  these people seek professional help 

from clinicians, 15 percent from other professional sources; 

the remainder rely on informal sources of  support or go 

without help. Clinicians are found within several professions, 

such as psychiatry, psychology, social work, nursing, and 

family counseling. They are professionals who are trained to 

be objective observers of  behavior, facilitators of  growth, 

and resources for people facing diffi cult situations.  

  ■    Clinicians and researchers use the  Diagnostic and Statistical 

Manual of Mental Disorders,  fourth edition ( DSM-IV-TR ), 

which contains descriptions of all psychological disorders. 

In recent editions, the authors of the  DSM  have strived to 

meet the criterion of reliability, so that a given diagnosis will 

be consistently applied to anyone showing a particular set 

of symptoms. At the same time, researchers have worked to 

ensure the validity of the classifi cation system, so that the 

various diagnoses represent real and distinct clinical phe-

nomena. The development of the most recent edition, the 
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66 Chapter 2 Classifi cation and Treatment Plans

ANSWERS TO REVIEW QUESTIONS   

 Psychological Disorder (p. 40)  

1.    Patient is used to refer to someone who is ill and, consis-

tent with the medical model, who waits to be treated. 

Client refers to a person seeking psychological treatment, 

and this term refl ects the fact that psychotherapy is a 

collaborative endeavor.  

2.    Comorbid  

3.    21     

 The  Diagnostic and Statistical Manual 
of Mental Disorders  (p. 50)  

1.    Reliability refers to the extent to which a given diagnosis 

is consistently applied to anyone showing a particular set 

of  symptoms. Validity refers to whether the diagnosis 

represents a real and distinct clinical phenomenon.  

2.    Axis  

3.    Axis III     
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 DSM-IV-TR,  involved a three-stage process, including a 

comprehensive review of published research, thorough anal-

yses of the research data, and fi eld trials. The authors of the 

 DSM  consider a phenomenon a mental disorder if  it is 

clinically signifi cant; if  it is refl ected in a behavioral or psy-

chological syndrome; if  it is associated with distress, impair-

ment, or risk; and if  it is not expectable or culturally 

sanctioned. The  DSM-IV-TR  is based on a medical model 

orientation, in which disorders, whether physical or psycho-

logical, are viewed as diseases. The classifi cation system is 

descriptive rather than explanatory, and it is categorical 

rather than dimensional. Diagnoses are categorized in terms 

of relevant areas of functioning, called axes: Axis I (Clinical 

Disorders), Axis II (Personality Disorders and Mental 

Retardation), Axis III (General Medical Conditions), Axis 

IV (Psychosocial and Environmental Problems), and Axis V 

(Global Assessment of Functioning).  

■    The diagnostic process involves using all relevant informa-

tion to arrive at a label that characterizes a client’s disorder. 

Clinicians fi rst attend to a client’s reported and observable 

symptoms. The diagnostic criteria in  DSM-IV-TR  are then 

considered, and alternative diagnoses are ruled out by 

means of  a differential diagnostic process. Going beyond 

the diagnostic label, clinicians develop a case formulation, 

an analysis of  the client’s development and the factors that 

might have infl uenced his or her current psychological sta-

tus. Clinicians also attend to ethnic and cultural contribu-

tions to a psychological problem.  

■    Once a diagnosis is determined, a treatment plan is devel-

oped. The treatment plan includes issues pertaining to 

immediate management, short-term goals, and long-term 

goals. A treatment site is recommended, such as a psychiat-

ric hospital, an outpatient service, a halfway house, a day 

treatment program, or another appropriate setting. The  mo-

dality of treatment is specifi ed and may involve individual 

psychotherapy, couple or family therapy, group therapy, or 

milieu therapy. The clinician will also approach the treat-

ment within the context of a given theoretical perspective or 

a combination of several perspectives. After a plan is devel-

oped, clinicians implement treatment, with particular atten-

tion to the fact that the quality of the relationship between 

the client and the clinician is a crucial determinant of 

whether therapy will succeed. Although many interventions 

are effective, some are not. Mental health professionals 

know that change is diffi cult and that many obstacles may 

stand in the way of attaining a positive outcome.      
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 The Diagnostic Process (p. 57)  

1.    Decision tree  

2.    Case formulation  

3.    The clinician would begin by consulting the culture-bound 

syndromes in the DSM-IV-TR in order to determine 

whether the client’s symptoms might best be understood 

in this context.     

 Treatment Planning (p. 62)  

1.    CMHCs are outpatient clinics that provide psychological 

services on a sliding scale for individuals living within a 

certain geographic area.  

2.    Effi cacy; effectiveness  

3.    Best available research evidence; clinical expertise; and con-

text of the cultural background, preferences, and charac-

teristics of clients         
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  Wednesday afternoons provided me 

with interesting opportunities outside 

of the psychiatric institution where I 

worked most of my week. My half-

day of consultation at the nearby uni-

versity’s counseling center afforded a 

different perspective on clinical work. 

Not only did I supervise some of the 

graduate student trainees, but I also 

taught a seminar in psychological 

testing. For the seminar, I relied on 

the assessment material that I col-

lected from testing clients in the coun-

seling center. 

  It was a Wednesday afternoon 

early in October when Ben Robsham, 

a 21-year-old college junior, stopped 

by the clinic during walk-in hours. My 

schedule was completely full for 

the afternoon, but my 2:00 supervi-

sion student was running late. Marie 

Furcolo, the clinic’s receptionist, came 

down to my offi ce and asked me if I 

could possibly spend a few minutes 

with a young man, Ben Robsham, who 

was in the waiting room. Marie ex-

plained that she felt bad for Ben, 

because this was the third time he 

had stopped by the clinic during 

walk-in hours. Each time he had 

been turned away, because the cli-

nician on duty was busy with clini-

cal crises and was unable to meet 

with him to answer a few questions 

he had about psychological testing. 

Despite my hectic schedule, I felt it 

important to be responsive to Ben, 

thinking in the back of my mind that 

his simple request might be a cover 

for a serious problem. 

  The testing case of Ben was dif-

ferent from the customary assess-

ments I had conducted and presented 

to my class. Most of the assessment 

clients were individuals about whom 

there were diagnostic or treatment 

planning questions. I couldn’t think of 

an instance of a person coming to the 

clinic requesting testing because he 

was “interested in fi nding out what 

psychological tests were like.” 

  When I approached Ben in the 

waiting room to introduce myself, I 

was struck by my initial impression 

of him. He was sitting in a distant 

corner of the room, staring intently 

at the fl oor. It seemed that he was 

muttering something, but I wasn’t 

sure if he was talking to himself or 

humming a song. His clothing was 

the typical casual clothing com-

monly worn by college students—

jeans and a plaid shirt—but there 

were a few aspects of his appear-

ance that seemed odd. Although it 

was a relatively warm afternoon, 

Ben wore a wool knit hat over his 

hair and ears. On his hands he wore 

sleek black leather gloves, the kind 

that athletes use in sports, such as 

golf and handball. In introducing my-

self, I reached out my hand, which 

Ben fi rmly grasped without remov-

ing his glove. He stared intensely 

into my eyes and said with a tone of 

fear in his voice, “Can we please go 

to your offi ce, and get out of this 

public place?” Although his request 

seemed emphatic and intense, it is 

not uncommon for clients who come 

to the counseling center to feel self-

conscious and concerned that they 

might be embarrassed if someone 

they know were to see them seeking 

professional help. 

  As we walked down the hallway, it 

was evident that Ben was not inter-

ested in small talk but, rather, was 

eager to get right to the business at 

hand. Even in the few moments since 

we had met, I had been able to de-

velop a fairly clear impression that 

Ben had more on his mind than just 

curiosity about the nature of psycho-

logical testing. I quickly came to the 

conclusion that I was interacting with 

a young man who was experiencing 

emotional instability and was feeling 

needy and frightened. 

  As soon as Ben took a seat in my 

offi ce, he got right to the point. He 

had heard from one of his friends that 

psychological testing was done in 

the counseling center, and he had 

become curious about what it would 

be like to be tested. He stated that he 

might even learn some “neat stuff” 

about himself. Although many people 

are intrigued by psychological test-

ing, there was a strange quality about 

the way in which Ben discussed the 

testing issue. He asked me whether 

“the police” would have access to 

the testing results. When I asked why 

he would have such a concern, he 

claimed that police offi cers had been 

following him for several months, 

since the day he had collided with a 

police car while riding his bike. Ap-

parently, a police offi cer had been 

quite stern with him that day, yelling 

at Ben as he lay in the street with a 

minor concussion. No citation was 

written, nor did Ben suffer any last-

ing injury, but he grew increasingly 

concerned that there would be legal 

repercussions. After hearing this 

story and Ben’s concerns, I reas-

sured him that the test results would 

be kept confi dential. At the same 

time, I felt a certain level of alarm 

about the fact that he was troubled 

by such worries. My concern intensi-

fi ed after asking him why he was 

wearing a hat and sports gloves. At 

fi rst, Ben hesitated, apparently reluc-

tant to share the reason for this 

strange attire, but he then cautiously 

proceeded to explain. Almost as if he 

was joking, he said, “It’s a good idea 

to cover up some of your identifying 

characteristics, just in case . . .” 

When I asked him, “In case of what?” 

he responded, “I know it sounds far 

out to you, but in case someone is 

trying to identify you for something 

they think you’ve done—like a crime 

or something.” I continued to probe 

about why Ben thought it possible 

that he could be perceived as a crim-

inal, but he laughed it off and said 

that he was “just kidding.” 

  By this point in my dealings with 

Ben, it was evident that this young 

man had more on his mind than just 

some questions about psychological 

testing. Rather, it was quite likely 

that he was suffering from a psycho-

logical disorder and was using the 

pretext of psychological testing as a 

route by which to gain access to 

professional help. I gently raised this 

possibility with Ben, to which he re-

sponded with annoyance by saying, 

“Can’t you shrinks just take some-

thing at face value, without reading 

all sorts of weird meanings into it?” 

Rather than be offended by what 

Ben said, I decided to put it aside 

and accommodated his request for 

psychological testing. For whatever 

reason, this was the route Ben was 

choosing to reach out for help, and I 

felt I might be able to make a differ-

ence in his life. 

    Sarah     Tobin  ,   PhD     
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      A
s you read the opening case report about Ben’s request 

for psychological testing, certain questions probably 

came to mind. Perhaps you wondered whether the 

police might actually be following Ben. Maybe you thought 

that Ben seemed paranoid. Perhaps it crossed your mind that 

Ben was actually looking for professional help. If you were 

Dr. Tobin, how would you go about fi nding the answers to 

these questions? First, you would want to talk with Ben and 

fi nd out more about his concerns. You would possibly fi nd, 

however, that talking with him did not really answer your 

questions. He could sound very convincing and present you 

with “facts” to document his concerns about the police. At 

the end of your interview, you still would not know whether 

his concerns were legitimate. You would want to gather more 

data that would include a careful study of how Ben thinks, 

behaves, and organizes his world. You would also want to 

know about his personality and emotional stability. The most 

effi cient way to gather this information is to conduct what is 

called a psychological assessment.  

 What Is a Psychological Assessment?  

 When you meet people for the fi rst time, you usually size 

them up. You may try to fi gure out how smart they are, how 

nice they are, or how mature they are. In certain circum-

stances, you may be trying to solve other puzzles, such as 

whether a car salesperson really has your best interests in 

mind or is trying to take advantage of your naivete. Perhaps 

you are trying to decide whether to accept a classmate’s invi-

tation to go on a date. You will probably base your decision 

on your appraisal of that person’s motives and personality. Or 

consider what you would do if a professor suggests that mem-

bers of the class pair up to study. You are faced with the task 

of judging the intelligence of the other students to fi nd the 

best study partner. All of these scenarios involve    assessment,    

a procedure in which a clinician evaluates a person in terms 

of the psychological, physical, and social factors that have the 

most infl uence on the individual’s functioning. 

    Clinicians approach the tasks of assessment with particu-

lar goals in mind. These goals can include establishing a diag-

nosis for someone with a psychological disorder, determining 

a person’s intellectual capacity, predicting a person’s appropri-

ateness for a particular job, and evaluating whether someone 

is mentally competent to stand trial. Depending on the ques-

tions to be answered by the assessment, the clinician selects the 

most appropriate tools. For example, a psychologist asked by 

a teacher to evaluate a third-grader’s mathematical ability 

would use a very different kind of assessment technique than 

if asked to evaluate the child’s emotional adjustment. 

    The kinds of techniques used in assessment vary in both 

their focus and degree of  structure. There are assessment 

tools that focus on brain structure and functioning, others 

that focus on personality, and still others that focus on intel-

lectual functioning. These tools range from those that are 

highly structured and follow carefully defi ned instructions and 

 procedures to those that allow for fl exibility on the part of 

the examiner. 

    Similar to the move toward developing evidence-based 

treatments, which we discussed in Chapter 2, psychologists 

are also advocating evidence-based assessment (Hunsley & 

Mash, 2005). Three critical aspects characterize evidence-based 

assessment: (1) reliance on research fi ndings and scientifi cally 

viable theories regarding psychopathology and normal human 

development; (2) the use of psychometrically strong measures; 

and (3) empirical evaluation of the assessment process, i.e., 

the use of a combination of methods that are appropriate for 

the purpose of the assessment. With regard to the third aspect, 

this approach would mean that when evaluating a client for 

forensic purposes, for example, a clinician would use a differ-

ent assessment process than when evaluating a client who 

seeks exploratory psychotherapy.    

 Clinical Interview  

 The clinical interview is the most commonly used assessment 

tool for developing an understanding of a client and the nature 

of the client’s current problems, history, and future aspirations. 

An assessment interview consists of a series of questions admin-

istered in face-to-face interaction. The clinician may construct 

the questions as the interview unfolds or may follow a standard 

set of questions designed prior to the interview. Methods of 

recording the interview also vary. The interview may be audio- 

or videotape-recorded, written down during the interview, or 

reconstructed from the clinician’s memory following the inter-

view. In clinical settings, two kinds of interviews are used: the 

unstructured interview and the structured interview.  

 Unstructured Interview 

 The    unstructured interview    is a series of open-ended ques-

tions aimed at determining the client’s reasons for being in 

treatment, symptoms, health status, family background, and 

   A clinician uses the clinical interview to gather information and estab-
lish rapport with a client. 



life history. The interview is called unstructured, because the 

interviewer adjusts the exact content and order of the ques-

tions rather than following a preset script. The interviewer 

formulates questions during the interview on the basis of the 

client’s verbal responses to previous questions. Other infor-

mation the clinician uses to construct questions includes 

nonverbal behaviors, such as eye contact, body position, tone 

of voice, hesitations, and other emotional cues. 

    The way the clinician approaches the interview depends, in 

part, on what kind of information the clinician is seeking. If the 

clinician seeks to make a diagnosis, for example, the interview 

questions would concern the precise nature of the client’s symp-

toms and behaviors, such as mood disturbances, changes in 

eating or sleeping patterns, or levels of anxiety. However, as you 

saw in Chapter 2, some people seek professional psychological 

help for problems that are not diagnosable psychological 

 dis orders. For example, when interviewing a woman who is dis-

satisfi ed with her job and her deteriorating marriage, the clini-

cian may feel that it is inappropriate to focus entirely on diag-

nosis. Instead, the clinician works toward developing insight 

into what factors are causing this woman’s current distress. 

    An important part of the unstructured interview is history 

taking, in which the clinician asks the client to provide family 

information and a chronology of past life events. The main 

objective of history taking is to gain a clear understanding of 

the client’s life and family. History taking should provide the 

clinician with enough information to write a summary of the 

major turning points in the client’s life and the ways in which 

the client’s current symptoms or concerns fi t into this sequence 

of events. In some cases, clear links can be drawn between 

the current problem and an earlier event, such as childhood 

trauma. Most of the time, however, the determinants of cur-

rent problems cannot be identifi ed this precisely, and the clini-

cian attempts to draw inferences about the possible contributors 

to current problems. For example, a man told a college coun-

selor that he was looking for help in overcoming his intense 

anxiety in situations involving public speaking. The counselor 

fi rst looked for connections between the student’s problem and 

specifi c events related to this problem, such as a disastrous 

experience in high school. Finding no clear connection, the 

counselor inquired about possible relationships between the 

student’s current problem and a more general pattern of inse-

curity throughout childhood and adolescence. 

    In most cases, history taking covers the client’s personal 

history and family history. Personal history includes impor-

tant events and relationships in the client’s life. The clinician 

asks about experiences in such realms as school performance, 

peer relationships, employment, and health.    Family history    

covers major events in the lives of the client’s relatives, includ-

ing those who are closest to the client as well as more distantly 

related family members. The questions asked about family his-

tory may be particularly important when attempting to deter-

mine whether a client may have inherited a diathesis for a 

disorder with strong genetic components. For example, the 

fact that a client has relatives going back several generations 

who suffered from serious depression would be an important 

piece of information for a clinician to use in evaluating a cli-

ent who is showing symptoms of depression. 

    Let’s return to the case of  Ben, so that you can get an 

idea of  what might take place in an unstructured interview. 

Read the excerpt from Dr. Tobin’s interview focusing on 

Ben’s history ( Table 3.1 ). Take note of  how her questions 

follow naturally from Ben’s answers and how there appears 

to be a natural fl ow in the dialogue. Imagine yourself  inter-

viewing someone like Ben, and try to think of  some of the 

questions you might want to ask in your effort to under-

stand his needs and concerns. What features of  this inter-

view stand out? You probably notice that Ben seems quite 

fearful and evasive as he talks about some matters, particu-

larly his current experiences. He is particularly concerned 

about the issue of  privacy, more so than might be war-

ranted, given the confi dential nature of  the professional con-

text. At the same time, he is unduly worried about the 

pos sibility that he may sound so disturbed that hospitaliza-

tion might be considered, yet he has such unusual beliefs 

and perceptions that you might wonder whether he is, in 

fact, out of  touch with reality. As he describes some of his 

relationships, even the one with his father, you may notice 

some seemingly paranoid thinking. All of these issues are of 

considerable concern to Dr. Tobin in her effort to under-

stand the nature of  Ben’s problems.  

  Structured and Semistructured Interviews 

 The    structured interview    consists of  a standardized series 

of  questions, with predetermined wording and order. The 

items are formally written, and the sequence of  questioning 

is prescribed, thus involving less reliance on the clinical 

experience and judgment of  the interviewer. The    semistruc-

tured interview    consists of  a standardized series of  ques-

tions in which the interviewer has the discretion to ask 

follow-up questions that will clarify the person’s responses. 

The purpose of a semistructured interview is to elicit re -

sponses that can subsequently be rated according to pre-

determined criteria. In clinical practice, the delineation be-

tween structured and semistructured interviews may not 

always be precise, due to the fact that clinicians may adapt 

these instruments in some situations. The evaluation of 

structured and semistructured interviews is based on objec-

tive, predetermined criteria and, consequently, differs from 

unstructured interviews, which differ substantially from one 

interviewer to the next. 

    Structured and semistructured interviews are designed 

to help researchers and clinicians attain precise accuracy in 

diagnosing clients. While some interviews cover a range of 

possible disorders, others have a narrow focus, with the 

goal of  determining whether the interviewee has a given 

disorder, such as schizophrenia, a mood disorder, or an 

anxiety disorder. 

    An example of a commonly used structured interview is 

the Anxiety Disorders Interview Schedule for  DSM-IV  

(ADIS-IV) (Dinardo, Brown, & Barlow, 1994). Examples of 
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  TABLE 3.1   Excerpts from Ben’s History Taking     

  DR. TOBIN: Can you tell me what brings you here today?  

  BEN: I’d like to take some of the psychological tests I’ve 
heard about.  

DR. TOBIN  : Explain to me what you mean.  

BEN  : Well, my psychology teacher said that these tests can 
help you tell whether you’re crazy or not.  

DR. TOBIN  : Is that a concern for you?  

BEN  : I’ve had some pretty strange experiences lately, and, 
when I tell other people about them, they tell me I’m nuts.  

  DR. TOBIN: Tell me about these experiences.  

BEN  : Well, sometimes . . . [pause] . . . I don’t know if I should 
tell you this, but . . . [pause] . . . I know that as soon as 
you hear this you’ll want to lock me up . . . but, anyway, 
here goes. For the past few months, the police have been 
following me. It all started one day when I was walking by 
a student demonstration on campus where people were being 
arrested. I stayed away from the action, because I didn’t 
want to get involved, you know, but I know that the police 
were watching me. A few days after the demonstration, I 
saw Nazi soldiers out in my backyard taking pictures of my 
house and looking in through the windows. You know, this 
sounds so crazy, I’m not sure I believe it myself. All I know 
is, it scares the hell out of me, so can I please have the 
testing to see if I’m losing my mind or not?  

DR. TOBIN  : We can talk about that a little bit later, but right 
now I’d like to hear more about the experiences you’re 
having.  

BEN  : I’d really rather not talk about them anymore. They’re 
too scary.  

DR. TOBIN  : I can understand that you feel scared, but it would 
be helpful for me to get a better sense of what you’re 
going through.  

BEN  : [pause] . . . Well, OK, but you’re sure no one else will 
hear about this? . . .  

  [Later in the interview, Dr. Tobin inquired about Ben’s history.]  

  DR. TOBIN: I’d like to hear something about your early life 
experiences, such as your family relationships and your 
school experiences. First, tell me something about your 
family when you were growing up.  

BEN  : Well . . . there’s me and my sister, Doreen. She’s 2 years 
older than me. And we haven’t ever really gotten along.   

  My mother . . . well . . . Doreen claims that my mother 
treated me better than Doreen. Maybe that’s true, but not 
because I wanted it that way.  

DR. TOBIN  : Tell me more about your relationship with your 
mother.  

BEN  : I hated the way she . . . my mother . . . hovered over 
me.     She wouldn’t let me make a move without her knowing 
about it. She always worried that I would get sick or that 
I would hurt myself. If I was outside playing in the back-
yard, she would keep coming outside and telling me to 
be careful. I would get so mad. Even my father would get 
angry about the way she babied me all the time.  

DR. TOBIN  : What about your relationship with your father?  

BEN  : I can’t say that I had much of one. No one in the family 
did.     He always came home late, after we had gone to bed. 
Maybe he was trying to avoid the rest of us or something. 
I don’t know, maybe he was working against the family in 
some way.  

DR. TOBIN  : What do you mean, “working against the family”?  

BEN  : I don’t want to get into it.  

  [Later in the interview]  

DR. TOBIN  : I’d like to hear about the things that interested you 
as a child.  

BEN  : You mean like hobbies, friends, things like that?  

DR. TOBIN  : Yes.  

BEN  : I was a loner. That’s what Doreen always called me. She 
would call me a “loser and a loner.” I hated those names, 
but she was right. I spent most of the time in my room, with 
earphones on, listening to rock music. It was sort of neat. I 
would imagine that I was a rock star, and I would get lost 
in these wild thoughts about being important and famous 
and all. Staying home was OK. But going to school stunk.  

DR. TOBIN  : Let’s talk about your experiences in school.  

BEN  : Teachers hated me. They liked to embarrass me . . . 
always complaining that I wouldn’t look them in the eye. 
Why should I? If I made the smallest mistake, they made 
a federal case out of it. One time . . . we were studying 
state capitals and the teacher, Mrs. Edison, asked me to 
name the capital of Tennessee. I didn’t know what a capital 
was. I said, “I don’t know anything about capitalism.” She 
got pissed off and called me a “wise guy.”     

semistructured interviews (despite the word structured in the 

instrument’s name) are the Structured Clinical Interview for 

 DSM-IV-TR  Axis I disorders (SCID-I) (First, Spitzer, Gibbon, 

& Williams, 1997) and the Structured Clinical Interview for 

 DSM-IV  Personality Disorders (SCID-II) (First, Gibbon, 

Spitzer, & Williams, 1997). There are variations of the SCID 

for use in research, as well as clinical contexts, and for admin-

istration to patients and nonpatients. Major parts of the SCID 

have been translated into Spanish, French, German, Danish, 

Italian, Hebrew, Zulu, Turkish, Portuguese, and Greek. 

    Researchers and clinicians working within the U.S. Alco-

hol, Drug, and Mental Health Administration (ADAMHA) 

and the World Health Organization (1997) have developed 

assessment instruments that can be used cross-culturally. The 

Composite International Diagnostic Interview (CIDI), which 

has been translated into many languages, is a comprehensive 

standardized instrument for the assessment of mental disorders 

that facilitates psychiatric epidemiological research through out 

the world.  Table 3.2  contains some sample items from this 

instrument. New applications and developments of the CIDI 



have taken place in recent years, as experts have continued their 

efforts to gather cross-cultural assessments of psy chological dis-

orders (Kessler et al., 2004; Kessler & Ustun, 2004). 

    The International Personality Disorder Examination 

(IPDE), another cross-cultural instrument, was developed 

by Armand Loranger and his colleagues (Loranger et al., 

1994) to assess the personality disorders that are listed in the 

 DSM-IV  and the International Classifi cation of  Diseases. 

The authors have demonstrated that this instrument is 

remarkably accurate in assessing personality disorders and 

is sensitive to changes over time in adulthood (Lenzenweger 

& Willett, 2007). These fi ndings are especially impressive in 

light of  the fact that it relies on self-report. The researchers 

developed this scale by using the structure of  an earlier 

instrument that had been designed for use in North America. 

The international version provided a valuable opportunity 

for the standardized assessment of  personality disorders in 

different cultures and countries, and it has been published 

in many languages, including German, Hindi, Japanese, Nor-

wegian, Swahili, Italian, Spanish, Russian, and Estonian. The 

test developers were concerned about consistency in the admin-

istration of this instrument, but they found it was important 

to acknowledge that departures would have to be made from 

the literal text to maintain communication with illiterate sub-

jects and those speaking a regional or tribal dialect. 

    Because the intent of the IPDE is to assess personality 

disorders, the focus of  the instrument is on the subjects’ 

behaviors and characteristics that have been enduring, 

defi ned by the authors as having been present for at least a 

5-year period. The interviewer begins by giving the subject 

the following instructions: “The questions I am going to ask 

concern what you are like most of the time. I’m interested 

in what has been typical of you throughout your life, and 

not just recently.” The interviewer then moves into six realms 

  TABLE 3.2   Sample Items from the CIDI    

   These questions are from the section of the CIDI concerning 
symptoms related to animal phobias. They illustrate both the 
scope and the depth of the items on this structured diagnos-
tic interview. Similar questions on this interview concern other 
DSM-IV Axis I disorders, including substance abuse, mood 
disorders, schizophrenia, other anxiety disorders, and sleep 
disorders.  

   Modifi ed Sample CIDI Anxiety 
Disorder Questions   

  A. There are things that make some people so afraid that 
they avoid them, even when there is no real danger. Have 
you ever had an unusually strong fear or needed to avoid 
things like animals, heights, storms, being in closed spaces, 
and seeing blood?  

   If Yes:   

  1.  Have you ever had an unusually strong fear of any of 
these living things, such as insects, snakes, birds, or other 
animals?  

  2.  Have you ever avoided being near insects, snakes, birds, 
or other animals, even though there was no real danger?  

  3.  Did the (fear/avoidance) of insects, snakes, birds, or other 
animals ever interfere with your life or activities a lot?  

  4.  Was your (fear/avoidance) of insects, snakes, birds, or 
other animals ever excessive, that is, much stronger than 
in other people?  

  5.  Was your (fear/avoidance) of insects, snakes, birds, or 
other animals ever unreasonable, that is, much stronger 
than it should have been?  

  6.  Were you ever very upset with yourself for (having the 
fear of/avoiding) insects, snakes, birds, or other animals?  

  7.  When you had to be near insects, snakes, birds, or other 
animals, or thought you would have to be, did you usually 
become very upset?  

  B. When you were near insects, snakes, birds, or other 
animals, or thought you would have to be . . . (the following 
questions are asked until two are answered “no”).  

   1.  Did your heart pound or race?  

   2.  Did you sweat?  

   3.  Did you tremble or shake?  

   4.  Did you have a dry mouth?  

   5.  Were you short of breath?  

   6.  Did you feel like you were choking?  

   7.  Did you have pain or discomfort in your chest?  

   8.  Did you have nausea or discomfort in your stomach?  

   9.  Were you dizzy or feeling faint?  

  10.  Did you feel that you or things around you were unreal?  

  11.  Were you afraid that you might lose control of yourself, 
act in a crazy way, or pass out?  

  12.  Were you afraid that you might die?  

  13.  Did you have hot fl ushes or chills?  

  14.  Did you have numbness or tingling sensations?  

  C. When was the (fi rst/last) time you (were afraid of/avoided) 
insects, snakes, birds, or other animals?  

  D. Between the fi rst time and the last time, was this (strong 
fear/avoidance) of insects, snakes, birds, or other animals 
usually present whenever you were near them or thought you 
would have to be near them?  

   Source: From Composite International Diagnostic Interview (CIDI), 1997. Reprinted with permission of World Health Organization. Geneva, Switzerland.  
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of  inquiry: work, self, interpersonal relationships, affects, 

reality testing, and impulse control. 

    Instruments such as the IPDE present challenges because 

of their reliance on the respondent’s self-report. Sometimes 

people are unaware of personal characteristics that are regarded 

as objectionable, or they may be reluctant to admit to negative 

personal aspects. To offset this problem, clinicians can use 

additional sources of data, such as information from relatives, 

other mental health professionals, and clinical records. 

    Although structured and semistructured interviews are 

very important in research contexts, some experts question 

their utility in the typical clinical situation. Some authors 

contend that, in some circumstances, diagnoses based on 

therapy sessions will be more accurate than diagnoses based 

on formalized instruments, because clinicians have the op -

portunity to observe the client and interact with the client 

over time (Garb, 2005).     

 Appearance and Behavior 

 What do you notice when you meet someone for the fi rst 

time? In all likelihood, you attend to the way the person 

responds to you, whether there are any oddities of  behav-

ior, and even how the individual is dressed. Similarly, in 

gathering data about the total picture of  the individual, the 

clinician takes note of the client’s appearance, level of con-

sciousness, mannerisms, attire, grooming, activity level, and 

style of  interaction. Consider one of  Dr. Tobin’s cases, a 

20-year-old man whom she assessed in the emergency room. 

Dr. Tobin was struck by the fact that Pierre looked at least 

10 years older, that he was dressed in torn and tattered cloth-

ing, and that he had a crusty wound on his forehead. In her 

report, she also made note of the fact that Pierre maintained 

a stiff  posture, refused to remove his hands from his jacket 

pockets, and never made eye contact with her. In response 

to Dr. Tobin’s questions, Pierre mumbled some unintelligible 

comments under his breath. These are odd behaviors in our 

culture that might be important pieces of  information as 

Dr. Tobin develops a more comprehensive understanding of 

Pierre. Some of these behaviors are found in people with 

certain forms of  psychosis. 

    Although every bit of information can have diagnostic 

signifi cance, the movements of a person’s body and level of 

activity are especially noteworthy. The term  motor behavior

refers to the ways in which a client moves. Even clients who 

are unwilling or unable to speak can communicate a great 

deal of important information through their bodily move-

ments. For example, one man may be so restless that he 

cannot stop pacing, whereas another man is so slowed down 

that he moves in a lethargic and listless manner.    Hyperactivity    

involves abnormally energized physical activity, character-

ized by quick movements and fast talking. Sometimes 

     Mental Status Examination  

     Clinicians use the term  mental status  (or  present status ) to refer 

to what the client thinks about and how the client thinks, talks, 

and acts. Later, when we discuss particular psychological dis-

orders, we will frequently refer to symptoms refl ecting distur-

bances in mental status. A clinician uses the    mental status 

examination    to assess a client’s behavior and functioning, with 

particular attention to the symptoms associated with psycho-

logical disturbance (Trzepacz & Baker, 1993). 

    The term  examination  implies that this is a formal instru-

ment, but in reality it is an informal evaluation in which the 

clinician assesses a client. There are, however, a few specialized 

mental status examinations that focus on the diagnosis of spe-

cifi c disorders. The Mini-Mental State Examination (Folstein, 

Folstein, & McHugh, 1975) is one example of a structured 

mental status instrument shown to have success in the psycho-

logical assessment of individuals with Alzheimer’s disease and 

other brain syndromes that are diffi cult to identify through 

other assessment methods (Folstein & Folstein, 2000). 

    In conducting a mental status examination, the clinician 

takes note of the client’s behavior, orientation, content of 

thought, thinking style and language, affect and mood, per-

ceptual experiences, sense of  self, motivation, intelligence, 

and insight. The report of  a mental status examination 

incorporates both the client’s responses to specifi c questions 

and the clinician’s objective observations of how the client 

looks, behaves, and speaks.  

 REVIEW QUESTIONS  

  1.    What is the difference between an unstructured interview 

and a structured interview?  

  2.    What personality disorder assessment instrument was 

designed to be used in different countries?  

  3.    What is the SCID-I designed to yield?   

   A clinician conducts a mental status examination. 



hyperactivity is evidenced by    psychomotor agitation,    in which 

the individual appears to be restless and stirred up. In con-

trast,    psychomotor retardation    involves abnormally slow 

movements and lethargy. 

    Perhaps the individual shows some oddities of behavior 

that are not particularly bizarre but are nevertheless notable, 

and possibly diagnostically important. These include unusual 

mannerisms, such as dramatic gesturing or a facial tic in 

which the individual blinks rapidly when speaking. 

    Abnormalities of  bodily movements can take extreme 

forms, such as rigid posturing or immobilization.    Catatonia    

refers to extreme motor disturbances in a psychotic disorder 

not attributable to physiological causes. In some instances of 

catatonia the individual appears to be in a coma, with rigid 

and unmovable limbs. In other cases, the catatonic person 

may be extremely fl exible and responsive to being “molded” 

into position by someone else. Consider the case of Alice, 

who sits motionless all day long in a catatonic state. Even if  

someone were to stand in front of her and shout or try to 

startle her, she would not respond. There are other forms of 

catatonia, in which the individual engages in excited, usually 

repetitive behavior, such as repeated fl ailing of  the arms. 

Later in this book, you will read about certain disorders that 

are characterized by various forms of catatonia. 

    Another disturbance of behavior is a    compulsion,    a repet-

itive and seemingly purposeful behavior performed in response 

to uncontrollable urges or according to a ritualistic or ste-

reotyped set of rules. Compulsions, which involve unwanted 

behaviors, can take over the individual’s life, causing consid-

erable distress. A compulsion can be a simple repetitive 

action, such as a clap of the hand before speaking, or it can 

be a complex series of ritualized behaviors. For example, before 

opening any door, a woman feels that she must scratch her 

forehead and then clean the doorknob with her handker-

chief  fi ve times prior to turning the knob. There are many 

types of  compulsive behavior, and you will learn more about 

them in the chapters in which we discuss certain anxiety and 

personality disorders.   

 Orientation 

 People with some kinds of disorders are disoriented and out 

of touch with basic facts about themselves and their sur-

roundings.    Orientation    is a person’s awareness of time, place, 

and identity. Disturbances in orientation are used in diagnos-

ing disorders associated with some forms of brain damage 

and disease, such as amnesia and dementia. They may also 

be signs of psychotic disorders, such as schizophrenia.   

 Content of Thought 

 The    content of thought,    or ideas that fi ll a client’s mind, is 

tremendously signifi cant in the assessment process. The clini-

cian must carefully seek out information about the various 

types of disturbing thought content that can be associated 

with many psychological disorders. Some of  this inquiry 

takes place in the fl ow of clinical conversation with the client, 

but in some parts of the mental status examination, the clini-

cian may ask pointed questions, especially when there is some 

suggestion of serious thought disturbance. The clinician may 

ask a question, such as “Do you have thoughts that you can’t 

get out of your head?” Or the clinician may follow up on 

something that seems odd or idiosyncratic about what the 

client has reported, as when a client reports having had pre-

vious occupations that cannot possibly have a basis in reality. 

A man who has spent his adult life in a state hospital but 

believes he is a famous movie actor may answer questions 

about his occupation that are consistent with his belief, and 

in the process he may reveal his particular disturbance of 

thought content. Clinicians listen for these kinds of clues to 

develop a better understanding of the nature of the client’s 

disorder. 

    Of particular interest to the clinician are disturbances 

of thought content known as obsessions. An    obsession    is an 

unwanted thought, word, phrase, or image that persistently 

and repeatedly comes into a person’s mind and causes dis-

tress. No amount of effort can erase this obsession from the 

individual’s thinking. 

    Most people have experienced transient obsessional 

thinking, such as following a breakup with a lover or even 

a heated argument in which the dialogue of the argument 

recurrently intrudes into consciousness. One common form 

of obsession involves torturous doubt about an act or a deci-

sion, usually of a trivial nature, such as whether one paid 

too much for a $20 item. Unlike these ordinary occurrences, 

clinically signifi cant obsessions are enduring and can  torment 

a person for years. 

    Another common obsession is an individual’s irrational 

concern that he or she has done or is about to do something 

evil or dangerous, such as inadvertently poisoning others. 

Obsessions and compulsions often go hand in hand, as in 

the case of a man who was obsessively worried that a car 

accident might take place outside his apartment. Conse-

quently, he walked to the window every 10 minutes to make 

sure that the streetlight had not burned out. He was afraid 

that a burned-out streetlight would increase the likelihood 

of cars colliding in the darkness. 

    Obsessions are certainly irrational, but even further re -

moved from reality are    delusions,    which are deeply entrenched 

false beliefs that are not consistent with the client’s intelligence 

or cultural background ( Table 3.3  gives some examples of 

delusions). Despite the best efforts of others to convince an 

individual that these beliefs are irrational, people who have 

delusions are highly resistant to more realistic views. In deter-

mining the presence of delusional thinking, the clinician needs 

to be aware of the person’s intelligence and cultural back-

ground. For example, a very religious woman may believe in 

miracles, which people who are not familiar with her religion 

might regard as delusional.  

         Sometimes a person has unusual ideas that are not so 

extreme as to be regarded as delusional.    Overvalued ideas    are 

thoughts that have an odd and absurd quality but are not 

usually bizarre or deeply entrenched. For example, a man 

Mental Status Examination 75



76 Chapter 3 Assessment

believes that a credit card that ends in an odd number will 

cause him to have bad luck. Each time he submits an appli-

cation for a new credit card, he explains to the issuer that 

he will refuse to accept the card unless the last digit is an 

even number. In    magical thinking,    there is also a peculiar and 

illogical content to the individual’s thought, but in this case 

there is a connection in the individual’s mind between two 

objects or events that other people would see as unrelated. 

For example, a woman believes that, every time she takes her 

clothes to the dry cleaners, a natural disaster occurs some-

where in the world within the following day. Although the 

presence of overvalued ideas or magical thinking does not 

provide evidence that a person has a psychotic disorder, cli-

nicians make note of these symptoms, because they can be 

signals that a client is psychologically deteriorating. 

 TABLE 3.3   Examples of Delusions      

  All of these delusions involve a form of  false belief ; that is, they are inconsistent with external reality and have no validity 
to anyone except the person who believes in them.  

  Type of Delusion   Description      Grandeur     A grossly exaggerated conception of the individual’s own importance. Such delusions range
 from beliefs that the person has an important role in society to the belief that the person is
 actually Christ, Napoleon, or Hitler.  

   Control     The feeling that one is being controlled by others, or even by machines or appliances. For 
 example, a man may believe that his actions are being controlled by the radio, which is 
 “forcing” him to perform certain actions against his will.  

   Reference     The belief that the behavior of others or certain objects or events are personally referring to 
 oneself. For example, a woman believes that a soap opera is really telling the story of her
 life. Or a man believes that the sale items at a local food market are targeted at his own
 particular dietary defi ciencies.  

   Persecution     The belief that another person or persons are trying to infl ict harm on the individual or on 
 that individual’s family or social group. For example, a woman feels that an organized 
 group of politically liberal individuals is attempting to destroy the right-wing political 
 organization to which she belongs.     Self-blame     Feelings of remorse without justifi cation. A man holds himself responsible for a famine in 
 Africa because of certain unkind or sinful actions that he believes he has committed.  

   Somatic     Inappropriate concerns about one’s body, typically related to a disease. For example, 
 without any justifi cation, a woman believes she has brain cancer. Adding an even more 
 bizarre note, she believes that ants have invaded her head and are eating away at her brain.     Infi delity     A false belief usually associated with pathological jealousy involving the notion that one’s 
 lover is being unfaithful. A man lashes out in violent rage at his wife, insisting that she is 
 having an affair with the mailman because of her eagerness for the mail to arrive each day.     Thought broadcasting     The idea that one’s thoughts are being broadcast to others. A man believes that everyone 
 else in the room can hear what he is thinking, or possibly that his thoughts are actually 
 being carried over the airwaves on television or radio.     Thought insertion     The belief that thoughts are being inserted into one’s mind by outside forces. For example, a
 woman concludes that her thoughts are not her own but that they are being placed there to 
 control her or upset her.  

    Violent ideation is another important area to assess. Cli-

nicians assess the possibility of violent thoughts, either in 

the form of suicidal thinking or thoughts about harming, 

and possibly killing, someone else. As you will see later in 

this book, when we discuss the assessment of  suicide in 

Chapter 9, clinicians are usually quite direct when inquiring 

about self-injurious intentions, particularly with depressed 

clients.   

 Thinking Style and Language 

 In addition to listening to what a person thinks, the clinician 

also listens for evidence of    thinking style and language    to indi-

cate how a person thinks. This includes information on the 

client’s vocabulary use and sentence structure. For example, 



when conversing with a man who is psychotic, you may have a 

diffi cult time grasping his words or meaning. His language may 

be illogical and unconnected. In listening to him during a men-

tal status examination, a clinician would suspect that he has a 

thought disorder, a disturbance in thinking or in using lan-

guage. Examples of thought disorders are shown in  Table 3.4 .      

TABLE 3.4  Examples of Thought Disorder      

  Types of Thought Disorder   Description      Incoherence     Speech that is incomprehensible. For example, a client who is asked how he is feeling 
 responds, “The gutter tree ain’t here go far.”  

   Loosening of associations     A fl ow of thoughts that is vague, unfocused, and illogical. In response to the question about 
 how he is feeling, a man responds, “I’m feeling pretty good today, though I don’t think that 
 there is enough good in the world. I think that I should subscribe to  National Geographic .”  

   Illogical thinking     Thinking characterized by contradictions and erroneous conclusions. For example, a client 
 who likes milk thinks that she must be part cat, because she knows that cats like milk.  

   Neologisms     Words invented by a person, or distortions of existing words to which a person has given 
 new personalized meanings. For example, a woman expresses concerns about her homi-
 cidal fantasies, saying, “I can’t stand these  gunly  thoughts of  murdeviousness .”  

   Blocking     The experience in which a person seemingly loses a thought in the midst of speaking, lead-
 ing to a period of silence, ranging from seconds to minutes.  

   Circumstantiality     Speech that is indirect and delayed in reaching the point because of irrelevant and tedious 
 details. In response to a simple question about the kind of work he does, a man responds 
 with a long-winded description of his 20-year work history.  

   Tangentiality     Going completely off the track and never returning to the point in a conversation. For example, 
 when asked how long she has been depressed, a woman begins speaking about her un-  
 happy mood and ends up talking about the inadequacy of care in the United States for
 people who are depressed.  

   Clanging     Speech in which the sound, rather than the meaning of the words, determines the content 
 of the individual’s speech. When asked why he woke up so early, a man responds, “The 
 bell on my clock, the smell from the sock, and the well was out of stock.”     Confabulation     Fabricating facts or events to fi ll in voids in one’s memory. These are not conscious lies but 
 are attempts by the individual to respond to questions with answers that seem to approxi-
 mate the truth. For example, although a client is not fully sure of whether he had eaten
 breakfast that morning, he gives a description of a typical breakfast in his house-hold
 rather than a confi dent reporting of precisely what he had eaten that morning.  

   Echolalia     Persistent repetition or echoing of words or phrases, as if the person is intending to be 
 mocking or sarcastic. When a woman is asked by her roommate, “What’s the time?” 
 she responds, “The time, the time, the time.”  

   Flight of ideas     Fast-paced speech that, while usually intelligible, is marked by acceleration, abrupt changes 
 of topic, and plays on words. A man rapidly speaks: “I have to go to work. I have to 
 get there right away. I have to earn some money. I’ll go broke.”     Pressure of speech     Speech that is so rapid and driven that it seems as though the individual is being inwardly 
 compelled to utter a stream of nonstop monologue. Flight of ideas usually involves pressure 
 of speech.  

   Perseveration     Repetition of the same idea, word, or sound. A woman says, “I have to get dressed. I have 
 to get dressed. My clothes, my clothes, I have to get dressed.”  

      Affect and Mood 

  Affect  is an individual’s outward expression of emotion. A 

feeling state becomes an affect when others can observe it. 

Clinicians attend to several components of affect, including 

appropriateness, intensity, mobility, and range. 
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    In assessing affect, the clinician takes note of     inap-

propriate affect,    the extent to which a person’s emotional 

expressiveness fails to correspond to the content of  what 

is being discussed. For example, affect would be consid-

ered inappropriate if  a woman were to giggle when asked 

how she feels about a recent death in her family. 

    The    intensity of affect,    or strength of emotional expres-

sion, provides important clinical clues that the clinician uses 

in forming a diagnosis. To describe abnormally low affective 

intensity, the clinician uses such terms as  blunted affect  (mini-

mal expressiveness) and  fl at affect  (complete lack of reactivity). 

In contrast, when the individual’s affect seems abnormally 

strong, the clinician uses such terms as  exaggerated, heightened,  

and  overdramatic affect . 

    Affect is also described in terms of    range of affect,    or 

the extent and variety of emotional expression. Most people 

have a broad range of affect and are able to communicate 

sadness, happiness, anger, agitation, or calmness as the situ-

ation or discussion warrants. People with restricted affect 

show very few variations in their emotional responsiveness. 

This would be the case of a woman who remains tearful and 

sad in her emotional expressiveness, regardless of  what is 

taking place or being discussed. 

    In contrast to affect, which is behavior that is outwardly 

expressed,    mood    refers to a person’s experience of emotion, 

the way the person feels inside. Some examples of  emo-

tions are depression, elation, anger, and anxiety. A clinician 

is particularly interested in assessing a client’s mood, because 

the way the client characteristically feels has great diagnostic 

and treatment signifi cance. A    normal,    or    euthymic, mood    is 

one that is neither unduly happy nor sad but shows day-to-

day variations within a relatively limited and appropriate 

range.  Dysphoric mood  involves unpleasant feelings, such as 

sadness and irritability.    Euphoric mood    is more cheerful and 

elated than average, possibly even ecstatic. Although your 

mood might be elevated after succeeding at an important 

task, euphoric mood is a state in which you feel an exagger-

ated sense of happiness, elation, and excitement. 

    In addition to the characterizations of mood as normal, 

low, or high, there are other clusters of  mood, including 

anger, apprehension, and apathy. As you might infer, anger 

is experienced as feelings of hostility, rage, sullenness, and 

impatience. Apprehension brings feelings of  anxiety, fear, 

being overwhelmed, panic, and tenseness. Apathy includes 

feelings of dullness and blandness and a lack of motivation 

and concern about anything. 

       Perceptual Experiences 

 Individuals with psychological disorders often have distur-

bances in perception. A clinician would fi nd out whether a 

client has these disturbances by asking questions such as 

whether he or she hears voices or sees things of which other 

people are not aware.    Hallucinations    are false perceptions 

not corresponding to the objective stimuli present in the 

environment. Unlike illusions, which involve the mispercep-

tion of a real object, such as misperceiving a tree at night to 

be a man, hallucinations involve the perception of an object 

or a stimulus that is not there. As you can imagine, the expe-

rience of a hallucination can be distressing, even terrifying. 

Clinicians carefully scrutinize a client’s experience of halluci-

nations, knowing that this symptom may be caused by a range 

of conditions, including reaction to trauma, the effect of sub-

stance intoxication or withdrawal, or a neurological condition, 

such as Alzheimer’s disease or temporal lobe epilepsy. 

    Hallucinations are defi ned by the sense with which they 

are associated.    Auditory hallucinations,    which are the most 

common, involve hearing sounds, often voices or even entire 

conversations. With    command hallucinations,    an individual 

hears an instruction to take an action. For example, one man 

reported that, while eating at a lunch counter, he heard a voice 

that directed him to punch the person sitting next to him. 

Other common auditory hallucinations involve hearing voices 

making derogatory comments, such as “You’re stupid.” 

       Visual hallucinations    involve the false visual perception 

of objects or persons. For some people, the visual hallucina-

tion may be chronic, as is reported in some individuals with 

Alzheimer’s disease. For example, a woman claimed that she 

saw her deceased husband sitting at the table whenever she 

entered the kitchen. 

       Olfactory hallucinations,    which are relatively uncom-

mon, pertain to the sense of smell, possibly of an unpleasant 

odor, such as feces, garbage, or noxious gases.    Somatic hal-

lucinations    involve false perceptions of bodily sensations, the 

most common of which involve tactile experiences. For ex -

ample, a man reported the feeling that insects were crawl-

ing all over his body.    Gustatory hallucinations    are the least 

commonly reported and involve the false sensation of taste, 

usually unpleasant. 

    It is common for hallucinations to be associated with delu-

sions. For example, a man who had a delusion of persecution 

   Affect is inferred from a person’s facial expressions. What does this 
man’s facial expression tell about his emotional state? 



also had olfactory hallucinations in which he believed that 

he constantly smelled toxic fumes that he believed were being 

piped into his room by his enemies.   

 Sense of Self 

 A number of psychological disorders alter the individual’s 

personal identity or sense of “who I am.” Clinicians assess 

this altered sense of self  by asking clients to describe any 

strange bodily sensations or feelings of disconnectedness from 

their body.    Depersonalization    refers to an altered experience 

of the self, such as a feeling that one’s body is not connected 

to one’s mind. At times, the person may not feel real. Other 

disturbances in sense of self become apparent when the clini-

cian discovers that a client is experiencing    identity confusion,    

which is a lack of a clear sense of who one is. This experience 

can range from confusion about one’s role in the world to 

actual delusional thinking in which one believes oneself to be 

under the control of an external person or force.   

 Motivation 

 The clinician assesses motivation across a wide range of 

areas by asking the client to discuss how strongly he or she 

desires a lasting personality change or relief  of emotional 

distress. With some psychological disorders, the client’s moti-

vation is so severely impaired that even ordinary life tasks 

seem insurmountable, much less the process of embarking 

on the time-consuming and effortful course of therapy. As 

surprising as it may seem, some individuals seem to prefer 

to remain in their present familiar state of  unhappiness, 

rather than risk the uncertainty of facing a new and unknown 

set of challenges.   

 Cognitive Functioning 

 In a mental status examination, a clinician attempts to gauge 

a client’s general level of intelligence as evidenced by level 

of general information, attention and concentration, mem-

ory, physical coordination, and capacity for abstraction and 

conceptualization. For example, a woman with an IQ sig-

nifi cantly above average might use unusual or abstract words 

that give the impression that she has a thought disorder. Or 

a man’s memory may be so impaired that the clinician hy -

pothesizes that he is suffering from a neurological condi-

tion, such as Alzheimer’s disease. In the mental status exam-

ination, the clinician’s task is not to conduct a formal IQ test 

but, rather, to develop a general idea about the client’s cog-

nitive strengths and defi cits.   

 Insight and Judgment 

 In a mental status examination, the clinician also attempts 

to assess a client’s ability to understand the nature of his or 

her disorder. Along these lines, the clinician needs to deter-

mine a client’s receptivity to treatment. A woman who has 

no understanding of the debilitating nature of her paranoid 

delusions is certainly not going to be very receptive to inter-

vention by a mental health professional. She may even resist 

any such attempts because she regards them as proof that 

others are trying to control or hurt her. 

       Insight    is understanding and awareness about oneself  

and one’s world. For example, a college student notices that 

she becomes depressed on most Friday afternoons as she 

prepares to return home for weekend visits. On discussing 

her reaction with her roommate, she develops insight into 

the fact that she resents her father treating her like a child. 

In more serious clinical contexts, the client’s level of under-

standing about the nature of problems and symptoms will 

set the stage for treatment. A man who is paranoid, but un -

able to see how his defensive style with others creates inter-

personal distance, is not likely to be open to changing his 

behavior in order to become more emotionally accessible to 

others. 

    Judgment is the intellectual process in which an indi-

vidual considers and weighs options in order to make a deci-

sion. Every day, each of us makes many judgments, some of 

which are inconsequential and others of  which may have 

long-lasting effects. You have probably encountered people 

who have very poor judgment and make choices that are 

obviously unwise. Perhaps you know someone who repeat-

edly gets intimately involved with abusive partners and seems 

to lack the ability to make an objective assessment of these 

people before becoming involved. Or you may know some-

one who, when intoxicated, says or does things that are dra-

matically different from his or her behavior in a sober state. 

Similarly, people who are seriously disturbed lack the ability 

to make choices in their lives that are constructive or wise. 

They may put their physical health and safety at risk, and 

in some cases it is necessary for others to step in and help 

them make decisions that are self-protective.     
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 REVIEW QUESTIONS  

  1.    What is the purpose of a mental status examination?  

  2.    An obsession refers to  and a compulsion 

refers to .  

  3.    The most common kind of hallucations are .   

     Psychological Testing  

 Psychological testing covers a broad range of measurement 

techniques, all of  which involve having people provide 

scorable information about their psychological functioning. 

The information that test-takers provide may concern their 

intellectual abilities, personalities, emotional states, attitudes, 

and behaviors that refl ect lifestyle or interests. 

    It is very likely that you have had some form of psycho-

logical testing in your life and that your scores on these tests 

had a bearing on decisions made by you or about you, since 

psychological tests have become increasingly important in 
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contemporary society. Because of  this importance, psychol-

ogists have devoted intensive efforts to developing tests that 

accurately measure what they are designed to measure.  

 What Makes a Good Psychological Test? 

 Many popular magazines and newspapers publish so-called 

psychological tests. Items on these tests claim to measure 

such features of your personality as your potential for loving, 

how lonely you are, how devoted your romantic partner is, 

whether you have too much anger, or whether you worry 

too much. These tests contain a number of scorable items, 

accompanied by a scale to tell you what your responses indi-

cate about your personality. Although interesting and pro-

vocative, most tests published in the popular press fail to 

meet accepted standards for a good psychological test. 

    To show you the issues involved in developing a good 

psychological test, we will take an in-depth look at each cri-

terion that plays a role in the process. These criteria are cov-

ered by the general term    psychometrics,    whose literal meaning, 

“measurement of the mind,” refl ects the goal of fi nding the 

most suitable tests for the psychological variables of interest 

to the researcher and clinician. 

    Reliability and validity are generally considered to be 

the two features most essential to determining a test’s psy-

chometric qualities.    Reliability    indicates the consistency of 

test scores, and    validity    the extent to which a test measures 

what it is designed to measure.  Table 3.5  describes the types 

of reliability and validity.  

         A good psychological test is also one that follows stan-

dardized, or uniform, procedures for both test administration 

and scoring. For example, a national college entrance exam-

ination is supposed to be given under strict standardized con-

ditions. The room should be quiet and well lit, the seats 

should be comfortable for test-taking, proctors should moni-

tor the students so that no one has any unfair advantages, 

and the same instructions should be given to everyone. A 

standardized psychological test is intended to follow the same 

guidelines. Particularly important is the requirement that 

each person taking the test receives the same instructions. At 

 TABLE 3.5   Criteria for a Good Psychological Test         

  Reliability: The Consistency of Test Scores  

  Type of Reliability   Defi nition   Example  

    Test-retest    The degree to which test scores obtained from 
people at one time (the “test”) agree with the 
test scores obtained from those people at 
another time (the “retest”)  

  Interjudge    The extent to which two or more people agree on 
how to score a particular test response 

   Internal consistency    How well items on a test correlate with each other 

             Validity: How Well the Test Measures What It Is Designed to Measure   

  Type of Validity   Defi nition   Example  

   Content    How well the test refl ects the body of information 
it is designed to tap 

   Criterion    The extent to which the test scores relate in 
expected ways to another benchmark

     Concurrent    How well scores on a test relate to other measures 
taken at the same time 

    Predictive    The extent to which test scores relate to future 
performance 

   Construct    The extent to which a test measures a theoreti-
cally derived psychological quality or attribute     

A test of intelligence should yield similar scores 
for the same person on Tuesday and on Thurs-
day, because intelligence is a quality that is 
assumed not to change over short time periods.

  On a 5-point scale of thought disorder, two raters 
should give similar scores to a psychiatric 
patient’s response. 

  On a test of anxiety, people answer similarly to 
the items designed to assess how nervous a 
person feels. 

  The professor’s abnormal psychology exam con-
cerns knowledge of abnormal psychology, rather 
than familiarity with music from the 1960s. 

 (See specifi c examples below.) 

  A test of depression should produce high scores 
in people with known diagnoses of depression. 

  People who receive high scores on college 
entrance examinations are expected to 
achieve high grade-point averages in college. 

  A test of depression should correlate with recog-
nized characteristics of depression, such as 
low self-esteem, guilt, and feelings of sadness. 



times, because people with certain psychological disorders 

have problems focusing on test items or following instruc-

tions, the examiner may need to provide extra assistance or 

encouragement to complete the test. However, the examiner 

must not suggest how the test-taker should answer the ques-

tions or bias the test-taker’s performance in any way. It is also 

important that the examiner not stretch the time limits 

beyond those allowed for the test. 

        Standardization also applies to the way tests are scored. 

The most straightforward scoring method involves adding 

up responses on a multiple-choice test or a test with items 

that are rated on numerical scales. Less straightforward are 

tests that involve judgments on the part of raters who must 

decide how to score the test-taker’s responses. For the scor-

ing to be standardized, the examiner must follow a prescribed 

set of rules that equates a given response with a particular 

score. The examiner must be sure not to let any biases inter-

fere with the scoring procedure. This is particularly impor-

tant when only one person does the scoring, as is the case 

with many established tests whose reliability has already 

been documented. When scoring an intelligence test, for 

example, it may be tempting for the examiner to try to give 

the test-taker the benefi t of  the doubt if  the test-taker is 

someone who seems to have been trying hard and wants to 

do well. Conversely, examiners must be sensitive to their 

negative biases regarding certain types of  clients and not 

inadvertently penalize them by scoring them lower than they 

deserve. To minimize such problems, people who administer 

and score standardized psychological tests receive extensive 

training and supervision in all of these procedures. 

    The term  standardization  is also used to refer to the basis 

for evaluating scores on a particular test. The college entrance 

examination, for example, has been given to vast numbers of 

high-school seniors over the years, and there is a known dis-

tribution of scores on the parts of this test. When evaluating 

a student’s potential for college, the student’s scores are com-

pared with the national scores for the student’s gender, and a 

percentile score is given. This percentile score indicates what 

percentage of students scored below a certain number. Such a 

score is considered to be an objective indication of the stu-

dent’s college potential and is preferable to basing such an 

evaluation on the personal judgment of one individual. As you 

will see in our discussion of intelligence tests, however, there 

are many questions about the appropriateness of percentile 

scores when the person taking the test differs in important 

ways from the people on whom the test was standardized. 

    In addition to determining a test’s reliability and validity, 

it is important to take into account its applicability to test-

takers from a diversity of backgrounds. For example, assess-

ment instruments may need to be adapted for use with older 

adults, who may require larger print, slower timing, or special 

writing instruments that can be used by those who have 

arthritis (Edelstein, 2000). Another concern relates to the 

wording of test items. Scores may be distorted by items that 

refl ect the existence of physical conditions rather than psy-

chological disorder. A person with a spinal cord injury may 

agree with the item “At times, I cannot feel parts of  my 

body,” an item that would ordinarily contribute to a high 

score on a measure of psychotic thinking or drug use. 

    Once the psychometric qualities of a measurement instru-

ment have been established, the measure becomes one of many 

types and forms of tests that the clinician can incorporate 

into an assessment. Psychologists then choose measurement 

instruments on the basis of the assessment goals and theo-

retical preferences. We will examine each of the various types 

of assessment devices from the standpoint of its most appro-

priate use in assessment, its theoretical assumptions, and its 

psychometric qualities.   

 Intelligence Testing 

     Psychologists have long been interested in studying intelligence 

because of its wide-ranging infl uence on many aspects of an 

individual’s functioning. Psychologists and others have made 

many attempts to defi ne the elusive quality of intelligence. 

   Many magazines contain personality tests. This woman is completing 
a quiz to measure her self-esteem. 

   Standardized tests are sometimes administered in group settings for a 
range of purposes including personnel selection, admissions evaluation, 
or intellectual assessment. 
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Although debate continues, for all practical purposes, current 

intelligence tests are based on the concept of “g,” the proposal 

by psychologist Charles Spearman (Spearman, 1904) that there 

is a broad quality—general intelligence—that underlies the 

individual’s ability to “see relations.” The quality of “g” is 

theorized to refl ect in part the individual’s inherited capability 

and in part the infl uence of education and other experiences. 

Tests that assess intelligence refl ect, to varying degrees, the 

individual’s level of “g.” 

    Intelligence tests serve various purposes. One impor-

tant purpose is to help educators determine whether certain 

students might benefi t from remedial or accelerated learn-

ing opportunities. Intelligence tests can also be useful for em -

ployers who wish to know whether a prospective employee 

has the intellectual capacity to carry out the duties of  a 

given job. For the mental health professional, intelligence 

tests provide crucial information about a client’s cognitive 

capacities and the relationship between these capacities and 

the expression of  emotional problems. For example, an 

exceptionally bright young woman might make very esoteric 

but bizarre associations on a test of  personality. Knowing 

that this young woman is highly intelligent can provide the 

clinician with an understanding that such associations are 

probably not due to a psychological disorder. Alternatively, 

a man whose intelligence is signifi cantly below average 

might say or do things that give the appearance of  a psy-

chotic disorder. 

    Intelligence tests can yield fairly specifi c information 

about a person’s cognitive defi cits or strengths, which can be 

helpful to a therapist working on a treatment plan. Clients 

who have little capacity for abstract thinking are likely to 

have diffi culty in insight-oriented psychotherapy. Instead, a 

clinician treating a client with such cognitive defi cits would 

focus on practical, day-to-day problems. 

    Some intelligence tests are designed to be administered 

to relatively large groups of  people at a time. These tests 

are more commonly used in nonclinical settings, such as 

psychological research, schools, personnel screening, and the 

military. Most of these tests use a multiple-choice question 

format, and scores are reported in terms of separate sub-

scales assessing different facets of intellectual functioning. 

Group tests are used because they allow mass administration 

and are easily scored, with no special training required of 

the examiner. However, clinicians fault these tests for their 

impersonality and their insensitivity to nuances in the test-

takers’ answers. A test-taker may give a creative but wrong 

answer to a question that the computer simply scores as 

incorrect, without taking into account the originality of the 

response. 

    Individual testing methods have the advantage of  pro-

viding rich, qualitative information about the client. Open-

ended answers to questions regarding vocabulary, which 

cannot conveniently be obtained in group testing, may 

reveal that the client’s thoughts follow a rather bizarre 

chain of  associations. This sort of  information would be 

lost in a group intelligence test, which does not provide any 

opportunities to scrutinize the client’s thought processes 

and judgment.  

 Stanford-Binet Intelligence Test   The fi rst intelligence test 

was developed in 1905 by Alfred Binet (1857–1911) and Theo-

phile Simon (1873–1961), whose work for the French govern-

ment involved screening mentally retarded children and adults. 

In 1916, Stanford University psychologists Lewis Terman and 

Maude Merrill revised the original Binet-Simon test, and 

scales were added in an effort to increase the test’s reliability 

and validity. The version published in 1986 is known as the 

Stanford-Binet Fifth Edition (SB5) (Roid, 2003). 

  Scores on the Stanford-Binet tests have traditionally been 

expressed in terms of     intelligence quotient (IQ).    When Lewis 

Terman originally proposed this term in 1916, it literally 

referred to a ratio measure or quotient—namely the individu-

al’s mental age (calculated on the basis of test performance) 

   The Block Design, one of the subtests of the Wechsler Adult Intelligence 
Scale, is designed to measure non-verbal intelligence and reasoning. 



compared with the individual’s chronological age. An IQ 

of  80, in this system, meant that a child had a mental age 

of  8 and a chronological age of  10, or was moderately re -

tarded. An IQ of  100 indicated average intelligence; in 

other words, a child’s mental age was equal to his or her 

chronological age. This scoring system worked reasonably 

well for children, but it created problems with adults, 

because 16 is the highest achievable mental age on the 

Stanford-Binet. 

  The developers of recent editions of the Stanford-Binet 

have moved away from this approach, and toward the approach 

common in other intelligence testing instruments which rely 

on the concept of    deviation IQ.    The deviation IQ is calculated 

by converting a person’s actual test score to a score that 

refl ects how high or low the score is, compared with the scores 

of others of similar age and gender. Thus, the SB5 has a 

standard score of 100 and a standard deviation of 15. 

      The SB5, which is used to assess intelligence in people 

from 2 to 85 or more years of  age, yields a Full Scale IQ, 

a Verbal IQ, and a Nonverbal IQ. The SB5 also provides 

more-specifi c measurement of  fi ve factors, which inform the 

assessment process: Fluid Reasoning, Knowledge, Quanti-

tative Reasoning, Visual-Spatial Reasoning, and Working 

Memory.    

    Wechsler Intelligence Scales   More widely used than the 

Stanford-Binet test are the three Wechsler scales of intelli-

gence published by Psychological Corporation. In 1939, psy-

chologist David Wechsler developed the Wechsler-Bellevue 

Intelligence Scale to measure intelligence in adults. The for-

mat of the Wechsler-Bellevue has persisted until the present 

day, serving as the basis for revisions of the original adult 

test and the addition of tests for younger age groups: the 

Wechsler Adult Intelligence Scale–Fourth Edition (WAIS-IV) 

(Wechsler, 2008), the Wechsler Intelligence Scale for Chil-

dren–Fourth Edition (WISC-IV) (Wechsler, 2003), and the 

Wechsler Preschool and Primary Scale of Intelligence–Third 

Edition (WPPSI-III) (Wechsler, 2002). 

  Because Wechsler’s tests were initially designed for 

adults, they required a different method of scoring than the 

traditional IQ formula, which relies on the ratio of mental 

to chronological age. Wechsler realized that the concept of 

mental age was not appropriate for adults, and it was he who 

developed the method of scoring known as the deviation IQ. 

As mentioned above, not only is the deviation IQ concept 

used with the Wechsler scales, but it has also been used with 

the Stanford-Binet since 1960. 

  All Wechsler tests share a common organization in that 

they are divided into two scales: Verbal and Performance. 

The Verbal scale includes measures of vocabulary, factual 

knowledge, short-term memory, and verbal reasoning. The 

Performance subtests measure psychomotor abilities, non-

verbal reasoning, and the ability to learn new relationships. 

On the basis of the Verbal IQ and the Performance IQ, a 

Full Scale IQ is computed as a more comprehensive intelli-

gence quotient. In addition to the three IQ scores, the WAIS-

IV provides four characterizations of intelligence based on 

more refi ned domains of cognitive functioning: Verbal Com-

prehension, Perceptual Organization, Working Memory, and 

Processing Speed. 

  Intelligence tests, such as the Wechsler scales, are used 

for various purposes, including psychoeducational assess-

ment, the diagnosis of learning disabilities, the determina-

tion of giftedness or mental retardation, and the prediction 

of future academic achievement. IQ tests are also sometimes 

used in the diagnosis of neurological and psychiatric disor-

ders, in which cases they are a component of a more com-

prehensive assessment procedure. Finally, IQ tests may be 

used in personnel selection when certain kinds of cognitive 

strengths are especially important. 

  Although IQ numbers provide valuable information, 

they do not tell the whole story; consequently, clinicians 

know that they must evaluate many factors that may con-

tribute to a subject’s test performance and scores. A low IQ 

may refl ect a low level of  intellectual functioning, but it may 

also be the result of  the subject’s intense anxiety, debilitat-

ing depression, poor motivation, oppositional behavior, sen-

sory impairment, or even poor rapport with the examiner. 

The case of  Ben, whom you read about earlier in this chap-

ter, provides an interesting example of  how a clinician would 

use subtle fi ndings from IQ testing to formulate some hy -

potheses that go beyond intellectual functioning. Dr. Tobin 

noted that Ben has average intelligence, with no striking 

strengths or defi cits. She also took note of  the fact that, 

even though Ben was distressed at the time of  testing, he 

was able to function adequately on the various subtests of 

the WAIS-IV. From this, Dr. Tobin concluded that, when 

tasks are clear and structure is provided, Ben is able to 

respond appropriately. At the same time, Dr. Tobin won-

dered why Ben’s IQ was not as high as might be expected 

in an academically successful college junior; perhaps emo-

tional problems, such as anxiety or depression, were inter-

fering with Ben’s test performance. She would keep these 

   Research on twins provides valuable insights into understand-
ing the relative contributions of nature and nurture in the de -
velopment of intelligence. 
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concerns in mind as she continued to collect assessment 

data from Ben.   

 Cultural Considerations in Intelligence Testing   When 

conducting an assessment, psychologists must take into 

account the person’s cultural, ethnic, and racial background. 

In recent years, the publishers of  psychological tests, espe-

cially those measuring intelligence, have worked to remove 

culture-specifi c items, such as defi nitions that would be 

familiar primarily to middle- or upper-middle-class White 

Americans. Going a step further, test publishers have devel-

oped specialized tests to provide culture-fair assessments of 

individuals from diverse backgrounds. Researchers and 

 clinicians have debated for years about using common 

 psychological tests for assessing individuals from diverse 

cultural and ethnic backgrounds. Questions have been 

raised about how valid such tests are with people other than 

middle-class White Americans. Some experts contend that 

many personality and cognitive tests are biased against 

minorities, who are more likely to receive lower IQ scores 

and higher psychological disturbance scores than Whites. Is 

the issue one of  intelligence, or is the issue one of  fl awed 

assessment? Are members of  minority groups more psycho-

logically disturbed, or is the measurement of  such variables 

problematic?    

 Personality and Diagnostic Testing 

 Personality and diagnostic tests provide additional means to 

understand a person’s thoughts, behaviors, and emotions. 

Sometimes these tests are used independently, and at other 

times they supplement clinical or research interviews. For 

example, Dr. Tobin completed an interview with a new cli-

ent, Vanessa, and hypothesized two possible diagnoses that 

both seemed plausible. Vanessa explained that she was “pen-

niless and had no hope of ever earning a cent.” Dr. Tobin, 

realizing that Vanessa was delusional, wondered whether 

this delusion of poverty refl ected severe depression or whether 

it was a symptom of serious personality disorganization. 

Vanessa’s responses on personality tests that Dr. Tobin se -

lected to help make this differential diagnosis led her to con-

clude that Vanessa was suffering from pervasive personality 

disorganization. 

    There are two main forms of  personality tests: self-

report and projective. These tests differ in the nature of their 

items and in the way they are scored.  

 Self-Report Clinical Inventories   A    self-report clinical inven-

tory    contains standardized questions with fi xed response 

categories that the test-taker completes independently, self-

reporting the extent to which the responses are accurate 

characterizations. The scores are computed and usually com-

bined into a number of scales, which serve as the basis for 

constructing a psychological profi le of the client. This type 

of test is considered objective, in the sense that scoring is 

standardized and usually does not involve any judgment on 

the part of the clinician. However, the clinician’s judgment 

is needed to interpret and integrate the test scores with the 

client’s history, interview data, behavioral observations, and 

other relevant diagnostic information. The clinician’s judg-

ment is also required in determining whether the diagnostic 

conclusions from computer-scored tests are accurate, keep-

ing in mind that computerized tests have both strengths and 

limitations. 

  A major advantage of self-report inventories is that they 

are easy to administer and score. Consequently, they can be 

given to large numbers of people in an effi cient manner. Ex -

tensive data are available on the validity and reliability of 

the better-known self-report inventories because of  their 

widespread use in a variety of settings.  

 MMPI and MMPI-2   The most popular self-report inventory for 

clinical use is the Minnesota Multiphasic Personality Inven-

tory (MMPI), published in 1943, and a revised form, the 

MMPI-2, published in 1989. The original MMPI, which 

was cited in thousands of  research studies, had fl aws, such 

as psychometric limitations and a narrow standardization 

sample that did not refl ect the contemporary population 

diversity of the United States. In response to these criticisms, 

in 1982 the University of Minnesota Press embarked on a 

restandardization project and commissioned a team of re-

searchers to develop the MMPI-2 (Hathaway & McKinley, 

1989). The focus of this effort was on maintaining the test’s 

original purpose while making changes in individual items 

to translate them into contemporary terms. To test the valid-

ity of the new items and to improve the test’s generalizabil-

ity, data were collected from a sample of  2,600 persons 

across the United States who were chosen to be representa-

tive of the general population in terms of regional, racial, 

occupational, and educational dimensions. Additional data 

from various clinical groups were also obtained, including 

people in psychiatric hospitals and other treatment settings. 

  The MMPI-2 consists of  567 items containing self-

descriptions to which the test-taker responds “true” or “false.” 

These self-descriptions refer to particular behaviors (such 

alcohol use), as well as thoughts and feelings (such as self-

doubt or sadness). The MMPI-2 yields a profi le of the test-

taker’s personality and psychological diffi culties, as well as 

three scales that provide the clinician with information about 

the validity of each individual’s profi le. 

  The MMPI and MMPI-2 provide scores on 10 clinical 

scales and 3 validity scales. The clinical scales provide the 

clinician with a profi le of  an individual’s personality and 

possible psychological disorder. The validity scales provide 

the clinician with important information about how defen-

sive the test-taker was and whether the individual might have 

been careless, confused, or intentionally lying during the test. 

Scales 1–10 (or 1–0) are the clinical scales, and the remaining 

3 are the validity scales ( Table 3.6 ). An additional scale—the 

“?,” or “Can’t say,” scale—is the number of  unanswered 



questions, with a high score indicating carelessness, confu-

sion, or unwillingness to self-disclose. 

  The most recent efforts to revamp the MMPI have 

involved the development of  restructured clinical scales, 

called RCs (Nichols, 2006). A comparison of the original 

clinical scales and the RCs is shown in  Table 3.7 . The pur-

pose of the RCs is to provide greater clinical utility because 

the clinical scales had very serious limitations when applied 

to the diagnostic process. Constructs such as Cynicism and 

Ideas of Persecution can help clinicians develop a clearer 

understanding of the client’s personality and adaptational 

diffi culties (Finn & Kamphuis, 2006). At present, the RCs 

are used to supplement the traditional clinical scales of the 

MMPI-2. 

  TABLE 3.6   Clinical and Validity Scales of the MMPI-2, with Adapted Items           

  Scale   Scale Name   Content   Adapted Item  

    1   Hypochondriasis   Bodily preoccupations, fear of illness and disease,  I have a hard time with nausea
   and concerns.    and vomiting.  

  2   Depression   Denial of happiness and personal worth,   I wish I were as happy as others
   psychomotor retardation and withdrawal, lack    appear to be. 
   of interest in surroundings, somatic complaints, 
   worry or tension, denial of hostility, diffi culty 
   controlling thought processes.  

  3   Hysteria   Hysterical reactions to stress situations. Various  Frequently my head seems to hurt
   somatic complaints and denial of psychological    everywhere. 
   problems, as well as discomfort in social situations.  

  4   Psychopathic deviate   Asocial or amoral tendencies, lack of life satisfaction,  I was occasionally sent to the
   family problems, delinquency, sexual problems,  principal’s offi ce for bad 
   diffi culties with authorities.     behavior.  

  5   Masculinity-femininity   Extent to which individual ascribes to stereotypic  I like reading romantic tales (male
   sex-role behaviors and attitudes.    item).  

  6   Paranoia   Paranoid symptoms, such as ideas of reference,  I would have been a lot more
   feelings of persecution, grandiosity, suspiciousness,   successful had others not been
   excessive sensitivity, rigid opinions and attitudes.     vindictive toward me.  

  7   Psychasthenia   Excessive doubts, compulsions, obsessions, and  Sometimes I think thoughts too
   unreasonable fears.    awful to discuss.  

  8   Schizophrenia   Disturbances of thinking, mood, and behavior.   I have had some rather bizarre
    experiences.  

  9   Hypomania   Elevated mood, accelerated speech and motor  I become excited at least once a
   activity, irritability, fl ight of ideas, brief periods    week. 
   of depression.  

  0   Social introversion   Tendency to withdraw from social contacts and  I usually do not speak fi rst. I wait
   responsibilities.    for others to speak to me.  

  L   Lie scale   Unrealistically positive self-presentation.    

  K   Correction   Compared with the L scale, a more sophisticated 
   indication of a tendency to deny psychological 
   problems and present oneself positively.  

  F   Infrequency   Presenting oneself in an unrealistically negative light 
   by responding to a variety of deviant or atypical 
   items.  

   Source: MMPI®-2 (Minnesota Multiphasic Personality Inventory®-2) Manual for Administration, Scoring, and Interpretation. Copyright © 2001
by the Regents of the University of Minnesota. All rights reserved. Used by permission of the University of Minnesota Press.  
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  TABLE 3.7   MMPI-2 RC Scales and 
Corresponding Clinical Scales       

  RC Scale   Clinical Scale  

    RCd—Demoralization   NEW: Inability to cope  

  RC1—Somatic Complaints   Scale 1—Hypochondriasis  

  RC2—Low Positive Emotions   Scale 2—Depression  

  RC3—Cynicism   Scale 3—Hysteria  

  RC4—Antisocial Behavior   Scale 4—Psychopathic 
  Deviate  

  RC6—Ideas of Persecution   Scale 6—Paranoia  

  RC7—Dysfunctional Negative   Scale 7—Psychasthenia  
 Emotions

  RC8—Aberrant Experiences   Scale 8—Schizophrenia  

  RC9—Hypomanic Activation   Scale 9—Hypomania     

  Note:  MMPI-2 5 Minnesota Multiphasic Personality Inventory-2; RC 5 Restructured 
Clinical.   

Sources: James N. Butcher, John R. Graham, Yossef S. Ben-Porath, Auke Tellegen, 
W. W. Grant Dahlstrom, & Beverly Kaemmer. MMPI®-2 (Minnesota Multiphasic 
Personality Inventory®-2) Manual for Administration, Scoring, and Interpretation. 
Copyright © 2001 by the Regents of the University of Minnesota. All rights 
reserved. Used by permission of the University of Minnesota Press; Auke Tellegen, 
Yossef S. Ben-Porath, John L. McNulty, Paul A. Arbisi, John R. Graham, & Beverly 
Kaemmer. The MMPI  ®-2 Restructured Clinical (RC) Scales: Development, Validation, 
and Interpretation. Copyright © 2003 by the Regents of the University of Minnesota. 
All rights reserved. Used by permission of the University of Minnesota Press.

  Let’s return once again to the case of Ben. As you study 

his MMPI-2 profi le ( Figure 3.1 ), you will notice that there are 

several extremely high scores. First, look at the validity scale 

scores, which give some important clues to understanding the 

clinical scales. Ben’s high F tells us that he reports having many 

unusual experiences, thoughts, and feelings. This could be due 

to a deliberate attempt on Ben’s part to make himself appear 

sick for some ulterior motive. On the other hand, an exaggera-

tion of symptoms sometimes refl ects a person’s desperation, a 

call for help. Looking next at Ben’s K scale, you can see that 

he is not particularly defensive; however, recall that Ben appeared 

to be quite guarded in the opening phase of his interview with 

Dr. Tobin. How would you reconcile these seemingly confl ict-

ing impressions? Perhaps the more anonymous nature of the 

MMPI-2 allowed Ben to be self-disclosing. The validity scales 

yield important information, then, about Ben’s personality, as 

well as the fact that Ben’s clinical profi le is a valid one. The 

clinical scales indicate severe disturbance. The highest elevations 

are on scales 7 and 8, which measure obsessional anxiety, social 

withdrawal, and delusional thinking. He also has physical con-

cerns and depression, and possibly sexual confl icts. 

  In summary, Ben’s MMPI-2 profi le is that of a young 

man on the verge of panic. He is extremely alarmed by very 

unusual thoughts, feelings, and confl icts. He is calling out for 

help, while at the same time he feels confl icted about asking 

for it. Keep these observations about Ben in mind when you 

read about his responses on the other tests.   

 Other Self-Report Inventories   There are literally hundreds of self-

report clinical inventories, many of which have been devel-

oped for specifi c research or clinical purposes. Several are 

used as adjuncts to the MMPI-2, providing information on 

personality functioning apart from or in addition to data 

that might be diagnostically useful. The NEO Personality 

Inventory (Revised), known as the NEO-PI-R (Costa & 

McCrae, 1992), is a 240-item questionnaire that measures 

personality along fi ve personality dimensions, or sets of 

traits. These traits, the authors theorize, can be seen as 

underlying all individual differences in personality. Some 

authors have proposed that the traits measured by the NEO-

PI-R provide a better way to classify personality disorders 

than the current system. Measures such as the NEO-PI-R 

would be instrumental in providing such a classifi cation. 

Whether or not such changes in classifi cation come to pass, 

the NEO-PI-R provides useful data on personality function-

ing. The fi ve dimensions include three labeled N, E, and O 

(hence the title of the measure), plus two additional scales 

added as the result of empirical testing of the original measure. 

These scales, then, consist of Neuroticism (N), Extraversion 

(E), Openness to Experience (O), Agreeableness (A), and Con-

scientiousness (C). The scales can be completed by individuals 

rating themselves (Form S) as well as by others who know the 

individual, such as spouses, partners, or relatives (Form R). 

Within each of the fi ve dimensions, or trait domains, six under-

lying facets are also rated. For example, the O scale includes 

the six facets of openness to fantasy, aesthetics, feelings, actions, 

ideas, and values. Profi les based on the NEO-PI-R allow the 

clinician to evaluate relative scores on the fi ve domains of per-

sonality, as well as the six facets within each domain. 

  The Personality Assessment Inventory (PAI) (Morey, 

1991, 1996), another objective inventory of adult personality, 

has become one of the assessment instruments most frequently 

used in clinical practice and training (Piotrowski, 2000). The 

PAI consists of 344 items constituting 22 scales covering the 

most relevant constructs associated with the assessment of 

psychological disorders: 4 validity scales, 11 clinical scales, 

5 treatment scales, and 2 interpersonal scales. Clients with 

basic reading skills can usually complete the PAI in less than 

1 hour by rating each of the items on a 4-point scale ranging 

from false to very true. This instrument is especially appeal-

ing to clinicians because it yields both diagnostic hypotheses 

and considerations for treatment. 

  Researchers and clinicians interested in a quantitative mea-

sure of an individual’s symptoms might use the SCL-90-R 

(Derogatis, 1994), a self-report measure in which the respondent 

indicates the extent to which he or she experiences 90 physical 

and psychological symptoms. The scales derived from these 

symptoms include somatization, obsessive-compulsiveness, 

interpersonal sensitivity, depression, anxiety, hostility, phobic 

anxiety, paranoid thinking, and psychoticism. There are also 

general symptom index scales that can be used to assess overall 

functioning. The SCL-90-R is used to measure current symp-

toms and can therefore be given on multiple occasions. For 

example, the SCL-90-R might be used to evaluate whether a 



certain kind of therapy is effective in reducing symptoms by 

administering it before and after therapy. 

  For every clinical issue and syndrome, there are inven-

tories that can be used for the purposes of  assessment. 

Sometimes researchers and clinicians want to assess a clini-

cal phenomenon or theory for which there is no published 

scale, and they may be faced with the challenge of develop-

ing one that fi ts their needs. Examples of scales developed 

in this way measure such varied phenomena as eating disor-

ders, fears, impulsivity, attitudes about sexuality, hypochon-

driasis, homophobia, assertiveness, depressive thinking, per-

sonality style, and loneliness.    

 Projective Testing   We have discussed several tests that 

are based on the premise that an effective method of  un-

derstanding psychological functioning involves a highly 

structured task in which the test-taker provides self-report 

information. In many instances, such information is suffi -

cient to understand the individual. However, many clini-

cians take the theoretical position that unconscious issues 

exist below the surface of  conscious awareness. Projective 

tests were developed with the intention of  gaining access 

to these unconscious issues. A    projective test    is a technique 

in which the test-taker is presented with an ambiguous item 

or task and is asked to respond by providing his or her own 

meaning. Presumably, the test-taker bases this meaning on 

unconscious issues or confl icts; in other words, he or she 

projects unconscious meanings onto the item. It is assumed 

that the respondent will disclose features of his or her person-

ality or concerns that could not easily be reported accurately 

through more overt or obvious techniques. For example, take 

the case of a client named Barry, who, in response to items on 
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a self-report inventory about interpersonal relationships, says 

that he gets along very well with other people. In contrast, his 

responses on a projective technique reveal hidden hostility and 

resentment toward others. 

  The most famous of  the projective techniques is the 

Rorschach Inkblot Test. This technique is named after Swiss 

psychiatrist Hermann Rorschach, who created the test in 

1911 and in 1921 published his results of 10 years of using 

this technique in the book  Psychodiagnostik . Rorschach con-

structed the inkblots by dropping ink on paper and folding 

the paper, resulting in a symmetrical design. Before arriving 

at the fi nal set of 10 inkblots, Rorschach experimented with 

many hundreds, presumably until he found ones that pro-

duced the most useful responses. Although Rorschach did 

not invent the inkblot technique (it had been proposed by 

Binet in 1896), he was the fi rst to use standardized inkblots 

as the basis for assessing psychological disorder. Unfortu-

nately, Rorschach did not live long after the publication of 

his book; he died a year later, in his late thirties. 

      The Rorschach test consists of a series of 10 cards show-

ing inkblots. Half  of these inkblots are colored, and half  are 

black-and-white. The test-taker is instructed to look at each 

inkblot and respond by saying what the inkblot looks like. 

After explaining the procedure, the examiner shows the ink-

blots one at a time, without giving any guidance as to what 

is expected, except that the test-taker should indicate what 

each inkblot looks like. The examiner is trained to provide 

no clues as to how the inkblot will be scored. The test-taker 

is then asked to describe what about the inkblot makes it 

look that way. While the test-taker is talking, the examiner 

makes a verbatim record of his or her response and how 

long it takes to respond. 

  An objective evaluation of the Rorschach leads to the 

conclusion that this instrument has both limitations and 

assets. Although questions have been raised about the valid-

ity of  projective techniques (Lilienfeld, Wood, & Garb, 

2000), scrutiny of empirical research provides compelling evi-

dence that when properly administered, the Rorschach pos-

sesses reliability and validity similar to other, well-established 

personality instruments (Society for Psychological Assess-

ment, 2005). 

  You may be wondering how responses to a set of ink-

blots can be used to help understand an individual’s person-

ality. The Rorschach test is one of several types of projective 

techniques that can be integrated with the more objective 

information gained from a self-report clinical inventory. Let’s 

return to the case of Barry mentioned earlier, who responded 

in different ways on self-report and projective techniques 

regarding his attitudes toward other people. The clinician 

working with his test data would look for ways to integrate 

these divergent views and might conclude that Barry deludes 

himself  into believing that he feels more positively about 

other people than might be the case. This hypothesis about 

Barry’s personality could be tested with other projective 

methods, a clinical interview, or more-specifi c self-report 

inventories focusing on interpersonal styles. 

  It is important to remember that the theoretical stand of 

the clinician infl uences the choice of what test to incorporate 

in a battery. Projective techniques are most commonly associ-

ated with approaches that focus on unconscious determinants 

of behavior. In contrast, a clinician who is more interested in 

conscious and overt behaviors would select a different battery 

of tests to assess a client with serious disturbance. 

  Ben’s response to Rorschach Card I shows that the ambi-

guity of the projective test stimulated a variety of unusual 

and idiosyncratic perceptions. He sees in this card an “evil 

mask.” Many people look at this card and see a mask; how-

ever, Ben sees this mask as “evil,” a more ominous image than 

simply a mask. Furthermore, Ben sees the mask as “jumping 

out to get you.” Not only does the mask have ominous ele-

ments, but it is seen as an attacker. In his next response to 

the same card, Ben sees the inkblot as “a seed  .  .  . which is  .  .  . 

losing part of itself, falling apart, raging.” Is Ben talking 

about himself in this description? 

  Ben’s response to another card, which also contains 

color, refl ected an even more extreme trip into fantasy. By the 

time Ben saw this card, which came near the end of the test, 

he had become preoccupied with fantasies of  people and 

objects coming together and splitting apart. His responses 

had become increasingly bizarre and unconnected with the 

stimuli. When unusual responses such as these are paired 

with Ben’s MMPI-2 profi le, the clinician would hypothesize 

that Ben is losing control and feels panicked by the experi-

ence of losing control. 

  The Thematic Apperception Test (TAT), another projec-

tive test, works on the same premise as the Rorschach; when 

presented with ambiguous stimuli, test-takers reveal hidden 

aspects of their personalities. Instead of inkblots, the stimuli 

are black-and-white ink drawings and photographs that 

portray people in a variety of  ambiguous contexts. The 

   Ben’s perception of this Rorschach-like inkblot was “An evil mask that’s 
jumping out to get you. Also a seed, some kind of seed which is 
dividing itself into two equal halves. It could be a sign of conception 
and yet it’s dying. It’s losing part of itself, falling apart, raging.” 



   Ben told the following story about this TAT card: “This is a story of a 
woman who has lived too long with her mother. She wants to break 
away but knows she can’t. Her whole life is wrapped up in her mother 
and the house. She’s a successful businesswoman and yet she feels like 
a failure because she can’t break out because of what she sees going 
on outside the house. She is looking out at the sky and sees a plane 
about to make a crash landing on the street. Across the street she sees 
a man about to jump off the top of a six-story building, but he stops 
when someone comes to rescue him. Because of all the crazy things 
going on outside, the woman thinks that maybe it is better to stay with 
her mother.” Source: Reprinted by permission of the publishers from Henry A. Murray, 

Thematic Apperception Test,  Card 12F, Cambridge, Mass.: Harvard University Press, 

Copyrights © 1943 by the President and Fellows of Harvard College, © 1971 by 

Henry A. Murray. 

instructions for the TAT request the respondent to tell a story 

about what is happening in each picture, including what the 

main characters are thinking and feeling, what events pre-

ceded the depicted situation, and what will happen to the 

people in the picture. Some test-takers become very involved 

in telling these stories, as the pictures lend themselves to some 

fascinating interpersonal dramas. 

      The TAT was originally conceived by Christiana Mor-

gan and Henry Murray (Morgan & Murray, 1935), working 

at the Harvard Psychological Clinic, and was published as a 

method of assessing personality several years later (Murray, 

1938, 1943). 

  One of the advantages of the TAT is its fl exibility. The 

pictures lend themselves to a variety of interpretations that can 

be used for both research and clinical purposes. In one clever 

adaptation of the TAT, psychologist Drew Westen has devel-

oped a comprehensive theoretical framework for understand-

ing TAT responses. This framework is based on object relations 

theory, a perspective you will read about in Chapter 4, which 

is based on contemporary psychodynamic theory. Westen’s 

system, called the Social Cognition and Object Relations Scale 

(SCORS) (Westen, 1991a, 1991b), involves scoring the TAT 

along dimensions that incorporate the quality of descriptions 

of people and their relationships. For example, affect-tone is 

assessed by analyzing how people in the TAT stories are por-

trayed; at one extreme people may be described as malevolent 

or violent, and at the opposite extreme they may be portrayed 

as positive and enriching. The scoring manual for this system 

involves specifi c procedures for assigning scores along these 

dimensions, ensuring that the measure has high reliability 

(Westen, Lohr, Silk, & Kerber, 1994). 

  The themes that emerge from Ben’s TAT responses are 

consistent with the issues identifi ed in the other personality 

tests, in that they refl ect such concerns as family problems, 

depression, and fears about what is going on around him. 

Ben describes a character who is frightened by the chaos in 

her environment. In Ben’s story, the character observes some-

one being rescued from a suicide attempt. One might wonder 

whether Ben’s description of the relationship between the char-

acter and her mother is a parallel of his relationship with his 

mother. Interestingly, the character describes leaving home as 

“breaking out,” as if  home were a prison from which to 

escape. He pessimistically concludes that the character will 

not be able to fulfi ll the wish to separate. In the report at the 

end of this chapter, Dr. Tobin will integrate the data from this 

test with the other test results, as she puts together the pieces 

of Ben’s puzzle.      

 REVIEW QUESTIONS  

  1.    ____________ refers to the consistency of test scores and 

____________ refers to the extent to which a test measures 

what it is designed to measure.  

  2.    Which statistical method is used to obtain IQ scores?  

  3.    The Rorschach and the TAT are examples of what kind 

of tests?   

     Behavioral Assessment  

 So far, we have discussed forms of assessment that involve 

psychological testing. These are the forms of assessment that 

most people think about when they imagine how a psychol-

ogist approaches the task of diagnosing psychological disor-

der. Another form of psychological assessment has emerged 

since the late 1960s, and it relies on a very different set of 

assumptions than those of  projective testing.    Behavioral 

assessment    includes a number of  measurement techniques 

based on a recording of the individual’s behavior. Clinicians 

use these techniques to identify problem behaviors, to under-

stand what maintains these behaviors, and to develop and 

refi ne appropriate interventions to change these behaviors. 

Behavioral Assessment 89



90 Chapter 3 Assessment

    As originally conceived, behavioral assessment relied al -

most exclusively on recording observable behaviors—namely, 

actions carried out by the individual that other people could 

watch. This was in large part a reaction against traditional 

models that rely on inferences about hidden causes, such as 

unconscious determinants or unobservable personality traits. 

Since the late 1970s, though, behavioral assessments have 

increasingly come to include the recording of thoughts and 

feelings as reported by the individual, or the observation of 

the individual’s behavior by a trained observer, in addition 

to outward actions. Commonly used approaches include the 

behavioral self-report of the client and the clinician’s obser-

vation of the client.  

 Behavioral Self-Report 

    Behavioral self-report    is an assessment method in which the 

client provides information about the frequency of particu-

lar behaviors. The rationale underlying behavioral self-report 

techniques is that information about troublesome behavior 

should be derived from the client, who has the closest access 

to information critical for understanding and treating the 

problem behavior. This information can be acquired in a 

number of ways, including interviews conducted by the clini-

cian, the client’s self-monitoring of  the behavior, and the 

completion of any one of a number of checklists or inven-

tories specifi cally designed for this purpose. 

    It is commonly accepted within clinical contexts that the 

best way to fi nd out what troubles clients is to ask them; the in -

terview is the context within which to undertake such inquiry. 

Behavioral interviewing is a specialized form of interviewing 

in which the clinician focuses on the behavior under consider-

ation, as well as what preceded and followed the behavior. 

Events that precede the behavior are called antecedents and 

events following the behavior are called consequences. 

    Behavioral interviewing has long been regarded as an 

integral part of behavioral assessment and therapy, for it is 

within this context that the clinician works to understand the 

problem under consideration. When interviewing the client 

about the problem behavior, the clinician gathers detailed in -

formation about what happens before, during, and after the 

enactment of the behavior. For example, take the case of 

Ernesto, a young man who develops incapacitating levels of 

anxiety whenever it begins to rain while he is driving his car. 

In interviewing Ernesto, the clinician tries to develop as pre-

cise an understanding as possible of  the nature of these 

attacks of anxiety and asks specifi c questions pertaining to 

the time, place, frequency, and nature of  these attacks. 

Although the clinician wants to obtain some background 

information, in most cases this is limited to information that 

seems relevant to the problem behavior. In this example, the 

clinician would be more likely to focus on particular experi-

ences in Ernesto’s history that relate to fears of driving under 

risky conditions than to focus on early life relationships. 

    Within the behavioral interview, the clinician not only 

tries to understand the precise nature of the problem but also 

   Psychologists using behavioral methods often ask clients to monitor 
the frequency of target behaviors, as in the case of this young man 
trying to quit smoking. 

seeks to collaborate with the client in setting goals for inter-

vention. What is it that the client wants to change? In the 

example of the anxiety attacks, presumably the client wants 

to be able to continue driving after the rain starts, without 

being impaired by the anxiety that had previously affl icted 

him. The clinician tries to ascertain whether the client’s goal 

is realistic. If  the young man asserts that he wants to work 

toward a goal of never feeling any anxiety while in a car, the 

clinician would consider such a goal unrealistic and would 

help the client set a more attainable objective. 

           Self-monitoring    is another behavioral self-report tech-

nique in which the client keeps a record of the frequency of 

specifi ed behaviors, such as the number of cigarettes smoked 

or calories consumed, or the number of times in a day that 

a particular unwanted thought comes to the client’s mind. 

Perhaps a woman is instructed to keep a diary of each time 

she bites her fi ngernails, documenting the time, place, and 

context of the    target behavior,    the behavior that is of interest 

or concern in the assessment. With such careful attention to 

the troubling behavior, she may come to realize that she is 

prone to biting her nails primarily in certain situations. For 

example, she may notice that her nail-biting is twice as likely 

to occur when she is speaking on the telephone. 

    Self-monitoring procedures have some limitations. Such 

habits as nail-biting are so deeply ingrained that people are 

almost unaware of engaging in the behavior. Another prob-

lem with self-monitoring procedures is that the individual 

must have the discipline to keep records of the behavior. As 

you might imagine, it could be quite disruptive for the nail-

biter to take out a note pad each time she raises her fi ngernails 



to her mouth. In response to such concerns, some clinicians 

acknowledge that the measurement of the behavior in and of 

itself  may be therapeutic. 

    Behavioral checklists and inventories have been devel-

oped to aid in the assessment or recording of troubling be -

haviors. In completing a behavioral checklist or inventory, 

the client checks off  or rates whether certain events or expe-

riences have transpired. For example, the Conners Ratings 

Scales-Revised (CRS-R) (Conners, Erhardt, & Sparrow, 

1997) consist of instruments that use observer ratings and 

self-report ratings to assess attention-defi cit/hyperactivity dis-

order and evaluate problem behavior in children and ado-

lescents. Various CRS-R versions solicit assessment data 

from different sources, including parents, teachers, caregiv-

ers, and the young person who is capable of reading and 

understanding the items (i.e., an adolescent). Computerized 

versions and a Spanish language form of the CRS-R are also 

available. Another commonly used behavioral inventory is 

the Fear Survey Schedule (Wolpe & Lang, 1977), in which 

an individual is asked to indicate the extent to which various 

experiences evoke feelings of fear. Checklists and inventories 

such as these often appeal to both clinicians and clients, 

because they are relatively economical and easy to use. 

    However, in many instances it is important to observe 

and measure the behavior that is the focus of concern. A 

client can tell a clinician about the nature and frequency of 

a troubling behavior, but a client may have trouble reporting 

a behavior that is embarrassing or otherwise upsetting.   

 Behavioral Observation 

 Observation of the client’s behavior is an important compo-

nent of behavioral assessment. In    behavioral observation,    the 

clinician observes the individual and records the frequency 

of specifi c behaviors, along with any relevant situational fac-

tors. For example, the nursing staff  on a psychiatric unit 

might be instructed to observe and record the target behav-

ior of an individual who bangs his head against a wall every 

time something out of the ordinary occurs. Or a classroom 

observer of a hyperactive boy might count the number of 

times each minute the boy gets out of his seat. The conse-

quences of each behavior would also be recorded, such as 

the number of times the teacher tells the child to sit down. 

    The fi rst step in behavioral observation is to select the 

target behaviors that are of interest or concern. In the example 

of the hyperactive child, the target behavior would be the boy’s 

getting up from his desk at inappropriate times. The second 

step is to defi ne the target behavior clearly. Vague terms are 

not acceptable in a behavioral observation context. For exam-

ple, a target behavior of “restlessness” in the hyperactive boy 

is too vague to measure. However, a measurement can be made 

of the number of times he jumps out of his seat. 

    Ideally, behavioral observation takes place in the natural 

context in which the target behavior occurs. This is called  in 

vivo     observation.    For the hyperactive boy, the classroom set-

ting is particularly problematic, so it is best that his behavior 

be observed and measured there, rather than in a laboratory. 

However, many challenges are involved in conducting such 

assessments, including overcoming the possible effects of the 

observer’s presence. It is possible that the boy’s behavior will 

be affected by the fact that he knows he is being observed, 

a phenomenon behaviorists refer to as reactivity. 

    To deal with some of the limitations of  in vivo  observa-

tion, the clinician or researcher may conduct an analog 

observation, which takes place in a setting or context spe-

cifi cally designed for observing the target behavior. For exam-

ple, the hyperactive boy may be taken to the clinician’s offi ce, 

where his behavior can be observed through a one-way mir-

ror. Perhaps other children will be included, so that the boy’s 

interactions can be observed and certain target behaviors 

measured. Analog observation has its limits, however, pri-

marily because the situation is somewhat artifi cial.   

 Multicultural Assessment 

 When psychologists conduct an assessment, they must take 

into account the person’s cultural, ethnic, and racial back-

ground. In recent years, the publishers of psychological tests, 

especially those measuring intelligence, have worked to remove 

culture-specifi c items, such as defi nitions that would be familiar 

primarily to middle- or upper-middle-class White Americans. 

Going a step further, test publishers have developed special-

ized tests to provide culture-fair assessments of individuals 

from diverse backgrounds. 

    Researchers and clinicians have debated for years about 

using common psychological tests to assess individuals from 

diverse cultural and ethnic backgrounds. Questions have been 

raised about how valid such tests are with people other than 

middle-class White Americans. As a result, clinicians are striv-

ing to attend to the impact of broader cultural and experiential 

backgrounds when administering and interpreting psychologi-

cal assessments. For example, when clinicians are evaluating 

clients for whom English is a second language or those who 

are not conversant with English at all, they must ask a number 

of questions: Does the client understand the assessment pro-

cess suffi ciently to provide informed consent? Does the client 

understand the instructions for the instrument? Are there 

norms for the use of the instrument or technique with the 

client’s ethnic group? Even if there is no apparent language 

barrier, there may be different levels of acculturation, such that 

idiomatic phrases may not be understood by the client, such 

as the statement “I am a good mixer,” for which there are 

multiple meanings (Weiner & Greene, 2008). 

    Training programs have become responsive to the need 

to prepare future clinicians for an increasingly diverse and 

international population. In trying to promote cultural com-

petence, or appreciation of differences, trainees should acquire 

suffi cient knowledge of the cultural backgrounds of the clients 

they are assessing. They must also learn to look critically at 

assessment instruments to determine whether these tests are 

psychometrically constructed and validated. They should also 
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R E A L  S T O R I E S

FREDERICK FRESE: PSYCHOSIS

T
he case report on Ben Robsham at 
the start of this chapter is the story 
of an individual becoming over-

whelmed by psychotic experiences. It 
might surprise you to fi nd that psychosis 
can also be experienced by highly func-
tioning people, like Dr. Frederick Frese, 
a successful psychologist.
 Frederick Frese, PhD, has spent con-
siderable time in mental institutions as a 
patient diagnosed with paranoid schizo-
phrenia. He was fi rst diagnosed with 
a psychiatric disorder when he was a 
25-year-old Marine Corps captain 
and experienced a psychotic episode. 
Frese was guarding atomic weapons 
in Jacksonville, Florida, when he devel-
oped an overwhelming paranoia that en-
emy nations had hypnotized American 
leaders in an effort to take over the U.S. 
weapon supply. Despite repeated hospi-
talizations for his condition throughout the 
next decade, Frese completed graduate 
work in both psychology and manage-
ment, and in 1978 he earned a doctorate 
in psychology. While a graduate student 
at Ohio University, Frese met his wife, 
Penny, with whom he had four children.
 Since earning his doctorate, Frese 
has worked in both clinical and admin-
istrative positions in the Ohio Depart-
ment of Mental Health. From 1980 to 
1995, he served as Director of Psychol-
ogy at Western Reserve Psychiatric 
Hospital in Ohio, part of the same hos-
pital system in which he had earlier 
been a patient. Frese has traveled ex-
tensively, giving hundreds of presenta-
tions to people all over the world. Frese 
went on to hold the offi ce of fi rst vice 
president of the National Alliance for 
the Mentally Ill (NAMI), a well-known 
advocacy organization for people with 
mental illnesses.

 The accomplishments of Dr. Frese 
are especially impressive in light of the 
struggles with mental illness that have 
so frequently disrupted his life. Particu-
larly impressive is his willingness to 
openly share his experiences with his 
mental illness:

I, too, am a person with schizophre-
nia. I am not currently psychotic but I 
have been in the state of psychosis fre-
quently enough to have become some-
what familiar with trips there and 
back. After years of keeping my expe-
riences with schizophrenia a secret, 
a few years ago I decided to become 
open about my condition. . . . I cannot 
tell you how diffi cult it is for a person 
to accept the fact that he or she is 
schizophrenic. Since the time when 
we were very young we have all been 
conditioned to accept the fact that if 
something is crazy or insane, its worth 
to us is automatically dismissed. We 
live in a world that is held together 
by rational connections. That which is 
logical or reasonable is acceptable. 

That which is not reasonable is not ac-
ceptable. The nature of this disorder 
is that it affects the chemistry that con-
trols your cognitive processes. It af-
fects your belief system. It fools you 
into believing that what you are think-
ing or what you believe is true and 
correct, when others can usually tell 
you that your thinking processes are 
not functioning well. I had been hospi-
talized fi ve times before I was willing 
to consider the possibility that some-
thing was wrong with me. . . .
 From the viewpoint of the person 
with the disorder, however, the phenom-
enon can be very much like a mystical 
experience. . . . Often these mystical 
 experiences can be most seductive. 
One has the feeling that he is having 
special insights and even special pow-
ers. One is no longer restricted by the 
rigid control of rationality. . . .
 Persons with serious mental illness 
are disabled, just like people who are 
blind, deaf, or crippled. Like others 
who are disabled we can be helped 
by artifi cial support. Where the blind 
may have a cane or a seeing eye 
dog, the deaf may be helped with 
a hearing aid, the crippled may be 
helped with a wheelchair or crutch, we, 
too, can be helped by artifi cial means. 
Because our disability is one of a bio-
chemical imbalance, it is reasonable 
that our “crutch” is chemical. For us, 
our crutch is the neuroleptic medications 
that we take. In order to keep our 
brain’s neurochemical processes prop-
erly balanced, we need the assistance 
of helpful chemical, prescribed medi-
cations. Certainly without having such 
medications available, I would not be 
able to function as I do today. . . .
 Often when you visit a psychiatric 
hospital you will see patients who 
seem to be talking to people who are 
not there. In their one-sided conversa-
tions they will often become quite ani-
mated. Because they are talking to 
people who are not there, it is usually 
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be supervised in learning how to perform these assessments 

and trained to recognize when they need further consultation 

(Dana, 2002).     

 Environmental Assessment  

 In evaluating an individual, it is often helpful to obtain a per-

spective on his or her social or living environment. As you read 

about various approaches to understanding psychological 

 disorders, you will see that some emphasize the role of the 

individual’s family or social context in the development and 

continuation of symptoms.    Environmental assessment scales

ask the individual to rate certain key dimensions hypothe-

sized to infl uence behavior. Psychologist Rudolf Moos has 

been infl uential in developing such instruments, which 

include ratings of the family environment, the school, the 

community setting, or a long-term care institution. For 

example, the Family Environment Scale (Moos & Moos, 

1986) has individuals rate their families along dimensions 

including the quality of relationships, the degree of personal 

growth the family promotes, and the activities in which the 

family engages to maintain the system. Within the relation-

ship domain, separate scales assess how much cohesion or 

commitment exists among family members, how expressive 

family members are to each other, and how much confl ict 

they express. Specifi c items on these scales ask about what 

might seem to be mundane family experiences, such as when 

the dishes are washed and what family members do together 

for recreation. Other questions tap into more sensitive issues, 

such as whether family members hit each other when they are 

angry and whether family members share religious beliefs. 

    The Family Environment Scale can be used to assess the 

quality of, for example, a delinquent adolescent’s home life 

or the degree of supportiveness family members show during 

a crisis. Such a scale can provide important information to 

mental health professionals about the infl uence of the social 

environment on the individual’s adaptation. 

assumed that they must be hearing 
voices and talking back to them. 
 Although this may sometimes be the 
case, often something quite different 
is at play. Those of us with schizo-
phrenia are very sensitive to having 
our feelings hurt. Insults, hostile criti-
cism and other forms of psychological 
assault wound us deeply, and we 
bear the scars from these attacks to a 
much greater degree than do our nor-
mal friends. Because we have this hy-
persensitivity, naturally enough we try 
to protect ourselves and prepare our-
selves from possible future attacks. . . . 
We rehearse or replay situations over 
and over in our minds, and we often 
fi nd ourselves speaking in audible 
fashion when we are doing this. . . . 
Many years ago my wife became so 
bothered by my tendency to do this, 
that we worked out an agreement 
that I would try to engage in this be-
havior only when I was in the shower 
in the morning and while I was mow-
ing the lawn. The lawn mower motor 
tended to drown out the sound of my 
mumbling. . . .

 Persons with schizophrenia should 
realize that they can become over-
stimulated by exciting circumstances 
as well as stressful circumstances. We 
need to develop techniques to limit 
the effects that overstimulation may 
have on our systems. I fi nd that when 
I begin to become overstimulated it is 
often helpful to politely excuse myself 
from the situation. If I am at a confer-
ence I can withdraw to my room or 
if I am at a mall I can withdraw to 
a less stimulating environment. . . . 
When I fi nd myself being faced with 
unfair criticism I will present the per-
son doing the criticism with my card, 
which has these words written on it: 
“Excuse me. I need to tell you that I 
am a person suffering from a mental 
disorder. When I am berated, belit-
tled, insulted, or otherwise treated in 
an oppressive manner I tend to be-
come mentally ill. Could I ask that you 
restate your concern in a manner that 
does not tend to disable me? Thank 
you for your consideration.”
 While normal [people] can speak 
openly and even casually about 

 cancer or heart disease, the topic of 
schizophrenia elicits primarily emo-
tional reactions like fear or derisive 
humor. Normals are not comfortable 
with the thought of a seriously men-
tally ill person living in their neigh-
borhood, being in school with them, 
or being in their workplace. We still 
frighten them. They do not know 
what to expect from us. . . . For those 
of us who have returned to work and 
found we are not as welcome as we 
would like to be, we have a chal-
lenge. We must work together to 
change the image we have with 
those in what I sometimes refer to as 
“the chronically normal community.” 
As more and more of us are becom-
ing open about the nature of our 
disability, we have an obligation to 
share with others as much as we can 
about mental illness so that there is 
less fear and greater understanding 
and acceptance.

Source: From Frederick J. Frese in Innovations and 

Research, 2(3), 1993. Reprinted by permission of 
Psychiatric Rehabilitation Journal.
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    In recent years there have been efforts to develop cross-

cultural scales to evaluate family environment. For exam-

ple, the Global Family Environment Scale (Rey et al., 1997; 

 Table 3.8 ) quantifi es the adequacy of the family environment 

in which a child is reared. The scale assesses variables such 

as the family’s ability to provide the child with good physical 

and emotional care, secure attachment relationships, consis-

tency, and appropriate, nonpunitive limit-setting. Rey and 

colleagues (2000) found impressive agreement among mental 

health professionals in various countries, including Malaysia, 

Spain, Australia, Indonesia, the United States, Denmark, and 

Singapore. The fact that clinicians from different cultures seem 

to be able to make global ratings of the family environment 

with only minimal training is especially important for mental 

health researchers in this increasingly globalized community.  

 Physiological Assessment  

 Many psychological disorders occur in the presence of physi-

ological disturbances that must either contribute to or at least 

may have a bearing on the individual’s condition. Sometimes 

the disturbance is localized in the brain, perhaps in the form 

of a structural abnormality. Or perhaps a person has a phys-

ical disorder, such as diabetes, AIDS, or hyperthyroidism (an 

overactive thyroid), that causes the individual to experience 

altered psychological functioning. Increasingly, as psycho-

logical disorders are being found to have accompanying phys-

iological abnormalities, the evaluation of the individual’s 

physiological status has become a central aspect of a com-

plete psychological assessment. In some cases, abnormalities 

of  physiological functioning become a central feature of 

diagnosis.  

 Psychophysiological Assessment 

 Since the early days of behavior therapy, many clinicians and 

researchers have been interested in assessing changes in the 

body that are associated with psychological or emotional 

experiences, especially changes in a person’s cardiovascular 

system, muscles, skin, and brain. To measure these changes, 

they use psychophysiological assessment procedures, which 

provide a wealth of information about the bodily responses 

of an individual to a given situation. 

TABLE 3.8 Global Family Environment Scale

Raters are instructed to consider family environment on a hypothetical continuum from 1 to 90, by giving an overall rating of 
the lowest quality of family environment to which the child was exposed during a substantial period of time (at least 1 year) 
before the age of 12. Information should be obtained from a variety of sources, which are as objective as possible. Having a 
single parent or a nontraditional family by itself is not rated negatively in the absence of other detrimental factors.

Range 81–90 Adequate Family Environment

Stable, secure, and nurturing for the child, with consistent care, affection, discipline, and reasonable expectations.

Range 71–80 Slightly Unsatisfactory Environment

Mainly stable and secure, but there are some confl icts and inconsistencies about discipline and expectations (e.g., one parent 
may be often absent or unavailable because of illness or work; a child may be singled out for special treatment); some 
changes of residence and school.

Range 51–70 Moderately Unsatisfactory Environment

Moderate parental discord (which may have resulted in separation or divorce), inadequate or moderate confl ict about disci-
pline and expectations, moderately unsatisfactory parental supervision or care, frequent changes of residence or school.

Range 31–50 Poor Family Environment

Persistent parental discord, hostile separation with problems with custody, exposure to more than one stepparent, substantial 
parental inconsistency or inadequate care, some abuse (by parental fi gures or siblings) or neglect, poor supervision, very 
frequent changes of residence or school.

Range 11–30 Very Poor Environment

Several, usually short-lived parental fi gures (e.g., de facto fathers), severe parental confl ict, inconsistency or inappropriate care, 
evidence of substantial abuse (e.g., cruel discipline) or neglect, or grave lack of parental supervision.

Range 1–10 Extremely Poor Environment

Very disturbed family environment, often resulting in the child being made a ward of the state, institutionalized, or placed in 
foster care more than once; evidence of severe abuse, neglect, or extreme deprivation.

Source: Rey et al., 1997.



    The cardiovascular system is composed of the heart and 

blood vessels. As you know from thinking about any situa-

tion in which you have felt frightened, your heart rate can 

change drastically in a short period of time. Even thinking 

about something that frightens you can cause changes in your 

cardiovascular system. Various measurement devices are used 

to monitor cardiovascular functioning, the most common of 

which is the electrocardiogram (ECG), which measures elec-

trical impulses that pass through the heart and provides an 

indication of whether the heart is pumping blood normally. 

Blood pressure is a measure of the resistance offered by the 

arteries to the fl ow of blood as it is pumped from the heart. 

Assessments of cardiovascular functioning may be used to 

provide information about a person’s psychological function-

ing, as well as his or her level of risk for developing various 

stress-related conditions that affect the heart and arteries. 

    Muscular tension, another physiological indicator of 

stress, is assessed by means of electromyography (EMG), a 

measure of the electrical activity of the muscles. This tech-

nique is used in the assessment and treatment of tension-

related disorders, such as headaches, that involve severe and 

continuous muscle contractions. 

    An individual’s skin also provides important information 

about what the person is experiencing emotionally. Many 

people sweat when they feel nervous, which causes electrical 

changes in the skin called the electrodermal response. This 

response, also called the    galvanic skin response (GSR),    is a 

sensitive indicator of emotional responses, such as fear and 

anxiety.   

 Brain Imaging Techniques 

 The growth of increasingly powerful computer technology 

in the 1980s led to the development of a new generation of 

physiological measures of brain structure and activity. These 

techniques have made it possible for psychologists, psychia-

trists, and neurologists to gain greater understanding of the 

normal brain and the brain’s changes as a function of vari-

ous physical and psychological disorders. 

    One of the earliest techniques to assess the living brain 

was the    electroencephalogram (EEG),    which measures electri-

cal activity in the brain, an indication of  the individual’s 

level of arousal. An EEG recording is taken by pasting elec-

trodes (small metallic discs) with an electricity-conducting 

gel to the surface of the scalp. A device called a galvanom-

eter, which has an inkpen attached to its pointer, writes on 

the surface of a continuously moving paper strip, producing 

a wave-like drawing on the paper. 

    EEG activity refl ects the extent to which an individual 

is alert, resting, sleeping, or dreaming. The EEG pattern also 

shows particular patterns of brain waves when an individual 

engages in particular mental tasks. For diagnostic purposes, 

EEGs provide valuable information for determining diseases 

of the brain, such as epilepsy (convulsions caused by a cha-

otic activity of neurons), sleep disorders, and brain tumors. 

When clinicians detect abnormal EEG patterns, they may 

use this information as preliminary evidence of brain abnor-

malities that can be investigated further with more in-depth 

physical and psychological assessments. 

    In recent years, computerized interpretations of EEG pat-

terns have replaced the subjective interpretations of technicians 

and clinicians. A computer can translate wave patterns into 

color-coded plots of activity, such as black and blue to indicate 

areas of low EEG amplitude and yellow and red to indicate 

high amplitude. This approach yields an easily comprehensible 

view of the patterns of electrical rhythm and amplitude across 

the surface of the brain. Animations of these images make it 

even easier to appreciate variations in brain activity patterns, 

particularly when computer graphing techniques are used to 

generate three-dimensional video images. 

    The EEG, particularly the computerized version, provides 

an image of  the living brain that can be extremely useful 

for diagnosis. Other imaging techniques of the brain provide 

X-ray-like images that can be used to diagnose abnormalities 

in brain structure caused by disease, tumors, or injury. 

    A    computed axial tomography (CAT or CT scan)    ( tomo  

means “slice” in Greek) is a series of X-rays taken from var-

ious angles around the body that are integrated by a computer 

to produce a composite picture. During a CT exam, the indi-

vidual lies with his or her head in a large X-ray tube. A beam 

of X-rays is shot through the brain; as it exits on the other 

side, the beam is blunted slightly, because it has passed through 

dense areas of living tissue. Very dense tissue, such as bone, 

causes the greatest bending of the beam, and fl uid causes the 

least. X-ray detectors collect readings from multiple angles 

around the circumference of the scanner, and a computerized 

formula reconstructs an image of each slice. This method can 

be used to provide an image of a cross-sectional slice of the 

brain from any angle or level. CT scans provide an image of 

the fl uid-fi lled areas of the brain, the ventricles. As you will 

see later in this book, such as in the discussion of schizophre-

nia, this kind of information is valuable in determining the 

structural brain differences between people with schizophrenia 

order and nonschizophrenic individuals. 

    Another imaging technique used to assess brain structure 

is    magnetic resonance imaging (MRI),    which uses radiowaves 

rather than X-rays to construct a picture of the living brain 

based on the water content of various tissues. The person 

being tested is placed inside a device that contains a powerful 

electromagnet. This causes the nuclei in hydrogen atoms to 

transmit electromagnetic energy (hence the term  magnetic 

resonance ), and activity from thousands of angles is sent to 

a computer, which produces a high-resolution picture of the 

scanned area. The picture obtained from the MRI differenti-

ates areas of white matter (nerve fi bers) from gray matter 

(nerve cells) and is useful for diagnosing diseases that affect 

the nerve fi bers that make up the white matter. Tumors that 

cannot be seen on a CT scan can sometimes be seen in an 

MRI. In a variant of the traditional MRI, which produces 

static images,    functional magnetic resonance imaging (fMRI)    

makes it possible to construct a picture of activity in the 

brain while the individual is processing information. 
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        fMRI is quickly becoming an important adjunct to psy-

chological assessment. As the technology of  this method 

increases in sophistication and as it becomes more widely 

available, researchers are fi nding more and more applications 

for its use in a wide range of contexts, from marketing of 

commercial products to detecting deception in criminals. The 

fMRI can provide a picture of how people react to stimuli 

virtually in real time, making it possible to present stimuli to 

an individual while monitoring the brain’s reaction. 

    The use of MRIs as a correlate of neuropsychological test-

ing seems to be a logical place to start to integrate brain imag-

ing into psychological assessment, as neuropsychological testing 

attempts to identify brain regions associated with specifi c behav-

ioral defi cits.  Neurological soft signs (NSS)  are minor behavioral 

abnormalities, such as faulty motor coordination, diffi culties in 

sensation and perception, and problems in sequencing complex 

motor tasks. Individuals diagnosed with psychotic disorders are 

known to exhibit NSS, but NSS are also highly prevalent in 

healthy individuals, with rates ranging from 0 to 50 percent. 

However, few studies to date have attempted to identify the neu-

roanatomical substrate of these abnormalities. Using fMRI, 

researchers in the UK have begun to investigate the connection 

(Dazzan et al., 2006). Individuals ranging in age from 17 to 55 

with no evidence of psychotic disorder, head trauma, a neuro-

logical disease, or English language problems were given MRIs 

along with tests of brain function known as the Neurological 

Evaluation Scale, which assesses sensory functioning, motor 

coordination, and integration of sensory and motor function-

ing. Individuals showing greater reduction in the volume of 

cortical areas involved in attention, auditory, tactile, and lan-

guage processes or in integration of audio and visual stimuli 

also showed greater defi cits on tests of sensorimotor integra-

tion. Interestingly, the pattern of fi ndings in normal (nonpsy-

chotic) individuals was the same as that found in individuals 

with diagnosed psychotic disorders, suggesting that there is a 

common set of neuroanatomical changes involved in the devel-

opment of abnormal neurological test performance. 

    In addition to using MRIs as assessment tools, research-

ers are fi nding that they can be of value in identifying spe-

cifi c brain dysfunction associated with particular disorders. 

A team of  German researchers compared the MRIs of 

women with major depressive disorder (MDD) and controls 

on an emotion learning task, in which objects were paired 

with faces displaying one of six emotions. The women with 

MDD had diffi culty learning the pairing of faces expressing 

fear, surprise, and disgust. Moreover, those with MDD had 

larger volumes of the amygdala, an organ within the limbic 

system involved in emotional responsiveness. However, 

when both depressive status and amygdala size were jointly 

 considered, it was only the women with MDD and a larger 

The MRI is a scanning procedure that uses magnetic fi elds and radio-
frequency pulses to construct an image of the brain.

fMRIs are increasingly important in helping professionals pinpoint 
abnormalities associated with psychological disorders.



The PET scan on the bottom shows the two areas of the brain (red 
and yellow) that became particularly active when volunteers read 
words on a video screen: the primary visual cortex and an addi-
tional part of the visual system, both in the back of the left hemi-
sphere. Other brain regions became especially active when the 
subjects heard words through earphones, as seen in the PET scan 
on the top.
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 Neuropsychological Assessment 

 As valuable as physical assessment techniques are in pin-

pointing certain kinds of abnormalities in the brain or other 

parts of the body, they have limitations. Often the clinician 

needs information about the kind of cognitive impairment 

that has resulted from a brain abnormality, such as a tumor 

or brain disease. Perhaps information is needed about the 

extent of  the deterioration that the individual has experi-

enced to that point.    Neuropsychological assessment    is the 

process of gathering information about a client’s brain func-

tioning on the basis of performance on psychological tests. 

        The best-known neuropsychological assessment tool is the 

Halstead-Reitan Neuropsychological Test Battery, a series of 

tests designed to measure sensorimotor, perceptual, and speech 

functions. This battery was developed by psychologist Ralph 

Reitan, based on the earlier work of an experimental psychol-

ogist, Ward Halstead (Halstead, 1947). Each test in the battery 

involves a specifi c task that measures a particular hypothesized 

brain-behavior relationship. Clinicians can choose from an 

amygdala who showed impaired performance on the emo-

tion learning task. The emotional memory defi cit, then, may 

be associated with changes in the brain related to the devel-

opment of MDD (Weniger, Lange, & Irle, 2006). 

    Another neuroimaging technique used to assess abnor-

malities of brain function is the    positron emission tomography 

(PET) scan    or a variant of this technique known as    single 

photon emission computed tomography (SPECT).    In this 

method, radioactively labeled compounds are injected into a 

person’s veins in very small amounts. The compounds travel 

through the blood into the brain and emit positively charged 

electrons called positrons, which can then be detected much 

like X-rays in a CT. The images, which represent the accumu-

lation of the labeled compound, can show blood fl ow, oxygen 

or glucose metabolism, and concentrations of brain chemi-

cals. Vibrant colors at the red end of the spectrum represent 

higher levels of activity, and colors at the blue-green-violet 

end of the spectrum represent lower levels of brain activity. 

What is so intriguing about this process is that the PET scan 

can show where in the brain specifi c mental activities are tak-

ing place; this is accomplished by assessing the increase in 

blood fl ow to a given region. Thus, a thought or specifi c men-

tal task causes a region of the brain to light up. In addition 

to the utility of the PET scan in measuring mental activity, 

this procedure is valuable in studying what happens in the 

brain following the ingestion of substances, such as drugs. 

        Sophisticated physiological assessment techniques are 

not routinely included in a battery because of the tremen-

dous expense involved. At the same time, however, astute 

clinicians recognize the importance of evaluating the possi-

bility that a medical abnormality may be causing or contrib-

uting to an individual’s psychological disorder. Although at 

the present time it would be unlikely for brain imaging tech-

niques to be incorporated into typical clinical practice, this 

may change in the near future. As technology, particularly 

involving fMRI, develops, reliance on such brain imaging 

techniques in clinical settings will probably become common 

practice (“Offi cial position of the division of clinical neuro-

psychology [APA Division 40] on the role of neuropsychol-

ogists in clinical use of fMRI: approved by the Division 40 

Executive Committee July 28, 2004,” 2004). 

    Let’s return to the case of  Ben. Recall how he told 

Dr. Tobin that his concern about the possibility of the police 

following him dated back to the time that he suffered a minor 

injury following a bike collision with a police car. As Dr. Tobin 

attempted to understand the nature of Ben’s symptoms, she 

considered the possibility that he might have sustained a pre-

viously undiagnosed brain injury in this accident. Conse-

quently, she recommended that Ben consult with a neurologist 

for an evaluation. In this procedure, an MRI was done; al -

though the results showed no diagnosable brain damage, the 

neurologist did note some slight brain abnormalities in the 

form of enlarged ventricles. Although a clinician would not 

make a psychiatric diagnosis on the basis of this information, 

Dr. Tobin did make a mental note of the fact that enlarged 

ventricles are sometimes associated with schizophrenia.   
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array of tests, including the Halstead Category Test, Tactual 

Performance Test, Rhythm Test, Speech-Sounds Perception 

Test, and Finger Oscillation Task. These tests were developed 

by comparing the performance of people with different forms 

of brain damage as determined through independent mea-

sures, such as skull X-rays, autopsies, and physical examina-

tions. In addition to these tests, the battery may include the 

MMPI-2 as a measure of personality variables that may 

affect the individual’s performance. Also, the WAIS-III may 

be administered in order to gather information on overall 

cognitive functioning. 

    Although the Halstead-Reitan is regarded as an extremely 

valuable approach to neuropsychological assessment, some 

clinicians prefer the more recently developed Luria-Nebraska 

Neuropsychological Battery. A. R. Luria was a well-known 

Russian neuropsychologist who developed a variety of indi-

vidualized tests intended to detect specifi c forms of brain 

damage. These tests were put into standardized form by a 

group of psychologists at the University of Nebraska (Golden, 

Purisch, & Hammeke, 1985). This battery comprises 269 

separate tasks, organized into 11 subtests, including motor 

function, tactile function, and receptive speech. It takes less 

time to administer than the Halstead-Reitan; furthermore, 

its content, administration, and scoring procedures are more 

standardized. A research version of this instrument, known 

as the Luria-Nebraska III (LNNB-III), is being tested to 

expand the range of items present on the original battery 

and to permit its use for patients with motor or speech im -

pairments (Crum, Teichner, Bradley, & Golden, 2000; Teich-

ner, Golden, Bradley, & Crum, 1999). 

        Though the Halstead-Reitan and the Luria-Nebraska 

are regarded as impressively precise, their administration 

involves sophisticated skills and training. With increased 

attention to the need for neuropsychological assessment in-

struments that can be effi ciently administered, scored, and 

interpreted, test publishers have introduced new batteries. 

The Neuropsychological Assessment Battery (NAB) (Stern 

& White, 2003) is a comprehensive, integrated instrument 

composed of 33 tests that assess a wide array of neuropsy-

chological skills and functions in adults. The tests are grouped 

into six modules: (1) Attention, (2) Language, (3) Memory, 

(4) Spatial, (5) Executive Functions, and (6) Screening, a 

module that allows the clinician to determine which of the 

other fi ve modules are appropriate to administer to each indi-

vidual. The NAB is appealing because the assessment can 

usually be completed in less than 4 hours.         

 Putting It All Together  

 At the end of the assessment period, the clinician should 

have a broad-based understanding of the client as a total 

individual, as well as an understanding of the client’s specifi c 

areas of  concern. The clinician puts together a case that 

describes the client’s current situation and background in a 

comprehensive, detailed fashion. Using the biopsychosocial 

model, the clinician would evaluate the extent to which bio-

logical, psychological, and sociocultural factors have con-

tributed to and maintained a person’s problem. These factors 

would include components such as the reasons for the eval-

uation, history of the presenting problem, experiences with 

substance use, general medical history, personal life history, 

work and school history, past legal problems, family history, 

physical functioning, and fi ndings from the mental status 

exam (American Psychiatric Association, 2006). Thus, the 

clinician is faced with the formidable task of discerning a 

multitude of possible factors. When we return to the case of 

Ben, you will see the ways in which Dr. Tobin considers the 

three major sets of factors. In the biological realm, Dr. Tobin 

wonders about the extent to which Ben’s problem has been 

genetically infl uenced. She also questions the possibility that 

his minor biking injury might have contributed to his prob-

lems. Did he suffer a closed head injury that might have been 

the cause of his current abnormal thinking and behavior? Or 

might this accident have been a stress on the already brittle 

structure of his vulnerable personality? In the psychological 

realm, Dr. Tobin questions the extent to which past and cur-

rent emotional diffi culties may be contributing to Ben’s prob-

lems. In the sociocultural realm, she evaluates factors, such 

as family problems, diffi culties with peers, and other social 

forces, that might be causing or adding to Ben’s disturbance. 

As you will see in reading the assessment report about Ben, 

Dr. Tobin attends to the complex biopsychosocial issues that 

may be affecting his thoughts, emotions, and behavior.  

REVIEW QUESTIONS

1.  What is in vivo observation?

2.  Assessment methods that take into account a client’s 

background are referred to as ________________.

3.  What is the benefi t of fMRI over MRI?
Psychologists use neuropsychological tests to assess such cognitive func-
tions as the perception and comprehension of words and sentences.
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    Reason for Testing  

 Although Ben Robsham had stated 

that his reason for requesting psy-

chological testing was his curiosity 

about the nature of these tests, it was 

apparent that he had concerns about 

his psychological state. Unable to ex-

press these concerns in a clear way, 

it seemed that Ben saw psychologi-

cal testing as a context within which 

his disturbance would become appar-

ent, thus opening the door to his ob-

taining professional help. 

  Two facts justifi ed the adminis-

tration of a battery of psychological 

tests, as well as a neurological eval-

uation. First, Ben had expressed 

ideas that sounded delusional, in-

cluding his belief that the police 

might be following him. Second, he 

described an accident in which he 

sustained minor injuries, possibly in-

cluding an undiagnosed head injury.    

 Identifying Information  

 At the time of the assessment, Ben 

was 21 years old, living with his fam-

ily, and working part-time in a super-

market. He was completing his junior 

year in college, majoring in political 

science with career aspirations of 

eventually running for public offi ce.    

 Behavioral Observations  

 Ben was casually dressed in typical 

college student clothing, except for 

the fact that he wore a wool hat cov-

ering his hair and ears, as well as 

black leather gloves similar to those 

worn by athletes playing golf or hand-

ball. He was initially tense and osten-

sibly concerned about the possibility 

of being seen in the counseling center 

by people who knew him. In subse-

quent meetings, this concern dimin-

ished. For the most part, Ben was 

well-mannered and cooperative. Dur-

ing testing, Ben made frequent com-

ments, such as “this really makes you 

take a good look at yourself.” At times, 

he seemed defensive about his re-

sponses. For example, when ques-

tioned about the meaning of two un-

clear sentences on the Incomplete Sen-

tences Blank, he curtly responded, 

“That’s what I meant.” In several in-

stances, he responded tangentially 

to test and conversational questions, 

relating personal incidents that had 

little to do with the task or topic.    

 Relevant History  

 Ben Robsham grew up in a middle-

class family. He described his early 

childhood years as being troubled, 

both at home and at school. Most of 

Ben’s time was spent in solitary hob-

bies such as listening to rock music. 

He had no close friends and preferred 

to stay at home rather than to social-

ize. He described an antagonistic re-

lationship with his sister, Doreen, who 

is 2 years older. Ben spoke of how he 

fought almost constantly with Doreen 

and how Mrs. Robsham invariably 

sided with Ben in any dispute. This 

 refl ected what Ben believed to be 

his mother’s over pro tective parenting 

style. In describing his mother, Ben 

spoke of her as a “nut case, who 

would go ranting and raving about 

crazy stuff all the time.” He also noted 

that she had been psychiatrically hos-

pitalized at least twice during his 

childhood for what was described 

as a “nervous breakdown.” Ben de-

scribed his father as having been 

minimally involved with the rest of the 

family, especially in the years follow-

ing his wife’s fi rst hospitalization. 

  Ben recalls how, from the earliest 

grades, his teachers repeatedly com-

mented about his failure to look people 

in the eyes. They were also bewil-

dered when he responded to class-

room questions with answers that 

they found diffi cult to understand. 

Ben clearly remembers one incident 

in which he was asked to name the 

capital of Tennessee and he replied, 

“I don’t know anything about capital-

ism.” His teacher became angry with 

him for sounding like a “wise guy,” 

although Ben did not intend to make a 

joke. Despite his idiosyncrasies, Ben 

managed to get through high school 

and get accepted into college. 

  Several months before the assess-

ment, Ben was involved in a minor 

traffi c collision with a police car while 

riding his bike. In the accident, he fell 

off his bike and injured himself slightly. 

Greater than the physical hurt, how-

ever, was the intense fear he felt when 

confronted by the offi cer driving the 

car. The offi cer spoke sternly to Ben 

about his careless biking, causing 

Ben to feel frightened. In the months 

that followed, Ben’s worries about the 

police intensifi ed. For example, he de-

scribed one incident in which he was 

walking by a student demonstration 

protesting a campus research project 

that was being funded by the Central 

Intelligence Agency. On seeing a po-

lice offi cer, Ben became alarmed and 

feared that he might be arrested. In 

the following days and weeks, he 

grew more fearful. He began to worry 

that his phone might be tapped, his 

mail read, and his food treated with 

truth serum. Since that time, Ben re-

ported, he has continued to worry that 

he was being followed by the police 

and that they were trying to put to-

gether trumped-up charges against 

him. According to Ben, on several oc-

casions he saw “Nazi agents who 

were sent by the police” to trail him.    

 Evaluation Procedures    

   Diagnostic interview, WAIS-IV, 

MMPI-2,   

   Rorschach, and TAT   

   Neurological evaluation con-

ducted by Mariel       Machmer, 

MD, including an MRI      

 Impressions and 

Interpretations  

 Ben Robsham is a very troubled young 

man who is desperately seeking help. 

He is beginning to show signs of 

thought disorder, emotional instability, 

and loss of contact with reality. 

  Ben is of average intelligence, with 

no exceptional strengths or defi cits. 

However, the quality of many of his re-

sponses refl ects unusual thought pro-

cesses. For example, when asked to 

defi ne the word  winter,  he responded, 

“It means death.” It is possible that 

confl icts and unusual thought pro-

cesses, as refl ected by this response, 

interfere with his intellectual test per-

formance, which is lower than the 

norm for college students. 

  Ben suffers from intense anxiety, 

and he is frightened by his gradual loss 

of touch with reality. In this state of 

near panic, he is calling out for help. 

Ben sees the world as an ominous 

place, fi lled with people who are either 
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       SUMMARY  

■    Assessment is a procedure in which a clinician evaluates a 

person in terms of the psychological, physical, and social 

factors that infl uence the individual’s functioning. Some 

assessment tools focus on brain structure and functioning, 

others assess personality, and still others are oriented toward 

intellectual functioning.  

■      The clinical interview is the most commonly used assessment 

tool for developing an understanding of  a client and the 

nature of the client’s current problems, history, and future 

aspirations. An unstructured interview is a series of open-

ended questions aimed at determining the client’s reasons for 

being in treatment, symptoms, health status, family back-

ground, and life history. The structured interview, which is 

based on objective criteria, consists of a standardized series 

of questions, with predetermined wording and order.  

■      Clinicians use the mental status examination to assess a 

client’s behavior and functioning, with particular attention 

to the symptoms associated with psychological disturbance. 

Clinicians assess the client’s appearance and behavior, orien-

tation, thought content, thinking style and language, affect 

and mood, perceptual experiences, sense of self, motivation, 

cognitive functioning, and insight and judgment.  

■      Psychological testing covers a broad range of techniques in 

which scorable information about psychological functioning 

is collected. Those who develop and administer psychologi-

cal tests attend to psychometric principles, such as validity, 

reliability, and standardization. Intelligence tests, particu-

larly the Wechsler scales, provide valuable information about 

an individual’s cognitive functioning. Personality tests, such 

as self-report clinical inventories (e.g., MMPI-2) and projec-

tive techniques (e.g., Rorschach), yield useful data about a 

person’s thoughts, behaviors, and emotions.  

■      Behavioral assessment includes measurement techniques 

based on the recording of a person’s behavior, such as behav-

ioral self-report, behavioral interviewing, self-monitoring, and 

behavioral observation. In environmental assessment, ratings 

are provided about key dimensions, such as family environ-

ment, that infl uence behavior. Psychophysiological and 

physiological techniques assess bodily functioning and 

structure. Psychophysiological techniques include such 

measures as ECG, blood pressure, EMG, and other mea-

sures of  emotional responses. Physiological measures include 

brain imaging techniques, such as EEG, CT scan, MRI, 

fMRI, PET, and other techniques for assessing abnormali-

ties in the body, particularly the brain. Neuropsychological 

assessment techniques provide additional information about 

brain dysfunction based on data derived from an individual’s 

performance on specialized psychological tests such as the 

Halstead-Reitan Neuropsychological Test Battery.     

evil or on the verge of a horrible ca-

lamity. To cope with his fright, Ben 

escapes into fantasy, in which he 

imagines that he will be cared for, 

that people will live in happiness, and 

that confl ict will disappear. 

  Ben keeps his distance from other 

people. His feelings about women are 

characterized by ambivalence. On 

the one hand, he wishes for women 

to be nurturant caretakers; yet, on 

the other hand, sees them as control-

ling and seductive. This ambivalence 

about women is further aggravated 

by his confusion about his own sexu-

ality. He speaks of a secret problem 

that he is fi nally admitting to himself. 

Although he is not explicit about this 

problem, there are many allusions in 

his responses to concerns about his 

sexual orientation. 

  Several sets of factors seem to be 

contributing to Ben’s disturbance. 

Ben’s mother has a history of psychi-

atric disturbance. Although no diag-

nosis is available for this woman, the 

history and behavior that Ben de-

scribes in his mother is that commonly 

found in people with schizophrenia. 

Compounding Ben’s vulnerability is 

the fact that he has experienced a 

lifelong history of feeling socially iso-

lated and unhappy. These feelings are 

rooted in a family system character-

ized by disharmony, tension, and psy-

chological disorder. The stresses of 

adolescence and college achieve-

ment may have seemed tremendous 

for him, intensifying his feelings of vul-

nerability. Ben’s slight accident sev-

eral months ago may have caused 

physical and emotional injury, which 

pushed him to the brink of losing con-

trol over his thoughts, behavior, and 

emotions. Although neurological as-

sessment (MRI) data have yielded no 

diagnosable brain injury, Dr. Machmer 

did make note of slight brain abnor-

malities in the form of enlarged brain 

ventricles. 

  In summary, this young man is on 

the verge of a break with reality and 

is in immediate need of professional 

help. Ben needs regular psychother-

apy at this time and should be imme-

diately evaluated regarding the pos-

sibility of prescribing medication that 

can address his deteriorating men-

tal health and his heightened level 

of anxiety.    

 Recommendations  

 I will refer Ben for a psychiatric con-

sultation. I recommend that he be 

evaluated for antipsychotic medica-

tion to treat his emerging signs of 

 severe psychological disturbance: de-

lusional thinking, hallucinations, and 

extreme anxiety. I will also refer Ben 

for long-term psychotherapy that fo-

cuses on helping him develop more ap-

propriate adaptive behaviors, such as 

social skills and coping strategies. 

       Sarah     Tobin, PhD          
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 ANSWERS TO REVIEW QUESTIONS   

 Clinical Interview (p. 74)  

1.    An unstructured interview is a series of open-ended ques-

tions, while a structured interview consists of a standardized 

series of questions with predetermined wording and order.  

2.    The International Personality Disorder Examination 

(IPDE)  

3.     A DSM-IV-TR diagnosis on Axis I     

 Mental Status Examination (p. 74)  

1.     To assess a client’s behavior and functioning with par-

ticular attention to the symptoms associated with psycho-

logical disturbance.  

2.     Thought; behavior  

3.     Auditory     

 Psychological Testing (p. 89)  

1.     Reliability; validity  

2.     The deviation IQ is calculated by converting a person’s 

actual test score to a score that refl ects the person’s per-

formance relative to that of  people of  his or her age 

group and gender.  

3.     Projective     

 Behavioral, Multicultural, Environmental, 
and Physiological Assessment (p. 89)  

1.     Behavioral observation that takes place in a natural context  

2.     Multicultural  

3.        The fMRI can provide a picture of activity in the brain 

while the individual is processing information.       

 INTERNET RESOURCE 

 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6e . 

There you will fi nd more information, resources, and links to topics of interest.                                                                             
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 A year prior to contacting me for 

therapy, Meera Krishnan had been a 

student in my undergraduate abnor-

mal psychology course at the state 

university. More than 300 students 

were enrolled in this course, and I 

often regretted the fact that I had so 

little opportunity to get to know 

them. However, I did recall Meera, 

due to the tragedy that she experi-

enced midway through the semes-

ter. Meera’s father had committed 

suicide. 

  Meera’s father was 47 years old, 

reportedly a “healthy and happy 

man,” to whom she was especially 

close. He had hanged himself in the 

family home without any warning. 

One of Meera’s sisters had report-

edly discovered Mr. Krishnan’s body, 

as well as the very disturbing suicide 

note that he had written. In the note, 

he mentioned the name of his wife 

and each of his four daughters, stat-

ing that he felt so “unloved” by them 

that he felt that there was no option 

but to end his life. 

  As is customary in such excep-

tional circumstances, the Dean of 

Students urged me to give Meera 

every possible consideration re-

garding the fulfi llment of course re-

quirements. The day after Meera 

received news of this terrible event, 

she approached me after class, ex-

plained what had happened, and in 

a matter -of-fact manner asked if 

she could reschedule the examina-

tion that was to be given later that 

week,  because she would have to 

attend her father’s funeral. I imme-

diately reacted with sympathy and 

solicitous concern, stating that we 

could, of course, work something 

out. With a notable lack of emotion 

in her voice, Meera thanked me 

and began to walk away. I was 

stunned by the numbness of her 

emotional state, yet at the same 

time I realized that Meera was re-

sponding to her personal crisis with 

emotional distancing, a response that 

is common in people who have expe-

rienced a trauma. Before she walked 

away, I suggested that she come to 

my offi ce and talk for a while, an 

invitation she accepted. As soon as 

I closed my offi ce door, she broke 

down in tears and blurted out that 

she didn’t want to go on living. I sug-

gested that she meet with a clinician 

at the mental health service, and she 

agreed, so we phoned for an appoint-

ment that afternoon. 

  The following week, I approached 

Meera after class and asked how 

she was doing. All she said was 

“Fine, thanks.” From that point on, 

she made it clear—mostly through 

nonverbal cues, such as avoiding 

eye contact—that she did not wish 

to talk to me about personal matters, 

and I respected her wish for privacy. 

For the subsequent 7 weeks of the 

semester, she dressed completely in 

black and sat in a place far removed 

from her classmates. 

  In light of the manner in which 

she had chosen to keep her distance 

from me for the duration of that se-

mester, I was surprised and per-

plexed that a year later she chose to 

pursue therapy under my care. When 

she phoned me, she began the dis-

cussion by stating, “I’m sure that you 

have no recollection of me, but I was 

in your class last year.” She seemed 

genuinely surprised when I told her 

that indeed I did recall her and that I 

remembered what a diffi cult time it 

had been for her. 

  Meera, now 23 years old, was 

seeking therapy to deal with her 

feelings of “isolation and loneli-

ness.” She didn’t use the word  de-

pression,  but there was a profound 

sadness in the tone of her voice. 

While speaking to me on the phone, 

Meera asked me whether she might 

be “untreatable.” When I stated 

that I wasn’t sure what she meant, 

Meera explained her worry that 

these feelings of sadness may have 

become a “part of” her personality. 

I suggested that we hold off discus-

sion of this concern until we could 

talk face-to-face. 

  At our fi rst appointment, I imme-

diately noticed that Meera was 

wearing black clothing. The image 

took me back to the sight of her, a 

year earlier, as she sat in a remote 

corner of the auditorium during the 

weeks following her father’s death. 

It had been apparent to me a year 

ago that she was in a state of 

mourning, and even after all these 

months it appeared she continued 

to suffer from unrelenting feelings 

of sadness. 

  Meera began by telling me she 

had lived through the “worst year” 

of her life. On graduating from col-

lege, she had found a job as a house-

wares buyer for a large department 

store, but she felt this job was not 

particularly gratifying. She explained 

that she viewed herself as a “fail-

ure” because of her “low salary” 

and the lack of a boyfriend, or “any 

friends, for that matter.” In fact, she 

had spent social time with no one 

since the day she graduated, other 

than a few “compulsory” visits with 

her mother. When her former college 

friends invited her to go to concerts 

with them, she turned them down, 

explaining that she felt too busy and 

exhausted. 

  In our interview, I returned to the 

issue of her father’s death and in-

quired about the ways in which that 

traumatic event continued to affect 

her. At fi rst, she stated that it was 

something she had “gotten over,” 

but then, after some time, admitted 

she thought of him several times ev-

ery day, sometimes feeling very sad 

and at other times feeling “furious 

about what he did.” 

    Sarah     Tobin  ,   PhD      
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 H
ow can we explain Meera’s behavior? When you were 

reading Meera’s case, you probably formed your own 

preliminary hunches about the causes of her behavior. 

Dr. Tobin would have done the same from the fi rst moments 

that she observed Meera acting in unusual ways. Her thinking 

would have been infl uenced by the beliefs and assumptions she 

has developed about human behavior and abnormality. These 

beliefs and assumptions are based on a    theoretical perspective    ,  

an orientation to understanding the causes of human behavior 

and the treatment of abnormality.      

 The Purpose of Theoretical Perspectives 
in Abnormal Psychology  

 Theoretical perspectives infl uence the ways in which clini-

cians and researchers interpret and organize their observa-

tions about behavior. In this chapter, we will examine ab-

normal behavior from fi ve major theoretical perspectives 

that have shaped the fi eld as it is today. We will see what 

answers each perspective provides to questions regarding 

abnormal behavior: What is the underlying model of human 

nature on which the perspective is based? How does the per-

spective explain human behavior? What are the perspective’s 

implications for research? What treatment approaches would 

follow from the perspective, and how well do these treat-

ments work? 

    It is important to note that when it comes to actual 

practice, experienced clinicians do not adhere strictly to one 

theoretical perspective but integrate techniques and perspec-

tives from multiple approaches. As you read this chapter, 

recall our discussion in Chapter 1 of  the biopsychosocial 

model, keeping in mind that most disorders have a complex 

set of causes, warranting a multidimensional treatment.    

 Psychodynamic Perspective  

 The    psychodynamic perspective    is the theoretical orientation 

that emphasizes unconscious determinants of behavior. You 

will recall from Chapter 1 that Sigmund Freud’s (1856–1939) 

view of  psychological disorders focused on unconscious 

motives and confl icts. His ideas about the cause and treat-

ment of psychological disorders form the foundation for the 

psychodynamic perspective. As you will see, the modern psy-

chodynamic perspective has come a long way from Freud’s 

original formulations. 

 Freudian Psychoanalytic Theory 

 Freud theorized that disorders of the mind produce bizarre 

and exotic behaviors and symptoms and that these behaviors 

and symptoms can be scientifi cally studied and explained. 

The term  psychoanalytic  is identifi ed with Freud’s original 

theory and approach to therapy. The term  psychodynamic

refers more broadly to the perspective that focuses on un -

conscious processes and incorporates a wider variety of 

theoretical perspectives on personality and treatment.  

 Freud’s Background   Freud is known for saying the “child 

is father to the man,” meaning that early life experiences play 

a formative role in personality. This observation stemmed 

from analyzing his own childhood (Gay, 1988; Jones, 1953). 

During his thirties and forties, Freud came to the dramatic 

realization that the events of his early childhood had taken 

root in the deepest level of awareness, the region of the mind 

he called the “unconscious,” and that these early life experi-

ences played a formative role in his personality. He came to 

this conclusion through extensive analysis of his dreams and 

of the thoughts and memories they triggered (Freud, 1900). 

In the process of this self-analysis, he found that he was able 

to obtain relief  from a variety of disturbing symptoms, such 

as a fear of trains he developed during a traumatic ride from 

his hometown to Vienna at age 4. 

  Freud’s medical training further convinced him that an 

understanding of disorders of the mind could be achieved 

by using scientifi c methods, and that all psychological phe-

nomena could be traced to physiological processes. The sci-

entifi c approach was also evident in his work, as he sought 

to confi rm his theory through observation and analysis of 

his patients.   

 Freud’s Structural Model of Personality: The Id, Ego, and 
Superego   According to Freud (1923) the mind has three 

structures: the id, the ego, and the superego. The three struc-

tures constitute the psyche (the Greek word for “soul”), and 

they are continuously interacting with one another in a 

dynamic fashion. Freud coined the term    psychodynamics    to 

describe the process of  interaction among the personality 

structures that lie beneath the surface of observable behav-

ior. The    id    is the structure of personality that contains sexual 

and aggressive instincts, what Freud called a “seething caul-

dron.” Inaccessible to conscious awareness, the id lies entirely 

in the unconscious layer of  the mind. The id follows the 

Psychoanalyst Sigmund Freud with his daughter, psychoanalyst Anna 
Freud, in 1928.



   pleasure principle    ,  a motivating force oriented toward the 

immediate and total gratifi cation of sensual needs and de -

sires. According to Freud, pleasure can be obtained only 

when the tension of an unmet drive is reduced. The way the 

id attempts to achieve pleasure is not necessarily through the 

actual gratifi cation of a need with tangible rewards. Instead, 

the id uses wish fulfi llment to achieve its goals. Through 

wish fulfi llment, the id conjures up an image of whatever 

will satisfy the needs of the moment. 

  Freud (1911) used the phrase    primary process thinking    

to describe the id’s loosely associated, idiosyncratic, and dis-

torted cognitive representation of the world. In primary pro-

cess thinking, the thoughts, feelings, and desires related to 

sexual and aggressive instincts are represented symbolically 

with visual images that do not necessarily fi t together in a 

rational, logical way. Time, space, and causality do not cor-

respond to what happens in real life. Primary process think-

ing is best illustrated in dreams. A dream about losing a 

tooth, for example, may really represent fear of death. 

  The center of conscious awareness in personality is the 

   ego    .  The ego’s function is to give the individual the mental 

powers of judgment, memory, perception, and decision mak-

ing, which enable the individual to adapt to the realities of the 

external world. Recall that the id is incapable of distinguishing 

between fantasy and reality. The ego is needed to transform a 

wish into real gratifi cation. Freud (1911) described the ego as 

being governed by the    reality principle    ,  a motivational force 

that leads the individual to confront the constraints of the 

external world. 

  In contrast to the id’s illogical primary process thinking, 

the ego functions are characterized by    secondary process 

thinking    ,  which is involved in logical and rational problem 

solving. Imagine a hungry student, working late in the library, 

who goes to a coin-operated vending machine, inserts her last 

quarter, and fi nds that the machine fails to respond. Primary 

process thinking leads her to bang angrily on the machine, 

achieving nothing but an injured hand. The secondary pro-

cess thinking of her ego eventually comes into play, and she 

searches for a more practical solution, such as borrowing 

some change from a friend. 

  In Freud’s theory, the ego has no motivating force of its 

own. All of the ego’s energy is derived from the energy of 

the id, a pressure for gratifi cation that Freud called the 

   libido    .  The ego performs the functions that allow the id’s 

desires to be gratifi ed in reality, not just in fantasy. The id, 

then, is the ego’s taskmaster. 

  Although the ego is the center of consciousness, not all 

of the ego’s contents are accessible to conscious awareness. 

The unconscious part of the ego contains memories of expe-

riences that refl ect unfavorably on the individual’s conscious 

self. These experiences include events in which the individual 

acted selfi shly, behaved in sexually inappropriate ways, or 

was unnecessarily cruel and violent. 

  The    superego    is, as the name implies, “over” the ego, 

controlling the ego’s pursuit of the id’s desires. Freud believed 

that, without a superego, people would pursue for pleasure 

the satisfaction of the taboo, or socially unacceptable, desires 

of the id such as rape, murder, and incest. The superego is 

also known as one’s  conscience , and it serves as an inspira-

tion. It includes the ego ideal, which is the individual’s model 

of how the perfect person should be. 

  In summary, in the personality of a healthy individual 

according to Freud (1923), the id achieves instinctual desires 

through the ego’s ability to navigate in the external world 

within the confi nes placed on it by the superego. Psychody-

namics, or the interplay among the structures of the mind, 

is thus the basis for both normal and abnormal psychologi-

cal functioning ( Figure 4.1 ). 

   Defense Mechanisms   Another aspect of Freud’s psychoana-

lytic theory is the idea that to protect themselves against anx-

iety, people use various tactics to keep unacceptable thoughts, 

instincts, and feelings out of conscious awareness. Freud called 

these tactics    defense mechanisms    .  According to Freud, every-

one uses defense mechanisms on an ongoing basis to screen 

out potentially disturbing experiences. For example, when you 

get a bad grade on a fi nal exam, you may try to convince 

yourself that the exam is not really that important, or that your 

professor is unnecessarily harsh. It is when defense mecha-

nisms become used in a rigid or extreme fashion that Freud 

considered them to be the source of a psychological disorder. 

  The authors of the  DSM-IV-TR  developed a categorical 

scheme called the Defensive Functioning Scale that provides 

a helpful way to think about the defense mechanisms and 

the way they are manifested in various psychological disor-

ders. Examples of  some of these defense mechanisms are 

presented in  Table 4.1 .  

  Psychosexual Development   Finally, Freud (1905) proposed 

that there is a normal sequence of development through a 

series of  what he called    psychosexual stages    .  Each stage 

focuses on a different erogenous zone (sexually excitable zone 

of the body); the way the child learns to fulfi ll the sexual 

desires associated with each stage becomes an important 
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The Id says,
“I want it now!”

 The Superego says,
“You can‘t have it.”

The Ego says,
“Let me see what I

can do.”

FIGURE 4.1 Freud developed a theory of the mind which pro-
posed that personality is made up of three basic structures.
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TABLE 4.1 Categories and Examples of Defense Mechanisms

Defense Mechanism Defi nition Example

High Adaptive Healthy responses to stressful situations
Defenses

Humor Emphasizing the amusing aspects of a  Maria jovially reenacted the humiliating expe-
  confl ict or stressful situation  rience in which she slipped on the ice while
   a group of guys watched.

Self-assertion Dealing with diffi cult situations by directly  Pedro told his father that he was disappointed
  expressing feelings and thoughts to others  and angry when his father stated that he
   was too busy to attend Pedro’s graduation.

Suppression Avoiding thoughts about disturbing issues Maureen made a conscious decision to avoid 
   thinking about fi nancial problems while 
   studying for her fi nal exams.

Mental Inhibitions Unconscious tactics that help people keep out 
  of conscious awareness disturbing thoughts, 
  feelings, memories, wishes, and fears

Displacement Shifting unacceptable feelings or impulses  After his boss criticized him, Fred remained quiet
  from the target of those feelings to someone   but later barked at one of his subordinates
  less threatening or to an object  for no good reason.

Dissociation Fragmenting of the usually integrated cognitive,  While being publicly humiliated by his coach
  perceptual, and motor processes in a   in front of the entire hockey team for get-
  person’s functioning  ting a penalty, Tim spaced out by thinking
   about a party later that night.

Intellectualization Resorting to excessive abstract thinking in  Rather than focus on the upsetting aspects of
  response to issues that cause confl ict   placing her mother in a nursing home,
  or stress  Gabrielle spoke at length about the limitations
   of the social security system.

Reaction formation Transforming an unacceptable feeling or  Jared, who was secretly addicted to pornography,
  desire into its opposite in order to make it   publicly criticized his daughter’s high-school
  more acceptable  teacher for assigning a classic novel with a
   sexual theme.

Repression Unconsciously expelling disturbing wishes,  Janine was unable to recall any of the details
  thoughts, or experiences from awareness  associated with her traumatic automobile 
   accident. 

Minor Image-  Distortions in the image of the self, the body,
Distorting Defenses  or others in order to regulate self-esteem

Devaluation Dealing with emotional confl ict or stress by  Patrick claimed that the communication diffi culties
  attributing negative qualities to oneself   with his girlfriend were due to her immaturity,
  or others  low IQ, and lack of sophistication.

Idealization Dealing with emotional confl ict or stress by  Kathleen disregarded her husband’s inattentiveness
  attributing exaggerated positive qualities   by convincing herself and others that he was
  to others  absorbed in thoughts of genius and creativity.

Omnipotence Responding to stress by acting superior  The greater the tension in his job as a stockbroker,
  to others  the more likely it was that Norman would
   speak in demeaning ways to his co-workers.
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Disavowal Defenses Keeping unpleasant or unacceptable stressors, 
  thoughts, feelings, impulses, or responsibility 
  out of awareness

Denial Dealing with emotional confl ict or stress by  Rather than contend with the painful emotions
  refusing to acknowledge a painful aspect   about her cancer diagnosis, Candace acted
  of reality or experience that would be   matter-of-factly as though she were unaffected.
  apparent to others  

Projection Attributing undesirable personal traits or  Unaware of her reputation for being selfi sh
  feelings to someone else to protect one’s   and miserly, Isabel often complained about
  ego from acknowledging distasteful personal   the cheapness of others.
  attributes

Rationalization Concealing true motivations for thoughts,  To deal with his disappointment about not making
  actions, or feelings by offering reassuring   the baseball team, Pete convinced himself that
  or self-serving but incorrect explanations  he really didn’t want to be on “such a weak
   team” anyway.

Major Image-  Gross distortion of oneself or others
Distorting Defenses

Splitting Compartmentalizing opposite affect states  Although she had idealized a professor for the
  and failing to integrate positive and   entire semester, immediately following a test on
  negative qualities of self or others into   which she received an A– Marianne began to
  cohesive images  view him as an “evil and hostile person.”

Defenses Involving Responses to confl ict or stress that involve 
Action  an action or withdrawal

Acting out Dealing with emotional confl ict or stress by  Rather than tell his wife that he was hurt by
  actions rather than thoughts or feelings  her resistance to sexual intimacy, Rafael 
   decided that he would get even by having 
   an affair with a co-worker.

Passive aggression Presenting a facade of overcompliance to mask  Kevin’s resentment about his job as a janitor
  hidden resistance, anger, or resentment  was refl ected in his overdoing the offi ce 
   cleaning chores in such a way that the 
   executives were repeatedly distracted by 
   the noise and commotion when he cleaned.

Regression Dealing with emotional confl ict or stress by  Following even the most minor of disagreements
  reverting to childish behaviors  with her co-workers, Adrianne rushed off to the
   bathroom in tears and waited until someone
   came to soothe her hurt feelings.

Defenses Involving  Responses to stress or confl ict that involve 
Breaks with Reality  bizarre thought or behavior

Delusional projection Delusionally attributing undesirable personal  Although it was Harry who disdained everyone
  traits or feelings to someone else to protect   he encountered, he convinced himself that
  one’s ego from acknowledging distasteful   his neighbors hated him so much that they
  personal attributes  intended to murder him.

Psychotic distortion Dealing with emotional confl ict or stress by  As his college grades continued to fall, Yev
  resorting to delusional misinterpretation   developed the belief that all his professors were
  of reality  intentionally grading him harshly because of their
   wish to rid the university of Russian immigrants.

Defense Mechanism Defi nition Example
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component of the child’s personality. According to Freud, fail-

ure to pass through these stages in the normal manner causes 

various psychosexual disturbances and character disorders. 

  Freud based his description of the psychosexual stages 

almost entirely on his observations of adults he treated in 

psychotherapy, whose recollections convinced him that their 

diffi culties stemmed from repressed sexual instincts leftover 

from their early years (Freud, 1925). According to Freud, 

the notions of   regression  and  fi xation  are central to the 

development of  psychological disturbance. An individual 

may regress to behavior appropriate to an earlier stage or 

may become stuck, or fi xated, at that stage. In    fi xation    ,  then, 

the individual remains at a stage of psychosexual develop-

ment characteristic of childhood. 

  During the    oral stage    (0–18 months) the main source of 

pleasure for the infant is stimulation of the mouth and lips. 

This stage is divided into two phases. The fi rst is the oral-

passive, or receptive phase, in which pleasurable feelings 

come from nursing or eating. In the second phase, the oral-

aggressive, pleasure is derived from gumming and biting 

anything the infant can get into the mouth. Regression to or 

fi xation at the oral-passive phase results in excessive reliance 

on oral sources of  gratifi cation in adulthood (nail-biting, 

cigarette smoking, overeating). People who regress to or fi x-

ate at the oral-aggressive phase are hostile and have a critical 

(biting) attitude toward others. 

      During the    anal stage    (18 months–3 years) the toddler’s 

sexual energy focuses on stimulation in the anal area from 

holding on to and expelling feces. The person who becomes 

fi xated at this stage may have an overcontrolled, hoarding 

type of character structure, called  anal retentive , relating to 

the world by holding back. Conversely, fi xation at the anal 

stage may result in a sloppy, impulsive, and uncontrolled 

character, called  anal expulsive . In regression to the anal 

stage, the individual may become excessively neat or, con-

versely, excessively sloppy. For example, a woman who cleans 

out her dresser drawers in a frenzied manner every time she 

has an argument with her husband is regressing to anal-like 

behaviors. 

  In the    phallic stage    (3–5 years) the genital area of the 

body is the focus of the child’s sexual feelings. Freud believed 

that the fate of the child’s future psychological health was 

sealed during this phase, when the child must deal with the 

most important issue of early life. During the phallic stage, 

the child becomes sexually attracted to the opposite-sex par-

ent. Freud (1913) called this scenario in boys the  Oedipus 

complex , after Oedipus, the tragic character in ancient Greek 

literature who unknowingly killed his father and married his 

mother. Freud described a parallel process in girls, the  Elec-

tra complex , based on Electra, the ancient Greek character 

who conspired to kill her mother. Freud believed there were 

important sex differences in how the crisis is resolved but 

that, for both sexes, it is resolved favorably when the child 

identifi es with the same-sex parent. The child acquires a 

superego, which enforces society’s taboo against incest and 

sets the stage for all later struggles in dealing with unaccept-

able sexual and aggressive desires. Freud believed that failure 

to resolve the Oedipus complex, as it is now referred to for 

both sexes, becomes the major source of neurosis. 

  Following the turmoil of  the Oedipus complex, the 

child’s sexual energies recede entirely, according to Freud. 

During    latency    (5–12 years) the child interacts with peers 

and imitates the behavior of the parent and other adults of 

the same sex as the child. With sex presumably out of the 

picture, little that is of psychological interest happens during 

this stage. 

  In the    genital stage    (12 years through adulthood), coin-

ciding with the resurfacing of  sexual energy just prior to 

puberty, sexual feelings associated with the Oedipus complex 

begin to reappear. According to Freud, the adolescent must 

learn to transfer feelings of sexual attraction from the parent 

fi gure to an opposite-sex peer or peers.  Adult genitality , the 

ability to express sexual feelings in a mature way and in 

appropriate contexts, is reached when an individual is able 

to “work and love” (in Freud’s words) with another person. 

Any prior fi xations and regressions, however, restrict the 

individual’s ability to complete this stage satisfactorily.   

 Freud’s Place in History   You can probably imagine that 

Freud’s theories created a great deal of controversy, especially 

since he wrote in the early 1900s, when sex was not discussed 

as openly as it is today. Freud himself often compared his 

During the oral stage of development, infants put anything they can 
fi nd into their mouth.



role to that of a conqueror and explorer, paving the way for 

revolutionary approaches to understanding the mind. During 

his lifetime, Freud experienced rejection and derision from 

his colleagues in the medical establishment. By the time he 

died, however, he had achieved international renown, and his 

work was beginning to have a major impact on many fi elds 

besides psychology. 

  Even though Freud’s ideas have been infl uential, his the-

ory is far from perfect. As you read further, you will see that 

important refi nements came from both his followers and his 

critics. However, we must not lose sight of the major role that 

Freud played in redefi ning ways of understanding human 

behavior.    

 Post-Freudian Psychodynamic Views 

 Post-Freudian theorists departed from Freudian theory, 

contending that Freud overemphasized sexual and aggres-

sive instincts as the root of  personality. Instead, they  fo-

cused on interpersonal and social needs and the role of 

sociocultural factors. Carl Jung (1875–1961) developed a 

theory that differed radically from Freud’s emphasis on 

sexuality (Jung, 1961) and in the conceptualization of  the 

unconscious. According to Jung, the deepest layer of  the un-

conscious includes images common to all human experi-

ence, which he called  archetypes . Some of  these archetypes 

include images of  good versus evil, the hero, rebirth, and 

the self. Jung believed that people respond to events in their 

daily lives on the basis of  these archetypes, because they 

are part of  our genetic makeup. For example, Jung asserted 

that archetypal characters (such as today’s Batman and 

Superman) are popular because they activate the hero 

archetype. Jung (1916) believed that the goal of  healthy 

personality development involves the integration of  the 

unconscious life with conscious thoughts, and that psycho-

logical disorders result from an imbalance between these 

parts of  the personality. 

    Alfred Adler (1870–1937) and Karen Horney (1885–1952) 

made important contributions to psychodynamic theory in 

their emphasis on the ego and the self-concept. People are 

motivated to maintain a consistent and favorable view of the 

self, according to these theorists, and they develop psycho-

logical defenses to protect this positive self-view. Both Adler 

and Horney also emphasized social concerns and interper-

sonal relations in the development of personality. Close rela-

tionships with family and friends and an interest in the life of 

the community are seen as gratifying in their own right, not 

because a sexual or an aggressive desire is indirectly satisfi ed 

in the process. According to these theories, the neurotic adult 

is someone who feels inferior or unworthy, feelings that orig-

inated in childhood. 

    Erik Erikson (1902–1994) proposed that personality 

development proceeds throughout the life span in a series of 

eight crises (Erikson, 1963). Each crisis is a critical period 

during which the individual is maximally vulnerable to two 

opposing forces: one that pulls the person to healthy, age-

specifi c ego-functioning and one that pulls the person to 

unhealthy functioning. If  the crisis is resolved successfully, 

the individual’s ego will acquire a new strength unique to that 

crisis stage. When the forces of a particular crisis pull the 

individual toward the unhealthy resolution of that issue, the 

individual becomes more vulnerable to the development of 

subsequent problems. Crisis resolutions have a cumulative 

effect—if one stage is unfavorably resolved, it becomes more 

likely that succeeding stages will also be unfavorably resolved. 

Failure to resolve the early psychosocial issues has particu-

larly serious consequences for later development. 

        Rejecting Freud’s belief  that the instinctual desire for 

sexual and aggressive release of tension is the basis of person-

ality, object relations theorists proposed instead that interper-

sonal relationships lie at the core of personality (Greenberg 

& Mitchell, 1983). These theorists, including Melanie Klein 

(1882–1960), D. W. Winnicott (1896–1971), and Heinz Kohut 

(1913–1981), believed that the unconscious mind contains 

images of the child’s parents and of the child’s relationships 

to the parents. These internalized images remain at the foun-

dation of  personality throughout life. This perspective is 

called    object relations    in keeping with Freud’s use of  the 

Psychodynamic Perspective 109

Erik Erikson’s psychosocial development theory was the fi rst to incor-
porate a life-span perspective.



110 Chapter 4 Theoretical Perspectives

term  object  to refer to anyone or anything that is the target 

(object) of an individual’s instinctual desires. 

    Integrating the work of these theorists with systematic 

observations of infants and young children, Margaret Mahler 

(1897–1985) and her co-workers sketched out a timetable for 

the emergence of phases in the development of object rela-

tions (Mahler, Bergman, & Pine, 1975). Psychological distur-

bance, according to Mahler’s theory, can result from problems 

arising during development.  

 Attachment Styles   Post-Freudians broadened the scope 

of  psychodynamic theory to include the relationship between 

the individual and society. They set the stage for many later 

theorists and researchers to explore the role of  cognitive 

processes, interpersonal relationships, and social context in 

the development of  personality and psychological disor-

der. Many studies involving object relations theory have 

been conducted during the past few decades, particularly 

on the social behavior of  infants and young children. 

Especially interesting and important has been the work of 

psychologist Mary Salter Ainsworth (1913–1999) and her 

associates (Ainsworth, Blehar, Waters, & Wall, 1978), who 

developed characterizations of infants according to    attach-

ment style    ,  or the way of relating to a caregiver fi gure. 

            Treatment 

 The main goal of  traditional psychoanalytic treatment as 

developed by Freud (Freud, 1913–1914, 1963) is to bring re -

pressed, unconscious material into conscious awareness. 

This is accomplished largely through two therapeutic meth-

ods. In    free association    ,  the client speaks freely in therapy, 

saying whatever comes to mind.    Dream analysis    involves the 

client relating the events of a dream to the clinician and free 

associating to these events. The psychoanalyst attempts to 

interpret the meaning of the dream both from its content and 

from the associations the client makes to the dream. These 

methods of accessing the unconscious mind were best accom-

plished, according to Freud, by having the client recline on a 

couch in as relaxed a state as possible. 

    According to Freud, the psychoanalytic process is stim-

ulated by    transference    in which the client presumably relives 

confl ictual relationships with his or her parents by transfer-

ring feelings about them onto the clinician. The clinician 

best promotes the transference by maintaining an attitude of 

neutrality, not providing any information that would reveal 

the clinician’s preferences, personal background, or reactions 

to the client’s revelations in therapy. 

    Once confl ictual feelings about parents are aroused by 

evoking transference feelings, the clinician can help the client 

begin the diffi cult process of    working through    .  In this pro-

cess, the client is helped to achieve a healthier resolution of 

these issues than had actually occurred in the early child-

hood environment. For example, the client might transfer 

onto the clinician the feelings of having been neglected as a 

child. With these feelings brought out into the open within 

the therapeutic relationship, the clinician can explore with 

the client the reasons for feeling neglected. Over time, the 

client may learn that it is possible to trust a parent fi gure 

(the clinician, in this case), and this realization will help the 

client feel more secure in relationships outside therapy. 

    The client’s    resistance    ,  or holding back within the therapy, 

often impedes the progress of therapy. Confronting uncon-

scious fears and desires is a painful and diffi cult process, and 

Attachment theorists believe that a child transfers emotional bonding 
from the primary caregiver to an object, such as a teddy bear, and 
eventually from this object to people outside the family.

Mary Ainsworth, shown on the right, was a pioneering re -
searcher on infant attachment.



clients may forget important material, refuse to free associate, 

or stop therapy altogether to protect themselves from the 

anxiety associated with this process. An important part of the 

clinician’s job is to help the client overcome resistance. Inter-

pretation is a technique that might be used to do this. For 

example, if a client consistently arrives late for therapy appoint-

ments, the clinician would try to help the client realize that this 

behavior may refl ect an unconscious desire to avoid anxiety. 

    Although psychoanalysts who broke with the Freudian 

tradition developed their own theories of personality, their 

methods of  therapy nevertheless relied heavily on Freud’s 

principles of encouraging the client to explore unconscious 

personality dynamics. Some clinicians are attuned to the per-

sonality types and prominent defense mechanisms of their 

clients and adapt their therapeutic approach to the particu-

lar style of each client. They are especially attuned to their 

reactions to a client and use this information to shape their 

intervention (McWilliams & Weinberger, 2003).  

      Evaluation of Psychodynamic Theories 

 The psychodynamic perspective, just over 100 years old, is 

still evolving today. Clinicians, researchers, and theorists 

continue to debate basic issues, such as the role of instincts 

in shaping the unconscious mind and personality dynamics, 

the infl uence of early childhood on later adult functioning, 

and the role of  the clinician in promoting psychological 

change. The debate centers on several fundamental issues; 

although these issues are not likely to be resolved in the near 

future, the writings and research stimulated by this debate 

have helped refi ne and clarify some of Freud’s most impor-

tant teachings. 

    Freud is often given credit for having developed the fi rst 

comprehensive psychological theory and the fi rst systematic 

approach to psychotherapy. Although trained in neurology, 

Freud discovered early in his career that physical symptoms 

could have psychological causes, and these discoveries formed 

the cornerstone of a revolutionary approach to understand-

ing the nature and treatment of  psychological disorders. 

Freud can also be credited with introducing into popular 

culture some important psychological concepts that have 

given people insights into their behavior and have changed 

the way Western society views itself. 

    Just as Freud’s theory led to radical alterations in the way 

psychological disorder was conceptualized, it also led to intense 

debates in academic circles regarding its scientifi c validity. Per-

haps the most serious charge levied against psychoanalysis is 

that its major premises are diffi cult to test through empirical 

research. Yet, recently, neuroscientists are fi nding that such 

Freudian concepts as unconscious motivation, repression, the 

pleasure principle, instinctual mechanisms, and the meaning of 

dreams may have their correspondence in neuronal activity 

(Solms, 2004). For example, the phenomenon of implicit mem-

ory, in which a person cannot remember the details of an event 

but nevertheless appears to be infl uenced by it, would seem 

to support the notion of the unconscious. Implicit memory 

would be tested in the laboratory by asking a person to judge 

whether words in a list are pleasant or unpleasant. Then, when 

asked to recall those words, the person’s memory is typically 

very good for those items. In cases of people with certain kinds 

of brain damage, implicit memory is actually better than when 

the person is told ahead of time that recall of the words is 

going to be tested. Thus, at some level, memories are formed 

even when the person is not consciously aware. Nevertheless, 

on logical grounds, Freud’s theory contains many assumptions 

that are diffi cult to disprove or test. For instance, if you chal-

lenge the Freudian position that anxiety over sexual impulses 

lies at the root of defense mechanisms, a Freudian might tell 

you that it is your own anxiety over sexuality that keeps you 

from acknowledging the role of sexuality in personality. 

    Other criticisms of psychodynamic theory concern the 

way Freud characterized women. Feminists have argued 

strongly against Freud’s teachings about women, a position ar-

ticulated by Horney during Freud’s lifetime (Horney & Paris, 

2000) and carried further by contemporary feminist critics 

Psychodynamic Approaches to Treating Meera

A clinician working with Meera from a psychodynamic per-
spective would assume that her diffi culties stem from confl icts 
in early life. Examining the various elements of Meera’s case 
shows which themes would be important to each of the theo-
rists we have covered.
 Freud would focus on Meera’s unconscious guilt about 
feeling angry toward her father for abandoning her through 
death (Freud, 1917). Interpreting Meera’s resistance to con-
fronting her feelings of grief would also be important. Jung 
would attempt to help Meera overcome her conscious unwill-
ingness to speak about her father’s death by exploring the 
symbolic meaning of archetypal images in Meera’s dreams. 
Adler would suggest that perhaps it is time for Meera to move 
on to use her talents and education in a more productive way 
and to try to establish new friendships. He might see Meera’s 
lengthy period of unrelenting grief over her father’s death as 
an excuse for not getting involved in a more challenging career 
or in an intimate relationship.
 Horney would help Meera realize that part of her unhap-
piness comes from following various “shoulds”: she “should” 
have a higher salary, she “should” be involved in a steady 
relationship, she “should” have recovered from her father’s 
death. By accepting the reality of her situation, Meera can 
become more comfortable with who she really is. Erikson 
would approach Meera’s depression as being due to unre-
solved identity and intimacy issues. The object relations theo-
rists would focus on Meera’s early relationships to her parents, 
both as she perceived these relationships then and as she per-
ceives them now. A clinician working within this perspective 
would be alert to problems in early attachment relationships 
that might be affecting her current diffi culty in developing a 
sense of identity and direction in life.

Q:  What role might transference play in the psychodynamic 
treatment of Meera?
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(Chodorow, 1978; Dinnerstein, 1976; Mitchell, 1974; Sayers, 

1991). Specifi cally, critics argue that Freud’s theory placed too 

much emphasis on male development. Furthermore, his views 

that females desire to possess male genitals (“penis envy”) and 

that “anatomy is destiny” are seen as biased against women. 

    In the area of attachment style, researchers have found 

a great deal of  evidence to support the notion that early 

relationships with caregivers are important in laying the 

foundation for later personality development. For example, 

in one follow-up study of adolescents, those who had inse-

cure attachment styles as infants were more likely to develop 

anxiety disorders by age 18 than were those who had shown 

secure attachment style in early childhood (Warren, Huston, 

Egeland, & Sroufe, 1997). 

    Researchers have also adapted the concept of  infant 

attachment style to the ways that individuals relate as adults 

to signifi cant fi gures in their lives, such as a romantic partner 

(Bartholomew, 1997; Hatfi eld & Rapson, 1994). In one adap-

tation (Hazan & Shaver, 1994), individuals are classifi ed on 

the basis of how they say they feel about romantic love rela-

tionships. People are classifi ed into one of  three romantic 

attachment styles: secure, ambivalent (or preoccupied), and 

avoidant (which includes fearful and dismissive). People with 

a secure attachment style fi nd it easy to relate to others in 

close relationships and are comfortable with emotional inter-

dependence. Ambivalent, or preoccupied, individuals seek 

closeness with others but worry that others will not value 

them in relationships. For people with an avoidant, or fearful, 

attachment style, relationships create confl ict because of the 

potential for being hurt by rejection, betrayal, or disloyalty 

within the relationship; dismissive individuals have little interest 

in emotional relationships and prefer to remain self-suffi cient. 

Measuring attachment style involves having respondents rate 

each of these attachment styles of relationships as they apply 

to themselves ( Table 4.2 ). 

    Attachment style is increasingly being studied in relation 

to psychological disorders. Individuals with insecure attach-

ment styles are more likely to receive high scores on measures 

of depression (Shaver, Schachner, & Mikulincer, 2005) and to 

experience depressive symptoms (Reis & Grenyer, 2004). One 

possible explanation is that people who are insecurely attached 

are more likely to focus on negative information about them-

selves and more likely to see themselves as being at fault for 

negative events in their lives (Pereg & Mikulincer, 2004). How-

ever, it is important to bear in mind that the concept of 

attachment is based on Western values regarding personality, 

relationships, and meaning, and it might have limited relevance 

in non-Western cultures. When applying powerful constructs 

such as those found in attachment theory, it is important to 

use an approach that is attuned to a person’s culture. 

    The impact of psychodynamic viewpoints continues to 

be evident in treatment methods involving brief  interven-

tions. One approach involves the development of forms of 

treatment that, while relying on interpretation of transfer-

ence relationships, focus more intently on specifi c issues of 

current concern to the client (Grenyer & Luborsky, 1996). 

McCullough and associates (2003) developed a form of brief  

psychodynamic therapy (BPT) in which it is assumed that 

dysfunctional defense mechanisms have been ineffectively 

used to manage the client’s anxiety. The focus of therapy is, 

TABLE 4.2 Attachment Style Questionnaire

Each of the items below is fi rst rated on a 7-point scale. Then the respondent chooses the one item from the four that best applies 
to how he or she feels in romantic love relationships.

ATTACHMENT STYLE: Fearful

1.  I am uncomfortable getting close to others. I want emotionally close relationships, but I fi nd it diffi cult to trust others completely,
or to depend on them. I worry that I will be hurt if I allow myself to become too close to others.

ATTACHMENT STYLE: Preoccupied

2.  I want to be completely emotionally intimate with others, but I often fi nd that others are reluctant to get as close as I 
would like. I am uncomfortable being without close relationships, but I sometimes worry that others don’t value me as 
much as I value them.

ATTACHMENT STYLE: Dismissing

3.  I am comfortable without close emotional relationships. It is very important to me to feel independent and self-suffi cient, 
and I prefer not to depend on others or have others depend on me.

ATTACHMENT STYLE: Secure

4.  It is easy for me to become emotionally close to others. I am comfortable depending on others and having others depend 
on me. I don’t worry about being alone or having others not accept me.

Source: From C. Hazan and P. R. Shaver, “Attachment as an organizational framework for research on close relationships” in Psychological Inquiry, 5:1–22. 
Copyright © 1994. Used by permission of Lawrence Erlbaum Associates, Inc.



fi rst, on defense restructuring so that clients can gain insight 

into their defenses and then let go of their defenses so they 

can experience forbidden feelings. Second, clinicians try to 

help desensitize clients to the experience of their forbidden 

feelings and impulses while developing more adaptive ways 

to express them. A third aim of BPT, particularly for clients 

with personality disorders, is to help them form a more 

positive self-image and a capacity to engage in more positive 

relationships with others.     

of  potential, and the individual’s need to confront honestly 

the reality of his or her experiences in the world. In applying 

the person-centered theory to the therapy context, Rogers 

(1951) used the term    client-centered    to refl ect his belief  that 

people are innately good and that the potential for self-

improvement lies within the individual rather than in the 

therapist or therapeutic techniques. 

    A central feature of Rogers’ theory is the idea that a 

well-adjusted person’s self-image should match, or have con-

gruence with, the person’s experiences. When this happens, 

a person is said to be fully functioning, with an accurate 

view of the self  and experiences. The term  fully  implies that 

the individual is putting psychological resources to their 

maximal use. Conversely, a psychological disorder is the 

result of a blocking of one’s potential for living to full capac-

ity, resulting in a state of incongruence—a mismatch between 

a person’s self-perception and reality. 

    As an example of incongruence, consider Noah, a high-

school boy who believes he is unpopular but fails to recog-

nize that most of  his classmates like him. According to 

Rogers, Noah’s view of himself  is incongruent with the real-

ity of his situation. By telling himself  that he is unpopular, 

Noah keeps from his awareness the fact that other people 

try to approach him in an effort to be friendly. You can see 

how such a situation would lead to problems over time 

because of his distorted perceptions of reality. These distor-

tions cause Noah to interact with others in ways that lead 

to frustration rather than happiness. 

    Rogers regarded the fully functioning person as being in 

a process of continual evolution and movement, rather than 

in a static, or fi xed, place. The development of these qualities 

has been an important focus of Rogers’ theory (1959) and 

is the basis for the application of this theory in schools, par-

ent education, and counseling. According to Rogers, a psy-

chological disorder develops in an individual who, as a child, 

is subjected to parents who are too critical and demanding. 

The child feels overanxious about doing things that will be 

REVIEW QUESTIONS

1.  What is the role of defense mechanisms?

2.  What is transference in psychodynamic psychotherapy?

3.  How do people with an avoidant attachment style relate 

to those people with whom they are closely involved?

     Humanistic Perspective  

 At the core of the    humanistic perspective    is the belief  that 

human motivation is based on an inherent tendency to strive 

for self-fulfi llment and meaning in life. According to human-

istic theories of  personality, people are motivated by the 

need to understand themselves and the world and to derive 

greater enrichment from their experiences by fulfi lling their 

unique potential. 

    The work of humanistic theorists was heavily infl uenced 

by  existential psychology , a theoretical position that empha-

sizes the importance of fully appreciating each moment as 

it occurs (May, 1983). According to existential psychology, 

people who are tuned in to the world around them and expe-

rience life as fully as possible in each moment are psycho-

logically healthy. Psychological disorders arise when people 

are unable to experience living in the moment. It is not a 

fundamental fl aw in human nature that causes psychological 

disorders; rather, people become disturbed because they must 

live within the restrictions on human freedom that modern 

society imposes (Frankl, 1963; Laing, 1959). 

    By the mid-twentieth century, psychologists who were 

disenchanted with the major theoretical approaches to  un-

derstanding human behavior and psychological disorder had 

come to believe that psychology had lost its contact with the 

human side of human behavior. These humanists joined to -

gether to form the “third force” in psychology, with the in -

tention of challenging psychoanalysis and behaviorism. Two 

of the most prominent theorists within this tradition were 

Carl Rogers and Abraham Maslow.  

 Person-Centered Theory 

 The    person-centered theory    of  Carl Rogers (1902–1987) 

focuses on the uniqueness of each individual, the importance 

of allowing each individual to achieve maximum fulfi llment 

According to Rogers, when a parent communicates the message that 
a child must be “good” to be loved, the child becomes insecure and 
anxious.
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disapproved of. In this case, the parents are setting up what 

Rogers referred to as conditions of worth, or conditions in 

which the child receives love only when he or she fulfi lls 

certain demands. The parents, in effect, tell the child, “If  you 

want us to love you, you have to meet our conditions. That 

is the only way we will treat you as a worthy person.” Chil-

dren then become so fearful of being unloved that they can-

not admit to doing something “wrong,” and the stage is set 

for a lifetime of low self-esteem. 

       Self-Actualization Theory 

 Related to Rogers’ views of  the fully functioning person is 

the theory Abraham Maslow (1962) developed, which cen-

ters on the notion of     self-actualization    ,  the maximum real-

ization of  the individual’s potential for psychological growth. 

It is perhaps because of  this focus on healthy human func-

tioning that Maslow’s theory has gained popularity as a 

guide to optimal living in such contexts as personnel man-

agement and human resources. Maslow’s theory also fo -

cuses on motivation, in that he wanted to draw attention 

to the experiences that propel people toward realizing their 

fullest potential. According to Maslow, self-actualized 

people are accurate in their self-perceptions and are able 

to fi nd rich sources of  enjoyment and stimulation in their 

everyday activities. They are capable of   peak experiences  

in which they feel a tremendous surge of  inner happiness, 

as if  they were totally in harmony with themselves and 

their world. But these individuals are not simply searching 

for sensual or spiritual pleasure. They also have a phi-

losophy of  life that is based on humanitarian and egali-

tarian values.    

     Maslow’s theory is best known, perhaps, for its pyramid-

like structure, which he called the    hierarchy of needs    ,  which 

describes the order in which human needs must be fulfi lled. 

The basic premise of  the hierarchy is that, for people to 

achieve a state of  self-actualization, they must have satisfi ed 

a variety of  more basic physical and psychological needs. 

Needs that are lower on the hierarchy are called defi cit 

needs, because they describe a state in which the individual 

seeks to obtain something that is lacking. An individual who 

is still struggling to meet those needs cannot progress to the 

top of the pyramid. Maslow would contend that a philoso-

pher who is hungry is unable to philosophize. Of course, 

there are exceptions, in which people sacrifi ce their lower-

order needs, even their lives, to achieve self-actualization. 

People who climb Mt. Everest, take off  on a space mission, 

go on a hunger strike, or risk their lives to protest unjust 

military leaders set aside a variety of  defi cit needs. The 

underlying assumption is still that at some point in their 

lives these individuals satisfi ed their defi cit needs and for 

the purpose of  achieving self-actualization were able to set 

them aside. 

    Like Rogers, Maslow (1971) defi ned  psychological disorder  

in terms of the degree of deviation from an ideal state and 

had similar views about the conditions that hamper self-

actualization. To progress beyond the defi cit needs, chil-

dren must feel a stable sense of  being physically cared for, 

safe from harm, loved, and esteemed. They must also be 

allowed to express the higher-level needs required to achieve 

actualization. For example, a person who is raised in an 

environment of  dishonesty is deprived in satisfaction of  the 

need for truth and becomes cynical and mistrusting as a 

result.   

 Treatment 

 According to Rogers’ client-centered approach, therapy 

should focus on the needs of  the client, rather than on the 

predetermined views of  the clinician. A clinician’s job is to 

help clients discover their inherent goodness and in the pro-

cess to help each client achieve greater self-understanding. 

To counteract the problems caused by conditions of  worth 

in childhood, Rogers recommended that therapists treat 

clients with    unconditional positive regard    .  This method 

involves total acceptance of  what the client says, does, and 

These prominent historical fi gures are regarded by many people as 
prime examples of individuals who achieved self-actualization.

Mother TeresaMartin Luther King, Jr.

Abraham Lincoln Harriet Tubman



feels. As clients feel better about themselves, they become 

better able to tolerate the anxiety associated with acknowl-

edging weaknesses. The clinician tries to be as empathic as 

possible and attempts to see the client’s situation as it appears 

to the client. 

    Therapists working within the client-centered model 

often use techniques such as refl ection and clarifi cation. In 

refl ection, the therapist mirrors back what the client has just 

said, perhaps rephrasing it slightly. For example, the client 

might say, “I’m really down today, because last week my 

girlfriend told me to get lost.” The therapist’s refl ection of 

this statement might be, “So, when your girlfriend threatens 

to leave you, it makes you feel sad.” In clarifi cation, the 

therapist clarifi es a vague or poorly formulated statement 

the client makes about how he feels. If  the client says, “I’m 

really mad at my girlfriend for the lousy way she treated 

me,” the therapist might say, “And perhaps you’re very sad 

about that too.” 

    Rogers also maintained that clinicians should provide a 

model of genuineness and willingness to disclose their per-

sonal weaknesses and limitations. Presumably, clients can 

learn a great deal from observing these behaviors in the 

therapist. Ideally, the client will see that it is acceptable and 

healthy to be honest in confronting one’s experiences, even 

if  those experiences have less than favorable implications. 

For example, the Rogerian clinician might admit to having 

experiences similar to those the client describes, such as feel-

ing anxious about speaking before a group. 

    In contrast to the detailed therapy methods Rogers 

described, Maslow did not specify a particular model of 

therapy, because he developed his ideas in an academic con-

text rather than through clinical observation and treatment. 

His theory presents more of a map for optimal human devel-

opment than a concrete basis for treatment of psychological 

disorders. 

    In more recent conceptualizations (Elliott, 2001), hu -

manistic and experiential therapists have emphasized the 

importance of  using clinical methods. Contemporary hu -

manistic and experiential therapists emphasize the impor-

tance of entering the client’s world and experience, trying to 

grasp what is most crucial for the client at the moment. Build-

ing on Rogers’ premise, effective therapists look for ways 

to communicate empathy and acceptance and to involve the 

client in setting treatment goals and defi ning therapeutic 

tasks. Contemporary theorists have developed techniques 

such as    motivational interviewing (MI)    ,  a directive, client-

centered therapeutic style for eliciting behavior change by 

helping clients explore and resolve ambivalence. Like Rogers, 

clinicians who use motivational interviewing techniques 

rely on refl ective listening in which they seek to stimulate 

change from within the client. The therapist attempts to 

elicit the client’s intrinsic motivation for change by empha-

sizing the individual’s autonomy and ability to choose 

whether, when, and how to change (Hettema, Steele, & 

Miller, 2005).  

 Evaluation of Humanistic Theories 

 Research on the effectiveness of client-centered therapy has 

not escaped criticism. Lacking in this research are some of the 

fundamental requirements for a scientifi c approach, such as 

using appropriate control groups or adopting acceptable levels 

of statistical signifi cance in evaluating outcome. Although 

some advocates of the client-centered model are open to the 

importance of research, they have not been particularly suc-

cessful at ensuring that their work is scientifi cally rigorous. 

There are several reasons for this, some having to do with the 

fact that the humanistic perspective relies heavily on the indi-

vidual’s self-report of psychological functioning, rather than 

on objective assessment. 

    Humanistic theorists and clinicians saw their ideas as a 

radical departure from the traditional focus of psychology, 

which minimized the role of free will in human experience. 

These theorists also saw human behavior in much more 

positive terms and viewed psychological disorders as the 

result of restricted growth potential. It is clear today that 

although humanistic theories have limitations and do not 

play a central role in the understanding of  psychological 

disorders, their infl uence has been widespread and is felt in 

many indirect ways. Many of Maslow’s ideas, for example, 

have been widely applied in industry and business, as in the 

notion that worker productivity can be enhanced by provid-

ing opportunities for self-actualization.     

Humanistic Approaches to Treating Meera

As an approach to treating a client like Meera, humanistic 
therapists would focus on providing her with a secure sense 
of positive self-regard. Consistent with Carl Rogers’ emphasis 
on becoming more aware of one’s feelings, Meera would be 
encouraged to experience more fully her feelings regarding 
her father’s death and to link her sadness about his passing 
with her overall dissatisfaction with her life. In this process, 
the clinician would help Meera identify her feelings and ac-
cept them without undue self-criticism. In keeping with the 
concept of therapist self-disclosure, the clinician might share 
with Meera personal reactions to loss or feelings of sadness 
in hearing Meera talk about the hurt she has experienced.

Q:  What might be an example of unconditional positive re-
gard in the treatment of Meera based on client-centered 
therapy?

REVIEW QUESTIONS

1.  Which theorist proposes that a well-adjusted person’s self-

image should be congruent with the person’s experiences?

2.  What is motivational interviewing?

3.  What is the basic premise of  Maslow’s hierarchy of 

needs?
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will read in Chapter 14, some experts on eating disorders 

have suggested that the girls and young women who starve 

themselves are acting out a wish to assert their indepen-

dence from their parents. Eating disorders may also arise 

from other family disturbances, such as confl ictual relation-

ships, parental withholding of  affection, or familial chaos 

(Meno, Hannum, Espelage, & Low, 2008). 

   Social Discrimination 

 Researchers within the sociocultural perspective also focus 

on social discrimination as a cause of psychological prob-

lems. It is an unfortunate but well-recognized fact that many 

people experience discrimination because of  gender, race, 

sexual orientation, religion, social class, or age and that 

stresses associated with such discrimination can cause psy-

chological problems. For example, as long ago as the 1950s, 

social scientists assessing the personal effects of discrimina-

tion showed that psychological disturbance is more com-

monly diagnosed among people of  lower social class 

(Hollingshead & Redlich, 1958). In trying to explain this 

relationship, researchers have focused on the fact that people 

of lower social class experience many economic hardships 

and have limited access to quality education, health care, 

and employment. When people within lower classes are also 

members of  ethnic or racial minorities, the power of  socio-

economic discrimination is compounded. Furthermore, the 

stressful environments in which they live—with high rates 

of  poverty, crime, substance abuse, and unemployment—

make matters even worse. The intense stress with which 

they contend on a daily basis adversely affects their phys-

ical and mental health, and for many it leads to premature 

death (Khaw et al., 2008). Although discriminatory processes 

associated with social class differ from those pertaining to 

According to family systems theories, a major cause of psychological 
disorder lies in dysfunctional family relationships.

     Sociocultural Perspective  

 Theorists within the    sociocultural perspective    emphasize the 

ways that individuals are infl uenced by people, social institu-

tions, and social forces in the world around them. As we 

discussed in Chapter 1, these infl uences can be organized into 

those that have an immediate impact on the person, such as 

the family, and more far-reaching circles, such as society. 

Unlike the other theoretical perspectives covered in this chap-

ter, the sociocultural perspective is a more loosely connected 

set of orientations. Theorists within this perspective tend to 

focus on one or more realms of infl uence, but all share an 

emphasis on factors external to the individual as the cause 

of psychological disorders.  

 Family Perspective 

 Proponents of  the    family perspective    see abnormality as 

caused by disturbances in the patterns of interactions and 

relationships that exist within the family. Although there are 

distinct theories within the family perspective, all share a 

focus on    family dynamics    ,  the interactions among family 

members. There are four major approaches within the family 

perspective (Sharf, 1996):

■        Intergenerational  Murray Bowen’s intergenerational 

approach emphasizes the ways in which the parents’ 

experiences in their families of origin affect their inter-

actions with their children; parents who experienced 

family dysfunction in their childhoods are likely to 

repeat these disturbed patterns when raising their 

children.  

■       Structural  Salvador Minuchin’s structural approach 

assumes that, in normal families, parents and children 

have distinct roles and there are boundaries between 

the generations; problems can arise when family mem-

bers are too close or too distant.  

■       Strategic  Jay Haley proposed the strategic approach, 

which focuses on the resolution of family problems, 

with particular attention to power relationships within 

the family.  

■       Experiential  Within the experiential approach, theo-

rists such as Carl Whitaker emphasize the unconscious 

and emotional processes of  families; dysfunctional 

behavior results from interference with personal 

growth. In Virginia Satir’s family-sculpting technique, 

clients are encouraged to enact their interactional 

diffi culties. John Gottman translated his extensive 

research on predictors of divorce into a model that 

addresses the major problems that lead to the demise 

of a marriage: contempt, criticism, defensiveness, and 

stonewalling (Gottman & Driver, 2005).    

    Family theorists have made important contributions to 

the understanding and treatment of  people with various 

disorders. Consider the example of  eating disorders. As you 
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R E A L  S T O R I E S

WILLIAM STYRON: DEPRESSION

A
t the beginning of this chapter 
you read about Meera Krishnan’s 
profound depression. Depression 

is experienced by everyone, and in-
tense, debilitating forms of depression 
have led many people to the point of 
considering suicide. One such person 
is the award-winning author William 
Styron, who divulged personal secrets 
pertaining to his depression and suicid-
ality. Well known for his skill and power 
as a writer, Styron has won numerous 
literary awards for his novels, including 
the prestigious Pulitzer Prize for novels 
such as The Confessions of Nat Turner, 
about the slave revolt in 1831, and 
Sophie’s Choice, which described the 
experience of a Polish survivor of the 
Auschwitz concentration camp. While 
many of his novels focus on people 
 burdened by struggle, his book Dark-
ness Visible was a more personal view 
of tribulation, describing his battle with 
severe depression.
 Styron, who died in 2006, was born 
in 1925 in Virginia and began writing 
short stories at the age of 11. His mother 
died when he was 13, and he carried 
this pain through his adult years. He at-
tended Duke University, where he pub-
lished numerous stories in the literary 
magazine. At the age of 27, Styron mar-
ried Rose Burgunder, with whom he had 
four children. His depression descended 
on him slowly, but by the summer of 
1985 it was clear that something was 
wrong. Styron recalls lying awake for 

hours, unable to sleep, tormented by 
feelings of loss and hopelessness. During 
his daytime hours, he found that his all-
encompassing depression impaired his 
ability to concentrate. In fact, his efforts 
to write became so diffi cult and exhaust-
ing that he fi nally stopped trying. The 
pain became so intense that Styron con-
templated suicide; after he had drafted 
a suicide note, he found the courage to 
talk to his wife about the extent of his 
problems. He then entered a psychiatric 
hospital where he began the diffi cult pro-
cess of disentangling himself from the 
ominous grasp of profound depression.
 In Darkness Visible, Styron writes 
about his depression:

The pain is unrelenting, and what 
makes the condition intolerable is the 
foreknowledge that no remedy will 
come—not in a day, an hour, a month, 
or a minute. If there is mild relief, one 
knows that it is only temporary; more 

pain will follow. It is hopelessness 
even more than pain that crushes the 
soul. So the decision-making of daily 
life involves not, as in normal affairs, 
shifting from one annoying situation 
to another less annoying—or from 
discomfort to relative comfort, or 
from boredom to activity—but moving 
from pain to pain. One does not 
abandon, even briefl y, one’s bed of 
nails, but is attached to it wherever 
one goes. And this results in a striking 
experience—one which I have called, 
borrowing military terminology, the sit-
uation of the walking wounded. For 
in virtually any other serious sickness, 
a patient who felt similar devastation 
would be lying fl at in bed, possibly 
sedated and hooked up to the tubes 
and wires of life-support systems, but 
at the very least in a posture of re-
pose and in an isolated setting. His 
invalidism would be necessary, un-
questioned and honorably attained. 
However, the sufferer from depres-
sion has no such option and there-
fore fi nds himself, like a walking 
casualty of war, thrust into the most 
intolerable social and family situa-
tions. There he must, despite the an-
guish devouring his brain, present 
a face approximating the one that is 
associated with ordinary events and 
companionship. He must try to utter 
small talk, and be responsive to 
questions, and knowingly nod and 
frown and, God help him, even 
smile. But it is a fi erce trial attempt-
ing to speak a few simple words.

Source: From Darkness Visible: A Memoir of Madness, 
by William Styron. Copyright © 1990 by William 
Styron. Used by permission of Random House, Inc.

William Styron

gender and age, the impact can be similar. When people 

are given few opportunities or when they encounter op -

pression because of  unalterable human characteristics, 

they are likely to experience inner turmoil, frustration, 

and stress, leading to the development of  psychological 

symptoms.   

 Social Infl uences and Historical Events 

 In addition to personal attributes such as gender or social 

class, we can all be adversely affected by general societal 

forces. For example, Theodore Millon (1998), a major re -

searcher in the area of personality disorders, contends that 
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fl uid and inconsistent societal values have contributed to the 

increase in these disorders in Western society. He believes 

that social instability and a lack of  clear cultural norms 

make their way into the home, causing children to feel that 

life is unpredictable and to become more prone to develop-

ing psychological disorders later in life. 

    Psychological disorders can also emerge as a result of 

destructive historical events, such as the violence of a political 

revolution, the turmoil of a natural disaster, or the poverty of 

a nationwide depression. Since World War I, American psy-

chologists have conducted large-scale studies of the ways in 

which war negatively affects psychological functioning. As 

you will read in Chapter 5, people who are traumatized as 

the result of terrorist attacks, exposure to battle, persecution, 

or imprisonment are at risk for developing serious anxiety 

disorders. Similarly, fi res and natural disasters, such as earth-

quakes, tornadoes, and hurricanes, leave more than physical 

destruction in their wake.   

 Treatment 

 How do clinicians intervene with people suffering from con-

ditions caused or exacerbated by sociocultural factors? 

Clearly, it is not possible to “change the world.” However, 

clinicians can play a crucial role in helping people come to 

grips with problems that have developed within a family sys-

tem, the immediate environment, or extended society.  

 Family Therapy   In family therapy, the family is encouraged 

to try new ways of relating to each other or thinking about 

their problems. The family therapist, sometimes working 

with a co-therapist, meets with as many family members as 

possible at one time. To facilitate communication, family 

therapists commonly use techniques that would be consid-

ered unusual in individual psychotherapy. For example, the 

therapist might move around the room, sitting next to one 

family member for a period of time and then getting up to 

sit near another. The purpose of doing so may be to draw 

attention to individual family members or to establish an 

emotional alliance with a family member who appears to be 

resistant to the therapy process. At other times, the therapist 

may initiate a conversation between two family members and 

coach them as they talk to one another, so that the family 

begins to see their relationship from the therapist’s perspec-

tive. Some family therapists conduct sessions in rooms with 

one-way mirrors, so that colleagues can observe and provide 

ideas and suggestions for improvements. 

  Gurman (2001) describes several ways the work of fam-

ily therapists differs from the work of  clinicians who meet 

with clients in individual therapy. Rather than focusing on an 

individual’s problems or concerns, family and couples thera-

pists focus on the ways in which dysfunctional relational pat-

terns maintain a particular problem or symptom. They also 

use a life-cycle perspective in which they consider the devel-

opmental issues, not only of each individual, but of the entire 

family or couple. Furthermore, family and couples therapists 

see the continuing relationships among the family members 

as potentially more healing than the relationship between 

clinicians and clients. 

  The particular techniques used in the therapy depend 

greatly on the training and theoretical approach of the fam-

ily therapist. An intergenerational family therapist might 

suggest drawing a genogram, a diagram of all relatives in the 

recent past, in an effort to understand the history of family 

relationships and to use this understanding to bring about 

change. A structural family therapist might suggest that one 

of the family members enact a disagreement as if  they were 

characters in a play about the family. Strategic family thera-

pists might work with family members to develop solutions 

to the issues that are causing diffi culty. An experiential fam-

ily therapist might work with the family members to develop 

insight into their relationships with each other.   

 Group Therapy   For people who have similar problems, the 

experience of sharing their stories with each other can be 

life changing. Irvin Yalom (1995), a prominent group ther-

apy theorist, speaks of several factors in the group experi-

ence that are therapeutic. Clients in therapy groups commonly 

fi nd relief  and hope in the realization that their problems are 

not unique. In the group, they can acquire valuable informa-

tion and advice from people who share their concerns. Fur-

thermore, in the process of giving to others, people generally 

fi nd that they themselves derive benefi t. 

  Often the best support can be provided by other people 

experiencing the same condition. This principle has been 

well documented with peer groups—such as Alcoholics 

Anonymous, in which people recovering from alcoholism 

share their histories of  substance abuse and the methods 

they use to abstain from drugs and alcohol. Group therapy 

in a more formal structure also has been a component of 

the treatment protocol for many other conditions. For exam-

ple, people with pedophilia (see Chapter 7) who have sexu-

ally abused children can benefi t from group therapy, which 

is especially effective in confronting denial and rationaliza-

tions. Group therapy provides such individuals with a sup-

portive context conducive to frank discussions of their urges 

and methods of self-control (Berlin, 1998). 

      An extensive meta-analysis of research on the effective-

ness of group therapy with inpatient populations found that 

this method is particularly helpful for individuals with mood 

disorders (Kasters, Burlingame, Nachtigall, & Strauss, 2006). 

Proponents of group therapy recommend that group therapy 

for depression should be the frontline intervention for de -

pressed outpatients, possibly supplemented later with indi-

vidual therapy or medication if  there is a need for either. 

Group therapy is preferred, not only because of its effective-

ness, but also because of pragmatic benefi ts such as savings 

in time and money.   

 Multicultural Approach   As we discussed in our consider-

ation of  culture-bound syndromes in Chapter 2, clinicians 



have a responsibility to be attuned to ethnic and cultural 

contributions to psychological problems. When working 

with clients from culturally diverse backgrounds, they know 

that they must go beyond the multiaxial diagnostic process 

in order to evaluate conditions that might be culturally 

infl uenced. Treatment must involve three major compo-

nents: awareness, knowledge, and skills. Awareness involves 

recognition of  the effects of  sociocultural context on both 

the client and the clinician. For example, therapists need to 

be sensitive to the ways in which the client’s cultural back-

ground interacts with his or her specifi c life experiences and 

family infl uences. Knowledge is characterized by a commit-

ment to learning about the cultural, ethnic, and racial 

group of  their clients and how these factors play a role in 

assessment, diagnosis, and treatment. Skills include mas-

tery of  culture-specifi c therapy techniques that are respon-

sive to the unique characteristics of  the clients whom they 

are treating.   

 Milieu Therapy   Another form of therapy that is based on 

intervention in the environment, rather than with the individ-

ual alone, is    milieu therapy    ,  in which staff and clients in a 

treatment setting work as a therapeutic community to promote 

positive functioning in clients. Members of the community 

participate in group activities, ranging from occupational ther-

apy to training classes. Staff  members encourage clients to 

work with and spend time with other residents, even when 

leaving on passes. The entire community is involved in deci-

sion making, sometimes including an executive council, with 

elected members from units of the treatment setting. Every 

staff  person, whether a therapist, nurse, or paraprofessional, 

takes part in the overall mission of providing an environment 

that supports positive change and reinforces appropriate 

social behaviors. The underlying idea behind milieu therapy 

is that the pressure to conform to conventional social norms 

of behavior discourages a severely disturbed client, such as 

a person with schizophrenia, from expressing problematic 

symptoms. The normalizing effects of a supportive environ-

ment are intended to help the individual make a smoother 

and more effective transition to life outside the therapeutic 

community.  

       Evaluation of the Sociocultural Perspective 

 For the past several decades, clinicians have recognized the 

role of contextual factors in causing and maintaining abnor-

mality, while also realizing that changing a system can be 

extremely diffi cult. For example, the detrimental effects of 

discrimination are widely recognized, but the solutions to this 

divisive social problem are not apparent. On a more local 

level, a client’s family may play a central role in causing or 

aggravating a psychological problem, but family members 

may be resistant to or unavailable for participation in treat-

ment. Although group therapy may be benefi cial, many indi-

viduals are unwilling to disclose their problems to people 

they perceive to be strangers, because they feel ashamed or 

too shy. In the context of individual psychotherapy, clinicians 

can begin to address these issues by learning to adapt their 

approach to the specifi c cultural backgrounds of their clients 

(Bracero, 1998). 

    As important as the sociocultural model is to under-

standing the causes and treatment of psychological disor-

ders, this perspective does have signifi cant limitations. In 

recent years, the importance of biological determinants has 
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Group therapy is a modality that helps 
many clients realize that their problems are 
not unique and that people with similar 
experiences can provide support and 
understanding.
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resulted in a devaluing of the role of family systems as fac-

tors for certain disorders. For example, no credible contem-

porary theorist would support theories, considered tenable 

earlier in the century, that schizophrenia could be caused by 

disturbed family relationships. Science has certainly gone 

beyond such naive assumptions. At the same time, however, 

as previously noted, some experts believe that disturbed fam-

ily communication can aggravate schizophrenic symptom-

atology. The sociocultural perspective provides a valuable 

lens for looking at most psychological disorders, but most 

conditions are best viewed from a perspective that also in-

cludes attention to psychological and biological forces.     

     Behavioral and Cognitively Based 
Perspectives  

 In this section we will discuss two perspectives that focus on 

abnormal behaviors and thought processes: the  behavioral

and  cognitive-behavioral perspectives . According to the    behav-

ioral perspective,    abnormality is caused by faulty learning 

experiences. In the    cognitive-behavioral perspective,    abnormal-

ity is caused by maladaptive thought processes that result in 

dysfunctional behavior. The cognitive-behavioral perspective 

is sometimes referred to simply as “cognitive,” although most 

people who work in this fi eld prefer “cognitive-behavioral” 

(Craighead, Craighead, Kazdin, & Mahoney, 1994). 

    As you read the sections that follow, you will see how 

early behaviorists focused exclusively on observable behav-

iors. The early behavioral psychologists resisted elaborate 

speculations about the “whys” of behavior, preferring to look 

at the “whats.” In looking at what behaviors occur, they at -

tempted to determine the functional relationships between 

events in the environment and the individual’s behaviors. 

Over time, however, they expanded their views to include a 

broader consideration of the relationship between thoughts 

and behaviors. We will begin with a review of the principles 

of classical and operant conditioning, which lie at the heart 

of the behavioral perspective on psychological disorders. 

      Classical Conditioning 

 According to behaviorists, many of  our automatic, emo-

tional reactions are acquired through the process of    classical 

conditioning    ,  in which we associate a refl exive response with 

an unrelated stimulus. For instance, the smell of a certain 

brand of cologne may make you feel unaccountably sad until 

you realize that this was the cologne your grandfather wore, 

and he passed away recently. In this example, you formed an 

association between an originally neutral stimulus (the 

cologne) and a naturally evoking stimulus (grandfather who 

passed away), which produces an emotional reaction (becom-

ing teary-eyed). This connection is formed through repeated 

pairings of the two kinds of stimuli. The neutral stimulus is 

called the    conditioned stimulus    ,  because only after condition-

ing does it cause the response. The naturally evoking stimulus 

is called the    unconditioned stimulus    ,  because it produces the 

response before any conditioning takes place. The emotional 

Sociocultural Approaches to Treating Meera

Family therapists treating Meera would focus on various as-
pects of her family, both before and after her father’s suicide. 
Most family therapists would prefer that Meera be treated 
not as an individual client but as a member of a family; as 
such, they would suggest that Meera’s mother and three sis-
ters participate in the therapy. Regardless of the specifi c ap-
proach, her father’s powerful suicide message that he “felt 
unloved” would play a central role in understanding and 
treating this dysfunctional system.
 An intergenerational theorist, such as Murray Bowen, 
would focus on the childhood experiences of Meera’s par-
ents in an attempt to understand how the stage was set for 
the tragedy that unfolded in Meera’s immediate family. A 
structural therapist might ask one or more of the family mem-
bers to enact a confl ict in the family therapy session, such as 
an argument that might have taken place just prior to the 
suicide. A strategic therapist would return to Jay Haley’s 
problem-solving approach and help Meera’s family members 
look for ways to move beyond their current state of grief and 
dysfunction. Carl Whitaker would take a more humanistic 
and experiential approach to treating Meera and her family 
by trying to help the family grow beyond the tragedy, learn 
how to express their feelings, and to appreciate the unique 
aspects of each family member.
 In addition to recommending family therapy for Meera, a 
clinician such as Irvin Yalom might also suggest that she 
participate in group therapy with a focus on bereavement. 
The insights shared by others might help her move out of her 
grief. Furthermore, the help she provides others might prove 
to be therapeutically benefi cial to Meera.
 Multicultural therapists would be especially attentive to 
cultural issues infl uencing the treatment of Meera. For exam-
ple, it would be important for the therapist to have an under-
standing of how the act of suicide is viewed in the Indian 
culture and Hindu religion and how the family members 
should be approached by a mental health professional.

Q:  In light of the fact that Meera is the daughter of parents 
who immigrated to the United States, how might the ther-
apist ensure that she is treating Meera in a culturally 
sensitive manner?

REVIEW QUESTIONS

1.  What focus is shared by the various family therapy 

approaches?

2.  What are the three components of a multicultural approach 

to clinical work?

3.  In which type of therapy do staff  and clients work as a 

therapeutic community to promote positive functioning 

in clients?



reaction, once it has become associated with the conditioned 

stimulus (cologne), is called the    conditioned response    .  Prior 

to conditioning, this refl ex is called the    unconditioned re -

sponse    ,  because no learning is necessary for you to cry when 

you think about your grandfather. 

    As an explanation of psychological disorders, the clas-

sical conditioning paradigm accounts for acquiring or learn-

ing, through conditioning, the emotional reactions that 

interfere with a person’s ability to carry out everyday tasks. 

For example, 6-year-old Jerry has been accidentally locked 

in a dark closet. The next time he needs something from that 

closet, he might feel nervous, almost panicky. His problem 

will become exacerbated through generalization, the expan-

sion of learning from the original situation to one that is 

similar. For example, he may feel uncomfortable when he has 

to ride in an elevator, another enclosed space. This kind of 

reaction, called    stimulus generalization    ,  takes place when a 

person responds in the same way to stimuli that have some 

common properties. In contrast, discrimination is the pro-

cess in which learning becomes increasingly specifi c to a 

given situation. Perhaps Jerry comes to realize that he will 

not be harmed if  he rides the elevator, because it is not the 

same as a dark, locked closet. Differentiating between two 

stimuli that possess similar but essentially different charac-

teristics is called    stimulus discrimination    .  

    One of the best known examples of conditioned fear is 

“Little Albert,” an 11-month-old infant who was studied by 

John B. Watson (1878–1958), one of the most prominent early 

behaviorists. Watson and his associate, Rosalie Rayner, con-

ducted an infamous set of experiments in which Albert was 

exposed to a loud noise while he petted a white rat; Albert 

subsequently acquired a fear of white rats. Their experiment 

represented a form of    aversive conditioning    ,  in which an aver-

sive or painful stimulus (the noise) was paired with an initially 

neutral stimulus (the rat). Albert’s conditioned fear of rats 

generalized to other white, furry objects. Fortunately, this kind 

of experiment is now forbidden by ethical guidelines for 

research on human subjects (see Chapter 15); furthermore, its 

scientifi c merits have been questioned. 

    Even though Watson’s analysis may have been mis-

guided, we can draw inferences from it regarding how people 

acquire irrational fears. You can probably think of instances 

when you were exposed to a similar kind of aversive condi-

tioning. Perhaps you ate too much pizza and became ill 

shortly afterward. The following week, when going by a piz-

zeria, you started to feel queasy. The pizza, previously a 

neutral or positive stimulus, acquired an aversive meaning 

for you. This particular principle is useful in certain forms 

of behavior therapy, as in the treatment of alcoholism. As 

you will see in Chapter 13, one form of treatment involves 

giving a person a medication that causes nausea when alco-

hol is consumed. The person then learns to associate alcohol 

with nausea; theoretically, this should reduce the frequency 

of alcohol consumption.   

 Operant Conditioning 

    Operant conditioning    is a learning process in which an indi-

vidual acquires a set of  behaviors through reinforcement. 

In contrast to classical conditioning, operant conditioning 

involves the learning of behaviors that are not automatic. 

The learner tries to become profi cient at performing behav-

iors that will lead to a positive outcome, such as attention, 

praise, or the satisfaction of a biological need. The positive 

outcome could also consist of the removal of an unpleasant 

or aversive circumstance. If your next-door neighbor’s stereo 

is blasting, you may “operate” on the environment by making 

a phone call requesting that it be turned down. Your behav-

ior results in the removal of an aversive stimulus. 

    The principles of operant conditioning were developed by 

B. F. Skinner (1904–1990), whose ideas about behavior became 

the basis for a broad-ranging philosophy about human nature. 

Reinforcement is the principle that underlies Skinner’s model 

of operant conditioning.  Reinforce  means “to strengthen”; 

think of    reinforcement    as the strengthening of a behavior, in -

creasing the likelihood that the behavior will be performed 

again. You can probably recall many examples in which your 

own behavior was reinforced. Perhaps a friend responded pos-

itively to an expression you used in conversation. Soon you 

realize you are using that expression quite often. Your friend’s 

laughter served as a positive reinforcer that increased the 

A frightening experience with a medical procedure during childhood 
can provoke intense fears that last throughout life.
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frequency of your remark-making behavior. Extending this 

principle to psychological disorders, you can see how a dis-

turbed behavior that is reinforced may become ingrained in a 

person. For example, an overprotective parent may inadver-

tently reinforce a child’s pathological dependency by consoling 

the child with hugs, kisses, and cookies every time the child 

expresses a minor fear. 

    As these examples imply, there can be many kinds of 

reinforcers. The ones that satisfy a biological need (hunger, 

thirst, relief  from pain, sex) are called    primary reinforcers    ,  

because they are intrinsically rewarding. Behavior is also 

driven by    secondary reinforcers    ,  which derive their value 

from association with primary reinforcers. Money is a good 

example of a secondary reinforcer, because its value comes 

from the fact that it can be used to obtain primary reinforc-

ers. As you will see later, some forms of behavior therapy 

use tokens as reinforcers, which are like money in that they 

can be used to purchase special treats or privileges. 

    Other kinds of secondary reinforcers do not have mate-

rial value but are reinforcing for other reasons. Praise, atten-

tion, and recognition are rewarding to us as adults because 

earlier in our lives they were associated with the pleasurable 

feelings of  being fed and held by a parent. The value of 

secondary reinforcers extends beyond the family to include 

such areas as school, work, hobbies, and athletics. Secondary 

reinforcers can also be involved in the acquisition of various 

forms of abnormal behavior. For example, a hypochondria-

cal person who exaggerates the severity of normal physical 

signs may derive secondary reinforcement in the form of at -

tention from family, friends, or health care professionals. 

    In operant, as in classical, conditioning, reinforcement 

can have a pleasurable or unpleasurable effect. So far, our 

discussion has focused on    positive reinforcement    ,  in which a 

person repeats a behavior that leads to a reward. Sometimes 

individuals operate on the environment to remove an unpleas-

ant stimulus, as in the case of your request that the neighbor 

turn down the stereo. The removal of the unpleasant stimu-

lus is called    negative reinforcement    .  

    It is easy to confuse negative reinforcement with the idea 

that a person is being penalized for engaging in a certain 

behavior. However, this is called    punishment    ,  and involves 

applying an aversive stimulus, such as scolding, which is 

intended to reduce the frequency of the behavior that pre-

ceded the punishment. When a parent scolds a misbehaving 

boy, the presumption is that the scolding will cause the child 

to stop misbehaving. If you receive a speeding ticket, this pun-

ishment is intended to stop you from speeding in the future. 

    The purpose of negative reinforcement, however, is to 

increase, not decrease, the frequency of the behavior that 

preceded it. For example, the parent of the misbehaving boy 

may tell him that as soon as he does what he is told, the 

scolding will stop. Your call to the neighbor stops the aggra-

vating noise of  the stereo, thus increasing the neighbor’s 

behavior of keeping quiet. Negative reinforcement makes it 

more likely that you will repeat the behavior that succeeded 

in removing the unpleasant stimulus. Behaviorists prefer 

negative reinforcement to punishment, because research has 

shown that punishment has unpredictable effects on behav-

ior (Gershoff, 2002). For example, a child who is spanked 

may rebel, learn to fear the parent, or even imitate the par-

ent by being physically aggressive with peers and siblings. 

    In the absence of reinforcement, most learned behaviors 

tend to diminish and fi nally cease. If you go to your favorite 

music store and fi nd that it is unexpectedly closed for the 

afternoon, you might return one or two more times, but, if  

this keeps happening, eventually you will stop going there. 

   Extinction    is the term used to describe the cessation of behav-

ior in the absence of reinforcement. In treating a behavior 

problem, such as that of a girl who yells out answers in the 

classroom, the teacher might attempt to extinguish the behav-

ior by ignoring the child, thereby withholding the reinforce-

ment provided by attention. At the same time, the teacher 

might strengthen appropriate behaviors by attending to the 

child only when she raises her hand to answer a question. 

    We have discussed the learning of  relatively simple 

behaviors. However, operant conditioning is also intended to 

apply to the acquisition of skilled new behavior, such as learn-

ing a language or becoming a profi cient musician.    Shaping    is 

the process of  reinforcing increasingly complex behaviors 

that come to resemble a desired outcome. It is the method 

Burrhus Frederick Skinner (1904–1990) demonstrates the principles 
of operant conditioning that he developed in his laboratory work with 
animals.



an animal trainer uses, for example, to teach a dolphin to jump 

through a hoop. The dolphin does not naturally perform this 

behavior but is capable of doing so with the right incentives. 

The trainer establishes this operant behavior in stages until 

the desired response sequence is completely established. 

Shaping is an important component of certain behavioral 

treatments when combined with other methods of reinforce-

ment, as you will see shortly. 

       Social Learning and Social Cognition 

 Many parents object to their children watching television 

programs or playing video games with violent or adult con-

tent, particularly in recent years, in which murders commit-

ted by high-school students have drawn national attention. 

The concern is that children will fi nd that violent behavior 

produces outcomes desirable to the perpetrator and, there-

fore, will be inclined to act in a similar fashion. The process 

of  acquiring new responses by imitating the behavior of 

another person, called    modeling    ,  has been studied by behav-

iorists who focus on social learning. Theorists who work 

within    social learning    theory are interested in understanding 

how people develop psychological disorders through their 

relationships with others and through observation of other 

people. Some theorists within this perspective also focus on 

   social cognition    ,  the factors that infl uence the way people 

perceive themselves and others and form judgments about 

the causes of behavior. According to these perspectives, not 

only do direct reinforcements infl uence behavior, but so do 

indirect reinforcements, which people acquire by watching 

others engaging in particular behaviors and seeing them 

being rewarded or punished. 

        According to social learning theorist Albert Bandura 

(b. 1925), when you watch someone else being reinforced for 

a behavior, you receive    vicarious reinforcement    because you 

identify with that person (the model) and put yourself  in 

that person’s place. When the model is reinforced, it is as if  

you are being reinforced as well. 

    Bandura has also become known for his work on    self-

effi cacy    ,  the individual’s perception of competence in various 

life situations. According to Bandura, people will try harder 

to succeed in diffi cult tasks if  they are confi dent that they 

can complete these tasks. The concept of self-effi cacy can be 

applied to a variety of  psychological phenomena, including 

motivation, self-esteem, addictions, interpersonal relations, 

delinquent behavior, and health (Bandura, 2004; Bandura 

et al., 2003; Bandura & Locke, 2003). For example, in the area 

of addictions, if individuals do not believe they can control 

their substance use, they will be less likely to follow through 

on the activities needed to help them remain substance-free. 

People who lack self-effi cacy in a given situation can be trained 

to increase their confi dence in their abilities to succeed, thus 

enhancing their feelings of self-worth.   

 Cognitively Based Theory 

 Cognitively based theory focuses on the contribution of the 

individual’s thoughts to maladaptive emotions and behavior. 

Aaron Beck (b. 1921) and Albert Ellis (1913–2007) are leading 

advocates of this approach, having developed it as a way of 

understanding depressive disorders. In addition, David Barlow 

developed a version of cognitive-behavioral therapy that spe-

cifi cally examines the role of cognitions in anxiety disorders. 

Each of these approaches emphasizes not only the fact that our 

thoughts can produce our emotions but also that, by changing 

our thoughts and our behaviors, we can change our emotions. 

    According to Beck, a pervasive feature of many psycho-

logical disorders is the existence of    automatic thoughts   —ideas 

so deeply entrenched that the individual is not even aware 

that they lead to feelings of unhappiness and discourage-

ment. Automatic thoughts appear to arise spontaneously and 

are diffi cult to ignore. For example, in a conversation with a 

friend, a person might start to think, “What a boring person 

I am,” or “That was a dumb thing to say!” In the case of 

depression, automatic thoughts are inevitably followed by 

sadness, because these thoughts are so discouraging (Beck, 

Rush, Shaw, & Emery, 1979). 

    Automatic thoughts are the product of     dysfunctional 

attitudes    ,  personal rules or values people hold that interfere 

with adequate adjustment. These attitudes prime the indi-

vidual who is prone to depression to interpret experiences in 

negative ways through faulty logical processes, as shown in 

 Figure 4.2 . Automatic thoughts emerge from this process, 

leading to the negative emotion of  depression. Whatever 

form of  disorder is involved, the process through which 

negative emotions follow from these thoughts remains the 

central focus of cognitive theory. 

    Albert Ellis proposed an A-B-C model linking cogni-

tive and emotional processes, which suggests that people’s 

general outlook is affected by the the way they think about 

According to social learning theorists, children acquire many behaviors 
by imitating the behaviors of adults.
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experiences (Ellis, 2005). In this model,  A  refers to the “acti-

vating experience” or “adversities,”  B  to beliefs, and  C  to 

consequences. It is the  Bs  that are faulty or irrational in 

people with psychological disorders. Ellis called these irra-

tional beliefs, views about the self  and the world that are 

unrealistic, extreme, and illogical. These irrational beliefs 

cause people to create unnecessary emotional disturbance by 

sticking rigidly to the “musts” and then punishing them-

selves needlessly. They then engage in unnecessary self-pity 

and refuse to admit that they need help. 

    Barlow proposes that a combination of physiological, 

cognitive, and behavioral phenomena contribute to the expe-

rience of dysfunctional emotions, such as the type of anxiety 

that is not rationally tied to the realities of the situation. For 

example, a physiological contributor to anxiety is hyperven-

tilation, in which the individual breathes so rapidly that he 

or she feels deprived of  oxygen. A cognitive contributor to 

anxiety is a misperception of  the seriousness or danger in 

a situation. A behavioral contributor to anxiety is an asso-

ciation that has formed between certain stimuli and feel-

ings of  panic and a desire to avoid the feared situation 

(Barlow, 2002).   

 Treatment 

 According to behavioral and cognitively based perspectives, 

abnormality arises from faulty learning and thinking and can 

be changed by methods that address these processes. In inter-

ventions based on behavioral theory, clinicians use behavioral 

analysis in which they attempt to provide a precise under-

standing of the factors that maintain the behavior before 

proposing methods that are likely to be effective (Mueser & 

Liberman, 1995). In cognitive therapies, the clinician works 

with the client to change maladaptive thought patterns.  

 Conditioning Techniques   Behavior therapists use both clas-

sical conditioning and operant conditioning, relying on mech-

anisms such as positive reinforcement, negative reinforcement, 

aversive conditioning, and extinction. These methods are com-

bined in various procedures that involve helping the client 

unlearn maladaptive behaviors and replace them with behav-

iors that will allow them to move on with their lives. 

  One method that is particularly useful in treating irratio-

nal fears is based on    counterconditioning    ,  the process of replac-

ing an undesired response to a stimulus with an acceptable 

re sponse. Counterconditioning is particularly effective when 

the new response is incompatible with the existing one. The as-

sumption underlying counterconditioning is that if the unde-

sired response was learned, it can be unlearned, and the ac-

ceptable response can be acquired through the same process. 

  Physician Joseph Wolpe (1915–1997) is the primary fi g-

ure in the development of counterconditioning approaches. 

After classically conditioning cats to experience anxiety in 

a room in which they had been shocked, Wolpe developed 

methods to inhibit the anxiety by training them to associate 

the room with eating rather than shocks. From this experi-

ment, Wolpe speculated that the counterconditioning of 

anxiety could serve as a basis for a radically new therapy 

model. His insights (Wolpe, 1958, 1973) have had a major 

impact on behavioral therapy as it is practiced today. 

  Counterconditioning might be used to help a client over-

come a fear of handling knives. The client would be reinforced 

to feel relaxed while holding a knife, so that relaxation replaces 

the undesirable response of fear. The therapist would train the 

client in relaxation techniques and provide rewards for show-

ing a relaxation response instead of fear when presented with 

a knife. Over time, the pairing of rewards with relaxation in 

the presence of the previously feared stimulus should establish 

the new response and reduce or eliminate the old one. 

  A variant of counterconditioning is    systematic desensitiza-

tion    ,  in which the therapist presents the client with progressively 

more anxiety-provoking images of stimuli while the client is in 

a relaxed state. This is considered to be a form of countercon-

ditioning in that, in each successive presentation, the therapist 

encourages the client to substitute the desired response for the 

undesired response—relaxation rather than anxiety. This tech-

nique is used when the clinician believes that having to confront 

the actual stimulus that has provoked the undesirable behavior 

would overwhelm the client. For example, if this client has a 

full-blown anxiety reaction at the sight of a knife, it might be 

unwise to use counterconditioning, because relaxation would 

be impossible under these circumstances. Instead, the therapist 

exposes the client to the knife gradually, in steps, developing a 

hierarchy, or list, of images associated with the fear. At each 

FIGURE 4.2 The relationship among dysfunctional 
 attitude, experience, automatic thought, and negative 
emotion
Source: Adapted from A. T. Beck, A. J. Bush, B. F. Shaw, & G. Emery in Cognitive 
Therapy of Depression. Copyright © 1979 Guilford Publications, Inc. Reprinted by 
permission.

Dysfunctional Attitude
People will probably think less

of me if I make a mistake.

Experience
I gave the wrong answer

in class.

Automatic Thought
People think
I'm stupid.

Negative Emotion
I feel sad and useless.



step, the therapist helps the client enter a relaxed state while 

looking at or handling the feared object. Eventually, the client 

reaches the point of being able to handle a knife without pan-

icking. However, at any point, if the client suffers a setback, the 

therapist must move back down the hierarchy until the client is 

again ready to move on. 

  Another counterconditioning technique developed by 

Wolpe (1973) is assertiveness training, in which the client is 

taught to express justifi ed anger, rather than to be anxious 

and intimidated when other people are exploitive, unduly 

demanding, or disrespectful. As in counterconditioning, the 

underlying rationale is that a person cannot experience 

opposing emotions (anger and anxiety, in this case). By 

strengthening the desired emotion (anger), the opposing emo-

tion (anxiety) is unlearned in that situation. At the same 

time, the client learns communication methods to manage 

diffi cult situations more effectively.   

 Contingency Management Techniques   Another category of 

behavioral therapy techniques uses a simple principle that 

many people follow in their daily lives; that is, desired behavior 

can be established through rewards, and undesirable behavior 

can be eliminated by removing its rewards.    Contingency man-

agement    is a form of behavioral therapy that involves reward-

ing a client for desired behaviors and not providing rewards 

for undesired behaviors. This treatment teaches the client to 

connect the outcome of the behavior with the behavior itself, 

so that a contingency, or connection, is established. 

  In everyday life, people use contingency management to 

stop smoking, control their weight, discipline their children, or 

develop better study habits. Some people turn to therapy if  

their contingency management efforts have failed to change 

undesirable behaviors. A therapist can help monitor the cli-

ent’s behavior and suggest alternative ways to control it. A 

common form of contingency contracting used in  psychiatric 

hospitals is the    token economy    ,  in which residents who perform 

desired activities earn plastic chips that can later be exchanged 

for a tangible benefi t (LePage et al., 2003). 

       Modeling and Self-Effi cacy Training   In the behavioral ther-

apy methods we have discussed so far, clients directly experi-

ence reinforcement for actions they carry out in the context 

of therapy. However, we have seen from Bandura’s research 

that people can learn new behaviors vicariously. Bandura, in 

fact, successfully applied the principle of vicarious reinforce-

ment to behavioral therapy by exposing clients to videotapes 

or real-life models who were being rewarded for demonstrat-

ing the desired behaviors (Bandura, 1971). In this approach, 

a girl who is afraid of dogs might be shown a videotape of 

a girl happily petting a dog and playing ball with it. By see-

ing the videotape, the client presumably develops the idea 

that playing with dogs can be fun and, more important, need 

not be dangerous. Going one step further, the therapist might 

use    participant modeling    ,  a form of therapy in which the 

therapist fi rst shows the client a desired behavior and then 

guides the client through the behavior change. The therapist 

might fi rst play with the dog and then have the girl do the 

same while the therapist offers encouragement. 

  Another form of behavioral therapy relies on Bandura’s 

concept of self-effi cacy. According to Bandura, maladaptive 

responses such as irrational fears arise from the perception 

that one lacks the resources for handling a potentially threat-

ening situation. If  the client’s feelings of  self-effi cacy are 

strengthened, then the client should be able to overcome the 

irrational fear (Bandura, 1991). Self-effi cacy training can 

also help clients gain control over undesired habits such as 

smoking (Shiffman et al., 2000). In this approach, emphasis 

is placed on helping clients feel that they have the emotional 

strength to follow through on their wish to stop smoking.   

 Cognitive Therapies   The principles of cognitive and cognitive-

behavioral therapies are straightforward and follow logically 

from the premise that dysfunctional emotions are the product 

of dysfunctional thoughts. One fundamental technique is 

   cognitive restructuring    ,  in which the clinician helps the client 

alter the way he or she views the self, the world, and the 

future. In this method, the therapist reframes negative ideas 

as more positive ideas to encourage the development of 

more adaptive ways of  coping with emotional diffi culties. 

The therapist questions and challenges the client’s dysfunc-

tional attitudes and irrational beliefs and makes sugges-

tions that the client can test in behavior outside the therapy 

session. 

  One form of  cognitive-behavioral treatment that ad -

dresses a particular form of  anxiety disorder known as 

panic disorder is    panic control therapy (PCT)    ,  which consists 

of  cognitive restructuring, exposure to bodily cues associ-

ated with panic attacks, and breathing retraining (Barlow, 

2002). The cognitive component of  PCT involves teaching 

clients to learn to recognize when their appraisals of situations 

are unrealistically contributing to the emotion of anxiety. 

The principles of contingency management are applied in a range 
of contexts such as teaching typical children, behavioral shaping of 
language with developmentally disabled individuals, and token econ-
omy programs for psychiatrically impaired individuals.
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Throughout this process, clients are expected to monitor 

their reactions and also to be able to identify situations, 

behavior, or people that make them feel safe. Eventually, it 

is hoped that clients will no longer need these supports as 

they gain control over their dysfunctional behaviors, thoughts, 

and emotions. 

  Cognitive theorists and therapists have continued to 

refi ne methods that target the problematic ways in which 

people view and deal with their psychological problems. 

Acceptance and Commitment Therapy (ACT)    ,  which has 

emerged as a widely practiced and researched cognitive inter-

vention, helps clients accept the full range of their subjective 

experiences, including distressing thoughts and feelings, as 

they commit themselves to tasks aimed at achieving behavior 

change that will lead to an improved quality of life (Forman 

et al., 2007). Central to this approach is the notion that, 

rather than fi ghting off disturbing symptoms, clients should 

acknowledge that emotions such as anxiety are going to 

occur in certain situations. By accepting, rather than avoiding 

such situations, individuals can gain perspective and an 

increased sense of control. Therapists using ACT strive to 

help their clients translate their values into specifi c goals and 

reinforce their commitment to the attainment of their goals.  

     Evaluation of the Behavioral 
and Cognitively Based Perspectives 

 Perhaps the main appeal of  the behavioral perspective is its 

relative simplicity and reliance on concepts that can be 

translated into objective measures. This perspective uses a 

limited set of  empirically based principles and circumvents 

sticky philosophical questions by not proposing complex 

structures that underlie behavior. The very simplicity of  the 

behavioral perspective is also its undoing, in the minds of 

many psychologists. Humanists contend that, by restricting 

the defi nition of   psychology  to the study of  observable 

behavior, behaviorists have failed to capture the complexity 

of  human nature and have portrayed free will as a negligible 

infl uence on humans, compared with outside forces in the 

environment. Psychoanalysts argue that the de-emphasis on 

unconscious infl uences, which is characteristic of  behavioral 

approaches, leaves out most of  what is interesting and 

unique about human beings. 

    Cognitively oriented theorists have come closest to satis-

fying both sets of criticism, in that they regard thought pro-

cesses as worthy of studying (satisfying the humanist concerns) 

and propose that behavior can be infl uenced by unstated as -

sumptions about the self  (satisfying the psychoanalytic con-

tentions). However, even the cognitively oriented theorists fail 

to provide an overall explanation of personality structure, re -

stricting their observations to particular problem areas. 

    Although not comprehensive, the behavioral and cogni-

tive theories have a strong empirical base. Each of the major 

theoretical approaches has been grounded in research from 

its inception. The methods of  therapy proposed by these 

theories were tested from and developed through controlled 

studies. When studies have failed to provide supportive evi-

dence, the theory or proposed method of therapy has been 

revised accordingly. As a result, contemporary researchers 

continue to broaden the applications of these theories to a 

variety of clients and settings. Behavioral treatment is used 

for disorders ranging from alcoholism to sexual dysfunction, 

as well as a variety of anxiety disorders, and for social skills 

training in schizophrenia. You will see many instances 

throughout this book in which the contributions of behav-

ioral and cognitive theorists play prominent roles in under-

standing and treating various psychological disorders. Even 

though clinicians may not adhere entirely to behavioral or 

cognitive approaches, most would recognize that certain 

strategies within these models have special advantages.     

Behavioral and Cognitively Based Approaches 
to Treating Meera

Although Meera’s psychological condition is a type not gen-
erally treated with strict behavioral methods, she might bene-
fi t from interventions that focus on interpersonal skills and 
communication. For example, Wolpe might suggest that 
Meera could benefi t from assertiveness training, in which she 
would be taught to express her feelings and needs to others, 
such as her supervisors at work and her family.
 Cognitive therapists would focus on aspects of Meera’s 
thought processes that contribute to her unrelenting depres-
sion. Beck would help Meera see the ways in which her 
automatic thoughts lead to feelings of unhappiness, and he 
would work toward the goal of helping her change her 
views of self, the world, and her future through cognitive 
restructuring.

Q:  How might a cognitive therapist deal with Meera’s con-
cern that she was “untreatable”?

REVIEW QUESTIONS

1.  Which principle of learning theory applies to the case of 

a person with alcoholism who takes medication that 

causes nausea when alcohol is consumed?

2.  What is counterconditioning?

3.  What approach to symptoms is recommended in Accep-

tance and Commitment Therapy?

     Biological Perspective  

 Within the    biological perspective    ,  disturbances in emotions, 

behavior, and cognitive processes are viewed as being caused 

by abnormalities in the functioning of the body. As you will 

read in the following sections, the nervous system and endo-

crine systems play important roles in determining abnormal-

ity, as does the genetic makeup of an individual.  



 The Nervous System and Behavior 

 Complex behaviors, thoughts, and emotions are the result of 

activities of the central nervous system. The central nervous 

system consists of the brain and the nerve pathways going 

to and from the brain through the spinal cord. You can think 

of the central nervous system as a core information-processing 

unit within the body, transmitting information regarding the 

body’s current state to various decision-making centers and 

then carrying these decisions back to the body as the basis 

of  action. These activities occur at a rate of  speed that 

exceeds even the most sophisticated computer and involves 

millions of decisions every second in which trillions of cells 

participate.  

 Neurons, Synapses, and Neurotransmitters   A neuron, or 

nerve cell, is the basic unit of structure and function within 

the nervous system. The neuron is a communicator that 

transmits information between your body and your brain. 

  The transmission of information throughout the nervous 

system takes place at synapses, or points of communication 

between neurons. Electrical signals containing information are 

transmitted chemically across the synapse from one neuron to 

the next. Through this transmission, neurons form intercon-

nected pathways, along which information travels from one 

part of the nervous system to another. 

  Synapses can have one of two effects—either “turning 

on” or “turning off” the neuron that receives information. 

An excitatory synapse is one in which the message commu-

nicated to the receiving neuron makes it more likely to trigger 

a response. In contrast, an inhibitory synapse decreases the 

activity of the receiving neuron. At any given moment, the 

activity of a neuron, and whether it sends off a signal to 

other neurons in its pathway, depends on the balance between 

excitatory and inhibitory synapses. In this way, each neuron 

integrates information from all the signals feeding into it, and 

it responds according to which signal is stronger. 

  Right now, as you read the words on this page, millions 

of electrochemical transmissions are taking place in your brain. 

What are these transmissions like? You might imagine some-

thing like the set of electrical wires that connects the compo-

nents of your stereo system. As the signal passes from one wire 

to another, the sound is transmitted until it fi nally reaches the 

speaker. The nervous system is like this, but with one impor-

tant difference: there are no hard-wired connections between 

the neurons. The neurons do not touch; instead, there is a gap 

at the juncture between neurons, called the synaptic cleft. The 

transmission of information from the axon of one neuron to 

the dendrites of other neurons involves chemical and electrical 

activities occurring across the synaptic cleft. (The fact that syn-

apses do not involve direct connections will prove to be par-

ticularly important later, when we discuss how psychoactive 

medications affect the brain.) A chemical substance is released 

from the transmitting neuron into the synaptic cleft, where it 

drifts across the synapse and is absorbed by the receiving neu-

ron. This substance is called a    neurotransmitter    ( Figure 4.3 ). 

  There are several kinds of neurotransmitters that differ 

in their chemical composition. Some of the more important 

ones are  acetylcholine  (ACh),  gamma - aminobutyric acid  

(GABA),  serotonin ,  dopamine ,  norepinephrine , and  enkepha-

lins . Some neurotransmitters are excitatory, in that they in -

crease the likelihood that the receiving neuron will trigger 

a response. Norepinephrine is generally considered an  ex-

citatory neurotransmitter, and a defi cit in this substance is 

thought to be a causal factor in depression. Other neurotrans-

mitters, such as GABA, have an inhibitory effect when they 

pass through the synapse. Some tranquilizers work by facilitat-

ing GABA activity—which, in effect, “slows down” the ner-

vous system. The enkephalins have received particular attention 

since the early 1980s, because they have been recognized as the 

body’s naturally produced painkillers. Abnormalities in other 

neurotransmitters are considered likely sources of some forms 

of abnormal behavior. For example, researchers hypothesize 

that serotonin is involved in a variety of disorders, including 

obsessive-compulsive disorder, depression, and eating disor-

ders. An excess of dopamine activity has been hypothesized to 

cause symptoms of schizophrenia. Conversely, a dopamine 

defi cit causes trembling and diffi culty walking, which are 

symptoms of Parkinson’s disease. 

  You can see by these examples that neurotransmitters 

play a central role in affecting a variety of behaviors. Other 

disorders, particularly those that respond to medication, may 

someday be found to have their source in neurotransmitter 

imbalances. The potential that this approach offers to the 

understanding and treatment of psychological disorders can-

not be overemphasized, because it suggests relatively direct, 

simple interventions that can reduce the toll these disorders 

take on the quality of human life. However, it is unlikely that 
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Blocks release of
neurotransmitter  

Blocks receptor for 
neurotransmitter  

Enhances release of
neurotransmitter  

Enhances by mimicking 
neurotransmitter  

Blocks removal of
neurotransmitter  

FIGURE 4.3 Action of drugs at the synapse Different drugs 
affect different parts of the nervous system and brain, and each drug 
functions in one of these specifi c ways.
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a magic cure will be found that can eliminate a broad spec-

trum of serious mental disorders.    

 Genetic Infl uences on Behavior 

 It is common for parents to scrutinize their children to see 

which of their characteristics have emerged, from the father’s 

long fi ngers to the mother’s small nose. Relatives often 

engage in ample speculation about the origins of this or that 

characteristic in the younger generation. Perhaps an aunt or 

uncle has told you that you have your grandmother’s smile 

or that you are as mischievous as your father was when he 

was young. Apart from these informal assessments, most 

people would fi nd it diffi cult to trace precisely the genetic 

routes through which offspring come to acquire the behav-

iors and personality traits that have made their way through 

the family tree. There is good reason for this. The mecha-

nisms of genetic inheritance often stump even the most so -

phisticated researcher.  

 Basic Concepts in Genetics   When we speak of inherited 

characteristics, we are talking about the components of the 

   genome    ,  the complete set of instructions for building all the 

cells that make up an organism. Think of your genome as 

the blueprint for you. The human genome is found in each 

nucleus of a person’s many trillions of cells. As is true for any 

building plan, things can change as a result of environmental 

factors. This interaction of the gene with the environment is 

refl ected in the    phenotype    ,  which is the external expression of 

the genes. We will return to this crucial point later. 

  The genome for each living creature consists of tightly 

coiled threads of the molecule    deoxyribonucleic acid (DNA)    .  

The DNA resides in the nucleus of the body’s cells as 23 sets 

of paired strands each spiraled into a double helix, a shape 

that resembles a twisted ladder. Four nitrogen-containing 

chemicals, called bases, appear like beads of a necklace on 

each strand of DNA and form a particular sequence. This 

sequence of bases contains the information the cells need to 

manufacture protein, the primary component of all living 

things. Another function of DNA is to replicate itself  before 

the cell divides. This makes it possible for each new cell to 

have a complete copy of the DNA’s vital message, so that it 

can continue the process of protein manufacturing carried 

out by the original cell. 

  A    gene    is a functional unit of a DNA molecule carrying 

a particular set of instructions for producing a specifi c protein. 

There are about 32,000 genes in the human body, and every 

gene is made up of 2 million pairs of chemical units called 

nucleotide bases. Human genes vary widely in length, often 

extending over thousands of bases, but only about 10 per-

cent of the genome actually contains sequences of genes used 

to code proteins. The rest of the genome contains sequences 

of bases that code for nothing of known value. 

  The genome is organized into    chromosomes   —distinct, 

physically separate units of coiled threads of DNA and asso-

ciated protein molecules ( Figure 4.4 ). Each chromosome 

contains hundreds to thousands of genes. In humans, there 

are two sets of chromosomes, one set contributed by each 

parent. Each cell has 23 single chromosomes: 22 are auto-

somes and contain non-sex-linked information, and the 23rd 

is the X or Y sex chromosome. A normal female has a pair 

of X chromosomes, and a normal male has an X and Y pair. 

Although each chromosome always has the same genes on 

it, there is no rhyme or reason to the distribution of genes 

on chromosomes. A gene that produces a protein that infl u-

ences eye color may be next to a gene that is involved in 

cellular energy production. 

Chromosome

Nucleus

Cell

Bases

FIGURE 4.4 The human genome Every human cell (with the 
exception of mature red blood cells, which have no nucleus) contains 
the same DNA. Each cell has 46 molecules of double-stranded DNA. 
Each DNA molecule is made up of 50 to 250 million bases housed in 
a chromosome.



      Genes undergo alterations, called mutations, often from 

faulty copying when a cell reproduces itself, or from chemical 

alterations by sunlight or carcinogens. Signifi cant changes in 

DNA can result in faulty functioning of proteins. Genetic 

mutations can be either inherited from a parent or acquired 

over the course of one’s life. Inherited mutations originate 

from the DNA of the cells involved in reproduction (sperm 

and egg). When reproductive cells containing mutations are 

combined in one’s offspring, the mutation will be in all the 

bodily cells of that offspring. Inherited mutations are respon-

sible for diseases such as cystic fi brosis and sickle cell anemia 

and may predispose an individual to cancer, major psychiatric 

illnesses, or other complex diseases. Acquired mutations are 

changes in DNA that develop throughout a person’s lifetime. 

Remarkably, cells possess the ability to repair many of these 

mutations. If these repair mechanisms fail, however, the muta-

tion can be passed along to future copies of the altered cell.   

 Models of Genetic Transmission   Recall that the cells of the 

body contain two sets of chromosomes, one inherited from 

the mother and one from the father. Each set of chromo-

somes has the same genes, but many of these genes come in 

different variants, called    alleles   . Genetically based traits (such 

as hair color and eye color) are determined by the combina-

tion of the gene’s two alleles that the individual inherits, one 

from each parent. Alleles are described as either dominant or 

recessive, depending on whether one or both must be present 

in the individual’s genome for the trait to be expressed. A 

dominant allele always expresses the trait that it codes, no 

matter what the other allele is. A recessive allele is expressed 

only if  it is paired with another recessive allele. 

  Certain genetic disorders are based on a dominant pat-

tern of inheritance. In this case, a person has inherited a 

“normal” allele and a “disease” allele. Since the disease allele 

is dominant, it is expressed in the individual, who is likely to 

become affl icted with the disorder. The affected individual, 

therefore, carries one normal and one disease allele. Let’s say 

the affected individual is a male. When he has children, each 

of his children has a 50 percent chance of inheriting the dis-

ease allele and, therefore, has a 50 percent chance of develop-

ing the disorder. Another pattern of  disease inheritance 

involves altered recessive genes. In this case, both parents 

carry one normal allele and one disease allele. Although nei-

ther parent has the disease, each is a carrier. Think of  the 

alleles as “ND” and “ND,” with “N” for normal and “D” for 

disease. Two NDs can produce four possible combinations: 

NN, ND, DN, and DD. Therefore, each child has a 1/4 

chance of being diseased, a 1/4 chance of being normal, and 

a 2/4 (1/2) chance of being a carrier like the parents. 

  When scientists attempt to determine the genetic ori-

gins of particular psychological and physical characteristics, 

they often begin with the assumption that a characteristic was 

acquired through this type of dominant-recessive pattern of 

transmission. Infi nitely more challenging is the process of de -

termining patterns of inheritance when the pattern does not 

follow one of dominant-recessive transmission. Complex traits 
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are characteristics that refl ect an inheritance pattern that does 

not follow the simple rules of dominant and recessive combi-

nation. This inheritance pattern follows a    polygenic    model of 

genetic inheritance, in which two or more genes participate to 

determine a characteristic. In a polygenic model, multiple 

genes are assumed to play a role in combining, perhaps at dif-

ferent levels, to determine the overall expression of a charac-

teristic. The combined pattern of as many as 10 or 100 genes 

determines whether the individual acquires a polygenetically 

determined characteristic, such as body size. 

  Estimates of     heritability    ,  the proportion of  the off-

spring’s phenotype that is due to genetic causes, have been 

applied to traits as diverse as religiosity, political orientation, 

job satisfaction, leisure interests, proneness to divorce, sub-

jective well-being, and even perceptions of one’s talents or 

abilities. Theorists claim that these characteristics have a 

strong genetic component, as indicated by high heritability 

indices (Bouchard et al., 1990; Diener & Lucas, 1999; McGue, 

Hirsch, & Lykken, 1993; Plomin & Caspi, 1999).   

 Genes, Environment, and Psychological Disorders   Even 

though gene studies provide researchers with lots of informa-

tion about human inheritance, researchers have come to accept 

the notion that an interaction of nature and nurture causes 

most forms of psychological disorders. As we saw in Chapter 1, 

current models propose interactions between genetic and envi-

ronmental contributors to behavior in which nature and nur-

ture have reciprocal infl uences on each other. Let’s take a look 

at these interactions in more depth. 

  Consider the example of extraversion (outgoing behav-

ior), which researchers have claimed to be a partially inherited 

characteristic (Loehlin, McCrae, Costa, & John, 1998; Saudino 

et al., 1999). A girl born with extraversion genes may trigger 

friendly responses from people in her environment that encour-

age her to be even more extraverted, leading to the growth of 

this trait within her personality. A variation on this model is 

that people select environments that are consistent with their 

genetically determined interests and abilities and that the 

environments, in turn, further infl uence the expression of 

these qualities (Scarr, 1992). According to this model, geneti-

cally based characteristics are enhanced by experiences that 

people have chosen because they possess these interests. 

  Another interactive view of the relationship between 

genes and the environment is the    diathesis-stress model    (men-

tioned in Chapter 1), a proposal that people are born with a 

diathesis (genetic predisposition) or acquire a vulnerability 

early in life due to formative events such as traumas, diseases, 

birth complications, and even family experiences (Zubin & 

Spring, 1977). Such vulnerability places individuals at risk for 

the development of a psychological disorder. A dramatic 

illustration of the diathesis-stress model comes from a large 

study extending over a period of nearly 20 years. Biological 

parents with and without psychiatric disorders and their 

offspring were assessed through extensive interviews and rat-

ings to determine the risk to the offspring of  developing 

psychiatric disorders (Johnson et al., 2001). A key variable in 
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this study was the presence of maladaptive parental behavior. 

Children who developed psychiatric disorders were found to 

be living in homes characterized by high levels of maladap-

tive behaviors by parents, whether or not the parents had 

psychiatric disorders. The children of parents who had psy-

chiatric disorders developed psychiatric disorders only when 

the parents had a history of maladaptive behavior. The dia-

thesis of having parents with psychiatric disorders led to the 

development of disorders in children only when combined 

with the stress of living in a home with parents having dis-

turbed behavior. 

  Complicating the gene-environment equation even further 

is the fact that, as pointed out earlier, the genome is not 

always expressed in the phenotype, or observed characteristics 

of the individual. Some people with a    genotype    that would 

predispose them to developing a certain disease may not 

manifest the disease, a phenomenon referred to as incomplete 

   penetrance    .  Such factors as age, gender, environment, and 

other genes infl uence the degree of penetrance of a genetically 

inherited characteristic. In other cases, a person may develop 

a disease due to environmental or random causes, without 

having inherited a predisposition for that disease. 

  Another perspective on genetic factors is provided by the 

   multifactorial polygenic threshold    model (Gottesman, 1991; 

DiLalla, Gottesman, & Carey, 2000; Moldin & Gottesman, 

1997). Researchers who hold to this model maintain that sev-

eral genes with varying infl uence are involved in the transmis-

sion of a disorder or characteristic. The vulnerability for a 

disease is seen as ranging from low to high, depending on the 

combination of genes that the individual inherits. The disor-

der’s symptoms are produced when the accumulation of 

genetic and environmental factors exceeds a certain threshold 

value. Most contemporary researchers agree that this model 

provides a better explanation for the actual patterns of family 

incidence than does the single-gene model or models based on 

simpler mechanisms of genetic inheritance. 

  Which model is correct? It is possible that all hold par-

tial answers, depending on the modifi ability of the charac-

teristic being considered. A person with a tallness genotype 

does not become taller by playing basketball, but a person 

with artistic talent may become more profi cient with train-

ing. Physical characteristics may also vary in the degree to 

which they can be modifi ed; a person with heavy genes may 

maintain an average weight through careful dieting and exer-

cise. However, blue eyes cannot be changed to brown, no 

matter what the person looks at or does. Apart from such 

obviously restricted physical characteristics, the idea of mod-

ifying the expression of genetically acquired traits or health 

problems through the control of lifestyle factors represents 

an exciting possibility.    

 Treatment 

 Therapies that follow from the biological perspective are pri-

marily oriented to reducing or alleviating the symptoms of a 

disorder by addressing possible physiological abnormalities. 

   Somatic    (bodily)    therapies    involve treatments that act on 

known or presumed causes of the disorder.  

 Psychosurgery   The fi rst form of somatic therapy is in some 

ways the most extreme: surgical intervention on the brain, 

also known as    psychosurgery    .  The most typical form of psy-

chosurgery involves disconnecting the frontal lobes from the 

rest of the brain. The basic procedure of this type of surgery 

was developed by the Portugese neurosurgeon Egas Moniz in 

1935 as a way to relieve the symptoms of people with severe 

psychosis. The technique was considered a major break-

through at the time, and Moniz received a Nobel Prize in 

1949 for his work. After the development of antipsychotic 

medications in the 1950s, psychosurgery as a widespread 

practice was virtually discontinued due to negative side effects 

such as the dulling of emotionality and loss of motivation. 

Even though psychosurgery is rarely performed today, some 

mental health professionals still recommend this procedure 

to treat people with otherwise intractable forms of obsessive-

compulsive disorder (Woerdeman et al., 2006).   

 Electroconvulsive Therapy   Less extreme than psychosurgery, 

but also controversial, is    electroconvulsive therapy (ECT)    for 

the treatment of severe depression. In ECT, an electric shock 

is applied through electrodes attached across the head, produc-

ing bodily convulsions. This method was developed in 1937 by 

Ugo Cerletti, an Italian neurologist who developed the proce-

dure through his work in the fi eld of treatment for epilepsy, a 

brain seizure disorder. Cerletti noticed in his experiments that 

dogs who were induced to undergo convulsions from electro-

shocks were much calmer afterward. The attempt to treat 

severe psychological disorders by causing radical alterations in 

the brain’s environment was based on the notion that these 

chemical changes would stimulate benefi cial changes in the 

neurons, thus reducing the patient’s symptoms. As ECT began 

to spread throughout Europe, refi nements were added that re -

duced the risk of muscle injury during the convulsions. 

  As ECT’s popularity grew in the 1940s and 1950s, so did 

the criticisms against it, in part because it was often inap-

propriately applied to patients who seemed out of control. 

This was the image depicted in Ken Kesey’s  One Flew over 

the Cuckoo’s Nest . As a result of the controversy surround-

ing ECT, the method had largely fallen into disuse by the 

mid-1970s. However, it was still used for treating a narrow 

range of disorders, and the National Institutes of  Health 

(1985) issued a statement in support of its limited applica-

tion to these disorders. In recent years, there has been a 

resurgence of interest in ECT as a method of treatment for 

severe depression (Lisanby, 2007). It has also been used suc-

cessfully with severely depressed older adults (Gebretsadik, 

Jayaprabhu, & Grossberg, 2006). As we discuss in Chapter 9, 

considerable controversies persist regarding the use of ECT, 

with particular concern about the commonly reported side 

effect involving disruption of some forms of memory.   

 Transcranial Magnetic Stimulation   In    transcranial magnetic 

stimulation (TMS)    ,  a powerful electromagnet is placed on the 



individual’s scalp and a current is passed through the cortex. 

This procedure is generally used repeatedly (rTMS), with the 

goal of increasing or decreasing the excitability of the neurons 

in the targeted area. The current is not limited to the cortex, 

but seems to have its effect more generally on structures in the 

subcortical areas of the brain. There is hope that rTMS will 

ultimately replace ECT in the treatment of major depressive 

disorder, but it is still too soon to tell (Couturier, 2005). Nev-

ertheless, rTMS seems to be an effective treatment when com-

bined with medications (Rumi et al., 2005).   

 Deep Brain Stimulation   In    deep brain stimulation (DBS)    ,  

a neurosurgeon plants in the brain a microelectrode that 

delivers a constant low electrical stimulation to a small region 

of the brain. Based on the fact that motor control systems 

deep within the brain, the basal ganglia, are less active in 

people with neurological disorders such as Parkinson’s dis-

ease, neurosurgeons developed DBS as a treatment method 

to increase the activity of the basal ganglia. The DBS system 

consists of three components: the lead, the extension, and 

the neurostimulator. The lead is a thin, insulated wire that 

is inserted through a small opening in the skull and implanted 

in the brain. The tip of the electrode is positioned within the 

targeted brain area. The extension is an insulated wire that 

is passed under the skin of the head, neck, and shoulder, 

connecting the lead to the neurostimulator. The neurostimu-

lator (the “battery pack”) is usually implanted under the 

skin near the collarbone. In some cases it may be implanted 

lower in the chest or under the skin over the abdomen. Once 

the system is in place, electrical impulses are sent from the 

neurostimulator up along the extension wire and the lead 

and into the brain ( Figure 4.5 ). Newer applications of  DBS 

are being investigated for the treatment of  psychological 

disorders, including obsessive-compulsive disorder and major 

depressive disorder (Kopell & Greenberg, 2007). One of the 

benefi ts of  DBS is that the stimulation can be altered in 

response to the client’s reactions during treatment. The hope 

is that this minimally invasive procedure will have wide-

spread applicability to a variety of other debilitating condi-

tions for which conventional treatments have been ineffective 

(Greenberg et al., 2006). 

   Medication   The most common somatic intervention is med-

ication. As we discuss many disorders later in this book, we 

will also describe the medications demonstrated to be effective 

in alleviating the symptoms of these disorders. These medica-

tions typically alter body chemistry in ways that affect the 

levels and actions of brain neurotransmitters. During the past 

decade, major advances in psychopharmacology have resulted 

in the introduction of medications that are dramatically more 

effective than those previously in use. As you will read later 

in this book, medications called    selective serotonin reuptake 

inhibitors (SSRIs)    (e.g., fl uoxetine/Prozac) have been remark-

ably effective in treating the symptoms associated with many 

disorders, such as depression and obsessive-compulsive dis-

order. As you will read in the chapter on mood disorders, se-

lective serotonin reuptake inhibitors block the reuptake of 

serotonin at the synapse, enabling more of this neurotransmit-

ter to be available at the receptor sites. For clients suffering 

from schizophrenia, atypical antipsychotic medications (e.g., 

clozapine/Clozaril) have changed the lives of people whose 

debilitating cognitive, emotional, and behavioral symptoms 

had previously caused havoc. Clozapine blocks serotonin, as 

well as dopamine to a lesser degree. 

  A summary of psychotherapeutic medications and their 

modes of action is given in  Table 4.3 . We will discuss these 

medications in the appropriate sections of each chapter.  

        Biofeedback   In    biofeedback    ,  a somatic intervention is com-

bined with behavioral principles with the goal of providing 

clients with the means of  controlling their physiological 

responses. These responses can be under voluntary control, 

such as the actions of the skeletal muscles that are controlled 

by the central nervous system. More important, clients can 

also learn to control the so-called visceral functions of the 

autonomic nervous system and the hormonal responses of 

the endocrine system, including heart rate, blood pressure, 

contractions of  the intestinal muscles, and galvanic skin 

response. 

  The basis for biofeedback was largely in the pioneering 

work in the 1960s and 1970s conducted by Rockefeller Uni-

versity psychologist Neal E. Miller. Based on extensive 

experimental work on the instrumental (operant) condition-

ing of laboratory animals (Miller & Banuazizi, 1968), Miller 

concluded that it was possible to use reinforcement to alter 

physiological responses. He further theorized that some 

physiological symptoms in humans resulted from misinter-

pretations of the cues from their bodies (Miller & Dworkin, 

1977). Biofeedback allows clients to learn to recognize their 
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FIGURE 4.5 Deep brain stimulation DBS is an innovative tech-
nique by which electrical impulses are sent to the brain to alleviate symp-
toms of psychological disorders such as OCD and severe depression.
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TABLE 4.3 Common Psychotropic Medications

Substance (Trade Name) Method of Action Disorder

Selective Serotonin 
Reuptake Inhibitors (SSRIs)

Citalopram (Celexa) Block serotonin reuptake mechanism, Depression, anxiety disorders including
Escitalopram (Lexapro)  resulting in increased levels of  obsessive-compulsive disorder, social
Fluoxetine (Prozac)  serotonin  phobia, panic disorder, PTSD,
Fluvoxamine (Luvox)   generalized anxiety disorder, and
Paroxetine (Paxil)   eating disorders; may be used to
Sertraline (Zoloft)   control symptoms of borderline 
   personality disorder

Atypical Antipsychotic 
Medications

Clozapine (Clozaril) Block serotonin receptors as well Schizophrenia as well as
Olanzapine (Zyprexa)  as dopamine receptors (to a  symptoms of Alzheimer’s
Olanzapine-fl uoxetine (Symbyax)  lesser extent) in the limbic  disease
Quetiapine (Seroquel)  system
Risperidone (Risperdal)
Ziprasidone (Geodon)

Benzodiazepines

Alprazolam (Xanax) Bind to receptor sites of gamma- Anxiety disorders
Chlordiazepoxide (Librium)  aminobutyric (GABA) neurons,
Clonazepam (Klonopin)  which inhibit brain sites involved
Clorazepate (Tranxene)  in producing symptoms of
Diazepam (Valium)  anxiety such as panic attacks
Halazepam (Paxipam)
Lorazepam (Ativan)
Oxazepam (Serax)
Prazepam (Centrax)

Anxiolytics

Buspirone (BuSpar) Mimics the effect of serotonin,  Anxiety disorders, particularly
  stimulating the serotonin receptors  generalized anxiety disorder

Mood Stabilizers

Lithium carbonate (Lithium) Alters metabolism of neurotransmitters,  Bipolar disorder
  including catecholamines and 
  serotonin

Valproate (Depakote) Increases release of GABA Mania and bipolar disorder

Tricyclic Antidepressants

Amitriptyline (Elavil) Block reuptake of norepinephrine Depression, obsessive-compulsive
Clomipramine (Anafranil)  and serotonin, increasing their  disorder
Desipramine (Norpramin)  excitatory effect on the
Imipramine (Tofranil)  postsynaptic neurons
Nortriptyline (Pamelor)

Monoamine Oxidase 
Inhibitors (MAOIs)

Isocarboxazid (Marplan) Inhibit the monoamine oxidase Depression
Phenelzine (Nardil)  enzyme, which converts
Tranylcypromine (Parnate)  norepinephrine, serotonin, and 
  dopamine into inert substances
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Neuroleptics

Low potency (require large doses): Block dopamine receptors, reducing Schizophrenia and also used in treat-
 Chlorpromazine (Thorazine)  the frequency of psychotic symptoms  ment of symptoms of Alzheimer’s
 Mesoridazine (Serentil)  but also interfering with movement  disease
 Thioridazine (Mellaril)  and endocrine function

Middle potency (require 
 moderate doses):
 Aripiprazole (Abilify)
 Loxapine (Loxitane)
 Molindone (Lindane, Moban)
 Perphenazine (Trilafon)
 Thiothixene (Navane)
 Trifl uoperazine (Stelazine)
 Trifl uopromazine (Vesprin)

High potency (require low doses):
 Fluphenazine (Permitil, Prolixin)
 Haloperidol (Haldol)

Stimulants

Methylphenidate (Ritalin) Increase norepinephrine and dopamine Attention-defi cit/hyperactivity disorder
Amphetamine (Adderall)  levels by blocking reuptake and   and narcolepsy
  assisting release

Selective Norepinephrine 
Reuptake Inhibitor (NRI)

Atomoxetine (Strattera) Blocks norepinephrine mechanism,  Attention-defi cit/hyperactivity disorder
  resulting in increased levels of  
  norepinephrine

Norepinephrine Dopamine 
Reuptake Inhibitor (NDRI)

Bupropion (Wellbutrin) Increases norepinephrine and dopamine Depression
  levels by blocking reuptake and
  assisting release

Noradrenaline and Specifi c 
Serotonergic Agent (NaSSA)

Mirtazapine (Remeron) Increases norepinephrine and serotonin Depression
  levels by blocking reuptake and
  assisting release

Serotonin 2 Antagonist/
Reuptake Inhibitor (SARI)

Trazodone (Desyrel) Blocks serotonin mechanisms, resulting Depression
  in increased levels of serotonin

Substance (Trade Name) Method of Action Disorder

bodily signals more clearly and then go on to the next step, 

which is to alter them through instrumental conditioning. For 

example, clients could be taught to recognize the presence of 

tense muscles and then learn to relax them. 

      The training methods used in biofeedback are rela-

tively simple, as they are based on principles of  learning 

and reinforcement, and the client can easily carry them 

outside of  the clinician’s offi ce. However, the initial train-

ing requires very sophisticated instruments to provide pre-

cise measurements of  bodily responses. After determining 

what treatment method is best suited to the client’s symp-

toms (such as muscle relaxation for tension headaches), 
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the clinician hooks up the client to an instrument whose 

output can be easily read. When a desirable outcome is 

achieved (such as a reduction of  muscle tension), rein-

forcement is provided (such as a light or music going play-

ing). Shaping is used, so that initially the thresholds are 

easily within the client’s reach, and gradually, they become 

more challenging. The goal is for the client to be able to 

accurately read bodily signals without the machine and 

then be able to control the response at will.  

     Evaluation of the Biological Perspective 

 Biology is the foundation on which all behavior is based. 

Ultimately, any psychological approach to abnormal behav-

ior must consider the role of  biology. Researchers have 

increasingly realized that, for decades, many disorders that 

had been explained in psychological terms may have had bio-

logical components. In some cases, it is being recognized that 

the connection between biology and psychology is reciprocal. 

For example, emotions such as anxiety can cause bodily 

changes such as increased heart rate and sweating. These 

changes can interfere with a number of psychological pro-

cesses, such as concentration. The realization that one is not 

concentrating well can lead to even greater anxiety. Chronic 

anxiety, in turn, can cause physical changes that create long-

standing health problems. Cases such as that of Meera raise 

some fascinating questions about the role of biology in psy-

chological disorders. Many people reading Meera’s story 

would regard the traumatic loss of her father as the direct 

cause of her depression. However, as you will discover in the 

chapter on mood disorders, depression often has a prominent 

biological component. Many people who develop depression 

have a family history in which one or more relatives have also 

suffered from mood disturbance. Having this information 

available, clinicians can develop hypotheses about the kind of 

mood disorder that is most likely. 

    In recent years, scientists working within the biological 

perspective have focused on the ways in which life experi-

ences change the structure and function of the brain. For 

example, the brain forms new synapses in response to envi-

ronmental infl uences, a phenomenon known as brain plas-

ticity. Exposure to trauma or stress can impair this ability, 

potentially increasing the individual’s risk for developing var-

ious psychological disorders such as depression (Holderbach 

et al., 2007). 

    The search for genetic contributions to psychological 

characteristics and disorders is progressing rapidly with the 

development of new technologies for unlocking biological 

secrets. Complicating this search, however, is the fact that 

most psychological characteristics follow a polygenic rather 

than Mendelian pattern of inheritance. As genetic technolo-

gies develop and are accompanied by increased understand-

ing of the complexities of the gene-environment equation, 

improved understanding of and treatments for genetically 

based disorders will not be far behind.     

In biofeedback, a person learns to regulate autonomic functions by 
attending to bodily changes registered on recording instruments con-
nected to specialized computers.

Biological Approaches to Treating Meera

An extreme procedure, such as psychosurgery, would not 
even be considered for a client such as Meera. Neither 
would electroconvulsive treatment, unless Meera’s depres-
sion became so incapacitating that the usual therapeutic ef-
fi cacy period of antidepressant medication was deemed to 
be too long and too risky.
 Because most clinicians would view Meera’s depression 
as stemming from the trauma caused by her father’s suicide, 
treating Meera just with antidepressant medication would be 
unlikely. Some clinicians might consider the possibility of in-
cluding medication, such as a selective serotonin reuptake 
inhibitor, into a more comprehensive treatment plan if Meera 
complained about severe symptoms, such as appetite distur-
bance, sleep disturbance, and incapacitating sadness. In such 
a treatment regimen, the medication would be a single facet 
of a broader psychotherapeutic intervention.

Q:  If Meera’s depression became incapacitating and she 
was not responding to medication, what biological inter-
vention would most likely be considered?

REVIEW QUESTIONS

1.  What is the term used to describe the proportion of an 

offspring’s phenotype that is due to genetic causes?

2.  Deep brain stimulation, fi rst used for treating people 

with movement disorders, is being applied to treatment 

of which psychological disorders?

3.  Lithium carbonate would most likely be used to treat 

which psychological disorder?



 Biopsychosocial Perspectives 
on Theories and Treatments: 
An Integrative Approach  

 Now that you have read about the major perspectives on 

abnormal behavior, you probably can see value in each of 

them. Certain facets of various theories may seem particularly 

useful and interesting. In fact, you may have a hard time 

deciding which approach is the “best.” However, as we have 

said repeatedly, most clinicians select aspects of the various 

models, rather than adhering narrowly to a single one. In fact, 

in recent decades, there has been a dramatic shift away from 

narrow clinical approaches that are rooted in a single theo-

retical model. Most clinicians use approaches that would be 

regarded as integrative or eclectic. The therapist views the 

needs of the client from multiple perspectives and develops a 

treatment plan that responds to these particular concerns. 

Let’s take a look at three ways in which clinicians integrate 

different therapeutic models (Goldfried & Norcross, 1995): 

(1) technical eclecticism, (2) theoretical integration, and (3) the 

common factors approach. 

    Those adhering to technical eclecticism seek to match a 

specifi c intervention to each client and presenting problem 

(Beutler, Consoli, & Williams, 1995). These therapists do not 

affi liate with the particular theoretical models but are willing 

to acknowledge that a particular technique is effective for a 

certain kind of problem. For example, a therapist who does 

not often use behavioral techniques may recognize the value 

of systematic desensitization in treating a phobic client, while 

using exploratory techniques to understand the developmen-

tal roots of the client’s fears and dependent style. 

    Theoretical integration involves formulating a psychother-

apeutic approach that brings divergent models together on a 

consistent basis in one’s clinical work (Wachtel, 1977, 1997). 

For example, a clinician may consistently choose two theo-

retical bases, such as family systems and cognitive behaviorism, 

from which to develop an intervention model. In a way, the 

clinician is developing his or her own model by means of a 

conceptual synthesis of the contributions of previously estab-

lished models. Somewhat independent of the presenting prob-

lem, this therapist would consistently look for ways in which 

both the family system and maladaptive cognitions have con-

tributed to the client’s distress. The intervention would be 

based on an approach that brings these two models together. 

    When using the common factors approach to integration, 

the clinician develops a strategy by studying the core ingredi-

ents that various therapies share and choosing the compo-

nents that have been demonstrated over time to be the most 

effective contributors to positive outcomes in psychotherapy 

(O’Leary & Murphy, 2006). Strong support has emerged in 

recent years regarding the importance of  the relationship be-

tween a client and therapist in determining treatment effi -

cacy. Following a sophisticated scientifi c analysis of psycho- 

therapy outcome studies, Wampold (2001) concluded that 

common factors, rather than specifi c techniques, are what 

make psychotherapy work. In fact, he considers the working 

alliance as the key component of psychotherapy: “The alli-

ance appears to be a necessary aspect of therapy, regardless 

of the nature of the therapy” (p. 158). Some clinicians com-

bine elements of three integrative approaches, yielding what 

is referred to as a mixed model of integration. 

    When reading Dr. Tobin’s cases throughout this text, 

you will see how she approaches her work from an integra-

tive framework. In addition to incorporating techniques 

from various models into her treatment approach, Dr. Tobin 

is attuned to the importance of attending to certain common 

factors in her clinical work. For example, you will read about 

the emphasis Dr. Tobin places on her working relationship 

with her clients. She realizes that the most effective of tech-

niques will be worthless unless she and her clients are allied 

in a collaborative working relationship. 

    As you read about the various psychological disorders 

in the chapters that follow, imagine the approach you might 

take if  you were treating people with these disorders. Think 

of the extent to which you might rely on psychodynamic, 

humanistic, family systems, behavioral, cognitive, and bio-

logical models in understanding and treating these condi-

tions. We will discuss the current state of the science re-

garding which explanations and interventions are deemed 

most appropriate and effective. At the same time, it is impor-

tant for you to keep in mind that knowledge about many of 

these conditions and the effi cacy of certain interventions is 

still limited. The science of psychopathology and the art of 

psychotherapy are still evolving.  
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Integrative Approach to Treating Meera

An integrative therapist, such as Dr. Tobin, would face several 
choices in treating a client such as Meera. Perhaps Meera’s 
depression is rooted in lifelong confl icts that would warrant 
some exploratory work. At the same time, Meera might ben-
efi t from cognitive strategies aimed at helping her change her 
views of herself, her world, and her future. Although Meera’s 
depression is not so severe as to warrant extreme biologically 
based interventions, some clinicians might consider suggest-
ing antidepressant medication if her symptoms worsened. 
Furthermore, the therapist might suggest that Meera’s family 
participate in the therapy, because Meera’s depression devel-
oped in response to a family trauma. The family therapy deci-
sion would rest primarily on Meera’s preference; some clients 
feel strongly about limiting their psychotherapy to a private 
endeavor, uncomplicated by involving family members. Re-
gardless of the therapeutic techniques tapped, a skilled clini-
cian would base Meera’s therapy on a foundation of empathy, 
acceptance, and support. You will see in the next section just 
what Dr. Tobin chose to include in her work and how her in-
tegrative approach played out.

Q:  What role might a common factors approach play in an 
integrative treatment of Meera?
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   Meera’s History  

 Until the day of her father’s death, 

Meera had thought of her family as 

“typical, American, and middle 

class.” She was the youngest of four 

girls, each of whom had reportedly 

gone on to successful careers and 

marriages. Meera’s parents owned a 

real estate business, which they had 

started prior to the birth of any of the 

children. 

  Meera’s parents had emigrated 

from India several decades earlier in 

order to study at an American uni-

versity. A few years after settling in 

the United States, they became 

American citizens and maintained 

relatively little contact with relatives 

in India. Although they described 

themselves as adherents of Hindu-

ism, they gradually moved away from 

the religion and most customs of 

their country of origin. Having be-

come acculturated to Western soci-

ety, Meera’s parents did not raise 

their children within any religion. 

They placed considerable impor-

tance on personal achievements in 

each child’s life. 

  Meera remembered that, from an 

early age, she perceived her three 

older sisters as being “great” at ev-

erything they did. As they excelled in 

academics, sports, and social pur-

suits, life seemed to be so easy for 

them. Her mother had similar expec-

tations for Meera, and she made her 

displeasure evident whenever Meera 

failed to attain her mother’s predefi ned 

goals. Even in the early grades of 

school, Meera recalls feeling an inner 

pressure to do well and an accom-

panying feeling of fright that she 

would not succeed. In time, she de-

veloped perfectionistic tendencies 

about which her sisters and mother 

frequently chided her. Everything had 

to be just right—every homework 

assignment, every piece of clothing, 

even the placement of the things in 

her room. Her father responded differ-

ently to Meera’s perfectionistic style, 

however. He took a softer approach, 

in which he tried to talk to her about 

the ways in which she was getting 

herself “too upset” by trying to make 

everything perfect. He tried to com-

municate his appreciation of what she 

did and who she was and to let her 

know that “perfect wasn’t neces-

sarily the best.” 

  As the years went by, Meera 

found herself taking comfort in her 

father’s words, and she learned how 

to accept healthy compromises. She 

didn’t feel compelled to attend an Ivy 

League college or to have a large 

circle of friends. She participated in 

activities, such as the marching band 

and intramural sports, because she 

found them to be fun and she liked 

the other people who were attracted 

to these activities. Even Meera was 

able to acknowledge that, for most of 

her college years, she felt happy and 

healthy, both physically and psycho-

logically. Although she had not been 

involved in an intimate relationship, 

she felt confi dent that the “right guy” 

would come along sooner or later. 

  Meera’s sense of psychological 

stability and serenity was dramati-

cally shaken on that day in March of 

her senior year when she received 

the “still unbelievable” phone call 

from her sister with the news of her 

father’s death. In the months that fol-

lowed, Meera became consumed by 

feelings of sadness and loss, and 

she pulled away from her friends 

and family. She managed to fi nish 

her academic courses, although her 

grade point average for that semes-

ter was the lowest of her college ca-

reer. Despite her mother’s urging 

that Meera participate in com-

mencement, Meera chose to stay 

away from the festivities, stating that 

it would be too emotional for her to 

be at the event without her father 

being present. 

  During the summer months follow-

ing Meera’s completion of college, 

she remained in her apartment and 

made halfhearted attempts to fi nd a 

job. When fall approached, her de-

pression began to lift, and she realized 

that she would have to fi nd a means of 

support. The job as a buyer was one 

of the fi rst for which she applied, and 

she was surprised to land the posi-

tion. In her fi rst year in the job, she 

performed her duties quite adequately. 

She received high performance eval-

uations and corresponding salary 

raises. As with anything positive that 

happened in her life, Meera did not 

take much satisfaction in these suc-

cesses. She went about her work, 

mostly in a solitary manner, interact-

ing with others only when the circum-

stance necessitated doing so. As the 

months passed, however, this solitary 

style of living became increasingly 

unbearable, so she decided to con-

tact me to initiate psychotherapy.    

 Assessment  

 Meera’s case provided an interesting 

assessment challenge. In some ways, 

her issues seemed very evident; she 

was suffering from unresolved grief 

associated with the tragic death of 

her father. However, I felt that Meera’s 

clinical issues were far more com-

plicated, as is so often the case. I 

wanted to get a better grasp of sub-

tle interpersonal issues, especially 

those pertaining to early develop-

ment and family relationships. At the 

same time, I wanted to understand 

the extent to which Meera’s low self-

esteem was impeding her satisfac-

tion in life. In addition to an extensive 

clinical interview, I decided to ad-

minister two assessment procedures 

that are markedly different but com-

plementary: the Thematic Appercep-

tion Test and the Beck Depression 

Inventory-II. 

  As I might have expected, Meera’s 

TAT stories were fi lled with themes 

of loss and interpersonal pain. How-

ever, somewhat surprising was the 

depth of rage that characterized 

the interactions between the people 

in her TAT stories. One of the TAT 

cards is a drawing of an older woman 

dressed in black, standing behind 

a younger woman (see page 89). 

Meera described this scenario as 

follows: “The two women are at-

tending the funeral of a friend, Adam. 

They are standing outside the 

church as the coffi n is being carried 

out. The younger woman is feeling 

annoyed, actually furious, that the 

older woman even came to the fu-

neral. In her mind she is thinking, 

‘Who the hell is she to be here! She 

didn’t even like Adam.’ She is also 

irked that the woman is standing so 

close to her, breathing down her 

neck. After a couple of moments, 
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she turns around and gives her a 

nasty look, then walks away.” 

  The relevance of Meera’s TAT 

story to events in her life was evi-

dent. Touching on the most obvious 

themes, it was reasonable to inter-

pret that Meera was identifying 

with the younger fi gure in the pic-

ture, attending the funeral of some-

one close to her (her father), accom-

 panied by someone else (possibly 

her mother) in the background. Per-

haps she felt resentful of her moth-

er’s emotionally distant relationship 

with her father and angered by a 

woman whom she perceived to be 

“breathing down her neck” in life. 

Similar confl ictual themes charac-

terized Meera’s other stories, but in 

most instances there was little reso-

lution of the confl ict. Instead, the 

person in the story evaded the con-

fl ict while internalizing some intense 

feelings about other people. 

  The information from Meera’s 

Beck Depression Inventory-II con-

fi rmed my impression that she was 

seriously depressed. On this measure, 

Meera’s responses refl ected sadness, 

pessimism, loss of pleasure, and self-

criticalness. Although she expressed 

no suicidal thoughts or wishes, I was 

concerned about the extent and depth 

of Meera’s depression.    

 Diagnosis  

 Meera was certainly depressed, but 

her depression was not severe 

enough to warrant a diagnosis of 

major depressive disorder or the du-

ration long enough for the diagnosis 

of dysthymic disorder. The  DSM-IV  

does provide the option of assigning 

the diagnosis of “bereavement” for 

the period following the death of a 

loved one, but the length and nature 

of Meera’s condition made this diag-

nosis inappropriate. In light of the 

profound nature of Meera’s depres-

sion, I viewed her as suffering from 

an unspecifi ed mood disorder. 

  In addition to her depression fol-

lowing the loss of her father, Meera 

was struggling with questions about 

her long-term goals in life, specifi -

cally pertaining to the role of intimate 

relationships and career develop-

ment. Meera needed to develop a 

sense of herself in the present and a 

vision of herself for the future. She 

was trying to delineate an identity 

that was a good fi t.        

  Axis I:    -Mood Disorder Not 

Otherwise Specifi ed 

(296.90)  

       -Identity Problem 

(313.82)  

  Axis II:    None  

  Axis III:    No medical diagnosis  

  Axis IV:    -Bereavement issues 

pertaining to unresolved 

feelings about the death 

of her father  

  Axis V:    -Global Assessment of 

Functioning (current): 68.  

    Highest Global Assessment of Func-

tioning (past year): 68; some diffi -

culties in social functioning but 

satisfactory work involvement and 

performance.    

 Case Formulation  

 I was impressed by Meera’s recog-

nition of the central issues that had 

been upsetting her. She knew, as 

did I, that the suicide of her father 

would be a focal point of our work 

but that her issues were deeper and 

more long-lasting. Feelings of per-

sonal inadequacy had been a part of 

Meera’s emotional life for as long as 

she could remember. Fears of not 

being accepted, particularly by her 

mother and sisters, led Meera to feel 

particularly vulnerable in any close 

relationship. 

  Meera’s lack of closeness with her 

mother early in life initiated a pattern 

of insecurity in other important rela-

tionships. For much of her life, she 

was able to compensate by turning to 

her father for support and affection. 

His suicide traumatized Meera, lead-

ing her to panic about whether any-

one would be there to help her through 

the next phase of her life. Insecurities 

that had always haunted her became 

explosive. Not knowing how to deal 

with others, even close friends and 

relatives, she retreated into a world of 

emotional isolation. Without con-

sciously realizing what she was doing, 

she dismissed the important people 

from her life and felt unable to develop 

new relationships. In her heart was 

the fear that if she were to become 

close to another person, she might 

once again be abandoned.    

 Treatment Plan  

 I felt that the nature of Meera’s is-

sues warranted a psychotherapy 

that integrated exploratory, support-

ive, and cognitive techniques. It was 

important for Meera to understand 

the developmental antecedents of 

her current emotional problems. An 

approach rooted in an object rela-

tions framework would enable me to 

help Meera understand how her un-

satisfying relationship with her 

mother and sisters throughout life 

might be interfering with the estab-

lishment of intimacy in adult life. I 

wanted our work together to focus 

on the sequence of life events, par-

ticularly in her family, that brought 

her to such a state of unhappiness. 

  In addition to exploratory work, 

Meera needed someone to help her 

feel good about herself once again. 

Having become so reliant on her fa-

ther for positive feedback, she was 

emotionally starved for someone to 

respect her and take joy in her ac-

complishments. Ideally, this role 

would eventually be fi lled by an inti-

mate partner. For the time being, 

however, Meera would benefi t from 

a humanistic component to the ther-

apy characterized by a strong posi-

tive regard and acceptance. 

  Complementing the exploratory 

and supportive work, I would also 

incorporate cognitive techniques fo-

cusing on the ways in which Meera’s 

dysfunctional emotions were the 

product of dysfunctional thoughts. 

Through the process of cognitive re-

structuring, Meera could alter the 

ways she viewed herself, her family, 

and other signifi cant people in her 

world. She could learn how to re-

frame negative ideas into positive 

ones that would facilitate the devel-

opment of more adaptive coping 

strategies. 

  I also considered the possibility of 

medication as well as a family therapy 

component in my work with Meera, 

but I ruled out both of these interven-

tions. As for family therapy, Meera 

explained that it was important to her 
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to have an opportunity to have a 

therapeutic relationship that was a 

private and safe place in which she 

could openly explore family issues, 

without the pressure to contend with 

her sisters and mother in the therapy 

context. As for medication, it was my 

sense that her depression was not 

so incapacitating as to warrant anti-

depressant medication; furthermore, 

Meera explained that she preferred 

to tackle her depression psycho-

therapeutically. I agreed with her, 

explaining that we could come back 

to the medication issue if her de-

pression deepened.    

 Outcome of the Case  

 My work with Meera, which lasted 

3 months, stands out in my mind as 

having been very special. I saw my-

self as a “provocative guide” in her 

evolving sense of herself. At fi rst our 

work focused on dealing with her 

feelings about the death of her fa-

ther. In particular, Meera wanted 

and needed an opportunity to be 

openly expressive of her sadness 

about the loss of this relationship 

and her anger toward her father for 

having taken his life. Following the 

assessment sessions, during which I 

conducted a clinical interview and 

administered the TAT and Beck De-

pression Inventory-II, we moved into 

a discussion of her depression and 

unresolved rage. 

  For several sessions, Meera told 

me stories of the warm and nurturing 

relationship she had with her father. 

With tears streaming down her face, 

she put forth unanswerable ques-

tions, such as “Why did he do this?” 

There was no clear answer to this 

query, particularly in light of the fact 

that her father’s cryptic suicide note 

provided no clues about his life-

ending decision, other than the ac-

cusatory comment directed to his 

family members. 

  By the end of our fi rst month of 

working together, I felt that Meera 

had experienced a certain “cleans-

ing” of her emotions relating to 

pent-up feelings about her father’s 

death. She and I both realized that 

she would never be able to fully put 

her father’s suicide behind her; 

nevertheless, she did respond to my 

notion that she “fi le it away” for the 

time being. As I explained to her at 

the time, there are many past events 

in each of our lives that we can’t 

change; however, we do have some 

control over the extent to which they 

intrude into our lives. With a sup-

portive and affi rming style, we incor-

porated cognitive techniques to help 

Meera perceive herself as strong 

and competent and to fi nd ways for 

her to take power over this past hurt, 

rather than being controlled by pain-

ful memories. 

  During the second and third 

months of our work together, the in-

tegrative therapy that I was con-

ducting tapped more developmental 

aspects. With an approach rooted in 

object relations theory, we explored 

Meera’s early life relationships and 

the impact of these family relation-

ships on her current life. At the same 

time, Meera learned the techniques 

of cognitive restructuring, in which 

she was able to alter her thoughts 

about those relationships and thereby 

change her feelings about important 

people in her past and in her present. 

I helped Meera realize how her inter-

actions with others were being de-

fi ned by her trauma. Since her father’s 

suicide, Meera had come to expect 

that any important person in her life 

would eventually abandon her, so she 

retreated from any possible intimacy. 

By capturing this understanding of 

what she was doing, Meera felt free 

to venture into new relationships. 

  In a remarkably short period of 

time, Meera came to see how the 

template of her interpersonal style 

had been established early in life 

and how she had adhered to that 

style for the past two decades. She 

was able to let go of some of her per-

fectionistic traits, while coming to 

view her relationships with others in 

more positive terms. Meera came to 

understand how she had desper-

ately pursued acceptance in her 

family, all the while feeling like an 

outsider. The distance between 

Meera and her mother, whatever the 

basis, had caused her to approach 

intimate relationships with caution 

and distrust. By using Meera’s trans-

ference to me, I was able to point out 

the ways in which she seemed to ap-

proach me with fear and apprehen-

sion. I broadened this interpretation 

to other important relationships in 

Meera’s life, including her interac-

tions with co-workers and friends. 

  By the end of 3 months of work 

together, Meera was clearly happier. 

Her approach to other people had 

changed dramatically. She had be-

gun to accept invitations from her 

friends and to date a man who 

worked with her. 

  It was rewarding to see Meera 

grow and change. I realized that I 

would have liked to continue work-

ing with her because I found the 

work so rewarding; however, I rec-

ognized that my own countertrans-

ference was the basis for this kind of 

thinking. I guess I was gratifi ed by 

the success that she was achieving, 

and I wanted to continue to witness 

Meera’s growth, but my own curios-

ity would not be justifi cation for rec-

ommending that she continue in 

treatment. I realized that it was im-

portant for Meera to separate from 

me—in a way that felt good to her, 

that helped her feel she had the 

emotional strength to leave her work 

with me when the time seemed right. 

We mutually agreed after 3 months 

of progress that the time was, in-

deed, right. 

  Several years have passed since 

Meera’s therapy with me. Each De-

cember, she sends me a holiday greet-

ing and provides a brief sketch of what 

has happened in her life—usually 

happy and upbeat accomplishments 

but also a few comments about diffi -

cult events, experiences, and choices. 

Meera has found herself.   

    Sarah     Tobin  ,   PhD     
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       SUMMARY  

■      Theoretical perspectives infl uence the ways in which clini-

cians and researchers interpret and organize their observa-

tions about behavior. In this chapter, we discussed fi ve major 

theoretical perspectives: psychodynamic, humanistic, socio-

cultural, behavioral and cognitively based, and biological; we 

concluded the discussion with a consideration of an integra-

tive approach in which theorists and clinicians bring together 

aspects and techniques of more than one perspective.  

■      The psychodynamic perspective is a theoretical orientation 

that emphasizes unconscious determinants of behavior and 

is derived from Freud’s psychoanalytic approach. The term 

 psychodynamics  is used to describe interaction among the id, 

the ego, and the superego. According to psychodynamic 

theorists, people use defense mechanisms to keep unaccept-

able thoughts, instincts, and feelings out of conscious aware-

ness. Freud proposed that there is a normal sequence of 

development through a series of what he called psychosexual 

stages, with each stage focusing on a different sexually excit-

able zone of the body: oral, anal, phallic, and genital. Post-

Freudian theorists such as Jung, Adler, Horney, and Erikson 

departed from Freudian theory, contending that Freud over-

emphasized sexual and aggressive instincts. Object relations 

theorists such as Klein, Winnicott, Kohut, and Mahler pro-

posed that interpersonal relationships lie at the core of per-

sonality and that the unconscious mind contains images of 

the child’s parents and of the child’s relationships with the 

parents. Treatment within the psychodynamic perspective 

may incorporate techniques such as free association, dream 

analysis, analysis of transference, and analysis of resistance. 

Considerable debate about the tenets and techniques of the 

psychodynamic perspective continues to take place; much of 

this debate focuses on the fact that psychodynamic concepts 

are diffi cult to study and measure and that some Freudian 

notions are now regarded as irrelevant in contemporary so -

ciety. Newer approaches, based on object relations theory, 

have adapted the concept of  infant attachment style to 

understanding the ways that adults relate to signifi cant people 

in their lives.  

■    At the core of the humanistic perspective is the belief  that 

human motivation is based on an inherent tendency to strive 

for self-fulfi llment and meaning in life, notions that were 

rooted in existential psychology. Carl Rogers’ person-centered 

theory focuses on the uniqueness of  each individual, the 

importance of allowing each individual to achieve maximum 

fulfi llment of potential, and the need for the individual to 

confront honestly the reality of his or her experiences in the 

world. Maslow’s self-actualization theory focuses on the 

maximum realization of the individual’s potential for psy-

chological growth. In client-centered therapy, Rogers recom-

mended that therapists treat clients with unconditional 

positive regard and empathy, while providing a model of 

genuineness and a willingness to self-disclose.  

■      Theorists within the sociocultural perspective emphasize the 

ways that individuals are infl uenced by people, social institu-

tions, and social forces. Proponents of the family perspective 

see the individual as an integral component of the pattern 

of interactions and relationships that exists within the fam-

ily. The four major approaches are intergenerational, struc-

tural, strategic, and experiential. Psychological disturbance 

can also arise as a result of discrimination associated with 

attributes such as gender, race, or age or of pressures associ-

ated with economic hardships. People can also be adversely 

affected by general social forces, such as fl uid and inconsis-

tent values in a society and destructive historical events, such 

as political revolution, natural disaster, or nationwide depres-

sion. Treatments within the sociocultural perspective are 

determined by the nature of the group involved. In family 

therapy, family members are encouraged to try new ways of 

relating to each other and thinking about their problems. In 

group therapy, people share their stories and experiences 

with others in similar situations. Milieu therapy provides a 

context in which the intervention is the environment, rather 

than the individual, usually consisting of staff  and clients in 

a therapeutic community.  

■      According to the behavioral perspective, abnormality is caused 

by faulty learning experiences; according to the cognitive-

behavioral (sometimes called cognitive) perspective, abnor-

mality is caused by maladaptive thought processes. Behaviorists 

contend that many emotional reactions are acquired through 

classical conditioning. Operant conditioning, with Skinner’s 

emphasis on reinforcement, involves the learning of behav-

iors that are not automatic. The process of acquiring new 

responses by observing and imitating the behavior of others, 

called modeling, has been studied by social learning theorists. 

The cognitive theories of Beck emphasize disturbed ways of 

thinking. In interventions based on behavioral theory, clini-

cians focus on observable behaviors, while those adhering to 

a cognitive perspective work with clients to change maladap-

tive thought patterns.  

■      Within the biological perspective, disturbances in emotions, 

behavior, and cognitive processes are viewed as being caused 

by abnormalities in the functioning of the body, such as dis-

orders of  the brain and nervous system or the endocrine 

system. A person’s genetic makeup can play an important 

role in precipitating certain disorders. In trying to assess the 

relative roles of nature and nurture, researchers have come to 

accept the notion of an interaction between genetic and envi-

ronmental contributors to abnormality. Treatments based on 

the biological model involve a range of somatic therapies, the 

most common of which is medication. More extreme somatic 

interventions include psychosurgery and electroconvulsive 

treatment. Biofeedback is a somatic intervention in which 

clients learn to control various bodily reactions associated 

with stress.  

■      In contemporary practice, most clinicians take an integrative 

approach, in which they select aspects of  various models 

rather than adhering narrowly to a single one. Three ways 

in which clinicians integrate various models include techni-

cal eclecticism, theoretical integration, and the common fac-

tors approach.     
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 ANSWERS TO REVIEW QUESTIONS   

 Psychodynamic Perspective (p. 113)  

1.    Defense mechanisms keep unacceptable thoughts, in -

stincts, and feelings out of conscious awareness.  

2.       Transference is a process in which a client relives confl ic-

tual relationships with his or her parents by transferring 

feelings about them onto the clinician.  

3.       They are uncomfortable with emotional interdependencies.     

 Humanistic Perspective (p. 115)  

1.    Carl Rogers proposed the notion of congruence as the 

basis for a healthy personality.  

2.       A directive, client-centered therapeutic style for eliciting 

behavior change by helping clients explore and resolve 

ambivalence  

3.         Maslow proposed that in order for people to achieve self-

actualization, they must have satisfi ed basic physical and 

psychological needs.     

 Sociocultural Perspective (p. 120)  

1.    Interactions among family members, or family dynamics  

2.     Awareness, knowledge, and skills relevant to a particular 

client’s cultural background  

 KEY TERMS 

  See Glossary for defi nitions   

  Acceptance and Commitment Therapy 

(ACT) 126    

  Allele 129    

  Anal stage 108    

  Attachment style 110    

  Automatic thoughts 123    

  Aversive conditioning 121    

  Behavioral perspective 120    

  Biofeedback 131    

  Biological perspective 126    

  Chromosomes 128    

  Classical conditioning 120    

  Client-centered 113    

  Cognitive-behavioral perspective 120    

  Cognitive restructuring 125    

  Conditioned response 121    

  Conditioned stimulus 120    

  Contingency management 125    

  Counterconditioning 124    

  Deep brain stimulation (DBS) 131    

  Defense mechanisms 105    

  Deoxyribonucleic acid (DNA) 128    

  Diathesis-stress model 129  

  Dream analysis 110  

  Dysfunctional attitudes 123    

  Ego 105  

  Electroconvulsive therapy (ECT) 130    

  Extinction 122  

  Family dynamics 116    

  Family perspective 116    

  Fixation 108  

  Free association 110    

  Psychodynamics 104    

  Psychosexual stages 105    

  Psychosurgery 130  

  Punishment 122  

  Reality principle 105    

  Reinforcement 121  

  Resistance 110  

  Secondary process thinking 105    

  Secondary reinforcers 122    

  Selective serotonin reuptake inhibitors 

(SSRIs) 131    

  Self-actualization 114    

  Self-effi cacy 123    

  Shaping 122    

  Social cognition 123    

  Social learning theory 123    

  Sociocultural perspective 116    

  Somatic therapies 130    

  Stimulus discrimination 121    

  Stimulus generalization 121    

  Superego 105    

  Systematic desensitization 124    

  Theoretical perspective 104    

  Token economy 125    

  Transcranial magnetic stimulation 

(TMS) 130    

  Transference 110    

  Unconditional positive regard 114    

  Unconditioned response 121    

  Unconditioned stimulus 120    

  Vicarious reinforcement 123    

  Working through 110       

  Gene 128  

  Genital stage 108    

  Genome 128  

  Genotype 130    

  Heritability 129    

  Hierarchy of needs 114    

  Humanistic perspective 113    

  Id 104  

  Latency 108    

  Libido 105  

  Milieu therapy 119    

  Modeling 123  

  Motivational interviewing (MI) 115    

  Multifactorial polygenic 

threshold 130  

  Negative reinforcement 122    

  Neurotransmitter 127  

  Object relations 109  

  Operant conditioning 121    

  Oral stage 108  

  Panic control therapy (PCT) 125  

  Participant modeling 125  

  Penetrance 130    

  Person-centered theory 113    

  Phallic stage 108  

  Phenotype 128  

  Pleasure principle 105    

  Polygenic 129  

  Positive reinforcement 122    

  Primary process thinking 105    

  Primary reinforcers 122  

  Psychodynamic perspective 104    
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 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6e . 

There you will fi nd more information, resources, and links to topics of interest.                       

 ANSWERS TO PERSPECTIVE BOX QUESTIONS   

 Psychodynamic Approaches to Treating Meera 
(p. 111) 

A:  Meera might respond emotionally toward her therapist 

with anger at times when she feels that the therapist 

might be unavailable for her, such as during a holiday. 

These feelings might refl ect the anger she feels about her 

father’s premature death.   

 Humanistic Approaches to Treating Meera 
(p. 115) 

A:  The therapist would strive to accept all that Meera says, 

even if  she expresses some negative feelings about her 

relationship with her father.   

 Sociocultural Approaches to Treating Meera 
(p. 120) 

A:   Therapists want to consider carefully the role of  a cli-

ent’s cultural and ethnic background. If  therapists feel 

that they lack suffi cient knowledge, they should do 

everything possible to become familiar with this back-

ground.   

 Behavioral and Cognitively Based Approaches 
to Treating Meera (p. 126) 

A:   The therapist would view this as a dysfunctional attitude 

and encourage Meera to do cognitive restructuring so 

that she takes a more realistic view of her prospects for 

improvement.   

 Biological Approaches to Treating Meera (p. 134) 

A:   Although at present this does not seem necessary, if  

Meera continues to remain severely depressed, electro-

convulsive therapy would be a reasonable option.   

 Integrative Approach to Treating Meera (p. 135) 

A:   A strong therapeutic alliance between the therapist and 

Meera would be regarded as an essential contributor to 

the effectiveness of her treatment.    
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3.         Milieu therapy involves providing a therapeutic commu-

nity as a way of helping clients function more effectively.     

 Behavioral and Cognitively Based Perspectives 
(p. 126)  

1.    Aversive conditioning is the principle involved.  

2.     The process of replacing an undesired response to a stim-

ulus with an acceptable response  

3.    Clients are encouraged to accept the full range of their 

subjective experiences and commit to behavior change.     

 Biological Perspective (p. 134)  

1.    Heritability  

2.    Obsessive-compulsive disorder and major depressive 

disorder  

3.      Bipolar disorder       
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  Before I left my offi ce to meet Barbara 

Wilder for the fi rst time, the clinic re-

ceptionist, Marie, pulled me aside in 

the hallway to warn me about the 

situation in the waiting room. Marie 

explained that Barbara’s friend, who 

had come along for support, offered 

the reassuring words that Barbara 

was fi ne and that she commonly had 

these kinds of “attacks.” Even with 

Marie’s warning, the scene would 

leave a lasting mark in my memory—

in a distant corner of the otherwise 

empty waiting room, Barbara was 

writhing on the fl oor in what ap-

peared to be a convulsion. Her friend, 

who had come along for support, 

knelt next to her, offering soothing 

words that eventually had a powerful 

impact on helping Barbara regain 

control of herself. 

  As I walked across the waiting 

room, I sorted through a number of 

options about how I would enter 

this very dramatic situation. I mo-

mentarily wondered if I should re-

turn to my offi ce and wait until 

Barbara had calmed down, but I felt 

it might appear as though I was in-

timidated by Barbara’s behavior. In-

stead, I reached out my hands to 

Barbara and, in a reassuring voice, 

introduced myself and helped her 

rise from the fl oor and take a seat 

in a nearby chair. For a moment, 

Barbara continued to gasp for breath 

but gradually recovered as she sat 

between her friend and me. She 

seemed like a frightened child whose 

fears were contained by the pres-

ence of caregivers sitting beside her. 

I sat there for 5 minutes and offered 

calming words in an effort to offer 

her further comfort. Barbara then 

looked into my eyes and said, “I’m 

really sorry for all this drama. I hope 

you’ll understand that this condition 

is beyond my control.” I told Barbara 

that I realized this and that I also 

recognized how disturbing and 

frightening such reactions could be. 

I asked her to come with me to my 

offi ce. At fi rst, she asked if her friend 

could join us but quickly reconsidered 

and stated, “Actually, I think I should 

try to do this on my own.” 

  As Barbara walked alongside me, 

my occasional glances caused me to 

wonder about whether I had cor-

rectly recalled her age. How could 

this woman be only 22 years old? The 

way she carried her body and shuf-

fl ed her feet, along with the look of 

worry on her face, caused me to 

think that she must be at least in her 

mid-thirties. I wondered whether she 

was suffering from a medical prob-

lem, such as arthritis, that caused 

her to walk and move her body with 

such rigidity. The more we talked, the 

more I realized that her bodily ten-

sion was telling the story of inner tur-

moil rather than physical impairment. 

Barbara began her story by telling 

me how the preceding 6 months had 

been “pure hell.” It all began one 

evening when she was waiting in a 

crowded airport lounge to fl y home 

to visit her parents, her fi rst visit 

since starting her new job. She sud-

denly felt incredibly dizzy, and the 

words on the page of her paperback 

novel began to dance in front of her 

eyes. She felt a roaring sound in her 

ears and a sudden stabbing pain in 

her chest. Her heart pounded wildly, 

and she broke out into a cold sweat. 

Her hands trembled uncontrollably. 

Just that day, Barbara had heard 

about the sudden death of a young 

woman due to a rare heart condition. 

Struggling to overcome the choking 

sensation in her throat, she was con-

vinced that she was about to die. 

  In what seemed to Barbara to be 

an absolute miracle, the woman next 

to her saw what was happening and 

summoned paramedics. Neither they 

nor the physicians who examined 

Barbara could fi nd anything physi-

cally wrong. The doctor told Barbara 

that she was probably exhausted and 

that the airport lounge must have 

been too stuffy. She spent the night 

at the hospital and was released the 

next morning. 

  Barbara had to cancel her visit to 

her parents, but her alarm about the 

incident gradually subsided. Two 

weeks later, though, the same thing 

happened again. She was shopping 

at the mall for a present for her room-

mate, who was to be married in a 

few days. Once again, a medical 

exam showed no physical abnormal-

ities. Barbara began to suspect that 

the physicians were hiding some-

thing from her about the seriousness 

of her condition. Over the next sev-

eral months, Barbara went from phy-

sician to physician, searching in vain 

for someone who could diagnose 

her illness and put her on a proper 

course of therapy. All they did, 

though, was advise her to get some 

rest. One physician prescribed a 

mild tranquilizer, but it offered no re-

lief from her attacks, which became 

even more intense, occurring once 

every 2 weeks. 

  Little by little, Barbara found her-

self staying away from situations in 

which she would be trapped if she 

were to have an attack. She quit her 

job, because she was terrifi ed that 

she would have an attack in the ele-

vator while riding up to her offi ce on 

the 26th fl oor. Eventually, Barbara 

became virtually a total recluse. She 

could not even walk out of her front 

door without feeling an overwhelm-

ing sense of dread. The only time she 

left the house was when her former 

roommate, who was now married, 

took her to the grocery store or for a 

walk. At this friend’s suggestion, 

Barbara sought help at the mental 

health clinic. This young woman ap-

peared to others, for much of her 

early years, to be an individual who 

functioned quite well. They did not 

realize, however, that within Barbara’s 

hidden emotional life, she was tre-

mendously insecure and felt in-

tensely dependent on others. When 

confronted with the challenging life 

transitions of her fi rst job, she be-

came caught up in overwhelming 

anxiety. 

    Sarah     Tobin  ,   PhD     
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   E
veryone becomes anxious from time to time—an 

examination, a sporting match, a meeting with an 

important person, and concern over a new relation-

ship can all create feelings of  apprehension. Often a per-

son’s anxieties are about the future, whether long-term 

concerns about a career or more immediate worries about 

a Saturday night date. Think about your experiences involv-

ing anxiety. Perhaps you were so nervous while taking an 

examination that your mind went blank, or you were so 

wound up while playing in a close basketball game that you 

missed an easy shot. The anxiety of  giving an oral presen-

tation in class may have left you tongue-tied and embar-

rassed. As upsetting as any of  these experiences may be, 

none would be considered abnormal functioning. It is even 

possible that such experiences had benefi cial aspects. You 

may have developed ways to calm yourself, which you then 

found useful in other circumstances, or your anxiety may 

have energized you to overcome obstacles and perform 

more effectively. Thus, in moderation, anxiety may serve 

some positive functions. 

  Although the terms  fear  and  anxiety  are commonly 

used interchangeably, psychologists make a distinction be -

tween them in a clinical context.    Fear    refers to an innate, 

almost biologically based alarm response to a dangerous 

or life-threatening situation.    Anxiety    ,  in contrast, is more 

future-oriented and global, referring to the state in which 

an individual is inordinately apprehensive, tense, and 

uneasy about the prospect of  something terrible happen-

ing. People who suffer from the disorders covered in this 

chapter experience false alarms, in which harmless stimuli 

or situations are regarded as dangerous. Anxiety has both 

cognitive and affective components. When you are anx-

ious, you have a feeling that something terrible will happen 

and that you are powerless to change it. You start to focus 

on your inner concerns, while becoming hypervigilant, or 

overly watchful, regarding the possibility of  danger or 

threat. 

  Anxiety becomes a source of clinical concern when it 

reaches such an intense level that it interferes with the ability 

to function in daily life, as a person enters a maladaptive 

state characterized by extreme physical and psychological 

reactions. These intense, irrational, and incapacitating expe-

riences are the basis of the anxiety disorders, which affect as 

many as 28 percent of Americans on a lifetime basis (Kessler 

et al., 2005). 

          The Nature of Anxiety Disorders  

 People with    anxiety disorders    are incapacitated by chronic 

and intense feelings of anxiety, feelings so strong that they 

are unable to function on a day-to-day basis. Their anxiety 

is unpleasant and makes it diffi cult for them to enjoy many 

ordinary situations, but, in addition, they try to avoid situ-

ations that cause them to feel anxious. As a result, they may 

miss opportunities to enjoy themselves or to act in their own 

best interest. For example, people who are afraid to fl y in 

airplanes face job problems if  their work requires air travel. 

John Madden, the football sports commentator, is one exam-

ple of a well-known person who experiences severe panic at-

tacks in airplanes. His case is so extreme that he has to 

take the bus to get from one game to another. The lives of 

people whose anxiety prevents them from even the more or -

dinary task of  leaving the house are even more disrupted. 

It is perhaps because of the disabling nature of anxiety and 

related disorders that prescription drugs for anxiety are 

among the most widely used in the United States (Paulose-

Ram, Jonas, Orwig, & Safran, 2004).    

 Panic Disorder and Agoraphobia  

 People with    panic disorder    experience    panic attacks    ,  periods 

of intense fear and physical discomfort, in which they feel 

overwhelmed and terrifi ed by a range of bodily sensations 

that causes them to feel they are losing control. These sen-

sations include shortness of  breath or the feeling of  being 

smothered, hyperventilation, dizziness or unsteadiness, chok-

ing, heart palpitations, trembling, sweating, stomach distress, 

feelings of unreality, sensations of numbness or tingling, hot 

fl ashes or chills, chest discomfort, and fear of  dying, going 

crazy, or losing control. 

    Panic attacks have a sudden onset and usually reach a 

peak within a 10-minute period. While this is happening, the 

individual has a sense of impending doom and feels an over-

whelming urge to escape. If  you have ever had any of the 

symptoms of a panic attack, even to a small degree, you can 

   Sometimes anxiety can be so overwhelming that people feel unable 
to cope with the ordinary demands of life. 



imagine how upsetting it must be to someone who experi-

ences a full-blown episode. 

    For panic disorder to be diagnosed, at least some of the 

person’s panic attacks must arise out of the blue, meaning that 

there is no situational cue or trigger. Such an attack is called 

an    unexpected (uncued) panic attack    .  An individual may also 

experience a panic attack in anticipation of confronting a par-

ticular situation or immediately following exposure to a spe-

cifi c stimulus or cue in the environment. For example, every 

time Jonathan hears an ambulance siren, he begins to experi-

ence the symptoms of a panic attack. This is an example of a 

   situationally bound (or cued) panic attack    .  In cases in which the 

person has a tendency to have a panic attack in the situation 

but does not have one every time, the episode is referred to as 

a    situationally predisposed panic attack    .  For example, Samantha 

may occasionally have a panic attack when she rides the sub-

way, but she does not have a panic attack on every occasion 

that she rides the subway. 

    When evaluating the situation of a client who experi-

ences panic attacks, the clinician must consider the possibil-

ity that the client has a medical condition that causes the 

symptoms. Physical disorders, such as hypoglycemia, hyper-

thyroidism, insulin-secreting tumors, and cardiovascular or 

respiratory diseases, can cause panic-like symptoms. Some 

drugs can also cause reactions that mimic panic attacks. 

People who are intoxicated with cocaine, amphetamines, or 

even caffeine may appear to be experiencing a panic attack, 

when, in fact, they are having a toxic reaction to the sub-

stances in their bodies. 

  Characteristics of Panic Disorder 

 The diagnosis of  panic disorder is made when panic attacks 

occur on a recurrent basis or when a month has elapsed 

since the fi rst panic attack but the individual has continued 

to feel apprehensive and worried about the possibility of 

recurring attacks. Most cases of  panic disorder develop in 

people who are around age 20, with a second, smaller, 

group of  cases arising among people in their mid-thirties. 

Although some children and adolescents experience symp-

toms of  panic attacks, the disorder is relatively rare among 

this age group. Adolescents who do experience panic at -

tacks are at a much greater risk of  developing psycho-

logical disorders than those who do not experience panic 

attacks. These disorders include mood disorders, other anxiety 

disorders, substance use disorders, and, in the most extreme 

cases, psychotic conditions (Goodwin, Fergusson, & Horwood, 

2004). Like other anxiety disorders, panic disorder is less 

likely to arise in later adulthood (Scogin, Floyd, & Forde, 

2000). 

    Panic disorder, if  left untreated, has a variable course. 

For some individuals, panic attacks occur only periodically, 

sometimes with months or years between episodes. Then, 

suddenly and without warning (in the case of uncued panic 

attacks), an attack strikes. More typically, however, the dis-

order creates continuous problems for many years. People 

who suffer from these symptoms are faced with the daily risk 

that they may experience a panic attack when they are not 

in a position to fi nd someone who can help them. It is the 
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  Diagnostic Features of Panic Attack 

 A panic attack is a period of intense fear or discomfort, 
during which a person experiences four or more of the fol-
lowing symptoms, which develop abruptly and reach a 
peak within 10 minutes: 

■      Palpitations, pounding heart, or accelerated heart rate  

■      Sweating  

■      Trembling or shaking  

■      Sensations of shortness of breath or smothering  

■      Feeling of choking  

■      Chest pain or discomfort  

■      Nausea or abdominal distress  

■      Feelings of dizziness, unsteadiness, lightheadedness, or 
faintness  

■      Feelings of unreality (derealization) or a sensation of 
being detached from oneself (depersonalization)  

■      Fear of losing control or going crazy  

■      Fear of dying  

■      Sensation of tingling or numbness  

■      Chills or hot fl ushes     
   A person with agoraphobia becomes overwhelmed and panicky in 
situations that feel unsafe, such as crowds. 
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unpredictability of  the symptoms that is particularly dis-

tressing to these individuals. 

        Over time, people with panic disorder learn to avoid 

places where they fear they may be trapped, such as eleva-

tors, crowded stores, or movie theaters. However, such avoid-

ance can lead to the development of  a related condition, 

agoraphobia    ,  which is intense anxiety about being trapped, 

stranded, or embarrassed in a situation without help if  a 

panic attack were to occur. Although panic disorder is usu-

ally linked with agoraphobia, it is possible for people to 

experience agoraphobia without panic disorder or panic dis-

order without agoraphobia. These conditions vary in their 

severity and impact. People with agoraphobia commonly 

fi nd the condition severely disruptive, while many people 

with panic disorder but without agoraphobia are able to 

function adequately in their daily lives. 

    Common fears of people with agoraphobia involve such 

situations as being home alone, in a crowd, on a bridge, or in 

a moving vehicle, especially forms of public transportation. 

Because people with agoraphobia become so fearful of panic 

attacks, they develop idiosyncratic personal styles and behav-

iors in order to avoid these situations. If forced to be in the 

dreaded situation, they experience intense distress about the 

possibility that they will experience a panic attack or panic-

like symptoms. For example, they may refuse to leave the 

house unless they are accompanied by someone who knows 

about their disorder and will be ready to help if needed. They 

go to extremes to avoid being in a crowd or going to an unfa-

miliar place. Even when they are not experiencing feelings of 

immediate danger, people with agoraphobia constantly worry 

about unexpectedly being put into what they perceive as risky 

situations. It is common for people with agoraphobia to seek 

out “safety cues,” such as a safe person, who, the individual 

believes, can be of help in case of a panic attack. 

    The lifetime prevalence of agoraphobia without panic 

disorder is 1.6 percent of the adult population and the life-

time prevalence of agoraphobia with panic disorder is 1.1 per-

cent. The prevalence rates of both forms of panic disorder 

among women are double those of men (Grant et al., 2006)  .

 Theories and Treatment of Panic Disorder 
and Agoraphobia 

 In trying to understand the causes of panic disorder and 

agoraphobia, researchers have tended to discuss both phe-

nomena together, although some give more emphasis to one 

than to the other. The available theories suggest that both 

disorders have psychological and physiological components, 

but it is unclear whether psychological factors cause phys-

iological changes, or vice versa. We will focus on both bio-

logical and psychological perspectives, because these are 

regarded as most relevant to the understanding and treat-

ment of the conditions of panic disorder and agoraphobia.  

 Biological Perspective   In considering biological contribu-

tors to the development of panic disorder, researchers have 

been struck by the fact that biological relatives of individuals 

with panic disorder are 8 times more likely to develop this 

condition; furthermore, people who develop panic disorder 

before age 20 are 20 times more likely than others to have 

fi rst-degree relatives with the condition (American Psychiatric 

Association, 2000). This means there is a good chance that 

there is some genetic component to panic disorder. 

  One set of biological theories focuses on abnormalities 

in the levels of particular neurotransmitters. According to 

one view, people with panic disorder have an excess of nor-

epinephrine in the amygdala, a structure in the limbic system 

  Diagnostic Features of Agoraphobia  

■        People with this condition experience anxiety about be-
ing in places or situations from which escape might 
be diffi cult or embarrassing, or in which they may not be 
able to get help should they have panic symptoms or a 
panic attack. Common agoraphobic fears involve situa-
tions such as being outside the home alone, being in a 
crowd or standing in line, being on a bridge, and travel-
ing in a bus, train, or car.  

■        People with this condition avoid the feared situations, or 
they endure them with marked distress or anxiety about 
having a panic attack or panic symptoms, or they insist 
that a companion be present in the event that they 
panic.    

 Mini Case 

 PANIC DISORDER WITH AGORAPHOBIA 

 Frieda is a 28-year-old former postal worker who sought treat-
ment because of recurrent panic attacks, which have led her to 
become fearful of driving. She has become so frightened of the 
prospect of having an attack on the job that she has asked for 
a medical leave. Although initially she would leave the house 
when accompanied by her mother, she now is unable to go out 
under any circumstances, and her family is concerned that she 
will become a total recluse.  

 Diagnostic Features 
 This diagnosis is assigned to people who experience panic 
attacks and agoraphobia not due to another psychological 
disorder, medical condition, or the physiological effects of 
substances. They experience both of the following:  
■      Recurrent, unexpected panic attacks  
■      At least one of the attacks has been followed by at least one 

month during which they experience one of the following: 
persistent concern about having more attacks, worry about 
the implications of the attack or its consequences (e.g., fear 
that they will lose control, have a heart attack, or “go crazy”), 
signifi cant change in behavior related to the attacks.   

Q:  How would Panic Control Therapy be used in treating 
Frieda?   



involved in fear (Roy-Byrne, Craske, & Stein, 2006). Another 

theory involving neurotransmitters proposes that people with 

this disorder suffer from a defect in gamma-aminobutyric 

acid (GABA), a neurotransmitter with inhibitory effects on 

neurons. Supporting this theory is evidence of diminished 

response of  GABA receptors in the cortex of  individuals 

with panic disorder (Goddard et al., 2004). According to this 

theory, the anxiety that people with panic disorder experi-

ence is due to underactivity of the GABA neurotransmitter 

system. Neurons in the subcortical parts of the brain involved 

in panic attacks become more active with less GABA to 

inhibit them. 

  Researchers have also focused on a system in the brain 

that signals when there is insuffi cient air available to breathe. 

According to    anxiety sensitivity theory    ,  people with panic 

disorder tend to interpret cognitive and somatic manifesta-

tions of stress and anxiety in a catastrophic manner. They 

are thought to have a hypersensitive “suffocation” mecha-

nism, so that they feel as though they cannot breathe, even 

though others would feel nothing unusual in the situation. 

This false alarm mechanism causes the person to hyperven-

tilate, and the person is thrown into a panic state. Irregu-

larities in the respiratory system may make these people 

particularly vulnerable to sensations of suffocation and chok-

ing (Caldirola et al., 2004). 

  In research involving anxiety sensitivity, individuals with 

panic disorder were subjected to a condition in which they 

breathed into an instrument that forced them to rebreathe 

their exhaled air over a 5-minute period. Over the duration of 

the period, levels of carbon dioxide gradually increased, a 

condition that could trigger suffocation fear. Both anxiety sen-

sitivity and suffocation fear predicted anxious responding to 

this condition, but suffocation fear was more strongly related 

to the feelings of panic that respondents experienced. The 

fi ndings suggested that both physical and psychological fac-

tors are important in understanding the causes of panic dis-

order (Rassovsky, Kushner, Schwarze, & Wangensteen, 2000). 

It is possible that there is a genetic component to the phenom-

enon of anticipatory anxiety; in other words, children may 

inherit a predisposition in which they overreact to the threat 

that they may be deprived of oxygen (Pine et al., 2005). 

  Given that biological factors play at least some role in 

causing panic disorder, many clinicians recommend treat-

ment with medications. The most effective antianxiety med-

ications are    benzodiazepines    .  These medications bind to 

receptor sites of GABA neurons, which then become acti-

vated by this stimulation, leading to the inhibition of the 

brain sites involved in panic attacks. Some commonly pre-

scribed benzodiazepines are chlordiazepoxide (Librium), 

diazepam (Valium), chlorazepate (Tranxene), and alprazolam 

(Xanax). To be effective in treating panic disorders, these 

medications must be taken for at least 6 months and pos-

sibly for as long as a year. Because these medications often 

lose their therapeutic effi cacy and lead to physiological or 

psychological dependence, clinicians have sought alternatives, 

including antidepressants and serotonin reuptake inhibitors, 

such as fl uoxetine (Prozac) and fl uvoxamine (Luvox). Sertra-

line (Zoloft) may also be benefi cial with individuals who 

have chronic and recurrent symptoms.   

 Psychological Perspective   Any physiological disturbances 

of panic disorder interact with psychological processes. One 

psychological approach focuses on    conditioned fear reactions    

as contributing to the development of panic attacks. This 

means the individual associates certain bodily sensations 

with memories of the last panic attack, causing a full-blown 

panic attack to develop even before measurable biological 

changes have occurred. Over time, the individual begins to 

anticipate the panic attack before it happens, leading to the 

avoidance behavior seen in agoraphobia. 

  In a cognitive-behavioral model of  anxiety disorders, 

psychologist David Barlow and his colleagues proposed that 

anxiety becomes an unmanageable problem for an individual 

through the development of a vicious cycle. The cycle begins 

with the individual’s experiencing the sensation of  highly 

negative feelings (such as unpleasant bodily sensations in a 

panic attack), which in turn causes the person to feel that 

what is happening is unpredictable and uncontrollable. As 

these feelings increase in intensity, they draw the individual’s 

attention like a magnet. The individual is now left awash in 

these unpleasant sensations and can do nothing except think 

about them. Faulty cognitions and the misperception of 

cues, both within the body and in the environment, further 

contribute to the sensation of  anxiety, as in the case of 

phobias. Cognitive factors also play a role, as the individual 

develops distorted beliefs, which add to the anxious appre-

hension of  a panic attack occurring in an uncontrollable 

manner in the future (White, Brown, Somers, & Barlow, 

2006). 

      As useful as medications are in alleviating the symptoms 

of panic, they are regarded as insuffi cient in the treatment 

of panic disorder. Experts are now most inclined to recom-

mend that, when medication is prescribed, a psychothera-

peutic intervention should also be incorporated into the 

treatment (Roy-Byrne et al., 2006). 
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   Annie, a woman with agoraphobia, has panic attacks in pub-
lic settings which cause her to feel out of control, with the 
result being that she avoids places where she might feel inca-
pable of escaping or receiving assistance. 
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     Relaxation training    is one behavioral technique used in 

the treatment of  panic disorder and agoraphobia. In this 

approach, the client learns systematically to alternate tensing 

and relaxing muscles all over the body, usually starting at 

the forehead and working downward to the feet. After train-

ing, the client should be able to relax the entire body when 

confronting a feared situation. 

  Hyperventilation, a common symptom in panic attacks, 

is sometimes treated with a form of  counterconditioning . In 

this approach, the client hyperventilates intentionally and 

then begins slow breathing, a response that is incompatible 

with hyperventilation. Following this training, the client can 

begin the slow breathing at the fi rst signs of hyperventila-

tion. Thus, the client learns that it is possible to exert vol-

untary control over hyperventilation. 

  Although relaxation training and counterconditioning 

have some appeal, experts now recognize that more compre-

hensive interventions involving cognitive techniques are nec-

essary. The focus in recent years has been on treatments 

geared to giving the individual a sense of being able to con-

trol the attacks. Experts generally recommend  in vivo  expo-

sure when treating individuals with panic disorder, especially 

those with agoraphobia. The assumption is that treatment 

is most effective when clients can confront the dreaded 

situation. When this intervention was initially developed in 

the 1970s, intensive exposure was recommended. However, 

more recently, experts have suggested the use of  graduated 

exposure, a procedure in which clients expose themselves to 

increasingly greater anxiety-provoking situations (Taylor & 

Asmundson, 2006). For example, Martha fi nds visits to large 

shopping malls to be emotionally overwhelming. Martha’s 

therapist would recommend that her exposure to stressful 

environments begin with a small shop in which she feels safe 

and relatively anxiety free. Step-by-step, Martha would prog-

ress to environments that are higher on her list of anxiety-

provoking settings. 

  Barlow and his colleagues developed the most compre-

hensive model for treating clients with panic disorder with 

agoraphobia.    Panic control therapy (PCT)    consists of  cog-

nitive restructuring, the development of  an awareness of 

bodily cues associated with panic attacks, and breathing 

retraining. Studies of  this model have demonstrated that 

clients treated with PCT show marked improvement, at 

levels comparable to the improvement shown by clients 

treated with antianxiety medication (Craske, DeCola, 

Sachs, & Pontillo, 2003).     

   REVIEW QUESTIONS  

  1.    The anxiety disorder known as ___________ has fear of 

leaving one’s home as a major symptom.  

  2.    What is the basic premise of Anxiety Sensitivity Theory?  

  3.    A panic attack that seems to appear out of the blue is 

called __________.     

  Specifi c Phobias  

 Everyone has fears about or unpleasant responses to certain 

objects, situations, or creatures. Perhaps you shrink away 

from the sight of a spider, rodent, or snake. Or maybe look-

ing down from a high place causes you to tremble and feel 

nauseated. Standing in a crowded hallway may lead you to 

feel uncomfortable, even a bit edgy, and so you seek an open 

space. Such responses of discomfort or dislike, called    aver-

sions    ,  are common and are not much cause for concern. 

However, if  a person’s response to one of these experiences 

is far out of proportion to the danger or threat posed by the 

stimulus, the person is considered to have a phobia. A    spe-

cifi c phobia    is an irrational and unabating fear of a particu-

lar object, activity, or situation that provokes an immediate 

anxiety response, causes signifi cant disruption in functioning, 

and results in avoidance behavior. 

    Intense irrational fears are quite common in the general 

population, yet only those conditions that cause considerable 

distress or impairment would meet the diagnostic criteria for 

specifi c phobia. Specifi c phobias are relatively common, with 

prevalence rates in community samples at 13.2 percent 

(Kessler et al., 2005). Phobias fall into several cate gories, with 

the most commonly reported phobias being those pertaining 

to animals, the natural environment, and blood or injury. 

      Characteristics of Specifi c Phobias 

 You have probably heard the word  phobia  many times, per-

haps in a humorous context, such as when someone jokes 

about having a phobic reaction to computers. For people 

with genuine phobias, however, their condition is not a hu -

morous matter. Rather, they live with an intense level of 

anxiety about the prospect of  encountering the object of 

their dread, and they often go to great lengths to avoid 

contact with it. In circumstances in which they must come 

face-to-face with the phobic stimulus, their anxiety level 

intensifi es as they come closer to the stimulus or as the pos-

sibility of escaping the feared situation decreases. For exam-

ple, a man with a fear of airplanes will experience anxiety 

as he drives to the airport and boards the plane, and it peaks 

after takeoff, when he realizes that he cannot exit the plane. 

When phobic individuals confront the object of their fear, 

or anticipate that they will, they become intensely anxious, 

occasionally to such an extent that they experience a full-

blown panic attack. They are overwhelmed by the prospect 

of such encounters and often imagine the dire consequences 

that would result. For example, the prospect of seeing some-

one bleeding terrifi es Maria. There is no real danger that 

anything would happen to her if  she saw someone else’s 

blood, but her fear of this situation ( hematophobia ) causes 

her to avoid any circumstance in which she fears she might 

see blood, such as watching certain movies. Her anxiety is 

so intense that, if  she inadvertently faces this situation, as 

when her child cuts his hand, she feels faint, panicky, and 

breathless. 



    You may be wondering whether it is appropriate to refer 

to a feared situation as a phobia if  it is avoidable and causes 

no signifi cant anxiety for an individual. In fact, such a cir-

cumstance would not meet the criteria for this condition. For 

example, an urban woman who is terrifi ed by the prospect 

of encountering a snake (ophidiophobia) can be fairly con-

fi dent that she will be able to avoid such encounters if  she 

stays away from the countryside. Therefore, she would rarely 

have cause for concern about this matter, and her condition 

would not be clinically signifi cant. 

    Some phobias—such as animal phobias, blood-injury 

phobias, claustrophobia, and dental phobias—can be traced 

back to childhood. Children do experience certain fears, such 

as fear of the dark, of strangers, of death, and of imaginary 

creatures; however, most of these dissipate over time. Other 

phobias, such as choking phobia, may arise in response to a 

traumatic episode of choking on food.  

  Theories and Treatment of Specifi c Phobias 

 As you have just seen, there are many types of specifi c pho-

bias, ranging from the common to the relatively obscure. 

However, the fact that they are grouped together suggests 

that there is a common theme or element that underlies their 

cause and potentially their treatment. As is true for panic 

disorder, the primary explanations of specifi c phobias rely 

on biological and psychological perspectives. Nevertheless, 

as is also true for panic disorder, the existence of a specifi c 

phobia in an individual can have a signifi cant impact on 

those who are close to that person. Consequently, treatment 

sometimes involves partners and family members.  

 Biological Perspectives   The primary biological perspective 

on specifi c phobias involves the notion that humans are essen-

tially preprogrammed to fear certain situations or stimuli that 

could threaten our survival (Mobbs et al., 2007). Such a bio-

logical propensity might explain how people can so rapidly 

acquire irrational fears that are so resistant to extinction. 

  Adding support to this hypothesis is research that has 

been conducted with male twins. Using personal interviews, 

Kendler and his colleagues (2001) assessed 1,198 male-male 

twin pairs and reported genetic contributions ranging from 

25 to 37 percent in the etiology of phobias and the irrational 

fears associated with phobias. Furthermore, it has been 

found that family members seem to share similar phobias; 

for example, fi rst-degree biological relatives of people with 

animal phobias share this kind of phobia, although not nec-

essarily to the same kind of animal. Similarly, individuals 

with blood-injury phobias or those with situational phobias 

are likely to have biological relatives who share similar spe-

cifi c phobias (Kendler, Myers, & Prescott, 2002).   

 Psychological Perspectives   Individuals’ thoughts also 

play a role in acquiring and maintaining specifi c phobias. 

   Crossing this suspension bridge with acrophobia (fear of heights) 
makes this person feel extremely afraid. 

  Mini Case 

 SPECIFIC PHOBIA 

 Herbert is a 32-year-old lawyer seeking treatment for his irra-
tional fear of thunderstorms. He has had this phobia since age 
4, and throughout life he has developed various strategies for 
coping with his fear. Whenever possible, he avoids going 
outside when a storm is forecast. Not only will he stay within 
a building, but he will ensure that he is in a room with no 
windows and no electrical appliances. As his job has grown 
in responsibility, Herbert has found that he can no longer af-
ford to take time off because of his fear, which he knows is
irrational.  

 Diagnostic Features  
■        This diagnosis is assigned to people who experience 

marked and persistent fear that is excessive or unreason-
able, and that is brought on by the presence or anticipation 
of a specifi c object or situation (e.g., fl ying, heights, ani-
mals, injections, the sight of blood).  

■        When they encounter the phobic stimulus, they experience 
immediate anxiety, possibly in the form of a panic attack.  

■        They recognize that the fear is excessive or unreasonable.  
■        They avoid the situation or endure it with intense anxiety or 

distress.  
■        The condition causes distress or disruption in normal rou-

tines and functioning, activities, or relationships.   

Q:   How would systematic desensitization be used to treat 
Herbert’s irrational fear of thunderstorms?   
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Cognitive-behavioral theorists view anxiety disorders, such 

as specifi c phobias, as rooted in and maintained by the 

client’s cognitive styles. According to this view, phobic indi-

viduals have overactive “alarm systems” to danger, and they 

perceive things as dangerous because they misinterpret stim-

uli. Their perceptions are based on faulty inferences and 

overgeneralizations. Consider the case of  Roberto, a 30-

year-old man who experiences a fear of  dying that is trig-

gered by unexpected physical sensations, such as tingling in 

his arm. He interprets the physical sensations as a sign of 

a physical disease and becomes anxious; in this way, a chain 

reaction is set up. Roberto then generalizes in such a way 

that everything looks dangerous. His attention becomes 

stuck on potentially dangerous stimuli, leaving him with less 

ability to think rationally. Roberto begins to think that he 

is losing his mind, and this makes matters worse. 

  Some people have feelings or beliefs about a stimulus that 

set the stage for developing a phobia. For example, the mis-

taken perception of an object or a situation as uncontrollable, 

unpredictable, dangerous, or disgusting is correlated with feel-

ings of vulnerability. These attributions might explain the 

common phobia of spiders, an insect about which people have 

many misconceptions and apprehensions. In another common 

phobia, that of blood-injury-injection, disgust and fear of con-

tamination play a prominent role (de Jong & Peters, 2007). 

People with phobias also tend to overestimate the likelihood 

of a dangerous outcome after exposure to the feared stimulus 

(de Jong & Merckelbach, 2000). 

  Behavioral therapy is highly effective because symptoms 

are relatively easy to identify and the stimuli are limited to 

specifi c situations or objects. Systematic desensitization, 

described in Chapter 4, rests on the premise that an indi-

vidual can best overcome maladaptive anxiety by approach-

ing feared stimuli gradually, while in a relaxed state. A 

therapist might decide, though, that systematic desensitiza-

tion is either too time consuming, impractical, or unneces-

sary. Consider the case of Florence, a medical student who 

sees a therapist in desperation one week before she starts an 

anatomy course. She has fainted on past occasions when 

watching videotapes of surgical procedures and is sure that 

she will make a fool of herself  in anatomy class. One week 

is not enough time to go through the systematic desensitiza-

tion procedure. Furthermore, Florence’s anxiety is not so 

severe as to be terrifying. Her therapist, therefore, decides to 

use a behavioral technique called    fl ooding    ,  in which the client 

is totally immersed in the sensation of anxiety, rather than 

being more gradually acclimated to the feared situation. 

Florence’s therapist chooses a variant of fl ooding called    ima-

ginal fl ooding    ,  in which Florence listens to someone read 

several vivid descriptions of the dissection of human cadav-

ers. Florence is told to imagine exactly what these scenes 

look like. Exposure to the threatening stimulus while in a 

safe context will condition her to confront the target of her 

phobia without feeling unduly anxious. 

      Both of the behavioral techniques described so far use 

imagery in conditioning the client to feel less anxious toward 

the phobic stimulus. An alternative to imagery is actually 

exposing the client to the feared object or situation until the 

client no longer feels anxious, either gradually or by using 

fl ooding. Obviously, this  in vivo  method requires that the 

therapist have ready access to the phobic stimulus. Florence’s 

therapist could just as easily show her a surgical videotape 

as encourage her to imagine the sight of blood. However, if  

the client fears fl ying in an airplane, it would be impractical 

for the therapist to embark on  in vivo  treatment by accom-

panying the client on an airplane ride (although cases of 

such treatment are occasionally reported). Increasingly, clini-

cians are taking advantage of  new technologies, such as 

computer simulation (Gilroy et al., 2000) and virtual reality 

(Anderson, Rothbaum, & Hodges, 2001) to provide the ex -

perience of immersion.    

   Behavioral treatment of a person with claustrophobia sometimes 
involves live exposure to the feared situation. 

   Virtual reality software is sometimes used to treat people with phobias 
such as fear of heights or fear of fl ying in an airplane. 



    In vivo  fl ooding is probably the most stressful of any of 

the treatments described and therefore has a high dropout 

rate (Choy, Fyer, & Lipsitz, 2007). An alternative is a graded 

in vivo  method, involving a graduated exposure to increas-

ingly anxiety-provoking stimuli. In the    graduated exposure    

method, clients initially confront situations that cause only 

minor anxiety and then gradually progress toward those that 

cause greater anxiety. Often the therapist tries to be encour-

aging and to model the desired nonanxious response. In treat-

ing a client named Tan, who has a fear of enclosed spaces, 

the therapist could go with him into smaller and smaller 

rooms. Seeing his therapist showing no signs of fear could 

lead Tan to model the therapist’s response. The therapist 

could also offer praise, to further reinforce the new response 

that Tan is learning. As illustrated in  Table 5.1 , behavioral 

treatments vary according to the nature of the client’s expo-

sure to the phobic stimulus (live or imagined) and the degree 

of intensity with which the stimulus is confronted (immediate 

full exposure or exposure in graduated steps).  

     Positive reinforcement is implicit in all behavioral tech-

niques. The therapist becomes both a guide and a source of 

support and praise for the client’s successes. The therapist 

may also fi nd it useful to incorporate some techniques from 

the cognitive perspective into the behavioral treatment, be -

cause maladaptive thoughts are often part of  the client’s 

 diffi culties. Cognitive-behavioral treatment focuses on help-

ing the client learn more adaptive ways of thinking about 

previously threatening situations and objects. 

  Cognitive restructuring, described in Chapter 4, can help 

the client view the feared situation more rationally by chal-

lenging his or her irrational beliefs about the feared stimulus. 

For example, a therapist may show Victor, who has an eleva-

tor phobia, that the disastrous consequences he believes 

will result from riding in an elevator are unrealistic and exag-

gerated. Victor can also learn the technique of “talking to 

himself” while in this situation, telling himself  that his fears 

are ridiculous, that nothing bad will really happen, and that 

he will soon reach his destination. 

  In    thought stopping    ,  the individual learns to stop anxiety-

provoking thoughts. In therapy, the client is supposed to 

alert the therapist when the anxiety-provoking thought is 

present; at that point, the therapist yells, “Stop!” Outside 

therapy, the client mentally verbalizes a similar shout each 

time the anxiety-provoking thought comes to mind.      

TABLE 5.1  Methods of Exposure Used 
in Behavioral Therapy of Phobias        

     Graduated  Immediate 
 Exposure  Full  Exposure  

   Imagery   Systematic   Imaginal fl ooding, 
   desensitization  

  Live   Graded  in vivo     In vivo  fl ooding  

 REVIEW QUESTIONS  

  1.    What is the difference between a specifi c phobia and an 

ordinary fear?  

  2.    In the treatment method involving __________, clients 

initially confront situations that involve only minor anx-

iety and then gradually progress to those that involve 

greater anxiety.  

  3.    What does the treatment technique known as fl ooding 

involve?   
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     Social Phobia  

 Many people become nervous or jittery before speaking in 

front of a group, appearing in a musical performance, or 

participating in an athletic contest or a game. People with 

social phobia    ,  however, feel tremendous anxiety not only in 

these situations but also in virtually all situations in which 

others might be observing them.  

 Characteristics of Social Phobia 

 The primary characteristic of social phobia is an irrational 

and intense fear that one’s behavior in a public situation will 

be mocked or criticized by others. People with this disorder 

recognize that their fears are unreasonable, yet they cannot 

stop themselves from worrying that others are scrutinizing 

them. Although people with social phobia go to extremes to 

avoid such public situations, there are situations in which they 

have no choice; when this happens, they become crippled with 

anxiety. Social phobia has a lifetime prevalence estimated at 

12.6 percent (Kessler et al., 2005). 

    People who have social phobia have many fears about 

situations such as speaking in public. They are afraid they 

will do or say something embarrassing, that their minds will 

go blank, that they will be unable to continue speaking, will 

say foolish things or not make any sense, or will show signs 

of anxiety, such as trembling or shaking. Even if  their fears 

are not confi rmed and their performance goes smoothly, 

people with social phobia doubt their ability to do well in 

these situations and fear that others will expect more of 

them in the future if  they succeed. 

    It may be understandable to think of becoming over-

whelmed with fear regarding a public performance, but peo-

ple with social phobia can have these experiences in seemingly 

innocuous situations, such as while eating in a restaurant. 

The simple act of picking up a fork or swallowing food can 

be seen as an insurmountable task by people with this dis-

order, who fear that others will laugh at how they hold their 

fork or swallow their food. They dread the possibility that 

they will blush, sweat, drop something, choke on their food, 

or vomit. These fears evaporate when the individual is alone 

or unobserved, because it is the public aspect of the situation 

that causes the individual to experience anxiety. In addition 
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to their fears about appearing foolish or clumsy, people with 

social phobia have low self-esteem and underestimate their 

actual talents and areas of  competence. They engage in 

extensive rumination, thinking repeatedly about how they 

could have acted differently in what they felt was an embar

rassing social event (Rapee & Abbott, 2007). 

    Social phobia can have effects similar to agoraphobia in 

that fears about public embarrassment may prevent the indi-

vidual from leaving the house. However, the anxiety people 

with social phobia feel is specifi c to certain situations, whereas 

the anxiety associated with agoraphobia tends to be mor

generalized. 

    Social phobia may appear in a specifi c or a generalized 

form, depending on whether the phobia occurs in  any  public 

situation or whether it is associated with one specifi c type of 

situation. Individuals with generalized social phobia dread 

all interactions with others, not just situations in which they 

must perform or be observed. Individuals with the more spe-

cifi c type of social phobia have fears only in certain situa-

tions, such as public speaking. In both forms of  social 

phobia, the individual’s occupational and social functioning 

are impaired by the disorder. For example, people with musi-

cal talent might steer away from careers as musicians because 

of the anxiety their social phobia engenders. However, the 

more generalized form of social phobia imposes many limi-

tations, as individuals with this condition avoid careers with 

the potential for public exposure. They also are limited in 

their ability to enjoy many kinds of social relationships and 

social roles. 

    Although social phobia occurs in both children and 

adults, there are differences in the experience of the disorder. 

First, children are not necessarily aware that their fear is 

unreasonable. Second, children do not have the freedom that 

adults do to avoid anxiety-provoking situations, such as hav-

ing to speak publicly in school. Because they have no escape, 

they may express their anxiety in indirect ways, such as poor 

school performance or refusal to interact with other chil-

dren. Unfortunately, many who suffer with social phobia 

during childhood and adolescence will experience the symp-

toms of this disorder in adulthood. In a 29-year follow-up 

study, children who showed symptoms similar to social pho-

bia (school phobia, separation anxiety, and school refusal) 

were more likely as adults to live with their parents, less 

likely to have children of their own, and more likely to have 

psychiatric symptoms (Flakierska-Praquin, Lindstrom, & 

Gillberg, 1997). For some people, the disorder arises gradu-

ally during childhood and adolescence within personalities 

that are shy and inhibited. For other people, social phobia 

arises suddenly, perhaps as the result of a humiliating public 

experience, such as a disastrous piano recital or embarrass-

ing incident of public speaking. The stage is then set for the 

person to experience subsequent feelings of vulnerability in 

similar situations. For many people with this disorder, the 

anxiety creates signifi cant impairment in everyday life for 

many years and increases the risk for subsequent depression 

(Beesdo et al., 2007).  

    Theories and Treatment of Social Phobia 

 Although social fears and anxieties have always existed, 

social phobia was not understood as a separate category of 

the anxiety disorders until relatively recently. More and more 

attention is being paid to this disorder, as increasing num-

bers of clients seek professional help for the symptoms of 

this condition that interfere with the quality of life. 

    Risk factors in childhood are suggested by investigations 

of childhood adversities and their relationship to the subse-

quent development of social phobia. Family diffi culties, such 

as lack of close relationships with parents, confl ict between 

parents, and frequent family moves were identifi ed in one 

large Canadian study. Also identifi ed as risk factors are 

involvement with the juvenile and child welfare systems, 

physical and sexual abuse in childhood, violent behavior, 

school diffi culties, and running away from home (Chartier, 

Walker, & Stein, 2001; Mason et al., 2004).  

 Biological Perspectives   Recent interest in the topic of 

social phobia is leading to a greater understanding of  the 

disorder as a biopsychosocial phenomenon. Genetic contri-

butions to social phobia are suggested by fi ndings that the 

 Mini Case 

 SOCIAL PHOBIA 

 Ted is a 19-year-old college student who reports that he is ter-
rifi ed at the prospect of speaking in class. His anxiety about 
this matter is so intense that he has enrolled in very large lec-
ture classes, where he sits in the back of the room, slouching 
in his chair to make himself as invisible as possible. On occa-
sion, one of his professors randomly calls on students to answer 
certain questions. When this occurs, Ted begins to sweat and 
tremble. Sometimes he rushes from the classroom and franti-
cally runs back to the dormitory for a few hours and tries to 
calm himself down.  

 Diagnostic Features  

■        People with this diagnosis experience marked or persistent 
fear of social or performance situations in which they will 
encounter unfamiliar people or the scrutiny of others. They 
fear that they will appear anxious or act in embarrassing or 
humiliating ways.  

■        When they encounter the feared situation, they experience 
anxiety, possibly in the form of a panic attack.  

■        They recognize that the fear is excessive or unreasonable.  
■        The condition causes distress or disruption in normal rou-

tines and functioning, activities, or relationships.   

Q:   How does Ted’s anxiety about speaking up in a group situ-
ation differ from that of a person who feels nervous or jittery 
when speaking in front of a group?  
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  R E A L  S T O R I E S 

 DONNY OSMOND: SOCIAL PHOBIA 

 A
t the beginning of this chapter 
you read about Barbara Wilder, 
a woman suffering with intense 

symptoms of anxiety. Barbara Wilder 
is like many people who fi nd them-
selves incapacitated by terrifying emo-
tional and physical symptoms. Some of 
these individuals are remarkably suc-
cessful people whose careers revolve 
around public appearances but who 
are tormented by anxiety symptoms so 
intense that they meet the diagnostic 
criteria of an anxiety disorder. The 
popular singer-actor Donny Osmond 
is one such celebrity who has spoken 
openly about his diffi culties with social 
phobia. 
    Osmond’s success in the entertain-
ment industry began at a very early age. 
With Donny as a child singing sensation 
during the 1960s and 1970s, his family 
singing group sold millions of albums. 
Donny grew wildly popular, received 
huge amounts of fan mail, and had to 
be protected by bodyguards whose job 
it was to fend off shrieking fans. 
  Donny has been active in the 
 entertainment business for more than 
three decades, although he has had 
his share of ups and downs. His great-
est claim to fame was the successful 
television variety show that he and 
his sister Marie hosted during the 
1970s. On  The Donny and Marie 
Show,  these two attractive and appeal-
ing stars sang, danced, acted, and 
 interviewed other celebrities. More 
 recently, Donny had roles in the 
 Broadway musicals  Joseph and the 
Amazing Technicolor Dreamcoat  and 
Beauty and the Beast , and released a 
CD of love songs. 

  During the mid-1990s, Donny began 
feeling an anxiety that was unlike any-
thing he had ever experienced before. 
At fi rst, the disturbing feelings of tension 
and apprehension affected him only prior 
to going on stage for a performance. In 
time, however, he began feeling over-
whelmed by the disruptive anxiety while 
at home. The symptoms of social phobia 
that had overtaken Osmond’s life are 
described in his autobiography,  Life Is 
Just What You Make It:  

 Unless you’ve experienced a panic 
attack yourself, you might fi nd it 
hard to understand what it feels 
like, but bear with me as I try to ex-
plain. Once the fear of embarrass-
ing myself grabbed me, I couldn’t 
get loose. It was as if a bizarre and 
terrifying unreality had replaced ev-
erything that was familiar and safe. 
I felt powerless to think or reason 
my way out of the panic. It had a 

whole, strange, hallucinatory qual-
ity to it; for example, I could see 
myself up as if I were fl ying above 
it all, but I couldn’t get back “in-
side” myself and take control. In the 
grip of my wildest fears, I was par-
alyzed, certain that if I made one 
wrong move, I would literally die. 
Even more terrifying, I’d have felt 
relieved to die. . . . 
  Something was defi nitely wrong, 
and at fi rst I clung to a “reasonable 
explanation”: the schedule, the com-
muting back and forth, the fact that I 
was living so much of my life away 
from Debbie and the boys, my re-
sponsibility to a successful show. But 
deep inside, I knew that none of it 
made sense. I’d performed under 
every adverse condition imaginable. 
I’d carried a good deal of respon-
sibility since I was a child. Why 
couldn’t I do it now? I wasn’t on tour. 
I knew the show backwards and for-
wards. The audience was back; they 
accepted me just fi ne. So why was 
everything suddenly so terribly 
wrong? . . . 
  The anxiety waxed and waned. 
Some nights I went on and every-
thing was fi ne. I confi ded in Debbie, 
of course, over the phone, and 
in Jill Willis, who was there in 
 Minneapolis. They could see that 
I needed help, but what? I was 
 nervous, but after thirty years of 
 going on stage, how could that 
be possible?   

  Osmond’s recognition of his problem 
led him fi nally to seek help. For other 
people with his condition, his sharing 
of his story also provided insight into 
the nature of this potentially disabling 
disorder. 

 Source: From      Donny   Osmond     ,  Life Is Just What 
You Make It . New York: Hyperion Books, 1999. 
 Reprinted by permission of  Hyperion Books.  

 Donny Osmond 
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parents of  children with this disorder are more likely to be 

diagnosed with major depression (Biederman et al., 2001). 

Biological theories focus on abnormalities in neurotrans-

mitters such as serotonin (Furmark et al., 2004) and nor-

epinephrine. In the case of  norepinephrine, researchers are 

beginning to identify genetic markers linking social phobia 

with this neurotransmitter (Gelernter, Page, Stein, & Woods, 

2004). Some researchers have found evidence of left-hemi-

sphere dysfunction in people with social phobia. This fi nding 

is important in light of the role of verbal processes in social 

interactions. Perhaps this dysfunction contributes to the 

stress that people with social phobia feel in interpersonal 

situations (Bruder et al., 2004).   

  Medications including SSRIs, such as sertraline (Zoloft) 

(Van Ameringen et al., 2001) and paroxetine (Paxil), are re -

garded as effective psychopharmocological treatment (Schneier, 

2001), as are benzodiazepines, particularly when combined 

with cognitive-behavioral therapy (Fedoroff & Taylor, 2001). 

 Psychological Perspectives   Think about a time when you 

were called on to perform in public, such as hitting a base-

ball, delivering a speech, or giving a solo musical perfor-

mance. Perhaps your hands shook and your heart pounded 

as you prepared to go into the spotlight. You may have imag-

ined hearing the laughter or criticism of others if  you made 

a mistake. Once you started performing the action, though, 

chances are that you forgot about these distractions and con-

centrated on doing the best job you possibly could. Accord-

ing to cognitively oriented explanations of  social phobia, 

people with this disorder are unable to take the step of shift-

ing their attention away from anticipated criticism and to 

their performance. They fear making a mistake while per-

forming or speaking, and, because their concentration is 

impaired, they are likely to make that dreaded mistake, thus 

creating a self-fulfi lled expectation. Their fears acquire a 

solid basis in experience each time this happens, and these 

people soon avoid similar situations. Even if  the individual 

manages to keep from making a mistake, the unpleasantness 

of the situation is so intense that it creates a desire to avoid 

repetition. 

  Information on sociocultural variations in social pho-

bia is slowly beginning to emerge as this phenomenon gains 

more attention. For example,  Taijin Kyofusho  ( TKS ) is a 

form of  social anxiety found in Japan, in which individuals 

are concerned about offending others through their appear-

ance or behavior. In a study comparing Japanese and 

American college students on scores on scales derived from 

both the  DSM-IV  defi nition of  social phobia and the defi -

nition of  TKS, there was a high degree of  overlap, with 

half  the people in the sample receiving high scores on one 

scale also receiving high scores on the other (Kleinknecht 

et al., 1997). Such fi ndings suggest that there are similari-

ties in the expression of  this disorder across cultures. 

  Treating people with social phobia involves helping 

them learn more appropriate responses to the situations 

they fear. Behavioral and cognitive-behavioral techniques, 

such as those used to treat people with specifi c phobias, are 

particularly helpful in reaching this goal (Norton & Price, 

2007). People with social phobia need to develop new ways 

of  thinking about their interactions with others. Combin-

ing techniques such as cognitive restructuring with  in vivo

exposure can have impressive results. Another treatment 

approach involves social skills training to help social pho-

bics learn methods for coping with interpersonal stress so 

that they can feel more confi dent and comfortable in their 

interactions. 

      Generalized Anxiety Disorder  

 Sometimes anxiety is not associated with a particular object, 

situation, or event but seems to be a constant feature of a 

person’s day-to-day existence. The diagnosis of    generalized 

anxiety disorder    applies to this category of anxiety-related 

experiences. 

  Characteristics of 
Generalized Anxiety Disorder 

 People with generalized anxiety disorder struggle with  un-

controllable anxiety much of  the time. Efforts to control 

their worry are usually unsuccessful, and they are affl icted 

with a number of symptoms, both physical and psychologi-

cal, that interfere with social, occupational, and general life 

functioning. They are prone to feeling restless and keyed up 

much of the time and fi nd it diffi cult to concentrate, some-

times feeling so tense that their mind goes blank. At night, 

they fi nd it diffi cult to fall or stay asleep; during the day, 

they are likely to feel fatigued, irritable, and tense. As you 

will learn later in this text, many of the symptoms of this 

disorder are also associated with other Axis I disorders. For 

example, the psychological components of mood disorder or 

a psychotic disorder may cause symptoms similar to those 

of generalized anxiety disorder. 

    The bodily reactions, feelings, and thoughts associated 

with generalized anxiety disorder often have no direct connec-

tion with a discernible issue in the person’s life. If the indi-

vidual does verbalize specifi c fears or concerns, these are 

usually unrealistic and extend to several domains. For example, 

Ben may worry that his college-age son, who is in good health, 

will develop a life-threatening disease, and he may worry about 

going bankrupt, even though his business is thriving. Both sets 

of worries are without grounds, yet Ben fi nds himself con-

sumed with anxiety and distracted from his daily responsibili-

ties. The worries that people with generalized anxiety disorder 

experience can linger for years. In fact, these individuals often 

state that at no time in their lives have they  not  felt tense and 

anxious. Other people tend to see them as worrywarts. 

    When the disorder appears in children, the anxieties and 

fears they express often relate to their performance in school 



or athletic activities. They worry incessantly that they will 

not do well in schoolwork or sports, even in situations in 

which their performance is not evaluated. Some children 

may worry more about potentially tragic matters, such as the 

possibility that there will be a nuclear war or an unlikely 

natural disaster that will affect them or their parents. 

    Generalized anxiety disorder affects 8.3 percent of the 

population and is more common in women (Kessler et al., 

2005). In the general population, the sex ratio is approximately 

two-thirds female; in clinical settings, 55 to 60 percent of cli-

ents diagnosed with this condition are women (American 

 Psychiatric Association, 2000). Most cases begin early in life, 

but stressful events in later adulthood can lead to the appear-

ance of symptoms.   

 Theories and Treatment of 
Generalized Anxiety Disorder 

 Despite the fact that so many people suffer from this disor-

der, generalized anxiety disorder has not been extensively 

researched, and there are relatively few explanations for how 

it develops. From a biological perspective, it is suggested that 

people with this disorder have a biological abnormality sim-

ilar to that proposed to account for other anxiety disorders 

involving abnormalities of GABA, serotonergic, and norad-

renergic systems (Nutt, 2001). Support for the notion that 

there is a biological component to generalized anxiety dis-

order is the fi nding of an overlap in genetic vulnerability 

with the personality trait of neuroticism (see Chapter 3). In 

other words, people who are prone to developing this disor-

der have inherited an underlying neurotic personality style 

(Hettema, Prescott, & Kendler, 2004). 

    From a cognitive-behavioral perspective, generalized 

anxiety is seen as resulting from cognitive distortions that 

arise in the process of worrying (Aikins & Craske, 2001). 

People with generalized anxiety disorder also appear to be -

come easily distressed and worried by the minor nuisances 

and small disruptions of life. If  something goes wrong in 

their day-to-day existence, such as car trouble, an argument 

with a co-worker, or a home repair problem, they magnify 

the extent of the problem and become unduly apprehensive 

about the outcome. Their attention shifts from the problem 

itself  to their worries; as a result, their concern becomes mag-

nifi ed. Because of their constant worrying, they are less effi -

cient in their daily tasks and, consequently, develop more to 

worry about as more goes wrong for them. For whatever rea-

son, once the anxiety is initiated, it begins to spiral out of 

control. Particularly damaging is the individual’s lack of con-

fi dence in his or her ability to control or manage anxious 

feelings and reactions, as well as a lack of confi dence in the 

ability to manage daily tasks effectively. 

    It is important to recognize the role of sociocultural fac-

tors in generalized anxiety disorder. Life stresses can signifi -

cantly increase the basis for a person’s tendency to experience 

chronic anxiety. 

    When people with generalized anxiety disorder turn to 

professional help, many are likely to seek out medical care. 

Astute physicians recognize the importance of differentiating 

this condition from a medical problem and usually suggest 

psychotropic medications or refer the patient to a mental 

health professional. Although benzodiazepines and newer 

antianxiety drugs such as buspirone (BuSpar) have been used 

to treat the symptoms of anxiety associated with this disor-

der, they are being replaced by SSRIs, including paroxetine 

(Paxil) (Pollack et al., 2001), sertraline (Zoloft) (Allgulander 

et al., 2004), and the mixed reuptake inhibitor venlafaxine 

(Effexor) (Fricchione, 2004). An alternative to medication is 

cognitive-behavioral therapy (Borkovec & Ruscio, 2001), in 

which clients learn how to recognize anxious thoughts, to 

seek more rational alternatives to worrying, and to take 

action to test these alternatives. The emphasis is on breaking 

the cycle of negative thoughts and worries. Once this cycle is 

broken, the individual can develop a sense of control over the 

worrying behavior and become more profi cient at managing 

and reducing anxious thoughts. Over the long run, the benefi ts 

of therapy may outweigh those of psychopharmacological 

interventions (Falsetti & Davis, 2001). It is a well-established 

    People with generalized anxiety disorder have many worries and 
physical symptoms that prevent them from enjoying life.  
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principle that active treatments are better than nondirective 

approaches. In particular, cognitive-behavioral therapy that 

combines relaxation exercises and cognitive therapy seems to 

help clients bring their worry under control.  

 Mini Case 

 GENERALIZED ANXIETY DISORDER 

 Gina is a 32-year-old single mother of two children seeking 
professional help for her long-standing feelings of anxiety. De-
spite the fact that her life is relatively stable in terms of fi nan-
cial and interpersonal matters, she worries most of the time 
that she will develop fi nancial problems, that her children will 
become ill, and that the political situation in the country will 
make life for her and her children more diffi cult. Although she 
tries to dismiss these concerns as excessive, she fi nds it virtu-
ally impossible to control her worrying. Most of the time, she 
feels uncomfortable and tense, and sometimes her tension be-
comes so extreme that she begins to tremble and sweat. She 
fi nds it diffi cult to sleep at night. During the day she is restless, 
keyed up, and tense. She has consulted a variety of medical 
specialists, each of whom has been unable to diagnose a 
physical problem.  

 Diagnostic Features  

  ■    This diagnosis is assigned to people who experience exces-
sive anxiety and worry occurring more days than not for at 
least 6 months, pertaining to a number of events or activi-
ties, such as work or school.  

  ■    Their anxiety, worry, or related physical symptoms cause 
signifi cant distress or impairment.  

  ■   They fi nd it diffi cult to control their worry.  

  ■    Their anxiety and worry are associated with at least three of 
the following:

   ◆   Restlessness  

  ◆   Being easily fatigued  

  ◆   Diffi culty concentrating  

  ◆   Irritability  

  ◆   Muscle tension  

  ◆   Sleep disturbance      

 Q:  Based on current research, what psychological treatment 
approach would be most effective in treating Gina?  

      REVIEW QUESTIONS  

  1.   What is the central feature of social phobia?  

  2.    In ______________ treatment of social phobia, clients 

are taught new ways of thinking about their interactions 

with others.  

  3.    What type of care are people with generalized anxiety 

disorder initially most likely to seek?       

    Some people with obsessive-compulsive disorder worry incessantly 
about germs and dirt, and feel irresistible urges to clean and sanitize.  

 Obsessive-Compulsive Disorder  

 If  you have ever had a thought that you could not seem to 

force out of your consciousness, you have some insight into 

the experience of an    obsession    ,  which is a persistent and in -

trusive idea, thought, impulse, or image. People with obses-

sions recognize the fact that these cognitions arise within 

their disturbed thought processes, and they desperately try 

to ignore or suppress these intrusive thoughts or to neutral-

ize them by taking an action or thinking about something 

else. To get a sense of obsessive thought, think of a time 

when you had an argument with someone important in your 

life, which you relived in your thoughts for hours, even days, 

afterward. Even as you tried to attend to other matters, you 

found your mind returning time and again to the argument. 

Perhaps you tried desperately to erase these thoughts by 

engaging in an activity that might distract you. Multiply this 

experience dozens of times in intensity, such that most of 

every day is fi lled with similar experiences, and you will have 

some sense of the experience of clinical obsession. 

    Many people with obsessions also struggle with compul-

sions. A    compulsion    is a repetitive and seemingly purposeful 

behavior performed in response to uncontrollable urges or 

according to a ritualistic or stereotyped set of rules. Unlike 

obsessions, which cause anxiety, compulsions are carried out 

in an effort to reduce anxiety or distress. The disorder known 

as    obsessive-compulsive disorder (OCD)    involves either or 

both components of recurrent obsessions and compulsions 

that interfere signifi cantly with an individual’s daily life.  

 Characteristics of 
Obsessive-Compulsive Disorder 

 The obsessions and compulsions that characterize OCD 

greatly interfere with life and trap the individual in a cycle 

of  distressing, anxiety-provoking thoughts and behaviors. 



The symptoms of OCD are time-consuming, irrational, and 

distracting, and the individual may desperately wish to stop 

them. You can imagine how distressing it is for people whose 

thoughts are fi lled with concerns about contamination (e.g., 

germs), doubts (e.g., leaving the gas on), or aggression (e.g., 

fear of harming another person). 

    The most common compulsions involve the repetition 

of a specifi c behavior, such as washing and cleaning, count-

ing, putting items in order, checking, or requesting assur-

ance. Another compulsion that has caught the attention of 

experts in this area involves hoarding (Steketee & Frost, 

2003), in which individuals store useless items such as out-

dated newspapers, mail, shopping bags, and empty food con-

tainers. When urged to discard any of the items, they respond 

with concern that the item may be needed later for some 

reason. Of particular concern to public health offi cials are 

those individuals who compulsively hoard live animals, such 

as cats, dogs, farm animals, wild animals, or birds, in their 

homes. Dozens, or even as many as 100 animals, are some-

times kept in the most unhygienic of  conditions by these 

individuals. 

    As you have probably fi gured out, a compulsion often 

goes hand-in-hand with an associated obsession. The man ob -

sessed with a concern that he has left a pot on the stove is 

compelled to return repeatedly to the kitchen to make sure the 

stove is turned off. Compulsions may also take the form of 

mental rituals, such as counting up to the number 15 every 

time an unwanted thought intrudes. Or perhaps a person con-

jures up a particular image in response to obsessive fears. 

    In general, there appear to be four major dimensions to 

the symptoms of  OCD: obsessions associated with check-

ing compulsions, the need to have symmetry and to put 

things in order, obsessions about cleanliness associated with 

 compulsions to wash, and hoarding-related behaviors (Mataix-

Cols, do Rosario-Campos, & Leckman, 2005).  Table 5.2  lists 

examples of  common obsessions and compulsions experi-

enced by people with this disorder.  Table 5.3  lists items 

from an instrument commonly used for assessing obsessive-

 compulsive symptomatology.  

     In Chapter 10, you will read about a condition with a 

similar-sounding name, obsessive-compulsive personality 

disorder. The person with obsessive-compulsive personality 

disorder is a rigid and infl exible worrier who does not engage 

in the extremely disturbed kinds of thinking and behaving 

that characterize people with obsessive-compulsive disorder. 

For example, a man with an obsessive-compulsive personal-

ity disorder may have a rigid classifi cation system for all of 

his books and become upset if  anyone puts a book back 

in the wrong place. In contrast, the person with obsessive-

compulsive disorder may have a compulsion to check the 

order of the books on the shelf  many times a day to ensure 

that they have not somehow been moved. If  anything inter-

feres with his checking of the books, he feels a great deal of 

distress. As you can see, there is some relationship between 

these two disorders, but there are also some important dif-

ferences. Only about one-third of all people with OCD also 

have obsessive-compulsive personality disorder (Coles et al., 

2007). 

    Epidemiologists  have  documented  that  obsessive-

compulsive disorder has a lifetime prevalence rate of  1.6 

percent (Kessler et al., 2005). Males are likely to develop 

OCD between ages 6 and 15; females tend to develop OCD 

between ages 20 and 29 (American Psychiatric Association, 

2000). 

 TABLE 5.2   Examples of Obsessions and Compulsions 

    Obsessions   Compulsions   

   Having the urge to shout obscenities in a quiet classroom  Feeling driven to screw and unscrew the cap of a
while listening to a lecture.     ballpoint pen exactly fi ve times each time the urge to 

shout an obscene word occurs.  

Being unable to rid oneself   of the thought that gas stove Feeling the irresistible urge to check the stove exactly 
was left on.   10 times before leaving home.   

W  orrying incessantly that something terrible might Climbing the stairs according to a fi xed sequence of
happen to a family member while sleeping.     three steps up, followed by two steps down, in order 

to ward off danger.  

Being   constantly terrifi ed by the image that cars might Walking as far from the street pavement as possible,
careen onto the sidewalk and kill all pedestrians.     and wearing bright clothes to be immediately 

visible.  

While cooking dinner, being   tormented by the concern  Sterilizing all cooking utensils in boiling water, scouring
that food might become contaminated.     every pot and pan before placing food in it, and wear-

ing rubber gloves while handling food.    
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  TABLE 5.3   Sample Items from the Yale-Brown Obsessive-Compulsive Symptom Checklist       

  Scale   Sample Items  

    Aggressive obsessions   Fear might harm self  
     Fear of blurting out obscenities  
     Fear will be responsible for something else terrible happening (e.g., fi re, burglary)  

  Contamination obsessions   Concerns or disgust with bodily waste or secretions (e.g., urine, feces, saliva)  
     Bothered by sticky substances or residues  

  Sexual obsessions   Forbidden or perverse sexual thoughts, images, or impulses   
     Sexual behavior toward others (aggressive)  

  Hoarding/saving obsessions   Distinguish from hobbies and concern with objects of monetary or sentimental value  

  Religious obsessions   Concerned with sacrilege and blasphemy  
     Excess concern with right/wrong, morality  

  Obsession with need for  Accompanied by magical thinking (e.g., concerned that another will have an accident
 symmetry or exactness    unless things are in the right place)  

  Miscellaneous obsessions   Fear of saying certain things  
     Lucky/unlucky numbers  
     Colors with special signifi cance  
     Superstitious fears  

  Somatic obsessions   Concern with illness or disease  
     Excessive concern with body part or aspect of appearance (e.g., dysmorphophobia)  

  Cleaning/washing compulsions   Excessive or ritualized hand-washing  
     Excessive or ritualized showering, bathing, toothbrushing, grooming, or toilet routine  

  Checking compulsions   Checking locks, stove, appliances, etc.  
     Checking that nothing terrible did not/will not harm self  
     Checking that did not make mistake completing a task  

  Repeating rituals   Rereading or rewriting  
     Need to repeat routine activities (e.g., in/out door, up/down from chair)  

  Counting compulsions   (Check for presence)  

  Ordering/arranging compulsions   (Check for presence)  

  Hoarding/collecting compulsions    Distinguish from hobbies and concern with objects of monetary or sentimental value 
 (e.g., carefully reads junk mail, sorts through garbage)  

  Miscellaneous compulsions   Excessive list making  
     Need to tell, ask, or confess  
     Need to touch, tap, or rub  
     Rituals involving blinking or staring     

 Source: From W. K. Goodman, L. H. Price, S. A. Rasmussen, C. Mazure, P. Delgado, G. R. Heninger, and D. S. Charney (1989a), “The Yale-Brown 
Obsessive-Compulsive Scale II. Validity” in  Archives of General Psychiatry,  46, pp. 1012–1016. Reprinted with permission of Wayne Goodman. 

   Theories and Treatment of 
Obsessive-Compulsive Disorder 

 OCD is increasingly being understood as a genetic disorder 

(Jonnal, Gardner, Prescott, & Kendler, 2000; Pato, Schindler, 

& Pato, 2001), refl ecting abnormalities in the basal ganglia, 

subcortical areas of brain involved in the control of motor 

movements. Specifi cally, systems involving glutamate, dopa-

mine, serotonin, and acetylcholine may be involved, affecting 

the functioning of the prefrontal cortex (Carlsson, 2001). 

Thus, the brain circuitry connecting the subcortical and corti-

cal regions of the brain specifi c to inhibition of behavior 

seems to function abnormally in this disorder (Saxena & 

Rauch, 2000). People with OCD are seen as having thoughts 

and actions that they literally cannot inhibit, as though the 

brain structures involved in this process are, in essence, work-

ing overtime to try to control them. Consistent with their 



PET scans, people with OCD have heightened levels of activ-

ity in the brain motor control centers of the basal ganglia and 

frontal lobes (Leocani et al., 2001; Mataix-Cols et al., 2004). 

    Other disorders involving similar neurochemical abnor-

malities are also thought to be related to obsessive- compulsive 

disorder along a continuum or spectrum (Stein, 2000). This 

spectrum includes a wide range of disorders involving dis-

sociation, somatization, hypochondriasis, eating disorders, 

pathological gambling, borderline personality disorder, and 

disorders that involve uncontrollable impulses, such as hair 

pulling, face picking, compulsive shopping, and gambling 

(Bellodi et al., 2001). There may also be a relationship 

between OCD and Tourette’s syndrome (discussed in detail 

in Chapter 11), in which an individual exhibits a pattern of 

abnormal motor symptoms, such as uncontrollable twitches, 

vocalizations, and facial grimaces. When these disorders 

overlap, the symptom picture tends to be much more severe 

than is found when just one of the conditions is diagnosed 

(Coffey et al., 1998). However, anxiety is a feature that is 

unique to obsessive-compulsive disorder, even among people 

who have Tourette-like symptoms (Cath et al., 2001). 

    As important as biological notions are to the under-

standing and treatment of OCD, they do not tell the entire 

story, and the behavioral perspective adds an important di -

mension. Behaviorally oriented theorists have long focused 

on the possibility that the symptoms of OCD become estab-

lished through a process of conditioning, in which their behav-

iors become associated with momentary relief of anxiety. 

    The cognitive-behavioral perspective focuses on mal-

adaptive thought patterns as contributing to the develop-

ment and maintenance of OCD symptoms. Individuals with 

OCD may be primed to overreact to anxiety-producing 

events in their environment (Kumari et al., 2001). It is 

assumed that these clients are disturbed by thoughts related 

to the need to be perfect, to the belief  that they are respon-

sible for harm to others, and to concerns over the possibility 

of  danger (Jones & Menzies, 1997; Salkovskis et al., 2000; 

Shafran, 1997). They then struggle with disturbing images 

related to these thoughts and try to suppress or counteract 

them by engaging in compulsive rituals. The more they try 

to suppress these thoughts, the greater their discomfort and 

inability to stop them (Salkovskis et al., 1997).  

 Treatment   The most promising interventions for people 

with obsessive-compulsive disorder are rooted in biological 

and psychological approaches, which are commonly combined 

in an integrative treatment (Jenike, 2004). So far, treatment 

with clomipramine or other serotonin reuptake inhibiting 

medications, such as fl uoxetine (Prozac) or sertraline (Zoloft), 

has proven to be the most effective biological treatment avail-

able for obsessive-compulsive disorder (Foa et al., 2005). The 

excitement generated by success stories with these medications 

has led to the development of newer medications, which have 

shown promising results for people who do not respond to 

clomipramine or fl uoxetine. 

  Many clinicians recommend psychological interventions 

instead of, or in addition to, medication (Foster & Eisler, 

2001). For example, thought stopping is recommended to 

help some clients reduce obsessional thinking, as is exposure 

to situations that provoke compulsive rituals or obsessions. 

Response prevention may also be used, in which the clinician 

instructs the client to stop performing compulsive behaviors, 

either totally or in graded steps (Salkovskis & Westbrook, 

1989). Several experts advocate treatment that contains both 

exposure to the feared obsessions and prevention of  the 

rituals that accompany the obsessions (Franklin et al., 2000). 

Steketee (1998) explains that exposure helps reduce the 

obsessive anxiety, while the prevention of responses controls 

a person’s rituals. For example, Steketee describes her treat-

ment of a woman who compulsively checked faucets and the 

buttons on her child’s clothing, as she was obsessed with 

the irrational notion that certain numbers and activities were 

connected with the devil. Steketee helped the client identify 

her obsessive ideas and accompanying rituals; that informa-

tion was used to construct a hierarchy of increasingly obsessive 

situations and associated rituals. Specifi c situations—such as 

fastening children’s clothing snaps or having angry thoughts 

about the children or even reading about devils and demons—

were selected for exposure. Each step of the way, the client 

agreed not to use any ritual, such as checking or repeating, 

that previously would have relieved her anxiety. In an effort 

to confront her tremendous diffi culty with words associated 

with the devil, she engaged in some interesting forms of expo-

sure; namely, she began to serve devil’s food cake and deviled 

eggs, as well as to write the words  devil  and  satan  in her 

appointment book. Although there was not a rapid or mirac-

ulous cure, over time this woman reported that she felt 80 to 

90 percent improved, compared with when she had fi rst come 

for treatment. 

  Unfortunately, for some people, neither pharmacological 

nor psychotherapeutic interventions offer any relief. In extreme 

cases involving people with debilitating symptoms, the radical 

    Leslie, a woman with obsessive-compulsive disorder, fi nds that 
simple actions such as fi ling important papers can induce a 
spiral of distressing compulsive behaviors that can occupy an 
entire day.  
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intervention of psychosurgery may be used.  Cingulotomy in -

volves the precise lesioning of the cingulate bundle, an area 

of the limbic system that researchers have implicated in the 

development of anxiety and compulsive behavior. Small holes, 

less than 2 centimeters in diameter, are drilled into the skull, 

and electrodes are carefully positioned in each cingulate bun-

dle. Correct positioning is sometimes verifi ed with magnetic 

resonance imaging. Electric current is then passed through the 

electrodes to create lesions between 1 and 2 centimeters in 

diameter, which ideally results in a reduction in obsessions and 

compulsions. Some individuals for whom daily life is torturous 

consider cingulotomy a viable option, and it is considered effec-

ve in otherwise untreatable cases (Jung et al., 2006). An alter-

te procedure that does not involve operating on the brain 

with a scalpel is radiosurgery using an instrument called a 

gamma knife, which actually has no blade (Friehs et al., 2007).  

 Mini Case 

 OBSESSIVE-COMPULSIVE DISORDER 

 Mark is a 16-year-old high-school student referred for treat-
ment by his teacher, who became disturbed by Mark’s irratio-
nal concern about the danger posed by an electrical outlet at 
the front of the classroom. Mark pleaded daily with the teacher 
to have the outlet disconnected to prevent someone from ac-
cidentally getting electrocuted while walking by it. The teacher 
told Mark that his concerns were unfounded, but he remained 
so distressed that he felt driven, when entering and leaving the 
classroom, to shine a fl ashlight into the outlet to make sure that 
a loose wire was not exposed. During class time, he could 
think of nothing else but the outlet.  

 Diagnostic Features  

  ■    People with this disorder suffer from either obsessions or 
compulsions, which the person recognizes at some point as 
excessive or unreasonable. These obsessions or compul-
sions cause marked distress, consume more than an hour a 
day, or signifi cantly interfere with normal routine, function-
ing, or social activities or relationships.  

  ■   Obsessions are defi ned by the following four features:

   ◆    Recurrent and persistent thoughts, impulses, or images 
that sufferers recognize as intrusive and inappropriate 
and that cause marked anxiety or distress  

  ◆   Not simply excessive worries about real-life problems  

  ◆    Attempts to ignore or suppress these thoughts, impulses, or 
images or to replace them with another thought or action  

  ◆    Recognition that these are products of his or her own 
mind (rather than the delusional belief that they are 
thoughts being inserted into the mind)     

  ■   Compulsions are defi ned by the following two features:

   ◆    Repetitive behaviors (e.g., hand-washing, checking, put-
ting items in order) or mental acts (e.g., counting, silent 
repetition of words) that the person feels driven to perform 
in response to an obsession or according to rigid rules  

  ◆    The behaviors or mental acts are intended to prevent or 
reduce distress or to prevent a dreaded event or situa-
tion, but they are clearly excessive or not connected in 
a realistic way with what they are intended to neutralize 
or prevent      

 Q:  How would exposure and response prevention be used in 
treating Mark?  

    The Leksell Gamma Knife is a radiosurgical treatment that delivers a 
dose of gamma radiation with surgical precision. Although primarily 
used in procedures involving brain tumors, the Gamma Knife has 
also helped individuals with extreme forms of obsessive-compulsive 
disorder for which other treatments have been ineffective.  

       REVIEW QUESTIONS  

  1.    People who suffer from the symptom of compulsions are 

unable to control their ________.  

  2.    What neurosurgical procedure might be used in treating 

people with extreme cases of obsessive-compulsive dis-

order that is resistant to other forms of treatment?  

  3.    People with __________ obsessions are unable to control 

their thoughts about illness or disease.       



to the ground several years ago, because she knows that even 

a fl eeting reminder of the trauma will result in great psycho-

logical distress, nightmares, and physical symptoms of anxi-

ety and dread. 

    Sometimes it is not until days or months after the trauma 

that intruding thoughts fi rst emerge. Some people fi nd that 

the traumatic event repeatedly intrudes into consciousness in 

the form of a fl ashback—a recurrence of a powerful feeling 

or perceptual experience from the past, sometimes involving 

graphic and terrifying illusions and hallucinations. Night-

mares and unwanted thoughts about the event may plague 

the individual during this phase, along with physical symp-

toms such as a racing heartbeat or heavy sweating. Consider 

a young man, Gary, who was in a car accident that killed his 

friend. Gary had recurrent images of the scene of the fatal 

crash. When riding in cars, he overreacted to every approach-

ing car, repeatedly bracing himself  for another imagined 

crash. He thought he could hear the voice of his deceased 

friend crying, “Watch out!” For weeks following the accident, 

he repeatedly saw his friend’s face when he tried to sleep. He 

could not get out of his mind the thought that he should 

have done something to prevent his friend’s death. 

    The symptoms of PTSD seem to fall into two related 

clusters. The fi rst cluster, “intrusions and avoidance,” includes 

intrusive thoughts, recurrent dreams, fl ashbacks, hyperactiv-

ity to cues of the trauma, and the avoidance of thoughts or 

reminders. The second cluster, “hyperarousal and numbing,” 

includes symptoms that involve detachment, a loss of interest 

in everyday activities, sleep disturbance, irritability, and a 

sense of a foreshortened future. Thus, intrusive thoughts give 

rise to the avoidance of disturbing reminders, and hyper-

arousal leads to a numbing response (Taylor et al., 1998). 

    Traumatic reactions to stress may originate early in life 

as the result of  repeated exposure to neglect, abuse, and 

parental violence. In fact, the DSM-5 Task Force is con-

sidering the addition of  a new diagnosis called  develop-

mental trauma disorder  to capture the unique symptoms 

that some repeatedly    traumatized children develop (Koenen 

et al., 2007). 

    Post-traumatic stress disorder is a relatively common 

diagnosis, with a lifetime prevalence rate of  approximately 

8 percent of  the U.S. population. Of course, the rate is dra-

matically higher among at-risk individuals—for example, 

groups of  people who have been exposed to specifi c trau-

matic incidents such as fl oods, tornadoes, hurricanes, com-

bat, or ethnic violence (American Psychiatric Association, 

2000). Experts who have reviewed data on PTSD from 

around the world have concluded that this disorder is not 

a construction of  Western epidemiologists, but is indeed 

found in similar ways across cultures, languages, racial and 

ethnic groups, and geographic areas (Keane, Marshall, & 

Taft, 2006).  

 PTSD and Combat   In the 1980s, when the diagnosis of 

PTSD was added to the  DSM,  the media drew attention to 

the psychological aftereffects of  combat experienced by 
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 Acute Stress Disorder and 

Post-Traumatic Stress Disorder 

 A    traumatic experience    is a disastrous or an extremely pain-

ful event that has severe psychological and physiological 

effects. Traumatic events include personal tragedies such as 

being involved in a serious accident, being the victim of 

violence, or experiencing a life-threatening calamity. Trau-

matic events can happen on a larger scale and affect many 

people at once; examples include fi res, earthquakes, riots, 

and war. 

    Each traumatic event takes its toll in human suffering. 

Survivors must cope with the loss of close ones who were 

victims of the disaster, with the loss of property when homes 

or businesses are destroyed, or with the sense of personal 

violation after being assaulted or raped. Survivors must cope 

with the painful memories of  the traumatic event, which 

often involve vivid images of seeing other people being killed 

or their own lives nearly ended. 

    Some people develop an    acute stress disorder    soon after 

a traumatic event. In this condition, the individual develops 

feelings of intense fear, helplessness, or horror. Dissociative 

symptoms may appear, such as feeling numb, unreal, or 

detached, and amnesia about the event may develop. These 

individuals continue to reexperience the event in images, 

thoughts, dreams, and fl ashback episodes. They go to 

extremes to avoid anything that reminds them of the horrifi c 

event, whether it is a place, a person, an activity, or even a 

thought, feeling, or conversation, because these may evoke 

intense distress or a sense of reliving the trauma. Intensely 

anxious much of the time, they are likely to fi nd it diffi cult 

to sleep or concentrate. They often become irritable and 

hypervigilant, perhaps easily startled by a minor noise or 

disruption. 

    Despite the extreme nature of the symptoms of acute 

stress disorder, most people are able to return to relatively 

normal functioning within days or weeks. Others, however, 

do not. They go on to develop    post-traumatic stress disorder 

(PTSD)    ,  a diagnosis that is appropriate when the symptoms 

persist for more than a month.  

   Characteristics of Post-Traumatic 

Stress Disorder 

 After about a month, a person who has experienced a trau-

matic event may begin to display symptoms of PTSD, which 

may then take the individual on a chronic and unremitting 

course. Reminders of  the trauma, either in the person’s 

thoughts or in the environment, evoke intense levels of psy-

chological or physiological distress. Even the anniversary of 

the event may stir up intense psychological and physical dis-

turbance. These symptoms are so painful that people who 

suffer from PTSD intentionally go to great lengths to avoid 

anything that may remind them of the trauma. For example, 

a woman avoids driving by the site where her house burned 
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 Vietnam War veterans. The Vietnam War was the most pub-

licized, but certainly not the only, war to produce psycho-

logical casualties. Reports of  psychological dysfunction 

following exposure to combat emerged after the Civil War 

and received increasing attention following both world wars 

of the twentieth century, with reports of conditions called 

shell shock, traumatic neurosis, combat stress, and combat 

fatigue. Concentration camp survivors also were reported to 

suffer long-term psychological effects, including the  “survivor 

 syndrome” of chronic depression, anxiety, and diffi culties in 

interpersonal relationships. 

  Statistics are still emerging from the many studies con-

ducted about the post-traumatic effects of the Vietnam War. 

These statistics are not always consistent, however, with esti-

mates of the incidence of PTSD among Vietnam veterans 

ranging from 19 to 30 percent of those exposed to low levels 

of combat, and 25 to 70 percent of those exposed to high 

levels. As with any situation in which the rates of  PTSD 

are so high, questions arise as to what factors might have 

 protected some veterans from developing this disturbing 

condition. Apparently, for Vietnam veterans access to social 

support and assistance on their return from war diminished 

the likelihood of  developing PTSD (Schnurr, Lunney, & 

 Sengupta, 2004). 

  Because of all that was learned from the Vietnam War 

era about PTSD, major efforts were made from the outset of 

the Afghanistan and Iraq wars on the part of the Depart-

ment of Defense and the U.S. Veterans Administration to 

assess the impact of combat and to develop interventions 

aimed at reducing long-lasting psychological disturbance 

(Friedman, 2004). Despite ardent efforts to address combat-

related psychological disturbance, PTSD has been unset-

tlingly prevalent among soldiers returning from these war 

zones. Among Army soldiers returning from Afghanistan, 

6.2 percent met the PTSD diagnostic criteria, with more than 

double that rate, 12.9 percent, among soldiers returning from 

 ACUTE STRESS DISORDER 

 Brendan is a 19-year-old college freshman who was well-liked, 
psychologically healthy, and quite successful in life until 2 weeks 
ago when he experienced a traumatic event that seemed to 
change every aspect of his functioning. The life-changing event 
involved a devastating dormitory fi re from which Brendan barely 
escaped. In fact, his roommate perished from smoke inhalation. 
Since the fi re Brendan has been tormented by graphic images of 
waking to see his room fi lled with smoke, as fl ames encom-
passed the overstuffed chair in which his roommate had fallen 
asleep while smoking a cigarette. Tears come to his eyes as he 
recalls the experience of grabbing his roommate’s leg and drag-
ging the unconscious body out of the room only to realize that he 
was pulling a corpse. Feeling helpless and terrifi ed, he screamed 
cries of horror, while suddenly becoming drenched by a sprinkler 
system that became activated several minutes too late. Brendan 
spent the days following the tragedy in the university health cen-
ter where he was treated for smoke inhalation and psychological 
symptoms. He described himself as feeling in a daze, as if in a 
dream state that was more like a nightmare. Despite the efforts 
of family and friends to connect emotionally with him, Brendan 
was emotionally unresponsive and seemingly numb. In fact, he 
found it diffi cult to talk with people because his thoughts were 
fi lled with intrusive images of the fi re. After being discharged 
from the health service, he was unable to go anywhere near the 
dorm building, for fear that he would “really lose it,” and ulti-
mately decided to withdraw from school because he felt too 
anxious and distressed.  

 Diagnostic Features  

  ■    This disorder, which occurs within a month of a traumatic 
event, causes clinically signifi cant distress or impairment 

that lasts  between 2 days and 4 weeks. The diagnosis is 
assigned to people who experience signifi cant distress or 
impairment associated with exposure to a traumatic event in 
which

   ◆    They experienced, witnessed, or confronted event(s) involv-
ing actual or threatened death or serious injury, or a physi-
cal threat to themselves or others.  

  ◆   They responded with intense fear, helplessness, or horror.     

  ■    Either during or after the event, the individual has three or 
more of the following dissociative symptoms:

   ◆    Sense of detachment, numbing, or lack of emotional 
 responsiveness  

  ◆    Reduced feeling of awareness of surroundings, as if in a 
daze  

  ◆   Feelings of unreality (derealization)  

  ◆    Sensation of being detached from oneself (depersonalization)  

  ◆    Inability to recall an important aspect of the trauma (disso-
ciative amnesia)     

  ■    The traumatic event is reexperienced through recurrent images, 
thoughts, dreams, illusions, fl ashback episodes, or a sense of 
reliving the experience, or the person feels intense distress 
when exposed to reminders of the event.  

  ■    The individual avoids stimuli that evoke recollections of the 
trauma.  

  ■    The individual experiences symptoms of anxiety or increased 
arousal, such as diffi culty sleeping, irritability, poor concentra-
tion, hypervigilance, exaggerated startle response, and rest-
lessness.   

 Q:  What is the primary diagnostic distinction between acute 
stress disorder and post-traumatic stress disorder?  

 Mini Case 



Iraq (Hoge et al., 2004). As combat has continued in these 

two war zones, the number of soldiers developing mental 

health problems, particularly PTSD, has skyrocketed. It is 

estimated that nearly 17 percent of Iraq war veterans meet 

the screening criteria for this disorder (Hoge et al., 2007). 

  In addition to research conducted on returnees from 

the wars of  the fi rst decade of  the twenty-fi rst century, 

investigators have also scrutinized the experiences of  peo-

ple who survived the 9/11 terrorist attacks and aid workers 

who came to their assistance. Approximately 1 year after 

the 9/11 attacks, researchers estimated that 11 percent of 

New Yorkers probably met PTSD criteria, compared with 

2.7 percent of  people living in the metropolitan Washington 

area (Schlenger et al., 2002). Soon after the event, mental 

health workers began to intervene with survivors in an 

effort to reduce the debilitating effects of  exposure to wide-

spread trauma. The 2004 tsunami in Southeast Asia, one 

of  the most devastating natural disasters in recorded his-

tory, resulted in the development of  very  serious psycho-

logical problems among the survivors. Again, by learning 

from previous disasters, relief  workers were trained in 

methods of  helping people cope with the psychological toll 

of  devastation. 

    Theories and Treatment of 

Post-Traumatic Stress Disorder 

 To understand why some individuals who are exposed to a 

life-threatening event develop PTSD while others do not, we 

turn to the biopsychosocial model for an integrated perspective 

regarding the risk factors associated with the development of 

PTSD. By understanding the etiology of PTSD, psychologists 

can better develop interventions that are effective in treating 

this disorder. Keane et al. (2006) group PTSD risk factors into 

the following three categories: (a) pre-existing factors specifi c 

to the individual, (b) factors related to the traumatic event, and 

(c) events following the experience of trauma. 

    For pre-existing factors, such as genetic contributions, 

research fi ndings so far have pointed to a small association 

between family psychopathology and the development of 

PTSD, but we do not yet understand the actual familial bio-

logical mechanisms that might predispose some people to 

developing PTSD (Broekman, Olff, & Boer, 2007). Research-

ers have also studied the role played by other factors such 

as gender, age, race, and marital status. Of these factors, the 

most interesting is gender: men are more likely to be exposed 

to trauma (e.g., combat), yet women are more likely to 

develop PTSD. Also of interest is the fi nding that people 

who have experienced prior trauma and other adversities in 

life may be more vulnerable to the development of PTSD 

(Keane et al., 2006). 

    The second set of  factors pertains to the nature of  the 

traumatic event. A general principle that emerges from a 

variety of  studies on trauma victims is that there is a 

direct relationship between the severity of  the trauma and 

the individual’s risk of  developing PTSD later. Of  par-

ticular signifi cance is the experience of  bodily injury. In 

one study, injured soldiers were more likely to develop PTSD 

than their noninjured comrades who participated in the 

same combat (Koren et al., 2005). In another study involv-

ing victims of terrorist bombings, PTSD was much more likely 

to arise in those with severe initial injuries (Lamberg, 2004; 

Verger et al., 2004). Rape is another experience that can 

lead to PTSD. In comparing women who were victims of 

 physical assault or injury with women who were victims 

of  rape, researchers found that the rape victims were much 

more likely to develop PTSD as well as other serious 

 psychological problems. The sexual nature of  rape added 

a dimension that increased their vulnerability (Faravelli, 

Giugni, Salvatori, & Ricca, 2004). 

    Following the September 11, 2001, disaster at the World Trade Center, 
many people developed symptoms of post-traumatic stress disorder.  
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    The third set of factors focuses on what happens after 

the experience of the trauma. As was evident following the 

Vietnam War, trauma survivors who receive social support 

and understanding following the trauma seem less vulnerable 

to developing PTSD than others not so adequately nurtured. 

In studying Vietnam veterans, investigators were particularly 

attuned to the fact that, for many Vietnam soldiers, symp-

toms did not emerge until they returned home. In explaining 

this phenomenon, researchers point out that the Vietnam 

War was not politically popular. Instead of receiving a hero’s 

welcome on their return home, many soldiers felt that their 

efforts were neither valued nor respected. This lack of social 

support, rather than the combat experience itself, may have 

contributed to the development of the disorder. 

    Two decades later, approximately 8 percent of  those 

returning from Operation Desert Storm developed PTSD 

symptoms (Stretch et al., 1996). As with the veterans of the 

Vietnam War, lack of support on their return from action 

seemed to play a role in the Gulf War veterans’ development 

of  PTSD symptoms (Viola, Hicks, & Porter, 1993). The 

stigma of seeking mental health services for combat-related 

psychological problems is yet another obstacle that stands in 

the way of recovering from stress-related conditions. In one 

study of combat operations in Iraq and Afghanistan, con-

cern about stigma was greatest among those most in need 

of help from mental health services (Hoge et al., 2004).  

   Biological Perspectives   Taking a closer look at the role of 

biology, researchers have formulated the theory that, once a 

traumatic experience has occurred, parts of the individual’s 

nervous system become primed or hypersensitive to possible 

danger in the future. Subcortical pathways in the central ner-

vous system, as well as structures in the sympathetic nervous 

system, are permanently “on alert” for signs of impending 

harm; people who develop PTSD following exposure to 

trauma are more likely to have had a predisposition in the 

form of exaggerated startle responses: eyeblinks and skin 

conductance (Guthrie & Bryant, 2005). It seems that even 

the structure of the brain can change as a result of trauma; 

for example, researchers have noted that these changes in the 

 POST-TRAUMATIC STRESS DISORDER 

 For the past 25 years, Steve has suffered from fl ashbacks in which 
he relives the horrors of his 9 months of active duty in Vietnam. 
These fl ashbacks occur unexpectedly in the middle of the day, and 
Steve is thrown back into the emotional reality of his war experi-
ences. These fl ashbacks, and the nightmares he often suffers from, 
have become a constant source of torment. Steve has found that 
alcohol provides the only escape from these visions and from the 
distress he feels. Often, Steve ruminates about how he should have 
done more to prevent the deaths of his fellow soldiers, and he feels 
that his friends, rather than he, should have survived.  

 Diagnostic Features  

  ■    This disorder, which causes clinically signifi cant distress or 
impairment, is assigned to people who have been exposed to 
a traumatic event in which

   ◆    They experienced, witnessed, or confronted an event in-
volving actual or threatened death or serious injury, or a 
physical threat to themselves or others.  

  ◆   They responded with intense fear, helplessness, or horror.     

  ■    For at least 1 month, there is a persistent reexperiencing of the 
traumatic event in one or more of the following ways:

   ◆   Recurrent and intrusive distressing recollections of the event  

  ◆   Recurrent distressing dreams of the event  

  ◆    Acting or feeling as if the event were recurring (e.g., a reliv-
ing of the experience, illusions, hallucinations, dissociative 
fl ashbacks)  

  ◆    Intense distress at exposure to internal or external cues that 
symbolize or resemble an aspect of the event  

  ◆    Physiological reactivity on exposure to internal or external 
cues that symbolize or resemble an aspect of the event     

  ■    For at least 1 month, there is avoidance of stimuli associated 
with the trauma and a numbing of general responsiveness, as 
indicated by at least three of the following:

   ◆    Efforts to avoid thoughts, feelings, or conversations associ-
ated with the trauma  

  ◆    Efforts to avoid activities, places, or people that evoke rec-
ollections of the trauma  

  ◆    Inability to recall an important aspect of the trauma  

  ◆    Markedly diminished interest or participation in signifi cant 
activities  

  ◆    Feelings of detachment or estrangement from others  

  ◆    Restricted range of affect (e.g., inability to experience lov-
ing feelings)  

  ◆    Sense of foreshortened future (e.g., pessimism about ca-
reer, family, and life)     

  ■    For at least 1 month, there are persistent symptoms of increased 
arousal, as indicated by at least two of the following:

   ◆   Diffi culty falling or staying asleep  

  ◆   Irritability or outbursts of anger  

  ◆   Concentration diffi culty  

  ◆   Hypervigilance  

  ◆   Exaggerated startle response      

 Q:  What psychotherapeutic approach is regarded as especially 
helpful in treating people with PTSD?  

 Mini Case 



hippocampus may result from hyperarousal of the amygdala, 

a limbic system structure that mediates emotional responses 

(Villarreal & King, 2001). 

  When individuals fi rst reach out for help regarding the 

disruptive symptoms of PTSD, clinicians consider medica-

tion as the fi rst line of defense due to the debilitating nature 

of the symptoms. Clients with symptoms involving hyperex-

citability and startle reactions may benefi t from antianxiety 

medications, such as benzodiazepines. Those contending 

with irritability, aggression, impulsiveness, or fl ashbacks may 

fi nd anticonvulsants, such as carbamazepine or valproic 

acid, helpful. Antidepressants, such as selective serotonin 

reuptake inhibitors and monoamine-oxidase inhibitors, are 

often therapeutic in treating the symptoms of  numbing, 

intrusion, and social withdrawal (Londborg et al., 2001; 

Seedat et al., 2001). 

   Psychological Perspectives   Even though medications can 

provide some symptom relief, it would be naive to think that 

medication alone is suffi cient for ameliorating the distressing 

psychological and interpersonal problems that burden those 

with PTSD. Consequently, clinicians recommend ongoing 

psychotherapy, not only to deal with emotional issues but also 

to monitor the individual’s reactions to medical treatments 

(Davidson, Stein, Shalev, & Yehuda, 2004). The most effective 

psychological treatments for PTSD involve a combination of 

“covering” and “uncovering” techniques. Covering techniques, 

such as supportive therapy and stress management, help the 

client seal over the pain of the trauma. They may also help 

the client reduce stress more effectively and, in the process, 

eliminate some of the secondary problems that the symptoms 

cause. For example, PTSD victims who isolate themselves 

from friends and family are cutting themselves off from social 

support, which is an important therapeutic agent. By learning 

alternate coping methods, clients can become  better able to 

seek out social support. 

  Uncovering techniques, which involve a reliving of the 

trauma, include the behavioral treatments of imaginal fl ood-

ing and systematic desensitization. Exposing the person with 

PTSD to cues that bring back memories of the event in a 

graded fashion, or in a situation in which the individual is 

taught simultaneously to relax, can eventually break the 

 conditioned anxiety reaction. Other treatments, such as psy-

chodrama, can also be useful in bringing to conscious aware-

ness, within a controlled setting, disturbing memories of the 

traumatic event. 

  Cognitive-behavioral therapy is effective for a variety 

of forms of PTSD (Sijbrandij et al., 2007). In cognitive-

behavioral therapy, imaginal or  in vivo  exposure is combined 

with relaxation and cognitive restructuring. In one approach, 

treatment begins by having the clinician gather information 

about the event and the client’s reactions to it, including cog-

nitive distortions and situations that are now avoided. Next, 

the avoided situations are listed in order of degree of anxiety 

that each invokes, and imaginal exposure is paired with deep 

muscle relaxation. Sessions are videotaped for the client’s use 

between sessions to practice as homework assignments. 

  PTSD victims can also learn to reduce stress by ap-

proaching their situations more rationally and by breaking 

down their problems into manageable units. They can work 

toward achieving a better balance between self-blame and 

avoidance. Individuals who feel excessively guilty for their 

role in the traumatic incident can learn to see that their 

responsibility was not as great as imagined. Conversely, 

those who feel they have no control over what happens to 

them and, therefore, avoid confronting problems can learn 

to feel a greater sense of mastery over the course of their 

lives (Hobfall et al., 1991). 

  In an analysis of the results of 26 studies on the treat-

ment of  PTSD, researchers compared the effi cacy of  the 

major forms of psychotherapy on over 1,500 patients. They 

concluded that approximately 65 percent of patients treated 

with psychotherapy for PTSD recover or improve, although 

nearly half  continue to have substantial residual symptoms 

that persist long after treatment (Bradley et al., 2005). 

Clearly, although treatment can be effective, continued follow-

up is necessary to help these clients maintain their treatment 

gains over the long term.   

 Can People Grow from 
the Experience of Trauma? 

 At fi rst, it might seem inconceivable that people might feel 

they have benefi ted from a terrifying experience such as an 

assault, an accident, or a terrible disease, but it is possible. 

After further consideration, however, most people can think 

of very distressing experiences that ultimately evoked posi-

tive changes in their thoughts, feelings, and behavior. Some 

trauma researchers, such as Zoellner and Maercker (2006) 

have expressed concern about the likelihood that clinicians 

    The psychological impact of the fi ghting in the war in Iraq will not 
truly be known for years.  
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 REVIEW QUESTIONS  

  1.    The new diagnostic label  is being proposed for 

inclusion in DSM-5 to characterize the symptom picture 

of children who have been repeatedly traumatized. 

2.  What are the three categories in which PTSD risk factors 

are grouped? 

  3.    Although trauma is clearly a negative experience, some 

people are able to derive the benefi t of .           

working with trauma survivors tend to be biased toward 

thinking that the experiences of PTSD clients must, by defi ni-

tion, be exclusively negative. Although Zoellner and Maercker 

caution against naive minimization of the suffering of trau-

matized clients, a response that the clients might have encoun-

tered in interactions with well-meaning acquaintances, they 

also urge therapists to view the aftereffects of trauma more 

broadly than has been customary in recent years. Particularly 

important is a therapeutic process that helps clients “fi nd their 

own specifi c meanings, interpretations, ways of coping and 

recovery” (p. 650). 

    In a meta-analysis, Helgeson, Reynolds, and Tomich 

(2006) examined the relations of “benefi t fi nding” to psycho-

logical and physical health, and concluded that individuals 

who fi nd benefi t in the experience of  trauma are less 

depressed and tend to have a more positive sense of well-

being. Although at fi rst glance this seems like a straightfor-

ward relationship, these investigators were intrigued by the 

fi nding that these benefi t fi nders also tended to experience 

intrusive and avoidant thoughts about their trauma. In their 

effort to explain this seeming inconsistency, Helgeson and 

colleagues suggest that the cognitive processing that goes on 

in the minds of trauma survivors may actually be attempts 

to understand the traumatic events rather than a symptom 

of mental distress. They state that “a period of contempla-

tion and consideration of the stressor” may be necessary for 

growth to occur (p. 810). 

    How might clinicians help the traumatized client per-

ceive benefi cial aftereffects of  trauma survival? Because 

traumatic events are usually linked to life threats, clini-

cians can help their clients become more aware of  their 

own mortality and the fragility of  life in general, with the 

result being a greater appreciation for life. Furthermore, 

traumatized individuals are typically consumed by “why 

did it happen” questions that have no clear answer. No one 

can explain to the innocent victims of  a random terrorist 

act why they were injured. However, clinicians working 

with these clients might guide them to try to fi nd a way to 

make meaning from such a tragic experience (Zoellner & 

Maercker, 2006). 

  Hurricane Katrina, the most devastating natural disaster in American 
history, ravaged several southern states in 2005, traumatizing thou-
sands of people who will contend with the emotional aftereffects for 
years to come.  

    Carl, a Vietnam veteran, struggles with incapacitating symp-
toms of PTSD as a result of his life-threatening experiences 
in combat.  

 Anxiety Disorders: The 
Biopsychosocial Perspective  

 As you can see, anxiety disorders cover a broad spectrum 

of problems, ranging from specifi c, seemingly idiosyncratic 

responses to diffuse and undifferentiated feelings of dread. 

These disorders involve an intriguing tapestry of biological, 

psychological, and sociocultural phenomena. Fortunately, 

relatively straightforward behaviorally based treatments are 

available that can successfully alleviate the symptoms of anxi-

ety for many people who have these disorders. Furthermore, 

a number of  other strategies involving cognitive, insight-

oriented, and psychopharmacological interventions can enhance 

the effectiveness of behavioral techniques. Knowledge gained 

from research on the causes and treatment of  anxiety dis-

orders can also have some practical benefi ts for managing 

lesser diffi culties.  
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   Barbara’s History  

 As Barbara shared her life history 

with me, the fl ow of her speech fre-

quently was interrupted by sobs and 

pleas that I be patient with her. As 

Barbara’s story unfolded, I came to 

understand how the emotional scars 

left by growing up in a dysfunctional 

family plagued her throughout child-

hood and adolescence. 

  Barbara grew up in a dysfunctional 

family. She was raised almost exclu-

sively by her mother. Her father spent 

very little time at home, because he 

worked as a sales representative for a 

company with branch offi ces spread 

across a three-state area. When he 

was home, he was almost always ine-

briated. Barbara’s mother was very 

protective of her, restricting almost 

all social and after-school activities. 

Barbara remembers feeling some-

what resentful of her mother’s strong 

control over her, but she justifi ed her 

mother’s behavior, because “after all, 

she couldn’t count on my father to 

help her, and, besides, I was a pretty 

diffi cult kid and she didn’t want me 

getting into trouble.” 

  Barbara’s father was known to 

have out-of-town affairs with women, 

and everyone regarded him as a 

 failure in his job. However, no one 

discussed these problems openly. 

Barbara remembers being fright-

ened of her father because, when he 

was drinking, he became furious 

over even her slightest failure to re-

spond instantly to his instructions. 

Usually he gave unclear or contra-

dictory instructions, so she could not 

predict when he would yell at her 

and when he would be satisfi ed with 

her response. When she tried to 

apologize, he criticized her even 

more. Barbara learned that the best 

way to deal with him was to stay out 

of his way. 

  Barbara explained to me that it 

was not only her father who strug-

gled with psychological impairment. 

Her mother had, for most of her adult 

years, an intense fear of leaving the 

house alone, and she experienced 

deep depression related to her un-

happy marriage. Going back a gen-

eration, Barbara’s grandmother was 

considered  by  most  people  to  be 

 peculiar. She insisted on living the 

life of a recluse and acted toward 

her husband in ways that others 

considered domineering, bordering 

on sadistic. Barbara’s maternal 

grandfather put up with the abuse, 

never complaining, always appear-

ing to others as a quiet, accommo-

dating “gentleman.” It was quite a 

shock to the whole community when, 

at age 62, he asphyxiated himself 

and left a note fi lled with rage about 

his “miserable marriage.” 

  In her senior year of high school, 

Barbara began to write away to a 

number of colleges for applications. 

It never occurred to her that her par-

ents would object to her going to 

college, as long as she realized that 

she would have to support herself. 

Since Barbara’s grades were excel-

lent, she felt quite certain that she 

would earn some kind of fi nancial 

aid. One day, her mother stopped 

Barbara as she was leaving the 

house to mail a stack of envelopes 

and asked Barbara what she was 

doing. When Barbara explained, her 

mother burst into tears. She told 

Barbara  that  it  was  time  for  them 

to   have   a   talk.   They   sat   down   in 

the kitchen, and Barbara’s mother 

poured forth an amazing “confes-

sion.” Ever since Barbara was a 

child, it had been very important for 

her mother to have Barbara with her 

at home. That was why she found it 

so hard to let Barbara go out with 

her friends and do things after 

school. She said that Barbara’s fa-

ther had been so impossible that she 

was unhappy almost all the time. 

She couldn’t even leave the house 

to run a simple errand unless she 

had Barbara with her. She begged 

Barbara not to go away to school, 

saying that she could not bear the 

thought of her leaving. Barbara was 

stunned. She did not realize how 

much she meant to her mother. There 

was no way she could even consider 

going away to school under these 

circumstances. Barbara threw away 

all her letters and applied to the 

community college located 10 miles 

away from home. 

  After college, Barbara took a job 

in an insurance company, where she 

became a top-notch typist and re-

ceptionist. When her boss was 

transferred to another city, he told 

Barbara that he wanted her to move 

also. She could enroll in the univer-

sity and take courses there to com-

plete her bachelor’s degree, all at 

company expense. According to 

her boss, Barbara had a lot of po-

tential to advance in a career if she 

had the proper training. Concerned 

about leaving her mother, Barbara 

asked her what she should do. Bar-

bara’s mother assured her that she 

would “manage somehow.” Bar-

bara made the move, and all seemed 

to be going well. She felt particu-

larly lucky to have found a room-

mate with whom she shared many 

common interests, ideas, and feel-

ings. They soon became insepara-

ble. Unfortunately, however, things 

did not remain so serene for Bar-

bara; the ghosts of unresolved con-

fl icts and pain reappeared and took 

the form of her current emotional 

crisis.    

 Assessment  

 Although I had some reasonable 

hypotheses about the nature of 

Barbara’s disorder, important gaps 

needed to be fi lled in. Of particular 

concern was the possibility that 

Barbara might be suffering from a 

medical problem. It is not uncom-

mon for people with certain medical 

problems, such as hypoglycemia, 

hyperthyroidism, or insulin-secret-

ing tumors, to have symptoms that 

are strikingly similar to those found 

in anxiety disorders. The physician 

who conducted the physical exami-

nation, however, found no physio-

logical basis for Barbara’s problems. 

Drugs and alcohol were ruled out 

as well. Barbara had never abused 

drugs, and she only occasionally 

drank alcohol in desperate attempts 

to calm herself down. 

  Because of the prominent features 

of anxiety in Barbara’s presentation, I 

recommended that she meet with one 

of my colleagues, Dr. Michelle Herter, 

for a comprehensive behavioral as-

sessment. Dr. Herter’s assessment 

protocol consisted of three segments: 

(1) a symptom-focused interview, 
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(2) the administration of a question-

naire, and (3) Barbara’s collection of 

self-monitoring data. 

  In her interview, Dr. Herter col-

lected extensive information about 

the frequency, intensity, and duration 

of Barbara’s bodily and cognitive re-

actions to her periods of panic. She 

also discussed with Barbara the qual-

ity of her relationships, particularly 

those with her immediate family 

members. In her report, Dr. Herter de-

scribed Barbara as a “well-dressed 

and attractive young woman who 

looked self-conscious and nervous 

throughout the interview.” She felt 

that nothing about Barbara suggested 

intellectual impairment or a personal-

ity disorder, but she did discuss 

 Barbara’s prominent style of depen-

dency, passive acquiescence to other 

 people’s demands, and discomfort 

in situations involving interpersonal 

confl ict. 

  Barbara completed the Body 

Sensations Questionnaire and Ago-

raphobia Cognitions Questionnaire 

(Chambless & Goldstein, 1982), 

which provided compelling data 

about the nature of her overpower-

ing fear of having disturbing bodily 

sensations, such as rapid heartbeat 

and feelings of dizziness. Further-

more, Barbara’s responses sug-

gested that she genuinely feared 

that she was losing her mind. 

  For the self-monitoring portion of 

the assessment, Barbara kept a Panic 

Attack Record (Barlow et al., 1994), on 

which she documented the time, 

 duration, and intensity of each panic 

attack. She indicated who was with 

her at the time, as well as the specifi c 

symptoms she experienced. The as-

sessment picture that emerged from 

these sources of data was that of a 

woman who was overcome by intense 

and incapacitating episodes of panic 

that occurred primarily in situations 

involving confl ict or minor stress, 

 especially when she was alone.    

 Diagnosis  

 The most striking feature of Barbara’s 

presenting problems was the occur-

rence of panic attacks. After experi-

encing several of these on a frequent 

basis, Barbara could not leave her 

apartment because of her fears of 

having an attack in public. After rul-

ing out the possibility of a physically 

based disorder on the basis of the 

medical workup, I felt confi dent in 

the diagnosis of an anxiety disorder 

involving panic attacks and agora-

phobia. I focused my attention on 

Barbara’s symptoms during the epi-

sodes she described to me and 

to Dr. Herter, which included expe-

riences of dizziness, accelerated 

heart rate, uncontrollable trembling, 

sweating, choking sensations, chest 

discomfort, and fear of dying. I was 

secure in the belief that these epi-

sodes constituted panic attacks, 

 because they involved sudden, 

 unexpected periods of intense 

fear. Compounding the distress for 

 Barbara was the fact that symptoms 

of agoraphobia accompanied these 

panic attacks.        

  Axis I:    Panic Disorder with 

Agoraphobia  

  Axis II:    Rule out Personality  

Disorder. Not other-

wise specifi ed  

  Axis III:    No physical disorders or 

conditions  

  Axis IV:    Problems with primary 

support group (family 

tensions) Occupa-

tional problems (job 

transitions)  

  Axis V:    Current Global Assess-

ment of Functioning: 

37 Highest Global As-

sessment of Function-

ing (past year): 83  

       Case Formulation  

 As I pondered what factors might 

have contributed to Barbara’s de-

veloping such a troubling and inca-

pacitating disorder, I considered 

her genetic history as well as her 

family system. In evaluating genetic 

contributions, my thoughts were 

drawn to the problems that both her 

mother and her grandmother expe-

rienced. Their problems seemed 

similar to Barbara’s, leading me to 

hypothesize that Barbara had in-

herited a biological propensity to 

develop panic attacks. 

  In reviewing information about 

Barbara’s family, I noted her stories 

of being so distraught about her fa-

ther’s frequent absences, and her 

resentment toward her overcontrol-

ling mother, who could not protect 

her from the tyrannical ways of her 

unreliable and unpredictable father. 

The family did not air confl icts, and 

Barbara learned that the best way to 

get along with people was to do 

what they wanted or to stay out of 

their way. At a time when Barbara 

should have been allowed to begin 

her independent life, her mother 

made it virtually impossible for her to 

do so. When Barbara fi nally did leave 

her mother, she experienced consid-

erable guilt when she realized how 

much her mother depended on her. 

  As her life went on, Barbara came 

to realize more and more that she 

could not please everyone. Perhaps 

her fi rst panic attack grew out of this 

unresolvable confl ict. Indeed, all of 

Barbara’s early panic attacks were 

connected with some kind of emo-

tional confl ict in her life. The second 

attack occurred when Barbara was 

about to experience separation from 

the roommate to whom she had be-

come so attached. Other panic at-

tacks occurred when Barbara was 

going to her offi ce, as thoughts of 

leaving her mother fi lled her mind. 

Although the panic attacks started in 

situations that had a link to an emo-

tional confl ict, they eventually gener-

alized to all places outside Barbara’s 

apartment. Barbara came to fear not 

the situations themselves but the at-

tacks, which caused her to experi-

ence an excruciating degree of pain, 

embarrassment, and terror.    

 Treatment Plan  

 As I wrote up my treatment recom-

mendations for Barbara, I realized 

that she would benefi t most from an 

intervention that tapped behavioral 

and cognitive-behavioral techniques. 

Although I was familiar with these 

techniques, I felt that Barbara’s needs 

would best be served by a clinician 

who   specialized   in   interventions 

for   people   with   anxiety   disorders. 

Michelle   Herter   had   offered   her 
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services, should such a recommen-

dation seem appropriate, and I chose 

to accept her offer. I explained to 

Barbara that Dr. Herter was a lead-

ing expert in the kind of treatment 

she needed. Barbara made it clear 

that she was committed to obtaining 

the very best treatment available, 

even though she expressed disap-

pointment that I would not be her 

therapist. 

  I called Dr. Herter and we re-

viewed the impressions of Barbara 

that each of us had derived. As we 

spoke about this case, Dr. Herter put 

forth a treatment approach not com-

monly used by most other clinicians. 

She thought it would be a good idea 

to begin the therapy in Barbara’s 

home, a nonthreatening context in 

which she could begin establishing 

a trusting alliance with Barbara. In 

time, Dr. Herter would introduce  in 

vivo  techniques and graded expo-

sure training, in which she would 

guide Barbara step-by-step through 

situations that more closely approxi-

mated those that had terrifi ed her in 

the past. At the same time, Dr. Herter 

planned to work with her in restruc-

turing her beliefs about her inability 

to control her panic attacks. Dr. 

Herter told me that, as time went on, 

she might also incorporate asser-

tiveness training.    

 Outcome of the Case  

 I concurred with Dr. Herter’s initial 

optimism about the likelihood that 

Barbara would show fairly quick im-

provement once treatment was un-

derway. Barbara responded very 

positively to Dr. Herter’s willingness 

to provide home-based therapy. Dur-

ing the fi rst 3 weeks, which included 

six sessions, Dr. Herter took a com-

prehensive history of the problem 

and developed a relationship with 

Barbara that facilitated the initiation 

of behavioral techniques during the 

second phase. In the beginning of 

the second phase, Dr. Herter taught 

Barbara techniques she could use to 

change the way she thought about 

panic-arousing situations. For ex-

ample, Barbara was to imagine her-

self conquering her fear and feeling 

a sense of increased self-esteem 

following her success. She became 

able to envision herself as compe-

tent in situations that previously had 

seemed    threatening.    In    the    third 

phase,    Dr.    Herter    accompanied 

 Barbara outside her apartment to a 

nearby convenience store. Step-by-

step, in the weeks that followed, Dr. 

Herter introduced situations that 

were increasingly more threatening, 

culminating in Barbara’s successful 

trip to a crowded shopping mall un-

accompanied by her therapist. 

  Along with conquering her fears 

of leaving home, Barbara also began 

to gain some insight into the connec-

tion between interpersonal confl icts 

and her panic attacks. Several weeks 

into treatment, Barbara reported that 

her mother was telephoning her 

more and more frequently. Barbara’s 

mother had developed terrible head-

aches that made her incapable of 

doing anything for hours at a time. 

Although she did not ask directly, 

Barbara felt very strongly that her 

mother was hinting for Barbara to 

move back home. Barbara missed a 

session, something that was very 

unusual for her. Dr. Herter became 

concerned that Barbara was experi-

encing a relapse. A call to Barbara 

confi rmed this. Barbara had experi-

enced another panic attack during 

the week and was unable to leave 

her apartment. The cognitive tech-

niques she had practiced so faith-

fully had failed to work. Barbara had 

wanted to call Dr. Herter but felt too 

ashamed. After discussing this situ-

ation, Barbara was able to under-

stand how this particular panic 

attack had been provoked by inter-

personal confl ict; this insight proved 

useful in motivating Barbara to re-

sume and follow through with her 

treatment program. 

  In time, Barbara’s mother began 

making fewer demands on her, and 

Barbara was able to recover the 

gains she had made in individual 

therapy prior to the most recent 

panic attack. Barbara and Dr. Herter 

continued to meet for another 6 

months, during which time Barbara’s 

progress was cemented. Soon after 

Barbara terminated with Dr. Herter, 

she sent me a note to thank me for 

the referral. In the note, she boasted 

about her success in overcoming 

the problem that had been so threat-

ening and devastating for her. She 

explained how she had developed 

new ways of solving her problems, 

whether they pertained to possible 

panic attacks or to the diffi culties 

she was likely to encounter in her 

relationship with her mother.   

    Sarah     Tobin  ,   PhD     

       SUMMARY  

■    Anxiety disorders are characterized by the experience of 

physiological arousal, apprehension or feelings of  dread, 

hypervigilance, avoidance, and sometimes a specifi c fear or 

phobia.  

■    Panic disorder is characterized by frequent and recurrent 

panic attacks—intense sensations of  fear and physical dis-

comfort. This disorder is often found in association with 

agoraphobia, the fear of  being trapped or unable to escape 

if  a panic attack occurs. Biological and cognitive-behavioral 

perspectives have been particularly useful for understanding 

and treating this disorder. Some experts explain panic dis-

order as an acquired “fear of  fear,” in which the individual 

becomes hypersensitive to early signs of  a panic attack, and 

the fear of  a full-blown attack leads the individual to 
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become unduly apprehensive and avoidant of  another 

attack. Treatment based on the cognitive-behavioral per-

spective involves methods such as relaxation training and  in 

vivo  or imaginal fl ooding as a way of  breaking the negative 

cycle initiated by the individual’s fear of  having a panic 

attack. Medications can also help alleviate symptoms, with 

the most commonly prescribed being antianxiety and anti-

depressant medications.  

■    Specifi c phobias are irrational fears of particular objects or 

situations. Cognitive behaviorists assert that previous learn-

ing experiences and a cycle of negative, maladaptive thoughts 

cause specifi c phobias. Treatments recommended by the 

behavioral and cognitive-behavioral approaches include 

fl ooding, systematic desensitization, imagery,  in vivo  expo-

sure, and participant modeling, as well as procedures aimed 

at changing the individual’s maladaptive thoughts, such as 

cognitive restructuring, coping self-statements, thought stop-

ping, and increases in self-effi cacy. Treatment based on the 

biological perspective involves medication.  

  ■    A social phobia is a fear of being observed by others acting 

in a way that will be humiliating or embarrassing. Cognitive-

behavioral approaches to social phobia regard the disorder 

as due to an unrealistic fear of criticism, which causes peo-

ple with the disorder to lose the ability to concentrate on 

their performance, instead shifting their attention to how 

anxious they feel, which then causes them to make mistakes 

and, therefore, to become more fearful. Behavioral methods 

that provide  in vivo  exposure, along with cognitive restruc-

turing and social skills training, seem to be the most effective 

in helping people with social phobia. Medication is the treat-

ment recommended within the biological perspective for 

severe cases of this disorder.  

  ■    People who are diagnosed as having generalized anxiety dis-

order have a number of unrealistic worries that spread to 

various spheres of life. The cognitive-behavioral approach to 

generalized anxiety disorder emphasizes the unrealistic na-

ture of these worries and regards the disorder as a vicious 

cycle that feeds on itself. Cognitive-behavioral treatment 

approaches recommend breaking the negative cycle of worry 

by teaching individuals techniques that allow them to feel 

they control the worrying. Biological treatment emphasizes 

the use of medication.  

■    In obsessive-compulsive disorder, individuals develop obses-

sions, or thoughts they cannot rid themselves of, and com-

pulsions, which are irresistible, repetitive behaviors. A 

cognitive-behavioral understanding of obsessive- compulsive 

disorder regards the symptoms as the product of a learned 

association between anxiety and the thoughts or acts, which 

temporarily can produce relief  from anxiety. A growing 

body of evidence supports a biological explanation of the 

disorder, with the most current research suggesting that it is 

associated with an excess of serotonin. Treatment with med-

ications, such as clomipramine, seems to be effective, al-

though cognitive-behavioral methods involving exposure 

and thought stopping are quite effective as well.  

■    In post-traumatic stress disorder, the individual is unable 

to recover from the anxiety associated with a traumatic life 

event, such as tragedy or disaster, an accident, or participa-

tion in combat. The aftereffects of  the traumatic event 

include fl ashbacks, nightmares, and intrusive thoughts that 

alternate with the individual’s attempts to deny that the 

event ever took place. Some people experience a briefer but 

very troubling response to a traumatic event; this condi-

tion, called acute stress disorder, lasts from 2 days to 4 

weeks and involves the kinds of  symptoms that people 

with PTSD experience over a much longer period of  time. 

Cognitive-behavioral approaches regard the disorder as the 

result of  negative and maladaptive thoughts about one’s 

role in causing the traumatic events to happen, feelings of 

ineffectiveness and isolation from others, and a pessimistic 

outlook on life as a result of  the experience. Treatment may 

involve teaching people with PTSD new coping skills, so 

that they can more effectively manage stress and reestablish 

social ties with others who can provide ongoing support. 

A combination of  covering techniques, such as supportive 

therapy and stress management, and uncovering techniques, 

such as imaginal fl ooding and desensitization, is usually 

helpful.     
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  ANSWERS TO REVIEW QUESTIONS   

 Panic Disorder and Agoraphobia (p. 148)  

1.   Panic disorder with agoraphobia  

2.    People tend to interpret cognitive and somatic manifesta-

tions of anxiety in a catastrophic manner.  

3.   Unexpected (uncued) panic attack     

 Specifi c Phobia (p. 151)  

1.    Specifi c phobias involve a marked and persistent aversion 

that is excessive or unreasonable.  

2.   Graduated exposure  

3.    Total immersion in the sensation of anxiety related to the 

feared situation     

 Social Phobia (p. 156)  

1.    Marked or persistent fear of social or performance situ-

ations that present the potential for imagined embarrass-

ment and humiliation  

2.   Cognitive-behavioral  

3.   Medical treatment     

 Obsessive-Compulsive Disorder (p. 160)  

1.   Behaviors  

2.   Cingulotomy  

3.   Somatic     

 Acute Stress Disorder and 
Post-Traumatic Stress Disorder (p. 166)  

1.    Developmental trauma disorder    

2.  Preexisting factors specifi c to the individual; factors related 

to the traumatic event; events following the experience of 

truma

3.   Post-traumatic growth             

 ANSWERS TO MINI CASE QUESTIONS   

 Panic Disorder with Agoraphobia (p. 146) 

A:  Freida would participate in therapy consisting of cognitive 

restructuring in which she would develop a better aware-

ness of the bodily cues associated with her panic attacks, 

while also learning how to retrain her breathing.   

 Specifi c Phobia (p. 149) 

A:  Having been taught methods of  relaxation, Herbert 

would be presented with progressively more anxiety-

provoking situations involving thunderstorms until he 

reached a point at which he no longer felt anxious at the 

prospect of seeing or experiencing a thunderstorm.   

 Social Phobia (p. 152) 

A:  People like Ted with social phobia feel tremendous anxiety 

not only in public speaking situations but in many other 

situations in which other people might be observing them. 

In addition, in Ted’s case, his anxiety is so severe that he 

is incapacitated by the prospect of speaking in class.   

 Generalized Anxiety Disorder (p. 156) 

A:  Researchers are fi nding that cognitive-behavioral therapy 

is effective in helping clients learn how to recognize anx-

ious thoughts, seek more rational alternatives to worry-

ing, and take action to test out these alternatives.   

 Obsessive-Compulsive Disorder (p. 160) 

A:  Mark would be helped to identify his obsessive ideas and 

accompanying rituals. That information would be used 

to help him construct a hierarchy of situations that were 

most likely to provoke his obsessional thoughts about 

danger while developing strategies to help him refrain 

from engaging in his compulsion to shine a fl ashlight into 

an outlet.   

 Acute Stress Disorder (p. 162) 

A:  Although the symptom picture of  acute stress disorder 

is similar to that found in people with post-traumatic 

stress disorder, these conditions differ in terms of  dura-

tion. By defi nition, acute stress disorder lasts between 

2 days and 4 weeks; if  the condition persists beyond 

4  weeks, the diagnosis of  post-traumatic stress disorder 

would be made.   

 Post-Traumatic Stress Disorder (p. 164) 

A:  Optimally, psychotherapy for people with PTSD involves 

a combination of covering techniques such as support 

and stress management and uncovering techniques such 

as reliving the trauma through imaginal fl ooding or sys-

tematic desensitization.    
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  Late on a Friday afternoon, I received 

a call from Dr. Thompson, one of the 

hospital’s emergency room physi-

cians, asking me to conduct an evalu-

ation of Rose Marston, a 37-year-old 

woman who had become a frequent 

visitor to the emergency room with 

an array of physical problems. The 

story Dr. Thompson told me about 

Rose was similar to previous his-

tories he had told me about other 

problematic patients. I found myself 

completing some of his sentences 

as he described the frustrations the 

emergency room staff felt in their 

dealings with Rose. Dr. Thompson 

was convinced that Rose’s recurrent 

“physical problems” were attribut-

able to psychological rather than 

physical factors. 

  During the preceding year, Rose 

had come to the emergency room 

on 15 occasions and each time com-

plained about what seemed like 

 serious medical problems. Doctors 

conducted extensive medical testing 

and consulted specialists, but no di-

agnosable medical conditions had 

ever been confi rmed. Her medical 

chart included complaints about gas-

trointestinal problems, such as vomit-

ing, nausea, and bloating; complaints 

of pain in her chest, back, joints, and 

hands; neurological symptoms, in-

cluding double vision and dizziness; 

and problems of irregular menstrua-

tion. On occasion, she had fainted, 

and several times she could not move 

her legs. 

  Dr. Thompson shared with me 

his own distress about his most re-

cent emergency room contact with 

Rose. Following one of Rose’s cus-

tomary listings of physical com-

plaints, Dr. Thompson told Rose he 

had come to believe that her prob-

lems were emotionally based, rather 

than medical in origin. Moments 

later, Rose collapsed on the fl oor in 

what appeared to be an epileptic sei-

zure. When she became conscious, 

Rose stated that she remembered 

nothing of what had just happened 

and, indeed, could not even recall 

how she had gotten to the emer-

gency room. When Dr. Thompson re-

viewed the situation with Rose, she 

became enraged and yelled out 

with a voice that echoed through 

the corridors, “I know you wish I 

would go away. Maybe you’d be re-

lieved if I’d just kill myself!” After 

calming down, Rose reluctantly 

agreed to take Dr. Thompson’s rec-

ommendation to consult with me 

about her problems. 

  When Rose fi rst contacted me to 

arrange the intake appointment, she 

insisted that our fi rst meeting take 

place at my offi ce in the hospital, 

rather than in the more customary 

outpatient setting in which I see my 

clients. When I asked Rose her rea-

sons for this request, she stated rather 

emphatically that it “made sense” to 

be near medical personnel in the 

event of a physical crisis she might 

have. I was initially uncomfortable 

with the idea of agreeing to this re-

quest, feeling that I might reinforce 

her maladaptive behavior. After some 

thought, however, I agreed; perhaps it 

would help Rose establish an alliance 

with me if she viewed me as respon-

sive to her concerns and worries. 

  Even with the concession I had 

made about the place of our fi rst 

meeting, I could sense in our initial 

encounter that Rose was approach-

ing me with considerable skepticism. 

Her fi rst words were “I guess they’ve 

tried to convince you that I’m some 

kind of hypochondriac crackpot.” I 

assured Rose that I wanted to hear 

what she had to tell me about her 

problems. Although I would ask for 

her permission to speak to the medi-

cal staff, I wanted her to know that I 

was committed to helping her fi nd a 

way to feel better, both psychologi-

cally and physically. I tried tactfully 

to point out that people often develop 

physical problems when they are 

upset about something and that real 

physical problems become aggra-

vated during times of stress. I could 

tell that she was cautious about 

speaking with me, but nevertheless 

she seemed willing to give it a try. 

  Though I was eager to proceed 

with the interview, I found myself 

wondering about what might be in-

side the large picnic basket Rose 

kept on her lap. Rose seemed a bit 

irked when I inquired about the con-

tents but went on to say, “I guess 

you should learn about my condi-

tions right away, so you’ll be able to 

understand how serious my medical 

problems are.” She lifted the top of 

the basket to expose what seemed 

to be a mini-pharmacy—a thermom-

eter, a box of bandages and gauze 

pads, several tubes and jars of oint-

ment, and a dozen medication bot-

tles. With her face reddening, either 

from embarrassment or annoyance, 

Rose emphasized her need to be 

prepared for the aches and pains 

that commonly affl ict her without 

warning. I wasn’t quite sure how to 

respond to this display but chose to 

move right into our discussion of the 

history of her medical problems. 

  Rose explained that many of her 

physical problems dated back to 

childhood. In fact, she had come 

to  believe that she suffered some 

bodily problems that “ran in the fam-

ily.” When I asked for clarifi cation, 

Rose explained that her younger 

sister, Emily, had been born with se-

rious medical problems and actually 

died from them during her teenage 

years. Although Rose was relatively 

healthy as a young child, she began 

to develop physical problems of her 

own, which caused her to wonder 

whether she was “catching some 

of Emily’s medical problems.” By 

the time she reached adolescence, 

Rose’s problems had worsened; 

even a common cold or fl u would 

cause her mother to comment that 

Rose seemed to get “much sicker 

than other people.” In fact, Rose’s 

mother frequently had to stay home 

from work to nurse Rose back to 

health. Over time, Rose’s problems 

worsened, as she went from doctor 

to doctor, seeking answers to the 

disturbing mysteries of her bodily 

affl ictions. Rose’s frustration with 

the medical profession increased 

over the years because of the in-

ability of physicians, even leading 

specialists, to determine what was 

wrong with her. Rose ultimately 

came to believe that she had un-

usual medical problems for which 

science and medicine did not yet 

have the answers. 

    Sarah     Tobin  ,   PhD     

 C
a
s
e
 R

e
p
o
rt 

 R
o
s
e M

a
r
s
to

n
 



174 Chapter 6 Somatoform Disorders, Psychological Factors Affecting Medical Conditions, and Dissociative Disorders    

I
 n this chapter, we will focus on three sets of disorders: 

somatoform disorders, conditions in which psychological 

factors affect medical conditions, and dissociative disor-

ders. In each of these sets of disorders, the body expresses 

psychological confl ict and stress in unusual, and sometimes 

bizarre, fashion. These conditions have an important role in 

the history of abnormal psychology because they alerted the 

medical community of the 1800s to the role that psychological 

processes can play in causing otherwise unexplained symp-

toms. Recall our discussion in Chapter 1 about hysteria and 

how medical experts with training in neurology were confused 

and astounded by case after case of patients with mysterious, 

apparently physical symptoms that seemed to have no physical 

basis. Freud’s insight that these physical symptoms could have 

a psychological basis led to a revolution in the understanding 

and treatment of many unusual disorders. Although somato-

form and dissociative disorders are relatively uncommon today, 

these disorders have not disappeared, and they remain one of 

the more fascinating areas of abnormal behavior. Situations in 

which psychological factors affect medical conditions, on the 

other hand, seem to be receiving increased attention in con-

temporary medical circles, as health professionals develop 

greater understanding of the interactions between stress and a 

variety of medical problems.      

 Somatoform Disorders  

 Imagine the following scenario. A classmate of  yours, a 

star  hockey player, wakes up one morning complaining 

that  he is unable to move his hand. He then says in an oddly 

 indifferent manner that the situation is very unfortunate, 

because he has an important game that night. He casually 

dismisses the problem as “bad luck” and goes back to bed. 

You may be perplexed at his lack of alarm but would nev-

ertheless presume that there was something physically wrong 

with his hand. But might there be more to the story? Perhaps 

you are wondering whether your classmate’s problem is “all 

in his head.” Maybe he is very concerned about his perfor-

mance in the game and is faking his injury. Or, on a deeper 

level, perhaps his anxiety is so great that he does not con-

sciously make the connection between his inability to move 

his hand and his concern about playing in the game. 

       Somatoform disorders    include a variety of conditions in 

which psychological confl icts become translated into physi-

cal problems or complaints that cause distress or impairment 

in a person’s life. The term  somatoform  comes from the 

Greek word  soma,  meaning “body.” Somatoform disorders 

are considered psychological rather than physical disorders, 

because there is no physical abnormality that can explain the 

bodily complaint. If  your classmate’s condition is due to a 

somatoform disorder, his dysfunctional hand will not pro-

duce abnormal responses on neurophysiological testing. In 

fact, the pain or stiffness he feels would probably not cor-

respond to the symptoms of any known physical disorder. 

As you can imagine, health professionals have a diffi cult time 

distinguishing between a physical cause and a psychological 

cause when it comes to understanding bodily symptoms. In 

fact, all symptoms have a basis in physiology whether they 

be abnormalities in emotions, thoughts, or bodily functions. 

Perhaps nowhere else in abnormal psychology is the mind-

body differentiation more complex (Kroenke, 2007). 

   In high stakes situations such as sports, an 
athlete’s inability to continue in the game 
can be due to physical injury, psychologi-
cal stress, or a combination of both. 



        Increasing recognition is being given to medically un-

explained symptoms in which an individual complains of a 

condition such as pain or numbness for which no physical 

counterpart can be observed. Although the large majority of 

people who report these symptoms do not have a somato-

form disorder, as many as one-fourth may meet the  DSM-

IV-TR  criteria for this disorder. In addition, people who 

have medically unexplained symptoms are more likely to 

also suffer from depression and anxiety (de Waal, Arnold, 

Eekhof, & van Hemert, 2004; Smith et al., 2005).  

 Conversion Disorder 

 As the example of the hockey player illustrates, psychologi-

cal confl ict can be converted into physical problems in some 

very dramatic ways.    Conversion disorder    involves this transla-

tion of unacceptable drives or troubling confl icts into bodily 

motor or sensory symptoms that suggest a neurological or 

other kind of medical condition. The essential feature of this 

disorder is an involuntary loss or alteration of a bodily func-

tion due to psychological confl ict or need, causing the indi-

vidual to feel seriously distressed or to be impaired in social, 

occupational, or other important areas of life. The person is 

not intentionally producing the symptoms; however, clini-

cians cannot establish a medical basis for the symptoms, and 

it appears that the person is converting the psychological 

confl ict or need into a physical problem. 

    In the mid-1800s, a French physician named Paul Bri-

quet systematically described and categorized the symptoms 

of hysteria based on his review of more than 400 patients. 

In the latter part of the nineteenth century, French neurolo-

gist Jean Martin Charcot used hypnosis to show that psy-

chological factors played a role in the physical symptoms of 

hysteria. In a person who was under hypnosis, hysterical 

symptoms could be produced or removed at the hypnotist’s 

suggestion. A student of Charcot’s, Pierre Janet, theorized 

that this difference between normal and hysterical people 

was due to the presence, in hysterics, of dissociated contents 

of the mind. According to Janet, these parts of the mind 

had become dissociated because of hereditary degeneration 

of the brain. The ideas and functions within the dissociated 

part of the mind took autonomous hold over the individual 

and created symptoms that appeared to be beyond the per-

son’s voluntary control. Hippolyte Marie Bernheim, another 

French neurologist, maintained that hypnotizability could be 

demonstrated in both normal and hysterical people. 

    The work of Janet and Bernheim attracted attention all 

over Europe, and Freud became fascinated with their ideas. 

Through contact with Janet and Bernheim, Freud eventually 

developed a radically different theory of hysteria in his work 

with Breuer in the 1890s. Freud called conversion disorder 

   hysterical neurosis    ,  implying that it was a physical reaction 

to neurosis (anxiety). 

    The mechanism through which the symptoms of  con-

version disorder arise is still as much in dispute as it was in 

Freud’s day. What is fascinating about conversion symptoms 

is the way in which they shed light on the relationship 

between psychological processes and the workings of  the 

body. It is known that many physical disorders can be pro-

duced or ag gravated by emotional problems that place 

undue demands on a part of  the body or on a particular 

organ system. Simi larly, conversion symptoms are also the 

physical expression of  a psychological disturbance, but the 

translation from mind to body occurs in a way that defi es 

medical logic. 

    An intriguing feature of a conversion symptom for many 

people with this disorder is that, once the symptom is moved 

from the realm of  the psychological to the realm of  the 

physical, it no longer poses a threat to the individual’s peace 

of mind. The individual may pay little attention to the symp-

tom and dismiss it as minor, even though it may be inca-

pacitating. This phenomenon is called    la belle indifférence    ,  

or the “beautiful lack of concern,” to indicate that the indi-

vidual is not distressed by what might otherwise be con-

strued as very inconveniencing physical problems. Once 

thought to be a criterion for diagnosing conversion disorder, 

la belle indifférence is now regarded as an interesting but 

not defi ning aspect. In fact, many individuals with conver-

sion disorder present in a dramatic manner. 

    Conversion symptoms fall into four categories, each in-

volving mystifying and very different kinds of disturbances: 

(1) motor symptoms or defi cits, (2) sensory symptoms or 

defi cits, (3) seizures or convulsions, and (4) mixed presenta-

tions. In motor functioning, the individual may experience 

   Anna O. (Bertha Pappenheim). Anna’s bizarre symptoms of what 
would now be called conversion disorder were treated by an early 
version of psychoanalysis. 
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such problems as impaired coordination or balance, paraly-

sis or specifi c weakness, swallowing diffi culties, speaking dif-

fi culty, and urinary retention. Sensory problems include 

feelings that one has lost a sense of touch or the ability to 

experience physical pain, as well as double vision, blindness, 

or deafness. Some individuals experience dramatic seizures 

or convulsions that lack a physiological basis, and others 

have a combination of symptoms or defi cits from the other 

symptom subtypes. 

        Conversion disorder is a rare phenomenon, affecting 1 

to 3 percent of those referred for mental health care. The 

disorder, which often runs in families, generally appears 

between ages 10 and 35, and is more frequently observed in 

women and people with less education. Although conversion 

disorder is rare by any standards, more attention is being 

given to this condition. Clinicians recognize that the symp-

toms can range considerably from person to person. Condi-

tions that might be diagnosed as chronic fatigue syndrome 

or fi bromyalgia (un explained muscle and joint pain) may 

represent forms of conversion disorder (Richardson & Engel, 

2004). The condition usually appears suddenly and dissi-

pates in less than 2 weeks. The symptoms may recur, how-

ever, within a year of their initial development. Symptoms 

involving paralysis, speaking problems, and blindness have a 

better prognosis than others. Perhaps as many as half  of 

individuals with conversion disorder also suffer from a dis-

sociative disorder. Clinicians need to be alert to the fact that 

their condition is more likely to be chronic and severe (Sar 

et al., 2004).  

     As you can imagine, it is very diffi cult for a health profes-

sional to diagnose conversion disorder. One concern about 

helping a person who shows conversion-like symptoms is that 

a real physical or cognitive problem may be wrongly attrib-

uted to psychological causes, and the client may not receive 

prompt medical attention. Indeed, as many as one-half of 

those who are diagnosed as having conversion disorder are 

sometimes years later found to have had a physical illness not 

apparent when they were fi rst seen for treatment (Couprie et 

al., 1995). Given the diffi culties in diagnosis, clinicians recom-

mend that clients suspected to have conversion disorder be 

given a thorough neurological examination in addition to fol-

low-up to determine whether a client’s symptoms represent 

an underlying medical condition (Hurwitz, 2004).   

 Somatization Disorder and Related Conditions 

 Like conversion disorder,    somatization disorder    involves the 

expression of psychological issues through bodily problems 

that cannot be explained by any known medical condition or 

as being due to the effects of a substance. The difference be-

tween somatization disorder and conversion disorder is that 

somatization disorder involves multiple and recurrent bodily 

symptoms, rather than a single physical complaint. This con-

dition, which usually fi rst appears before age 30, results in 

serious social, occupational, and interpersonal functioning 

problems. The individual seeks help from physicians, often 

several different ones simultaneously over the course of years, 

with seemingly exaggerated physical complaints. In a small 

 CONVERSION DISORDER 

 Tiffany, a 32-year-old banker, thought she had already suffered 
more stress than one person could handle. She had always thought 
of herself as a person to whom weird things usually happened, 
and she commonly made more out of situations than was war-
ranted. Driving down a snowy road one night, she accidentally hit 
an elderly man who was walking on the side of the road, causing 
a near fatal injury. In the months that followed, she became caught 
up in lengthy legal proceedings, which distracted her from her 
work and caused tremendous emotional stress in her life. On 
awakening one Monday morning, she found herself staggering 
around the bedroom, unable to see anything other than the shad-
ows of objects in the room. At fi rst, she thought she was just having 
a hard time waking up. As the morning went on, however, she 
realized that she was losing her vision. She waited 2 days before 
consulting a physician. When she did go for her medical appoint-
ment, she had an odd lack of concern about what seemed like 
such a serious physical condition.  

 Diagnostic Features  

 ■       This diagnosis is assigned to people with one or more 
 symptoms or defi cits that affect voluntary motor or sensory 

function that suggest a neurological or general medical 
 condition.  

 ■       Psychological factors are judged to be associated with the 
condition, which began or was aggravated following a con-
fl ict or stressor.  

 ■       The condition is not intentionally produced or faked.  

 ■       After appropriate investigation, the condition cannot be attrib-
uted to a general medical condition, substance use, or culturally 
sanctioned behavior or experience.  

 ■       The condition causes signifi cant distress or impairment, or it 
warrants medical evaluation.  

 ■       The condition is neither limited to pain or sexual dysfunction 
nor better explained by another mental disorder.  

 ■       Types are (1) with motor symptom or defi cit, (2) with sensory 
symptom or defi cit, (3) with seizures or convulsions, and (4) with 
mixed presentation.   

 Q:  What role did stress play in contributing to the development 
of Tiffany’s vision loss?  

 Mini Case 



number of cases, the individual suffers from a diagnosable 

medical condition, but his or her complaints are far in excess 

of what is customarily associated with the condition, and the 

level of the person’s impairment is also much more extreme. 

Although it may appear that people with this diagnosis are 

intentionally faking a complex medical problem, they actu-

ally are not consciously attuned to the ways in which their 

psychological problems are being expressed physically. 

    In most cases, somatization disorder fi rst appears during 

adolescence and progresses to a fl uctuating, lifelong course, 

during which stressful events can cause episodic intensifi ca-

tion of the symptoms. Individuals with somatization disor-

der rarely go through a year without seeking medical 

treatment for an undiagnosable physical problem. These 

people go to extreme lengths, compulsively seeking medical 

and surgical treatment for their vague and unsubstantiated 

physical problems. Not surprisingly, the disorder can cause 

signifi cant work and social impairment. 

    Somatization disorder is relatively rare. Estimates of its 

prevalence in the general U.S. population are .23 percent in 

women and .02 percent in men (Swartz et al., 1991). People 

with somatization disorder tend to be from lower socioeco-

nomic classes, with relatively little education or psychologi-

cal sophistication. They may have come from a culture that 

gives less emphasis to the expression of emotions than to the 

expression of bodily symptoms. Many grew up in a home 

where they witnessed frequent sickness in a parent and suf-

fered from physical illnesses themselves. In many cases, their 

home life was lacking in emotional support and was dis-

turbed by alcoholic or antisocial problems on the part of 

one or both parents. These people generally experienced 

school problems during their youth, and in many cases they 

have records of delinquency. As they grew into adolescence, 

many were sexually promiscuous and married at a young age 

into unstable relationships with spouses who were substance 

abusers. Often, they themselves have a history of substance 

abuse problems. Some individuals with somatization disor-

der may also be at risk for suicide, even if  they do not have 

a comorbid condition such as a depressive or personality 

disorder (Chioqueta & Stiles, 2004). 

    Because they do not consider their diffi culties to have an 

emotional cause, people with somatization disorder do not 

voluntarily seek psychotherapy. Only on the insistence of a 

physician are they likely to do so; even then, they make it 

clear to the psychotherapist that they feel misunderstood 

and that their physical problems have not been adequately 

assessed. The therapist tries to help the client draw the con-

nections between physical problems and psychological con-

fl icts; however, even in the best of these therapies the chances 

for success are slim. 

    Pain disorder is yet another related condition. In  contrast 

to the multisymptomatic picture of somatization disorder, 
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 SOMATIZATION DISORDER 

 Helen, a 29-year-old woman, is seeking treatment because her 
physician said there was nothing more he could do for her. 
When asked about her physical problems, Helen recited a litany 
of complaints, including frequent episodes when she could not 
remember what has happened to her and other times when her 
vision is so blurred that she could not read the words on a 
printed page. Helen enjoys cooking and doing things around the 
house, but she becomes easily fatigued and short of breath for 
no apparent reason. She often is unable to eat the elaborate 
meals she prepares, because she becomes nauseated and is 
prone to vomit any food with even a touch of spice. According 
to Helen’s husband, she has lost all interest in sexual intimacy, 
and they have intercourse only about once every few months, 
usually at his insistence. Helen complains of painful cramps dur-
ing her menstrual periods, and at other times says she feels that 
her “insides are on fi re.” Because of additional pain in her back, 
legs, and chest, Helen wants to stay in bed for much of the day. 
Helen lives in a large, old Victorian house, from which she ven-
tures only infrequently “because I need to be able to lie down 
when my legs ache.” 

 Diagnostic Features  

 ■       This diagnosis is assigned to people who, even before they 
reach age 30, have many physical complaints for years, for 

which they seek treatment or experience impairment in social, 
occupational, or other important areas of functioning.  

 ■         These individuals experience symptoms in each of the follow-
ing four categories:

 ◆        Pain: history of at least four pain symptoms (e.g., in head, 
abdomen, back, joints, chest, rectum)  

 ◆       Gastrointestinal: history of at least two gastrointestinal 
symptoms (e.g., nausea, bloating, vomiting, diarrhea)  

 ◆       Sexual: history of at least one sexual or reproductive symp-
tom other than pain (e.g., erectile or ejaculatory dysfunc-
tion, irregular menstruation, menstrual bleeding)  

 ◆       Pseudoneurological: history of at least one symptom or de-
fi cit suggesting a neurological condition not limited to pain 
(e.g., conversion symptoms, such as impaired coordination 
or balance, paralysis or localized weakness, diffi culty swal-
lowing, hallucinations, loss of touch or pain sensation, dis-
sociative symptoms)     

 ■         Either: (1) the symptoms cannot be fully attributed to a known 
medical condition or substance use or (2) when there is a 
medical condition, the physical complaints or impairment is in 
excess of what would be expected.  

 ■         The symptoms are not intentionally produced.   

Q:  Even though Helen experiences pain, how would a clinician 
differentiate her condition from pain disorder?

 Mini Case 
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in      pain disorder      a form of pain (which causes intense per-

sonal distress or impairment) is the predominant focus of 

the client’s medical complaint. As with all the conditions in 

this group, the client is not faking the experience of pain. 

People with pain disorder fi nd that their life becomes con-

sumed by the experience of their pain and the pursuit of 

relief. In many cases, a diagnosable medical condition exists, 

but the nature of the pain complaint is regarded as being 

intricately associated with psychological issues. In other 

cases, no diagnosable medical condition exists. Researchers 

have suggested that chronic pain disorder may be on a spec-

trum of  what are called internalizing disorders, which 

include mood, anxiety, and somatization disorder (Krueger, 

Tackett, & Markon, 2004). In other words, people with such 

disorders do not express outwardly their emotional confl icts 

but rather experience them internally. 

    The diagnosis of  pain disorder is particularly compli-

ted in cases in which a medical condition is evident, such 

as hernias, arthritis, and tumors—which certainly cause a 

good deal of  pain. However, for people with this disorder, 

uch more than the medical condition seems to be associ-

ted with the onset, severity, intensifi cation, and mainte-

nance of  their pain. In many instances, these individuals 

ve other psychological disorders, such as a mood disor-

der or an anxiety disorder, conditions that can become 

tely intertwined with the experience and complaint 

 pain. 

    People struggling with chronic pain can fi nd themselves 

in an endless pursuit of relief, spending considerable time 

and money looking for a cure. People with pain disorder are 

ely to become dependent on substances, either illicit drugs 

escription medications, in their efforts to alleviate their 

discomfort. In fact, it is estimated that one-fourth of patients 

escribed painkilling medication for treatment of chronic 

velop problems with substance abuse or dependence 

(American Psychiatric Association, 2000).  

      Body Dysmorphic Disorder 

 erhaps, like most people, you are self-conscious about 

one aspect of  your body, such as your height, your weight, 

our shape, the size of  your nose, or something about your 

. If  you confi de in friends, they may tell you that they 

e also self-conscious about a feature of  their bodies. 

Although many people have distorted negative concerns 

bout their bodies, people with    body dysmorphic disorder

(BDD) are preoccupied, almost to the point of  being delu-

sional, with the idea that a part of  their body is ugly or 

defective. They are so consumed with distress about their 

y problem that their work, social life, and relation-

ships are impaired. They may believe that there is some-

thing wrong with the texture of  their skin, that they have 

uch or too little facial hair, or that there is a defor-

mity in the shape of  their nose, mouth, jaw, or eyebrows 

(Eisen, Phillips, Coles, & Rasmussen, 2004). 

    A surprising number of people express signifi cant con-

cerns about the appearance of one feature of their bodies. 

In a survey of more than 2,000 British adults, women under 

age 60 and young adult men reported the highest frequency 

of concern over physical appearance. The greatest numbers 

of  concern were with the nose, weight, and skin. Women 

were most preoccupied with breasts and abdomens, and men 

with premature balding. Approximately 19 percent of men 

and 25  per cent of women had scores on the measure of con-

cern about appearance that exceeded those of patients about 

to undergo cosmetic and reconstructive surgery (Harris & 

Carr, 2001). Among individuals with body dysmorphic dis-

order, men are more likely to be preoccupied with their body 

build, their genitals, and the thinning of their hair (Phillips 

& Diaz, 1997). The most recent edition of the  DSM  (Amer-

ican Psychiatric Association, 2000) adds muscularity and 

body build to the list of preoccupations. 

 Mini Case 

 PAIN DISORDER 

 Brian, a 48-year-old store manager, has complained for more 
than 3 years of constant pain in two distant parts of his body: 
his teeth and his feet. At times, the pain is so severe that he 
spends the entire day fl at on his back at home. He has visited 
numerous dentists and podiatrists, who are unable to fi nd any 
medically diagnosable cause of these complaints. Although 
several of the doctors pointed out that these symptoms fi rst ap-
peared soon after Brian’s painful divorce, he is unable and 
unwilling to acknowledge that there might be a connection. 
Brian has missed an extensive amount of work and is at risk of 
losing his job. The thought of this terrifi es him for both fi nancial 
and emotional reasons. He has worked since age 19, begin-
ning his career in merchandising as a shipping clerk for a 
large retail discount chain. He advanced to his current mana-
gerial position and fears that he would never be able to fi nd 
another job or return to successful employment again.  

 Diagnostic Features  

 ■       People with this condition complain of pain in one or more 
places that is of suffi cient severity to warrant clinical attention.  

 ■       The pain causes signifi cant distress or impairment.  

 ■       Psychological factors are judged to have an important role 
in the onset, severity, aggravation, or maintenance of the 
pain.  

 ■       The pain is not intentionally produced or faked.  

 ■       The condition is not better accounted for by another mental 
disorder.  

 ■       Types are (1) acute if of less than 6 months’ duration or 
(2) chronic if 6 months or longer.   

Q:   What would lead a physician to conclude that Brian has a 
somatoform disorder rather than a diagnosable medical 
condition?  



        In the largest study to date on the prevalence rates of 

BDD, Rief and colleagues (2006) surveyed over 4,000 Ger-

mans. The prevalence rate of BDD was estimated to be 1.7 per-

cent. The most commonly disliked body parts were skin, 

hair, breasts (women), and chest (men). The rates of cos-

metic surgery among those with body dysmorphic disorder 

were signifi cantly higher than the rates in the general popu-

lation. Interestingly, individuals with BDD reported lower 

income, lower rates of having a partner, and higher unem-

ployment rates than individuals who did not meet the BDD 

criteria. Individuals with BDD also had elevated rates of 

suicidal ideation and suicidal attempts. 

    Supporting Rief and colleagues’ fi ndings on the German 

sample, Phillips and Menard (2006) reported on the results 

of a prospective observational study of 200 U.S. clients with 

BDD. From 45 to 70 percent of the individuals in this study 

reported a history of suicidal ideation. Their mean annual 

suicidal ideation rate of 57.8 percent is approximately 10 to 

25 times higher than that found in the U.S. population as a 

whole, and the 2.6 percent rate of suicide is between 3 and 

12 times higher than in the general population. When vari-

ables of  age, gender, and geography are factored into the 

equation, the completed suicide rate for those with BDD is 

45 times higher than that found in the general population. 

    For the most part, the defects these people are concerned 

about are imaginary. In other instances, there really is some-

thing abnormal about the body part, but the person’s con-

cern is grossly exaggerated. Mirrors and other refl ecting 

surfaces are commonly problematic. The urge to stare at 

their “deformity” may be irresistible; they may have a special 

mirror with focused lighting that enables them to scrutinize 

the fl aw, and they spend long periods of time trying to mask 

the body part that causes them such great distress. Others 

go to great lengths to avoid any refl ection of  their “gro-

tesque” problem, covering mirrors in a hotel room or cross-

ing the street to avoid a refl ecting store window. At times, 

their thinking borders on paranoia, as they imagine that oth-

ers are talking about them or staring. Perhaps they take 

some measures to conceal the object of their concerns. For 

example, a woman who is distressed by her brittle hair tex-

ture wears a baseball hat all the time. A man who is dis-

tressed by a pockmark on his face grows a beard, which he 

dyes a deep color to mask the fl aw that others hardly notice. 

People whose body dysmorphic disorder includes the belief  

that their skin is too light may engage in excessive tanning, 

a behavior that puts them at considerable risk for developing 

skin cancer (Phillips, Conroy, et al., 2006). 
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   In one variation of body dysmorphic disorder, individuals become 
obsessed with a desire to enhance their body’s appearance. 

 Mini Case 

 BODY DYSMORPHIC DISORDER 

 Lydia is a 43-year-old woman who was referred to the mental 
health clinic by a local surgeon. For the past 8 years, Lydia 
has visited plastic surgeons across the country to fi nd one who 
will perform surgery to reduce the size of her hands, which she 
perceives as being “too fat.” Until she has this surgery, she will 
not leave her house without wearing gloves. The plastic sur-
geon concurs with Lydia’s family members and friends that 
Lydia’s perception of her hands is distorted and that plastic 
surgery would be inappropriate and irresponsible.  

 Diagnostic Features  

 ■         People with this condition are preoccupied with an imagined 
defect in their appearance. Even if a slight abnormality is 
present, their concern is excessive.  

 ■         Their preoccupation causes signifi cant distress or impairment.  

 ■         Their preoccupation is not better accounted for by another 
mental disorder, such as anorexia nervosa.   

Q:   What is the greatest risk for a client such as Lydia, a per-
son who is severely distressed by her perception of a 
bodily deformity?  
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hypochondriasis to urgently seek medical attention. To the 

dismay of  people with hypochondriasis (approximately 1 to 

5 percent of  the general population), medical tests fail to 

confi rm their assumptions that they have a serious physical 

illness.  

         Unlike conversion disorder or somatization disorder, 

hypochondriasis does not involve extreme bodily dysfunc-

tion or unexplainable medical symptoms. Instead, the person 

with hypochondriasis misinterprets or exaggerates normal 

bodily occurrences. Hypochondriacs sometimes become so 

alarmed about their symptoms that they appear to be on the 

verge of  panic. Further, unlike some of  the disorders we 

have seen so far, a characteristic of hypochondriasis is the 

   A hypochondriac may spend a small fortune on unnecessary medica-
tions to treat imagined bodily disorders. 

Mini Case

 HYPOCHONDRIASIS 

 Beth is a 48-year-old mother of two children, both of whom 
have recently moved away from home. Within the past year, 
her menstrual periods have become much heavier and more 
irregular. Seeking an explanation, Beth began to spend days 
reading everything she could fi nd on uterine cancer. Although 
medical books specifi ed menstrual disturbance as a common 
feature of menopause, one newspaper article mentioned the 
possibility of uterine cancer. She immediately made an ap-
pointment with her gynecologist, who tested her and con-
cluded that her symptoms were almost certainly due to 
menopause. Convinced that her physician was trying to pro-
tect her from knowing “the awful truth,” Beth visited one gyne-
cologist after another, in search of someone who would 
properly diagnose what she was certain was a fatal illness. 
She decided to give up her job as a department store clerk for 
two reasons. First, she was concerned that long hours of stand-
ing at the cash register would aggravate her medical condi-
tion. Second, she felt she could not be tied down by a job that 
was interfering with her medical appointments.  

 Diagnostic Features  

 ■       People with this disorder are preoccupied with fears of hav-
ing, or the idea that they have, a serious disease, due to 
their misinterpretation of bodily symptoms.  

 ■         Their preoccupation persists, despite appropriate medical 
evaluation or reassurance.  

 ■         Their concern is neither of delusional intensity nor related 
exclusively to a concern about appearance.  

 ■         Their preoccupation causes signifi cant distress or impairment.  

 ■         The disturbance lasts at least 6 months.  

 ■         Their preoccupation is not better accounted for by another 
mental disorder.   

Q:   What distinguishes Beth’s hypochondriasis from normal 
medical concerns?  

    People with body dysmorphic disorder may seek cosmetic 

surgery or other medical treatment to correct their imagined 

defect. It is estimated that approximately 5 percent of patients 

seeking cosmetic surgery have this disorder (Veale, De Haro, 

& Lambrou, 2003). Not surprisingly, the surgery typically 

does not relieve their bodily dissatisfaction (Honigman, 

 Phillips, & Castle, 2004). 

    Researchers view body dysmorphic disorder as part of a 

spectrum of disorders including conditions such as obsessive-

compulsive disorder and eating disorders (Phillips & Kaye, 

2007). Furthermore, many people with body dysmorphic dis-

order also have a personality disorder (Phillips & McElroy, 

2000). 

    Cognitive behavioral and behavioral techniques are es-

pecially effective in treating clients with body dysmorphic 

disorder (Williams, Hadjistavropoulos, & Sharpe, 2006). In 

some cases, medications such as those used for treating 

obsessive-compulsive disorder and depression provide symp-

tom relief  (Phillips, Pagano, & Menard, 2006).   

 Hypochondriasis 

 People with the somatoform disorder known as    hypochon-

driasis    believe or fear that they have a serious illness, when 

in fact they are merely experiencing normal bodily reac-

tions. For example, a stomachache that lasts for more than 

a day might lead a hypochondriacal woman to worry that 

she has an advanced case of  stomach cancer. Or a recur-

rent headache might lead a hypochondriacal man to infer 

that he has a brain tumor. Even the most minor of  bodily 

changes, such as itching skin, can cause the person with 



person’s intense preoccupation with the perceived abnormal-

ity of functioning, despite medical evaluations and reassur

ances that nothing is wrong. No amount of  reassurance 

from medical authorities can relieve their fears, yet these 

fears are not delusional, because the individual is aware of 

the possibility that the fears are unfounded or exaggerated. 

Thus, people with hypochondriasis do not show la belle 

indifférence, experienced by some people with conversion 

disorders. In fact, rather than being unaffected by their med-

ical concerns, many individuals suffer from intense symp-

toms of  anxiety or depression (Gureje, Ustun, & Simon, 

1997), and quite a few ruminate considerably about their 

imagined symptoms (Fink et al., 2004; Hiller, Leibbrand, 

Rief, & Fichter, 2005). 

    There are a number of  explanations for the exaggera-

tion of  bodily symptoms seen in people with hypochon-

driasis. One possibility is that these individuals are mor  

sensitive than most people to what is happening inside their 

bodies, such as their heart rate and other somatic processes. 

They also tend to focus more on information that confi rm  

their worries while downplaying or ignoring facts that 

would disconfi rm a real diagnosis (Rassin, Muris, Franken, 

& van Straten, 2008). For example, Gina searches the Inter

net to fi nd the cause of  a skin rash, which she is convinced 

represents cancer. Although the majority of  the online 

information would suggest the rash is due to dry skin, she 

zeroes in on the one paragraph that suggests an ominous 

differential diagnosis. Hypochondriasis may also represent 

the expression of  high levels of  the personality trait of  neu-

roticism (Noyes et al., 2004; Noyes et al., 2005). Recall 

from our discussion in Chapter 3 that people who are high 

on the trait of  neuroticism are characteristically worried 

and unhappy.  

    Physicians as well as mental health professionals regard 

the treatment of  hypochondriasis as diffi cult. The course 

of  hypochondriasis tends to be stable over time, particu-

larly in people who also suffer from anxiety and depressive 

disorders (Simon, Gureje, & Fullerton, 2001). Because cli-

ents with this condition often react with anger and impa-

tience when they feel their concerns are not taken seriously, 

they often provoke intense frustration and exasperation in 

those trying to help them recognize the psychological ori-

gins of  their concerns. Some experts recommend that, when 

treating people with hypochondriasis, especially older indi-

viduals, it is best to conceptualize the intervention as care 

rather than cure; in this approach, the health professional 

helps the client cope with, rather than eliminate, the symp-

toms (Barsky, 1996). 

    The most promising approach for treating people with 

hypochondriasis involves cognitive-behavioral therapy. The 

focus of this kind of therapy is teaching individuals to restruc-

ture their maladaptive beliefs about their physical symptoms. 

Sometimes  this  treatment  is  combined  with  fl uoxetine,  al-

though the optimal approach would be nonpharmacological 

(Taylor, Asmundson, & Coons, 2005).   

 Conditions Related to Somatoform Disorders 

Malingering    involves deliberately feigning the symptoms of 

physical illness or psychological disorder for an ulterior 

motive. Returning to the example of the hockey player with 

the seemingly paralyzed hand, we might consider the pos-

sibility that he has fabricated the complaint to avoid playing 

in a game his team is certain to lose. Another example of a 

malingerer is the person who feigns a physical problem in 

order to obtain fi nancial gain, such as disability benefi ts. 

Sometimes a person wants to appear psychologically dis-

turbed for a hidden motive, such as fi nancial benefi t. For 

example, Alex, who was involved in a minor car accident, 

may claim that he has sustained serious memory dysfunction 

or that he has developed the symptoms of post-traumatic 

stress disorder. 

    The question of  possible malingering presents a chal-

lenge for clinicians. On the one hand, clinicians want to 
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Mini Case

 MALINGERING 

 Linda is a 33-year-old janitor who had an accident at work 
1 year ago. She slipped on a freshly mopped fl oor and badly 
bruised her right knee; since the accident, she has fabricated 
the claim that she is unable to bend her knee or to support her 
weight on that leg. Consequently, she has used crutches and 
even a wheelchair. Linda has undergone numerous medical 
assessments, but no physical basis for her problems has been 
found. She has been unable to work and has fi led a worker’s 
compensation claim that would provide disability benefi ts. 
Linda states that this accident occurred at the worst possible 
time in her life, because her husband recently left her, and she 
is concerned about her ability to support herself and her 2-year-
old daughter. She is comforted by the thought that, if she is 
awarded disability benefi ts, she would have permanent fi nan-
cial security and would be able to remain at home to take care 
of her daughter. She is annoyed by her physician’s doubt that 
she has a real physical disability, and she has vowed to fi nd 
the “best orthopedic surgeon in the country” to support her 
claim. If necessary, she will sue her employer and the worker’s 
compensation insurance company to get her benefi ts.  

 Diagnostic Features  

 ■       People who malinger intentionally produce false or grossly 
exaggerated physical or psychological symptoms.  

 ■         They are motivated by such incentives as avoiding military 
duty, avoiding work, obtaining fi nancial compensation, 
evading criminal prosecution, and obtaining unneeded 
medications.   

Q:   What would be the presumed basis for a person such as 
Linda to fabricate a medical condition?  



182 Chapter 6 Somatoform Disorders, Psychological Factors Affecting Medical Conditions, and Dissociative Disorders    

believe their clients’ stories and problems. On the other 

hand, clinicians need to maintain an objectivity that permits 

them to assess the possibility that a client may have an  ul-

terior motive. In recent years, psychologists have developed 

various assessment methods that help clinicians determine 

whether someone is malingering (Etherton, Bianchini, 

Greve, & Ciota, 2005). Many clinicians rely on the validity 

scales of the MMPI-2 to help them determine whether clients 

are malingering, or “faking bad” (Dearth et al., 2005). Another 

instrument, the  Validity Indicator Profi le  (Frederick, 1998), 

which consists of  verbal and nonverbal tasks designed to 

determine whether a subject is responding legitimately or is 

trying to look impaired. Subjects are presented with verbal 

items, such as one in which they are asked to match a word 

(e.g.,  house ) with one of  two presented words that comes 

closest to it in defi nition (e.g.,  home, shoe ). As you might 

guess, a person trying to appear impaired would choose the 

wrong word. Researchers have come across some interesting 

stylistic aspects of  malingerers; for example, in one study of 

people presenting symptoms of  amnesia, researchers asked 

40 amnestic subjects and 40 subjects faking amnesia to 

count backward under differing levels of  distraction. The 

fakers tended to exaggerate their memory defi cit relative to 

those with genuine amnesia (Baker et al., 1993). In cases of 

amnesia, clinicians can use the Test of  Memory Malinger-

ing in which malingerers are identifi ed as people who do not 

put forth suffi cient effort when they undergo neuropsycho-

logical testing (Gavett, O’Bryant, Fisher, & McCaffrey, 

2005).  

    In    factitious disorder    ,  people fake symptoms or disor-

ders, not for the purpose of  any particular gain but because 

of  an inner need to maintain a sick role. The symptoms may 

be either physical or psychological, or they may be a com-

bination of  both. In some instances, the person fabricates a 

problem, such as excruciating headaches. In other instances, 

the individual infl icts physical harm, perhaps creating body 

bruises with a hammer. In other situations, the person 

makes an actual medical condition worse, as in the case of 

a person intentionally aggravating a skin infection by rub-

bing it with dirt.  

    What makes factitious disorder so intriguing is that the 

individual has no ulterior motive, such as economic gain or 

the avoidance of responsibilities. Rather, these individuals rel-

ish the notion of being ill and may go to great lengths either 

to appear ill or to make themselves ill. For some, the thought 

of undergoing surgery is appealing, and they gladly submit 

themselves to multiple invasive procedures. A man may inject 

saliva into his skin to produce abscesses, or a woman who is 

allergic to penicillin may willingly accept an injection to in-

duce a reaction. The medical and mental health literature 

contains numerous accounts each year of almost unbelievable 

instances of factitious disorder. For example, in one case, a 

29-year-old nurse was treated for septic arthritis in the knee, a 

condition brought on when she injected contaminated mate-

rial into her knee joint to cause an infection (Guziec, Lazarus, 

& Harding, 1994). 

    These individuals present themselves as dramatically as 

possible, trying to create scenarios in which their illness 

plays a starring role. They may simulate a heart attack, 

appendicitis, kidney stone pain, or fevers of  unknown ori-

gin. If  no one believes them, however, they may become  in-

censed and immediately seek medical help elsewhere, pos-

sibly fl ying all over the country to different medical centers, 

where their baffl ing diseases can become the center of concern. 

 FACTITIOUS DISORDER 

 Jon is a 27-year-old man who has not completed his undergradu-
ate degree, even though he had been continuously enrolled in 
college for 9 years. Only three credits short of his bachelor’s de-
gree, Jon tearfully presented himself each semester to the profes-
sor of his fi nal college course with stories about physical illnesses 
that prevented him from fi nishing his last assignment, a three-
page paper. One time, he appeared with cuts and bruises on his 
face and arms, explaining that he had fallen down a fl ight of 
stairs. Another time, he sat in his professor’s offi ce, gasping for 
breath and asserting that he had been suffering repeated bouts of 
pneumonia. In response to Jon’s apparently serious health prob-
lems, Jon’s professor told him that the fi nal paper could be waived; 
to the professor’s surprise, Jon declined the offer, stating that he 
preferred to do the work. Although Jon’s professor agreed, he 
became suspicious about Jon’s health issues when Jon presented 
a letter on a physician’s stationery, stating that Jon had just been 
diagnosed with colon cancer. Suspecting that Jon was not telling 

the truth, his professor sent a copy of the letter to the physician, 
who called immediately, exclaiming that he had never met Jon 
and that Jon had somehow gotten his letterhead and typed a 
fraudulent letter. When Jon’s professor confronted him, Jon ran 
out of the offi ce, never to return to discuss the issue or to complete 
his college degree.  

 Diagnostic Features  

 ■       This label applies to people who intentionally produce or fake 
physical or psychological symptoms.  

 ■         The motivation of these individuals is to assume a sick role.  

 ■         There are no external incentives, such as economic gain or the 
avoidance of legal responsibility.  

 ■         Symptoms may be predominantly psychological, physical, or 
a combination of both.   

Q:   How does Jon’s factitious behavior differ from Linda’s 
 malingering?  

 Mini Case 



Many develop an impressive level of medical knowledge to 

ensure that their story corresponds to the technical aspects 

of the disorder about which they are complaining. Some go 

to great lengths to create a medical profi le, possibly even 

stealing a physician’s stationery and writing a “medical 

report” for others to read. Researchers examining the demo-

graphic variables associated with these disorders have come 

on interesting correlates of the disorder. In a retrospective 

examination of the records of 93 patients diagnosed over a 

period of 21 years, the people most likely to have a factitious 

disorder with physical symptoms were women in their forties 

working in health care settings (Krahn, Li, & O’Connor, 

2003). 

     Munchausen’s syndrome  is a type of factitious disorder. 

This syndrome is named after Baron von Munchausen, a 

retired German cavalry offi cer in the 1700s known for his  

tall tales (Asher, 1951).    Munchausen’s syndrome    involves 

chronic cases in which the individual’s whole life becomes 

consumed with the pursuit of medical care. These individu-

als usually spend an inordinate amount of  time infl icting 

injury on themselves in order to look so sick that hospital-

ization is necessary. Their medical symptoms are limited 

only by their level of medical knowledge and imagination. 

Although factitious disorder is generally more common in 

females, the most chronic and severe cases of Munchausen’s 

syndrome tend to appear in males (American Psychiatric 

Association, 2000). 

    In factitious disorder with psychological symptoms, the 

individual feigns psychological problems, such as psychosis 

or depression. In such cases, the individual’s symptoms tend 

to be vague and fail to correspond to any particular psycho-

logical disorder. However, such individuals tend to be sug-

gestible and to take on new symptoms, which a clinician 

inadvertently implies are commonly associated with the 

hypothesized psychological disorder. Those trying to present 

themselves as psychologically disturbed may take drugs that 

produce such symptoms as restlessness, insomnia, or hallu-

cinations, in an attempt to mimic psychological disorders. 

    At times, clinicians encounter an especially intriguing 

form of factitious disorder. In    factitious disorder by proxy,    

or    Munchausen’s syndrome by proxy,    a person induces phys-

ical symptoms in another person who is under that individ-

ual’s care. For example, Loretta caused her young daughter 

to become sick by feeding her toxic substances; she then 

went from physician to physician with this sick and helpless 

child and used her daughter to gain access to medical atten-

tion and concern. The symptoms of the disorder often go 

unrecognized because the child, like other abuse victims, is 

too frightened to speak out about the true cause of  the 

symptoms (Gushurst, 2003). For the most part, this disorder 

is reported in women, although increased familiarity with 

factitious disorder by proxy has alerted professionals to the 

possibility that men may have this condition. In one reported 

case, a father repeatedly produced symptoms of illness in his 

infant daughter during the fi rst 6 months of her life, and he 

sought medical help for her while denying he knew the cause 

of  her problems. The father fi nally admitted that he had 

been holding his daughter so tightly that she would become 

breathless, at which point he would revive her (Jones, Badgett, 

Minella, & Schuschke, 1993). 

        Some cases of  factitious disorder by proxy are so 

extreme that murder takes place. One case that captured 

the attention of  the nation was that of  Waneta Hoyt, an 

upstate New York woman who was convicted of  murdering 

fi ve of  her children (Firstman & Talan, 1997). Health pro-

fessionals thought that Hoyt’s children were dying from 

sudden infant death syndrome (SIDS) and looked at this 

family as providing evidence that SIDS deaths can run in 

families. Only years later did the fact come to light that 

Hoyt had murdered her children, seemingly for no other 

reason than to get attention from health professionals. 

Such cases have led researchers to scrutinize unexplained 

infant deaths and to come to some disturbing conclusions. 

Using covert videotaping of  suspicious medical cases in 

two British hospitals, David Southall and his colleagues 

taped 39 children to investigate suspicions of  induced 

 illness (Southall et al., 1997). They reported shocking 

instances of  abuse in 33 of  the 39 suspected cases, and 

they  observed the efforts of  33 parents to suffocate their 

young children, who ranged in age from 2 to 44 months. 

They also observed attempts to poison, fracture, or other-

wise abuse these children. The 39 children being secretly 

observed had 41 siblings, 12 of  whom had previously died 

suddenly and unexpectedly, presumably from sudden infant 

death syndrome. 

    Why would people exert such extreme effort to present 

themselves or their children as being ill or having died for 

unexplainable reasons? In addition to wanting to be the cen-

ter of attention, they seem to be motivated by a desire to be 

nurtured in a medical setting; some are also driven by a  bi-

zarre wish to infl ict pain on others or to experience it them-

selves. Yet another precipitant may be postpartum depression, 

in which the mother becomes severely depressed following 

the birth of  the child (Gojer & Berman, 2000). Looking 

into  the childhood backgrounds of these individuals, it ap-

pears that many were physically abused. Disease or an experi-

ence with the medical profession may also have fi gured into 

their childhood experiences, possibly creating a diathesis 

that  set the stage for them to perceive professional attention 

and the hospital environment as positively reinforcing (Trask 

& Sigmon, 1997). 

    Although  clinicians may fi nd it diffi cult to be sympa-

thetic with these clients, they realize that this strange   be-

havior is often beyond their clients’ volition. Many of  these 

individuals have an impaired sense of  reality and a poorly 

consolidated sense of  self. When they feel inner distress, 

they reach out for help in the only way they know, by seek-

ing care in a relatively safe, structured context. Profession-

als may question whether they should take a confrontational 

approach in which the client is accused of  faking; in cases 

in which the physical health of  the client or the client’s child 

is at stake, dramatic responses will be needed. However, a 
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nonconfrontational approach seems preferable, in which 

the clinician attempts to help the client integrate reality 

and fantasy, while supporting the client’s strengths and 

avoiding rewards for the client’s acting-out behavior 

(Parker, 1993).   

 Theories and Treatment 

of Somatoform Disorders 

 To understand what motivates people to appear sick, it is 

helpful to look at what psychologists call the primary gain 

and secondary gain associated with sickness.    Primary gain    is 

the avoidance of burdensome responsibilities because one is 

“disabled.” Going back to the case of the hockey player, his 

primary gain is the avoidance of playing in a game that  en-

tails high risk, in terms of both physical injury and loss of 

self-esteem.    Secondary gain    is the sympathy and attention 

the sick person receives from other people. For example, the 

hockey player might be secretly gratifi ed by the solicitous 

concern of his friends and teammates. 

    Many potential costs are involved in adopting the sick 

role, however. Disability can result in lost or reduced wages, 

and the incapacitation it causes may engender others’  an-

noyance or anger, not sympathy. However, people who take 

on the sick role fi nd that more rewards than costs become 

available to them. Society also tends to make it more  ac-

ceptable for people to receive care for a physical illness than 

for stress-related problems that seem to be more under vol-

untary control. 

    Somatoform disorders can best be explained as an inter-

play of  biological factors, learning experiences, emotional 

factors, and faulty cognitions. According to this integrative 

approach, childhood events set the stage for the later devel-

opment of symptoms. As children, people with this disorder 

may have had parents who dealt with stress by complaining 

about various unfounded physical ailments. As adults, they 

are primed to react to emotional stress with physical com-

plaints. Some of these complaints may have a basis in reality, 

in that stress can cause muscle tension in parts of the body, 

such as the head, back, or gastrointestinal system. Although 

too subtle to show up on diagnostic tests, these symptoms 

of muscle tension create discomfort, on which the individual 

focuses attention and concern. A cycle is established, in 

which concern over these physical sensations becomes mag-

nifi ed, creating more tension and leading to more distress. 

Reinforcing this process are the rewards the individual stands 

to gain from being sick, such as disability benefi ts or atten-

tion from friends and family members. 

    Most contemporary approaches to treating somatoform 

disorders involve exploring a person’s need to play the sick 

role, evaluating the contribution of  stress in the person’s life, 

and providing clients with cognitive-behavioral techniques 

to control their symptoms. In a review of 34 randomized 

control trials involving almost 4,000 clients, researchers con-

cluded that cognitive-behavioral techniques provide the 

most effective treatment for people with somatoform disor-

ders. An interesting intervention emerged from some of the 

research on treatment. If  the treating mental health clinician 

communicates with the client’s primary care physician 

regarding symptom management, this strategy alone can be 

benefi cial for the client. Even a letter from the mental health 

clinician can provide enough direction to guide the physi-

cian to help in the behavioral management of  the client’s 

symptoms (Kroenke, 2007). Medication may be added to 

the treatment plan. For example, for some patients with 

somatization disorder, antidepressant medications serve an 

important role in the treatment (Mai, 2004). Irrespective 

of  the specifi c techniques the therapist uses, developing a 

   Following the jury verdict of guilty for the 
murder of her fi ve children, Waneta Hoyt 
looks perplexed while her son Jay reacts with 
despair. Cases such as this have brought 
attention to factitious disorder by proxy. 



REVIEW QUESTIONS 

1.      In what way is hypochondriasis different from somatiza-

tion disorder?  

2.    People with ______________ intentionally fake physical 

or psychological symptoms for the purpose of assuming 

the sick role with no external incentive.  

3.      How is secondary gain used to explain the cause of 

somatoform disorders?   

 supportive and trusting relationship with a client who has 

a somatoform disorder is very important. As was true for 

Rose Marston, whose case was presented at the outset of 

this chapter, a client may become upset if  a disbelieving 

therapist challenges physical symptoms that seem very real 

and troubling.     

   Illness may elicit secondary gain in the form 
of receiving sympathy and concern from 
others. 
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       Psychological Factors Affecting 
Medical Conditions  

 Most people are aware that bodily conditions can be 

adversely affected by psychological factors. For example, 

intense emotional stress can increase one’s vulnerability to 

getting sick and can seem to slow down recovery from an 

ailment. Various bodily problems can be brought on or 

aggravated by the experience of  anxiety, depression, and 

even anger. In some circumstances, the condition is quite 

serious and warrants clinical attention. There is a special 

DSM-IV-TR  diagnostic category, called psychological fac-

tors affecting medical conditions, that addresses conditions 

in which there is a marked relationship between psychologi-

cal and bodily disturbance ( Table 6.1 ). 

            Characteristics of the  DSM-IV-TR  
Category of Psychological Factors 
Affecting Medical Conditions 

 The  DSM-IV-TR  diagnostic category    psychological factors 

affecting medical conditions    includes situations in which psy-

chological or behavioral factors have an adverse effect on a 

medical condition. The psychological factors include the fol-

lowing: Axis I disorders (e.g., major depressive disorder), 

psychological symptoms (e.g., anxiety that aggravates asthma), 

personality traits (e.g., hostility), maladaptive health behav-

iors (e.g., unhealthy diet), stress-related physio logical responses 

(e.g., stress-related aggravation of an ulcer), and less specifi c 

psychological factors (e.g., interpersonal problems). 

    This diagnosis is given to clients who suffer from a 

 recognized medical condition that is adversely affected by 

emotional factors that infl uence the course of the medical 

condition, interfere with treatment, create additional health 

risks, or aggravate its symptoms. An example is the case of 

Joachim, a man with a history of panic disorder whose recov-

ery from heart surgery is impeded because of his intense bouts 

with anxiety. Sometimes personality traits or coping style 

adversely affects an individual’s health. For example, Marissa, 

who is characteristically hostile and  im patient, experiences 

recurrent bodily problems, such as high blood pressure and 

gastrointestinal discomfort. Some medical conditions are quite 

sensitive to stress. For example, Alec knows that his asthma 

is likely to fl are up during periods of intense stress. 

    Emotional and psychological factors can aggravate just 

about any physical problem. Researchers have conducted 
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extensive investigations of such relationships in trying to bet-

ter understand cancer, cardiovascular disease, skin condi-

tions, endocrine problems, and diffi culties affecting the 

stomach, breathing, kidney, and neurological functioning. 

Health professionals now are aware that psychological fac-

tors can initiate, aggravate, and prolong medical diseases and 

problems, and they continue to develop interventions that 

help enhance both physical and psychological well-being.  

    Theories and Treatment of the  DSM-IV-TR  
Category of Psychological Factors Affecting 
Medical Conditions 

 When you have an upset stomach or bad headache during 

exam time or when an important assignment is due, you prob-

ably recognize that there is a connection between what is hap-

pening in your emotions and what is happening in your body. 

Although the connection seems simple on the surface, it is more 

complex than you might think. Researchers who study the 

mind-body relationship attempt to determine why some people 

develop physiological or medical problems when their lives 

become busy, complicated, or fi lled with unpleasant events.  

 Stress   Most researchers use the term    stress    to refer to the 

unpleasant emotional reaction a person has when he or she 

perceives an event to be threatening. This emotional reaction 

may include heightened physiological arousal due to increased 

reactivity of the sympathetic nervous system. The    stressor    

is  the event itself, which may also be called a stressful life 

event. When a person experiences stress, he or she is likely 

to try to reduce this unpleasant feeling. Making an effort to 

 TABLE 6.1   Sleep Disorders     

  The  DSM-IV  category of sleep disorders includes a number of conditions highlighting the relationship between psychological 
and bodily disturbance. For some people, confl ict and stress are expressed through disturbed sleep. For others, sleep distur-
bance caused by a neurological problem creates considerable emotional disturbance. Sleep disorders are chronic conditions 
that cause a great amount of emotional distress and interfere with normal life functioning. Sleep loss and sleep disorders can 
result in injuries, chronic illness, or death as well as reduce quality of life and productivity (McKnight-Eily et al., 2008). 
Although sleep disorders do not technically fall into the category of psychological factors affecting medical conditions, they are 
relevant to our discussion of these topics.         

  Disorder   Symptoms  

   Dyssomnias    Disturbances in the amount, quality, or timing of sleep  

  Primary insomnia    Chronic diffi culty with sleeping, taking various forms: trouble falling asleep, frequent awak-
ening, or getting a full night’s sleep but not feeling rested  

  Primary hypersomnia    An excessive need for sleep, expressed in having diffi culty getting out of bed, yearning 
for sleep during the day, sneaking naps, and unintentionally dozing off  

  Circadian rhythm sleep disorder    Disturbance in both sleep and daytime functioning caused by disruptions in the normal 
sleep-wake cycle, usually due to rotating work shifts or jet lag  

  Breathing-related sleep disorder    Excessive sleepiness during the day caused by frequent awakening during the night 
because of breathing problems (e.g., loud snoring, gasping for breath, or breathing 
interruptions)  

  Parasomnias    Conditions involving abnormal behavior or bodily events occurring during sleep or sleep-
wake transitions  

  Nightmare disorder    The experience of recurrent vivid dreams from which a person awakes and has detailed 
recollection of extended frightening images  

  Sleep terror disorder    Condition in which an individual repeatedly wakes up suddenly and in a panic from a 
sound sleep, causing feelings of intense anxiety, confusion, and disorientation, for which 
there will be no recall in the morning  

  Sleepwalking disorder    Condition involving recurrent episodes of arising from sleep, usually walking about with a 
blank stare and lack of responsivity to other people, with amnesia for the episodes the 
following morning  

  Narcolepsy    The experience of irresistible attacks of sleep that can take place at any time and any 
place, usually lasting between 10 and 20 minutes  



Events are given LCU scores, based on how strongly they 

are associated with physical illness. The rationale behind this 

measure is that, when people experience a large number of 

LCUs in a relatively brief  period of time, they are at greater 

risk for developing a major illness within a 2-year period. 

You can assess your stressful life events score by taking a 

scale developed for college students ( Table 6.2 ), the College 

Undergraduate Stress Scale (CUSS) (Renner & Mackin, 

1998), which was developed to assess the kinds of stressors 

most familiar to traditional-age college students (90 percent 

of the people in the sample were under age 22).  

   Although the assessment of  stress by the use of  life 

events scales has merits, there is one problem with this kind 

of measurement instrument. Scales, such as the SRRS and 

the CUSS, are based on the assumption that the same event 

is equally stressful to all individuals who experience it.  Al-

though there may be compelling reasons for making this 

assumption, it does not fi t with commonsense notions about 

 PSYCHOLOGICAL FACTORS AFFECTING 

MEDICAL CONDITIONS 

 Brenda is a 41-year-old manager of a large discount chain store. 
Despite her success, she struggles with an agitated depression, 
which causes her to feel impatient and irritable most of the time. 
She recognizes that her emotional problems relate to issues with 
her parents, and she resents the fact that she chronically suffers 
from an inner tension that has always been part of her personal-
ity. The youngest in a family of four children, she perceived that 
throughout her childhood she had to do “twice as much” as her 
siblings to gain her parents’ attention and affection. Now, as an 
adult, she is caught up in a drive toward success that literally 
makes her physically sick. She has intense headaches and stom-
achaches on most days, yet she is reluctant to seek medical help, 
because she doesn’t want to take time away from her work.  

 Diagnostic Features  

  ■    This diagnosis is applied to people who have a medical 
 condition and for whom psychological factors adversely 
affect the medical condition in one of the following ways: 

  ◆    There is a close relationship in time between psycho-
logical factors and the beginning of a medical condi-
tion, worsening of the condition, or delay in recovering 
from the condition.  

  ◆    The psychological factors interfere with the treatment of 
the condition.  

  ◆    The psychological factors create additional health risks 
for the individual.  

  ◆    Stress-related bodily responses bring on or worsen the 
symptoms of the medical condition.     

  ■    Psychological factors can be represented in various ways, 
such as psychological symptoms (e.g., depression that delays 
recovery from surgery, anxiety that aggravates asthma), per-
sonality traits (e.g., hostility that contributes to heart disease), 
maladaptive health behaviors (e.g., overeating), and stress-
related physiological response (e.g., tension headache).   

 Q:  What are Brenda’s symptoms that are aggravated as a 
result of stress?  

 Mini Case 
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   When stress is high, many people develop physical ailments for 
which they seek medical care without giving much thought to the role 
that emotions play in the development of health problems. 

reduce stress is called    coping    .  It is when coping is unsuccess-

ful, and the stress does not subside, that the individual may 

seek clinical attention for medical or psychological problems 

that have developed as a consequence of the constant physio-

logical arousal caused by chronic stress.    

     Let’s take a closer look at all of  these components, 

beginning with the nature of stressful life events. Researchers 

in this area have developed measures that quantify the degree 

to which an individual has been exposed to diffi cult life 

situations. One of  the best known of  these is the Social 

Readjustment Rating Scale (SRRS) (Holmes & Rahe, 1967), 

which assesses life stress in terms of life change units (LCU). 



Source: From M. J. Renner and R. S. Mackin, 1998, in Teaching of Psychology, 25, 46–48. Copyright ©1998. Used by 
permission of Lawrence Erlbaum Associates, Inc.

 TABLE 6.2   Items from the College Undergraduate Stress Scale         

  The number next to each item represents the stress rating that each was given by large samples of undergraduates. See how 
many have applied to you in the past year and then add up your score. The average score reported by the scale’s authors is 
1,247, with scores ranging from 182 to 2,571. A normal range would be between 800 and 1,700.           

   Event   Stress Ratings   Your Score   

  Being raped   100    

  Finding out that you
 are HIV-positive   100    

  Being accused of rape    98    

  Death of a close friend    97    

  Death of a close
 family member    96    

  Contracting a sexually
 transmitted disease
 (other than AIDS)    94    

  Concerns about being
 pregnant    91    

  Finals week    90    

  Concerns about your partner
 being pregnant    90    

  Oversleeping for an exam    89    

  Flunking a class    89    

  Having a boyfriend or
 girlfriend cheat on you    85    

  Ending a steady dating
 relationship    85    

  Serious illness in a close
 friend or family member    85    

  Financial diffi culties    84    

  Writing a major term paper    83    

  Being caught cheating
 on a test    83    

  Drunk driving    82    

  Sense of overload in
 school or work    82    

  Two exams in one day    80    

  Cheating on your
 boyfriend or girlfriend    77    

  Getting married    76    

  Negative consequences of
 drinking or drug use    75    

  Depression or crisis in
 your best friend    73    

  Diffi culties with parents    73  

Event  Stress Ratings   Your Score 

  Talking in front of class    72    

  Lack of sleep    69    

  Change in housing
 situation (hassles, moves)    69    

  Competing or
 performing in public    69    

  Getting in a physical fi ght    66    

  Diffi culties with a roommate    66    

  Job changes (applying,
 new job, work hassles)    65    

  Declaring a major or concerns
 about future plans    65    

  A class you hate    62    

  Drinking or use of drugs    61    

  Confrontations with
 professors    60    

  Starting a new semester    58    

  Going on a fi rst date    57    

  Registration    55    

  Maintaining a steady
 dating relationship    55    

  Commuting to campus,
 or work, or both    54    

  Peer pressures    53    

  Being away from
 home for the fi rst time    53    

  Getting sick    52    

  Concerns about your
 appearance    52    

  Getting straight A’s    51    

  A diffi cult class that you love    48    

  Making new friends;
 getting along with friends    47    

  Fraternity or sorority rush    47    

  Falling asleep in class    40    

  Attending an athletic event
 (e.g., football game)    20    

   Total        



stressful events or the views of  researchers. According to 

cognitive models of stress, it is not just the event itself, but 

also the way it is interpreted that determines its impact. One 

person may view the death of a spouse as a horrible calam-

ity; another person may see it as distressing but not devastat-

ing. Further, the context of  the event plays a role in 

determining its impact. For example, if  the death of a spouse 

follows a long, debilitating illness, the survivor may feel a 

sense of relief.  

 Coping   Another factor in the mind-body equation is how 

people attempt to reduce the sensation of  stress through 

coping. There are many ways to think about coping, but one 

of  the most useful is that which distinguishes between 

    problem-focused coping    and    emotion-focused coping    (Lazarus 

& Folkman, 1984). In problem-focused coping, the individ-

ual reduces stress by acting to change whatever it is that 

makes the situation stressful. The person might make alter-

native plans or fi nd a new and better way to correct the 

situation. In either case, the individual makes the attempt to 

“fi x things.” In contrast, in emotion-focused coping, a per-

son does not change anything about the situation itself  but, 

instead, tries to improve his or her feelings about the situa-

tion. “Thinking positively” is one emotion-focused coping 

method people use to make themselves feel better under 

stressful conditions. Avoidance is another emotion-focused 

strategy. This coping method is similar to the defense 

 mechanism of  denial, in which the individual refuses to 

acknowledge that a problem or diffi culty exists. In extreme 

form, avoidance as a coping strategy can involve escape into 

drugs   or alcohol and can lead to additional problems in the 

person’s life. 

  Which coping style more effectively reduces stress  de-

pends on the nature of  the stressor itself. In some cases, 

particularly when there is nothing one can do about a prob-

lem, feeling as good about it as possible is probably best. 

Consider the case of  Elena, who broke her ankle while 

roller-blading. Dealing with the stress may become more 

tolerable if  she reframes the temporary disability as an 

opportunity to slow down her hectic life. When the situation 

is more controllable, problem-focused coping is more adap-

tive (Folkman, Lazarus, Gruen, & DeLongis, 1986). For 

example, if  Leonard is refi nancing his mortgage, he may 

become very upset because the interest rates suddenly rise. 

Rather than save money, he stands to lose thousands of 

dollars. Problem-focused coping would involve Leonard’s 

developing alternative fi nancial plans to resolve his mone-

tary problems. 

  As people get older, they are able to use more functional 

coping strategies. In comparing a sample of  community-

dwelling older adults with college undergraduates, Segal and 

colleagues (2001) found that younger adults received higher 

scores on the dysfunctional coping strategies of focusing on 

and venting emotions, mentally disengaging, and using alco-

hol and drugs. Older adults, in contrast, were more likely to 

use impulse control and turning to their religion as coping 

strategies. These fi ndings are in keeping with those of other 

researchers (Labouvie-Vief & Diehl, 2000), which indicated 

that older adults use more problem-focused coping and other 

strategies that allow them to channel their negative feeling 

into productive activities.    

   Coping strategies can play an important role in whether 

or not an individual will suffer health problems. A person 

who is able to manage stress effectively experiences fewer 

adverse consequences of  stress. Furthermore, as you may 

know from personal experience, situations that create high 

levels of stress in a person do not always have negative con-

sequences. Some people thrive on a lifestyle fi lled with chal-

lenges and new experiences, feeling energized by being under 

constant pressure (DeLongis, Folkman, & Lazarus, 1988). 

Perhaps you perform (or think you perform) at your best 

when you are facing an urgent deadline.   

 Stress and the Immune System   We still have not addressed the 

questions of why and how the experience of stress can lead 

to physiological abnormalities. To look into this issue, we 

can draw from the fi eld of    psychoneuroimmunology    ,  the study 

of the connections among stress  (psycho),  nervous system 

functioning  (neuro),  and the immune system  (immuno).  To 

an increasing degree, researchers in medicine and psychology 

are beginning to understand such disorders as heart and 

respiratory disease, some forms of diabetes, and gastrointes-

tinal disorders as being infl uenced by stress-related responses 

initiated in the central nervous system. It is becoming clearer 

that experiences of stress, negative affect, depression, lack of 

social support, and repression and denial can infl uence immune 

status and function (Schneiderman, Ironson, & Siegel, 2005). 

  A stressful event can initiate a set of reactions within 

the body that lower its resistance to disease. These reactions 

can also aggravate the symptoms of a chronic, stress-related 

physical disorder. One explanation of these relationships is 

that stress stimulates hormones regulated by the hypothala-

mus, and these hormones lower the activity of the immune 

People who use emotion-focused coping strategies often resort to 
escape through drugs or alcohol to handle the stress in their lives.
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system. With less protection, the body is less resistant to   in-

fection, allergens, and the more serious intruders, such as 

carcinogens. Nervous system reactions also alter immune 

system functioning through nerve endings in the parts of the 

body involved in the immune system, such as the lymph 

nodes, thymus, and spleen. Stress also raises the level of 

 cortisol, a hormone involved in mobilizing the body’s   re-

sponse to a threat or a challenge. These processes appear to 

account for a wide range of  physical disorders, including 

cancer, hypertension, and rheumatoid arthritis (Costa & 

VandenBos, 1996). Severe life stress and depression can   ac-

celerate symptoms in people who have HIV disease ( Crepaz 

et al., 2008). 

  Researchers have used some innovative methods to 

assess the relationship between illness and stress. For exam-

ple, Sheldon Cohen, a researcher at Carnegie Mellon Uni-

versity, conducted an intensive study of the relationship be-

tween stress and the common cold (Cohen et al., 1998). In 

this study, 276 volunteers completed a life stressor inter-

view and psychological questionnaires, and they provided 

blood and urine samples. After the subjects were injected 

with common cold viruses, the researchers monitored them 

and found that severe chronic stressors that lasted at least 

a month were associated with a greater likelihood of  their 

becoming ill; however, stressful events lasting less than a 

month did not seem to have this negative effect on health. 

The most salient stressors were employment problems and 

enduring interpersonal problems with family or friends. In 

a subsequent investigation, Cohen and his colleagues (2003) 

found that people who are inherently less sociable, based 

on personality test scores, were more susceptible to devel-

oping a cold, regardless of  how good their social interac-

tions were on a daily basis. 

  The relationship between stress and health goes both 

ways. People under stress also tend to neglect good health 

habits, possibly smoking more, drinking more alcohol, eat-

ing less nutritious meals, and getting less sleep. When in a 

state of  stress, most people are more susceptible to becom-

ing sick, possibly due to an increased vulnerability to infec-

tious  diseases. They turn to other people for support, and, 

 ironically, their increased social interaction with others 

increases their exposure to viruses and infectious agents. 

Some people in states of stress seek out sexual intimacy, pos-

sibly indiscriminately and with inadequate attention to safer 

sex practices. If  stressed individuals become sick,  regardless 

of the cause, they are less likely to comply with recommended 

treatment, putting themselves at even greater physical risk 

(Cohen & Williamson, 1991).    

 Emotional Expression   The inhibition of emotional expres-

sion seems to be another key ingredient in the relationship 

between psychological functioning and health. 

  If  emotional suppression is unhealthy, it seems reason-

able to conclude that expressing emotion is benefi cial to 

one’s physical and mental well-being. Research connecting 

emotional expression with immune system functioning is 

bearing out the common belief  that you should “get it off  

your chest” when you feel unhappy or upset. In a series of 

innovative experiments, psychologist James Pennebaker and 

his colleagues have shown that actively confronting emotions 

that arise from an upsetting or a traumatic event can have 

long-term health benefi ts (Pennebaker, 1997a, 1997b). For 

example, writing about a distressing experience facilitates 

coping and contributes to physical health. In one study,   re-

searchers asked college freshmen to write about the experi-

ence of  coming to college and asked a control group of 

students to write about superfi cial topics. Although those who 

wrote about their college adjustment experiences reported 

higher levels of homesickness than the control subjects, they 

made fewer visits to physicians. By the end of the year, the 

experimental subjects were doing as well as or better than the 

control subjects in terms of grade point average and the expe-

rience of positive moods. The researchers concluded that con-

fronting feelings and thoughts regarding a stressful experience 

can have long-lasting positive effects, even though the initial 

impact of such confrontation may be disruptive (Pennebaker, 

Colder, & Sharp, 1990). Pennebaker and his colleagues have 

expanded their fi ndings to a variety of populations. In a meta-

analysis of 146 randomized  studies, disclosure was found to 

have a positive and signifi cant effect for people with a wide 

range of emotional concerns ( Frattaroli, 2006).   

 Personality Style   People who frequently feel a sense of 

impatience, irritability, or pressure to get something done in 

a hurry may be at risk for developing heart problems. This 

pattern of being hard-driving, competitive, impatient, cyni-

cal, suspicious of and hostile toward others, and easily irri-

tated, is described as Type A ( Table 6.3 ). 

  Converging evidence from several large studies points to 

the higher risk that people with Type A behavior patterns 

have for developing hypertension and associated heart prob-

lems (Smith, Glazer, Ruiz, & Gallo, 2004), problems that   in-

crease their mortality rate. Type A individuals tend to react 

explosively to stressful situations; in doing so, they set off  

alarms throughout their bodies. The sympathetic nervous sys-

tems of Type A people are in a state of alert, which puts 

physiological stress on sensitive bodily organs, which can 

result in coronary heart disease, cerebral atherosclerosis 

(hardening of the blood vessels in the brain), and atheroscle-

rosis in other parts of the body (Treiber et al., 2003). In fact, 

some researchers maintain that Type A personality attributes 

can reliably predict not only if  but when an individual will 

develop coronary heart disease (Gallacher et al., 2003). Asso-

ciated psychological attributes, including hostility and the 

need to dominate others, appear to heighten the risk of heart 

disease for people with the Type A behavior pattern.    

     People with Type A behavior patterns, particularly those 

with high levels of hostility, commonly engage in unhealthy 

behaviors, such as smoking and consuming large amounts 

of alcohol, behaviors that are well established as detrimental. 

They also are more likely to engage in high-risk behaviors, 

such as reckless driving, so it is no surprise that many of 



these individuals die in accidents and violent situations 

(Magnavita et al., 1997). Even those who are not especially 

wild are prone to contend with intense levels of anger, vexed 

by even the slightest annoyance, an emotional style that has 

been shown to play a role in provoking a heart attack (Verrier 

& Mittleman, 1996). 

  Researchers are now beginning to focus on a new per-

sonality type—the Type “D” (distressed) personality. These  

individuals are at increased risk for heart disease due to 

their tendency to experience negative emotions while inhib-

iting the expression of  these emotions when they are in 

social situations. In addition to being at higher risk of 

becoming ill or dying from heart disease, these individuals 

have reduced quality of  daily life and benefi t less from med-

ical treatments. The link between personality and heart dis-

ease for these people is thought to be, in part, due to an 

impaired immune response to stress (Pedersen & Denollet, 

2003; Sher, 2005).   

 Sociocultural Factors   Sociocultural factors also play a role 

in causing and aggravating stress-related disorders. For   ex-

ample, living in a harsh social environment that threatens a 

person’s safety, interferes with the establishment of  social 

relationships, and involves high levels of confl ict, abuse, and 

violence are conditions related to lower socioeconomic  status. 

Chronic exposure to the stresses of such an environment can 

lead to chronically higher cortisol levels—but also, para-

doxically, a reduced ability to respond to new threats or 

 challenges (Kristenson et al., 2004). In one large-scale lon-

gitudinal study of nearly 1,400 adults ranging from age 15 

to 74, a team of Dutch investigators found that low occupa-

tional level and income predicted loss of physical mobility. 

These declines were observed even when controlling for such 

 factors as severity of  disease and health-related behavior 

(Koster et al., 2005). Furthermore, environmental stressors 

related to racial confl ict and discrimination may interact 

with genetic factors to increase the risk of  hypertension. 

African Americans living in the United States have higher 

rates of hypertension than Blacks living in other parts of the 

world where there is less racial discrimination ( Cooper, 

Rotimi, & Ward, 1999).   

 Treatment   Because the conditions in the category of 

 psychological factors affecting medical conditions include 

such a vast array of physical problems, no single treatment 

model exists. During the past two decades, clinicians have   in-

creasingly realized that medical treatments alone are insuf-

fi cient and that they must also introduce and reinforce new 

health  behaviors  (Charney,  2004).  Psychologists  have  col-

laborated  with  physicians  to  develop  an  interdisciplinary 

approach to these conditions known as    behavioral medicine    

(Compas et al., 1998; Gentry, 1984). Behavioral medicine 

techniques are rooted in behavioral theory and use learning 

principles to help the client gain psychological control over 

unhealthy bodily reactions. Clients learn to take  responsibility 

for their health, to initiate and maintain health-producing 

behaviors, and to terminate unhealthy ones. They learn to be 

alert to unhealthy bodily processes and to take action to avoid 

or modify circumstances in which they are likely to become 

TABLE 6.3 Are You Type A?

The Jenkins Activity Survey assesses the degree to which 
a person has a coronary-prone personality and behavior 
 pattern. People with high scores, referred to as Type A, 
tend to be competitive, impatient, restless, aggressive, 
and pressured by time and responsibilities. In the items 
below, you can see which responses would refl ect these 
characteristics.

Do you have trouble fi nding time to get your hair cut or 
styled?

Has your spouse or friend ever told you that you eat too 
fast?

How often do you actually “put words in the person’s 
mouth” in order to speed things up?

Would people you know well agree that you tend to get 
irritated easily?

How often do you fi nd yourself hurrying to get to places 
even when there is plenty of time?

At work, do you ever keep two jobs moving forward at 
the same time by shifting back and forth rapidly from 
one to the other?

Source: From C. D. Jenkins, S. J. Zyzanski and R. H. Rosenman, The Jenkins Activity 
Survey. Copyright © 1965, 1966, 1969, 1979 by The Psychological 
Corporation, © 2001 by C. D. Jenkins, S. J. Zyzanski and R. H. Rosenman. 
Reprinted by permission of the author.
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For a person with a Type A behavior pattern, minor frustrations, such 
as a traffi c jam, can evoke a storm of outrage with accompanying 
physical and psychological disturbance.
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sick. Individuals learn to monitor early signs of mounting 

tension and to initiate steps to avert the further develop-

ment of  pain, including learning various emotion and prob-

lem-focused coping strategies, such as leaving a stressful 

situation or reframing one’s perspective on a  situation that 

is inescapable.    

   Behavioral medicine techniques are being incorporated 

into standard medical treatments, as in the case of insomnia, 

chronic pain (Jacobs, Benson, & Friedman, 1996), and chronic 

migraine headaches (Kropp et al., 1997). Patients with chronic 

disorders that require constant medical management can also 

benefi t from behavioral techniques to increase compliance, as 

in the case of diabetes (Jenkins, 1995). 

  The successful treatment of  people whose physical 

problems are associated with the Type A behavior pattern 

integrates education, training in coping strategies, and 

behavioral interventions (Friedman et al., 1996; Roskies et 

al., 1989). The educational component includes helping cli-

ents understand coronary problems and the relationship 

between these problems and Type A behavior. The coping 

strategies include relaxation training and cognitive restruc-

turing techniques. For example, instead of  responding with 

anger to standing in line at the bank, a person could prac-

tice being more relaxed about it. Imaging is a behavioral 

intervention in which the client learns to imagine a trouble-

some situation and to practice adaptive coping strategies for 

managing stress in that situation. Behavior modifi cation 

gives individuals opportunities to rehearse more adaptive 

behaviors to use when provoked (Nunes, Frank, &  Kornfeld, 

1987). Such interventions can be reasonably effective, par-

ticularly if  the client is given suffi cient opportunity to   in-

corporate relaxation exercises into his or her everyday life 

(Carlson & Hoyle, 1993). 

  Other treatment approaches involve preventive strate-

gies. People can learn that exercising and taking advantage 

of available social supports help offset the harmful effects of 

stress on the body. Psychologists are also studying methods 

of intervention that can promote the resilience individuals 

can develop to living in stressful conditions such as urban 

environments with high crime rates (Wandersman & Nation, 

1998). Applying principles from the emerging fi eld of posi-

tive psychology, clinicians are designing interventions that 

enhance feelings of well-being and reduce depression by cul-

tivating pleasure, engagement, and meaning (Duckworth, 

Steen, & Seligman, 2005). 

  Ongoing research within the fi eld of  psychoneuroim-

munology is evaluating the effectiveness of  psychological 

 interventions on immune system functioning (Miller & 

Cohen, 2001). A meta-analysis of  more than 85 studies on 

interventions including stress management, relaxation 

training, disclosure interventions, hypnosis, and behavioral 

( conditioning) techniques revealed only modest effects 

on   key immune system variables. Hypnosis and condition-

ing were found to have the greatest effectiveness. How-

ever,   limiting the demonstration of  effects from most of 

these studies was the fact that the participants were either 

 medically ill or not experiencing stressors severe enough to 

affect their immune systems. The effects of  psychological 

interventions will be more dramatically shown when these 

interventions are applied to  individuals with conditions 

known to affect the immune system, such as dermatologi-

cal conditions and allergies. Stepping outside the fi eld of 

psychoneuroimmunology, there may nevertheless be men-

tal health benefi ts to the methods suggested by this model 

for treatment of  individuals with stress-related clinical 

problems. 

Exercise, meditation, and yoga can help relieve potentially harmful 
effects of stress on the body.

REVIEW QUESTIONS

1.  People with ___________ experience irresistible attacks 

of sleep, usually lasting between 10 and 20 minutes.

2.  What two types of  coping do people use to manage 

stress?

3.  Behavioral medicine is based on what principles of 

 treatment?



      Dissociative Disorders  

 The conditions you have read about so far in this chapter 

involve a range of disorders involving emotions, such as anx-

iety and stress, that have varying degrees of disturbance and 

impact on a person’s life. Dissociative disorders are far more 

extreme, involving anxiety or confl ict so severe that part 

of   the individual’s personality actually separates from the 

rest of his or her conscious functioning. The individual with 

a dissociative disorder experiences a temporary alteration in 

consciousness involving a loss of personal identity, decreased 

awareness of immediate surroundings, and odd bodily move-

ments. Once the dissociation has occurred, the contents of 

the dissociated part become inaccessible to the rest of the 

client’s conscious mind. 

    Psychologists have learned some fascinating clues to 

understanding normal personality functioning from  studying 

individuals with dissociative disorders. We generally take for 

granted the idea that within one person’s body, only one 

personality can exist. However, dissociative disorders show 

that this assumption about human nature does not apply to 

everyone.  

 Dissociative Identity Disorder 

 In  dissociative identity disorder,  the assumption is that a per-

son develops more than one self  or personality. These per-

sonalities are referred to as    alters    ,  in contrast to the core 

personality, the    host    .  This condition was formerly called 

multiple personality disorder (MPD), a term that continues 

to be used by some lay authors and even a few health profes-

sionals. The disorder was made famous in novels and  movies, 

such as  Sybil  (Schreiber, 1973) and  The Three Faces of Eve

(Thigpen & Cleckley, 1957), each of which tells the fantastic 

story of a woman who had several distinct personalities. As 

you will see in the sections that follow, considerable 

 controversy has emerged about the validity of the multiple 

 personality phenomenon. Even the famous cases of  Sybil 

and Eve, regarded by some as prompting the tremendous 

increase in the incidence of  this diagnosis during the past 

few decades, have been contested by some psychiatric his-

torians who regard the cases as exaggeration and possible 

fabrication. In dissociative identity disorder, each alter is 

understood to be a consistent and enduring pattern of  per-

ceiving, relating to, and thinking about the environment 

and the self.  

 Characteristics of Dissociative Identity Disorder   The indi-

vidual with dissociative identity disorder has at least two 

distinct identities or personality states, each with its own 

pattern of perceiving, thinking, and relating, as well as its 

own style of behavior, personal history, and self-image. Most 

cases involve fewer than 10 identities, but reports range well 

into the hundreds. At different times, one of these identities 

or personality states takes control of the person’s behavior. 

People with dissociative personality disorder have a primary 

identity associated with their given name. This primary iden-

tity, or host, is customarily passive and dependent, possibly 

also depressed and guilty. The alters are usually strikingly 

different, possibly acting in ways that are hostile, demanding, 

or self-destructive. They may have different ages, races, levels 

of intelligence, and affective styles, and they may even be of 

the opposite gender. The transition from one alter to another 

is usually sudden, triggered by psychosocial stress or a per-

sonally salient stimulus. At any given moment, only one alter 

interacts with the external environment, although the others 

may actively perceive what is happening or infl uence what is 

going on. Most of the personalities have a sense of lost or 

distorted experiences of time. An alter may piece together 

memories to make up for unaccounted gaps, or an alter may 

have access to the memories of the other alters.    
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   Psychiatrist Richard Kluft played a major role in dis-

seminating information about dissociative identity disorder 

in the scientifi c community. Kluft described several key fea-

tures of this disorder, including the nature of the personali-

ties that reside within the same individual and their 

relationships to each other. The classic host personality, who 

seeks professional help, tends to be depressed, anxious, com-

pulsively “good,” masochistic, and moralistic. The most fre-

quently seen alters include children, “protectors,” “helpers,” 

expressers of forbidden impulses, personalities based on lost 

loved ones, carriers of lost memories or family secrets, aveng-

ers who express anger over abusive experiences, and defend-

ers of the abusers (Kluft, 1984a, 2005). 

  People with dissociative identity disorder also experi-

ence a form of amnesia, in which they have gaps in their 

memory about some aspects of  their personal history. Some 

 individuals have gaps that span years, or even a decade or 

more. This inability to recall important personal informa-

tion cannot be explained by ordinary forgetfulness. Some-

times only when other people tell them about events do they 

become aware of  something they have done or said. For 

example, the husband of  a woman with dissociative identity 

disorder witnessed his wife going to the hardware store and 

buying a set of  tools, yet she insisted that someone else must 

have purchased them and couldn’t fathom what he was talk-

ing about. 

  In 1980, the condition that was then called multiple per-

sonality disorder began to gain a great deal of recognition, 

with the publication of four major papers on the topic (Bliss, 

1980; Coons, 1980; Greaves, 1980; Rosenbaum, 1980). That 

year, the disorder was fi rst included in the  DSM  and was 

defi ned in such a way that it was no longer reserved for cases 

as extreme as those of Eve and Sybil. The diagnosis could 

then be applied in situations in which a person experienced 

a disorganization of  the self  and attributed discrepant expe-

riences to separate individuals residing within the self. Along 

with this broadening of  the defi nition came a proliferation 

of  cases of  multiple personality disorder, to the point that 

it became referred to as an “epidemic” (Boor, 1982). In the 

50 years prior to 1970, only a handful of  cases had been 

reported, but since 1970, the number of  reports increased 

astronomically, into the thousands. In fact, more cases of 

this disorder were reported during one 5-year period in the 

1980s than had been documented in the preceding two cen-

turies (Putnam et al., 1986). Clinicians and researchers 

began to wonder if  this increase was actually due to the 

increased prevalence of  the disorder or whether it was an 

artifi cial phenomenon due to the broadening of  the defi ni-

tion of  the disorder. Some maintained that popular fi rst-

person characterizations of  the disorder, media attention, 

and efforts by dedicated clinicians and people claiming to 

have had this disorder contributed to an inappropriate 

degree of  emphasis on this rare but fascinating condition 

(Frankel, 1996). 

  Considerable skepticism about this diagnosis has emerged 

in recent years, particularly within certain mental health 

groups (Lambert & Lilienfeld, 2007). For example, in one 

survey (Lalonde, Hudson, Gigante, & Pope, 2001), only one 

of every seven Canadian psychiatrists felt that the validity 

of dissociative diagnoses was supported by scientifi c  evidence. 

The Canadian psychiatrists were much more critical than 

American psychiatrists. Furthermore, an extensive review of 

the literature on dissociative identity disorder suggests that 

the diagnostic criteria are too vague and that the condition 

cannot be reliably diagnosed (Piper & Merskey, 2004a). 

  A leading skeptic on multiple personality disorder 

was   the late Canadian psychologist Nicholas Spanos, who 

believed that social factors shape the display of  MPD. Fol-

lowing exhaustive reviews of  twentieth-century reports and 

studies of  multiple personality disorder, Spanos asserted 

that this condition became a legitimate way for people to 

rationalize their failures and manipulate the  sympathy of 

others (Spanos, 1996). Even more alarming is the question 

raised by Spanos and others (Orne, Dinges, & Orne, 1984; 

Simpson, 1989) about whether psychotherapists play a cen-

tral role in generating and maintaining the  symptoms of 

multiple personalities. Are some clients responding to their 

therapists’ suggestions that their  problems are attributable 

to dissociative identity disorder, rather than more common 

disorders, such as depression or personality disorder? 

According to this view, some clients are highly  suggestible 

and may pick up on cues from their therapist to construe 

their problems as resulting from dissociation. Sometimes, 

without even realizing it, therapists engage in leading and 

suggestive procedures that persuade some clients to develop 

the notion of  multiplicity (Piper & Merskey, 2004b). Hyp-

notic interviews are the most common procedure for elicit-

ing multiple personalities, and it is not uncommon during 

such exercises for the therapist to suggest explicitly that the 

alter come forth. Over time, the clients tell stories about 

alternate personalities and may actually develop behaviors 

that fi t these different personalities. 

  Following on the heels of professional attention to the 

possibility of overdiagnosis were reports in the media of indi-

viduals fabricating the diagnosis to seek external gain, such 

as being excused from responsibility for a crime. These reports 

further questioned the validity of a diagnosis that apparently 

could be so easily faked. These sensationalistic reports aside, 

some experts maintained that the increase in reported preva-

lence of a multiple personality condition was a valid phe-

nomenon due to the fact that diagnostic standards for the 

disorder had improved in the 1980s. To help refi ne and stan-

dardize the diagnosis of this disorder, psychiatrist Marlene 

Steinberg (1994) developed the Structured Clinical Interview 

for  DSM-IV  Dissociative Disorders– Revised (SCID-D-R). 

Some of the key questions, reproduced in  Table 6.4 , give fur-

ther insight into the nature of the symptoms associated with 

this disorder.  

   As a way to put to rest some of the arguments, pro and 

con, about the existence of the disorder, the authors of the 

 DSM-IV  chose to use the term “dissociative identity disor-

der” rather than the more popular term “multiple personality 



disorder.” The new term captures the essence of an individ-

ual’s detachment and disorganization without getting caught 

up in the issue of multiplicity. Adding amnesia to the list of 

symptoms further refi ned the diagnostic criteria (Cardena & 

Spiegel, 1996).   

 Theories and Treatment of Dissociative Identity  Disorder  

 Traditionally, dissociative identity disorder has been attrib-

uted to the experience of abuse during childhood. According 

to this view, traumatized children fail to develop an inte-

grated and continuous sense of self. In one of the largest 

studies of psychiatric outpatients, interviews revealed high 

prevalence rates for both physical and sexual abuse in child-

hood among those with dissociative symptoms (Foote et al., 

2006). Some critics of such research fi ndings, however, con-

tend that the data are based on retrospective reports in which 

connections are made between current disturbance and 

memories of trauma. The problem with this premise is that 

most people can think of  traumatic events that could be 

construed as contributors to current psychological problems; 

even when the trauma is striking, it is diffi cult to determine 

with certainty that the trauma is the cause of the dissocia-

tion or amnesia (Kihlstrom, 2005). 

  Despite all of the debates, some clinicians have reported 

considerable success in treating individuals presenting dis-

sociative symptoms by using an approach that rests on the 

notion that dissociative identity disorder is a response to 

trauma. Kluft contends that treatment is a form of post-

traumatic therapy, in which the clinician assists the client to 

recover. Therapy involves helping the client to integrate the 

alters into a unifi ed whole and to develop adequate coping 

strategies to deal with the painful memories of the past and 

the stresses of current life without resorting to fragmenta-

tion. The most common treatment approach involves tech-

niques that are derived from psychoanalytic psychotherapy, 

sometimes including    hypnotherapy    ,  in which the client is hyp-

notized and encouraged to recall painful past experiences 

while in a trance state. Clinicians using this approach con-

tend that the various alters with their associated memories 

are brought out one by one and are unifi ed into a consistent 

whole. Each alter may require a separate treatment, and the 

therapist may need to establish a positive working relation-

ship with each. Because some alters may be abrasive and 

antagonistic, while others may be dependent and seductive, 

each may respond differently to alternate interventions (Kluft, 

1984b; Maldonado & Spiegel, 2003). 

  It is important to note that use of hypnosis in this con-

text is quite controversial. In fact, some theorists and research-

ers assert that hypnosis may actually cause the emergence of 

symptoms that characterize dissociative identity disorder. In 

other words, critics assert that clinicians who use hypnotic 

techniques with certain kinds of clients are more likely to 

induce symptoms that conform to the characteristics of dis-

sociative identity disorder, particularly the experience of child 

alters or protective alters (Piper & Merskey, 2004b).  

   Earlier, criticisms by Spanos and others of  the concept 

of dissociative identity disorder were mentioned as part of 

the recent history of the diagnosis. In line with their critique, 

proponents of  Spanos’ ideas have put forth the    sociocogni-

tive model of dissociative identity disorder    (Lilienfeld et al., 

1999). According to this model, clients enact the roles that 

they feel (consciously or unconsciously) are demanded by 

TABLE 6.4 Items from the SCID-D-R

Scale Item

Amnesia Have you ever felt as if there were large gaps in your memory?

Depersonalization  Have you ever felt that you were watching yourself from a point outside of your body, as if you
 were seeing yourself from a distance (or watching a movie of yourself )?

 Have you ever felt as if a part of your body or your whole being was foreign to you?
  Have you ever felt as if you were two different people, one going through the motions of life, and

 the other part observing quietly?

Derealization Have you ever felt as if familiar surroundings or people you knew seemed unfamiliar or unreal?
 Have you ever felt puzzled as to what is real and what’s unreal in your surroundings?
 Have you ever felt as if your surroundings or other people were fading away?

Identity confusion Have you ever felt as if there was a struggle going on inside of you?
 Have you ever felt confused as to who you are?

Identity alteration Have you ever acted as if you were a completely different person?
 Have you ever been told by others that you seem like a different person?
  Have you ever found things in your possession (for instance, shoes) that belong to you, but you

 could not remember how you got them?

Source: From M. Steinberg, “Structured Clinical Interview for DSM-IV Dissociative Disorders—Revised (SCID-D-R).” 
Copyright © 1994 American Psychiatric Publishing, Inc. Reprinted with permission.
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the situation. Social attention to the condition of dissocia-

tive identity disorder, along with unintentional prompting 

by therapists, can lead to the development of  this disorder 

in vulnerable individuals. According to the sociocognitive 

model, these individuals may in fact have suffered abuse as 

children, but many other factors, socially determined, oper-

ate to create the dissociative symptoms in the adult. 

  Joining the debate about treatment for dissociative condi-

tions are critics of the theory that dissociation arises from the 

experience of trauma, quite commonly in the form of child-

hood sexual abuse. These critics argue that there really is 

no compelling evidence that childhood sexual abuse is related 

to the development of amnesia or dissociation; thus, if there is 

no causal link, they assert that it is “pointless to focus therapy 

on the recovery and working through of traumatic experiences 

that may well be false or distorted” (Kihlstrom, 2005, p. 236). 

  Yet another issue that is vehemently debated in dis-

cussions about psychogenic dissociation is the concept 

of    re pressed memories, the notion that some individuals 

are so overwhelmed by trauma that the experience is self-

protectively pushed out of  awareness. Some professionals 

insist that    re pressed memories of  childhood abuse are 

common, and that individuals can recover these memories 

in a therapeutic way. Others believe that working with cli-

ents to recover memories may actually involve ethical vio-

lations if  clients are led to believe that events occurred 

that cannot be substantiated. 

  Empirical research on the phenomenon of repressed or 

blocked memories is complicated by the retrospective nature 

of such investigations, yet some experts who have reviewed 

the literature assert that research provides quite adequate 

support for the validity of the notions of memory blocking 

and recovery (Gleaves, Smith, Butler, & Spiegel, 2004). On 

the other side are theorists who assert that there is consider-

able folklore about the notion that certain experiences are so 

overwhelmingly traumatic that many victims dissociate their 

memory from the experience. These critics contend that mis-

guided clinicians may be misinterpreting impaired-memory 

phenomena that occur following a traumatic event. They 

suggest that perhaps the memory loss is medically rather 

than emotionally caused, perhaps it is due to ordinary for-

getfulness rather than an inability to remember the trauma, 

or perhaps it is a choice to avoid thinking about something 

rather than an inability to remember it (McNally, 2004).  

   Some clinicians prefer to use cognitive-behavioral tech-

niques instead of  or in addition to hypnotherapy in an effort 

to change the client’s dysfunctional attitudes (Fine, 1996; 

Ross, 1997a). These attitudes, arising from the client’s his-

tory of  abuse, include the beliefs that different parts of  the 

self  are separate selves, that the victim is responsible for 

abuse, that it is wrong to show anger or defi ance, that the 

host cannot handle painful memories, that one of  the alters 

hates the parents (but the host loves them), that the host 

must be punished, and that neither the self  nor others can be 

trusted. According to Ross (1997b), each of  these core be-

liefs carries with it a set of  assumptions that further guides 

the individual’s behavior. Although countering these beliefs 

is not considered suffi cient for treating dissociative identity 

disorder, it would seem to be an important component of  an 

overall treatment plan. 

The terror of family violence can drive some 
children into a dissociative state in which 
their fantasies provide them with an escape 
from the harsh realities of their lives.



R E A L  S T O R I E S

ANNE HECHE: DISSOCIATIVE SYMPTOMS

A
s you are aware from reading 
about dissociative identity disor-
der, this diagnosis has engen-

dered considerable controversy in the 
mental health fi eld. On one side of the 
debate are clinicians who view disso-
ciative identity disorder as a very real 
condition experienced by many people, 
particularly individuals who develop 
separate identities following horrifi c ex-
periences of abuse. On the other side 
are those professionals who assert that 
the diagnosis is bogus, perpetuated by 
misguided clinicians who induce multi-
ple personalities in suggestible clients. 
Some of the complex issues associated 
with this diagnosis are evident in the life 
story of award-winning actress Anne 
Heche, who has spoken openly about 
her experiences of a different identity 
and personality. Although some of 
Heche’s close relatives have raised sig-
nifi cant doubts about Anne’s claims, her 
powerful story captures the essence of 
what makes the diagnosis of dissocia-
tive identity disorder so diffi cult. In think-
ing about Heche’s story, keep in mind 
the challenge professionals encounter 
when responding to stories for which 
there is no substantiation other than the 
words of the person telling the story. For 
the sake of the current discussion, it is 
reasonable to believe the accuracy of 
Heche’s report, primarily because of the 
emotional pain and turmoil that she as-
sociates with her traumatic memories.
 In Heche’s autobiography, Call Me 
Crazy (2001), she describes horrifi c ex-
periences that she believes caused her 
to escape into another personality in or-
der to feel safe. Heche suggests that the 
personality served as a haven to which 
she could escape from recurrent sexual 
abuse by her father, which she states 

took place from the time she was a tod-
dler until she was 12.
 The public persona of her father 
was that of an upright citizen who was 
highly regarded in his role as a choir 
director in a Baptist church. However, 
according to Heche, her father also had 
a secret “second life” as a promiscuous 
man who ultimately died from AIDS 
in the early 1980s when Heche was 
13 years old. Heche contends that she 
feared for her life when she learned that 
her father had AIDS, particularly in light 

of the fact that she believed she had 
contracted herpes from him during the 
episodes when he molested her.
 Heche tells a story of a family that 
lived a lie. To other people, the Heche 
family seemed like the ideal American 
family, but the inner picture was quite dif-
ferent. They had so little money that they 
were evicted from their home and forced 
to spend one year living with neighbors. 
Heche felt unloved and exploited during 
her childhood, and she turned to acting 
in an attempt to escape.

Anne Heche

Dissociative Disorders 197



198 Chapter 6 Somatoform Disorders, Psychological Factors Affecting Medical Conditions, and Dissociative Disorders    

      Another aspect of cognitive-behavioral therapy that might 

be helpful is to bolster the individual’s sense of self-effi cacy 

through a process called temporizing (Kluft, 1989), in which 

the client controls the way that the alters make their appear-

ance. This may be accomplished through hypnosis in an effort 

to help the client develop coping skills that can be used when 

dealing with stress, which otherwise might precipitate a per-

sonality shift. 

  As more reliable information becomes available on dis-

sociative identity disorder, improved methods of treatment 

are certain to be developed. Nevertheless, several factors con-

tribute to diffi culty in treating this disorder in addition to the 

controversies pertaining to the validity of the diagnosis and 

the notion of repressed memories. First, this is a very broadly 

defi ned disorder that ranges from cases such as those of Sybil 

and Eve to people who show far less dramatic symptoms. 

Second, clinicians and researchers have ascertained that most 

people with this disorder also suffer from other psychological 

problems, such as mood disorders or personality disorders. 

Third, repairing the damage done by abuse and trauma that 

took place decades earlier in the client’s life can be very 

 diffi cult. Finally, consider what it must be like for the clini-

cian to work with a client whose problems and style of pre-

sentation are so diverse and contradictory. Given all these 

obstacles, you can see why it can take many years to reach 

the desired goal of personality integration. Even so, experts 

in this area have been inspired by the fact that some recent 

research points to positive outcome in the treatment of 

 At age 17 Heche landed a role play-
ing twins on the soap opera Another 
World, for which she won an Emmy. Al-
though she was now distanced from the 
pain of her childhood, Heche was still 
experiencing its effects. By the time she 
was 25, Heche says, her personality be-
gan to fragment into another personality 
named Celestia, who spoke a different 
language and had special powers.
 Despite Heche’s troubled youth and 
her self-described insanity, she man-
aged to climb the ladder of success in 
the fi lm industry, acting in well-known 
movies such as Donnie Brasco, the re-
make of Psycho, Wag the Dog, and Six 
Days, Seven Nights. To the world, she 
was a star who had it all. In her private 
life, however, she was riding an emo-
tional roller-coaster in which the residual 
impact of a troubled childhood was 
causing havoc. She moved from an inti-
mate relationship with comedian Steve 
Martin, 24 years older than her, to a 
highly publicized lesbian relationship 
with actress Ellen DeGeneres.
 The essence of Heche’s dissociative 
condition is captured in her own com-
pelling words:

By the time I fi nished shooting Six 
Days, Seven Nights I felt like three 
completely different people, all 

 existing at the same time. I was Anne-n-
Ellen, the second half of the most fa-
mous gay couple in the world. I was 
Anne Heche, the closeted abuse vic-
tim with the burning desire to be a 
successful actress, writer and direc-
tor. And I was Celestia, a spirit be-
ing from the fourth dimension here to 
teach the world about love. The fi ght 
to keep all of me alive over the next 
three and a half years almost killed 
me. . . .
 When I didn’t get the love I 
needed, I became Celestia.

 In her book Heche describes a 
psychotic-like experience following her 
breakup with Ellen DeGeneres. Heche 
believed that she was supposed to drive 
to a random house in Fresno, Califor-
nia, to take the drug Ecstasy. She then 
took Ecstasy after the drive to Fresno to 
wait for a spaceship that would come 
for her. When Heche arrived at the 
house, the people living there called the 
police to report that a strange woman 
had come to their home. Heche de-
scribes her interactions with the police 
during this disturbing episode:

“Anne? Anne Heche?” I was still 
massaging the woman’s feet when 
the cops came through the door.

 “Yes,” I said as I turned around. 
“How can I help you?”
 “You are Anne Heche? Is that 
correct?”
 “I was Anne, yes. Now I’m 
Celestia.”
 “Could you take your hands off 
that woman please?”
 “Certainly.” I said. “I wasn’t hurt-
ing her, you know that, right?”
 “Could you stand up and put your 
hands behind your back?”
 “Certainly, I can.” I slowly stood 
up and put my hands behind my 
back. “But I don’t understand, Offi -
cer. What seems to be the problem?” 
As the offi cer cuffs my hands I begin 
to get afraid.
 “Do you know where you are, 
Anne?”
 “Yes, I know, Offi cer.” 
 “Where are you? Could you tell 
me please?”
 “Certainly I can. I am at this 
nice house where I am waiting for 
my spaceship. They have been 
 lovely enough to host me until the 
arrival.”

Source: From Anne Heche in Call Me Crazy. Copy-
right © 2001 Anne Heche. Reprinted by permission 
of William Morris Agency.
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ANNE HECHE (continued)



 people with dissociative identity disorder. In one study of 

135 individuals being treated for this disorder, 54 were lo-

cated and reassessed after a 2-year period and continued 

to show signifi cant improvement, compared with their status 

at admission (Ellason & Ross, 1997). Kluft asserts that his 

work with dissociative clients has been quite successful; in 

fact, he notes that he has brought over 160 individuals to 

integration (Kluft, 1998).   

 Dissociative Identity Disorder and the Legal System  
 Dissociative identity disorder has become a vexing problem 

for forensic psychologists and other participants in the legal 

system who are confronted with criminal defendants using 

the disorder as an explanation for their offenses (Kihlstrom, 

2005). One dramatic legal case brought to light some of the 

complexities involved in the multiple personality disorder 

defense. Kenneth Bianchi, a serial murderer also known as 

the Hillside Strangler, faked multiple personality disorder in 

an attempt to avoid criminal prosecution for his offenses 

(Orne et al., 1984; Watkins, 1984). Forensic psychologists 

and other members of the judicial system are faced with the 

diffi cult task of differentiating a true dissociative disorder 

from instances of malingering. 

  Individuals who seek to explain their crimes as products 

of alter personalities typically invoke an insanity defense or 

claim that they are not competent to stand trial (Slovenko, 

1993; Steinberg, Bancroft, & Buchanan, 1993). Defendants 

who claim insanity assert that symptoms of the disorder pre-

cluded their appreciation and understanding of criminal ac-

tions. Those who make the case that they are not competent 

to stand trial argue that their symptoms would interfere with 

their participation in court proceedings. In the more dra-

matic case of the insanity defense, the accused may admit to 

having committed the crimes, but under the control of an 

DISSOCIATIVE IDENTITY DISORDER

Myra is a young single woman who works as a clerk in a large 
bookstore. She lives by herself, never goes out socially except to 
see her relatives, and dresses in a conservative manner, which 
her associates ridicule as prudish. In her early teens, she was 
involved in an intimate relationship with a middle-aged man who 
was quite abusive toward her. Although others remind her of this 
troubled relationship, Myra claims that she has no recollection of 
that person, and she has even wondered at times whether others 
have made up the story to annoy her. At age 25, Myra says that 
she is saving herself sexually for marriage, yet she seems totally 
uninterested in pursuing any close relationships with men. So far, 
this describes Myra as her work acquaintances and family know 
her. However, alters reside within Myra’s body, and they go by 
other names and behave in ways that are totally incongruous 
with “Myra’s” personality. “Rita” is fl amboyant, outgoing, and 
uninhibited in her sexual passions. She has engaged in numer-
ous love affairs with a variety of unsavory characters she picked 
up in nightclubs and discotheques. “Rita” is aware of “Myra” 
and regards her with extreme disdain. A third personality, “Joe,” 

occasionally emerges from Myra’s apartment. Dressed in a 
man’s three-piece business suit, “Joe” goes downtown to do 
some shopping. According to “Joe,” “Rita” is nothing but a 
“slut,” who is heading for “big trouble someday.” Myra’s alters 
are oblivious to the details of her life.

Diagnostic Features

■  This diagnosis is given to people who experience two or more 
distinct identities or personality states, each with an enduring 
pattern of perceiving, relating to, and thinking about the envi-
ronment and the self.

■  At least two of the identities or personality states recurrently 
take control of the person’s behavior.

■  The person is unable to recall important personal information, 
well beyond what could be explained by ordinary forgetfulness.

■  The disturbance is not due to substance use or a medical 
condition.

Q:  When seeing a client like Myra, what might the clinician hy-
pothesize as the cause of her dissociative symptoms?

Mini Case
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Stephen, a man who describes experiences refl ective of dis-
sociative identity disorder, feels the presence of two different 
alters that compose his personality.
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alter personality. They may claim that the offense was com-

mitted in a state of dissociation and that they have no recall 

of what happened. 

  Although dissociative identity disorder is relatively easy 

to fake, malingerers generally fi nd it diffi cult to maintain a 

consistent facade of dissociated feelings, thoughts, and mem-

ories that they can then associate with different personality 

states. Unlike clients who truly have the disorder, malingerers 

rarely have histories marked by confused and fragmented 

experiences and failed treatment attempts. Malingerers may 

describe stereotypical personalities that carry out bad or 

criminal actions, but their alter and host personalities are 

less likely to be explainable in terms of their traumatic expe-

riences. Clients who truly have dissociative identity disorder 

may feel strange and ashamed of their disorder, whereas ma-

lingerers play up their symptoms for greater attention, espe-

cially from legal authorities (Kluft, 1987). 

  In response to growing concerns about the diagnosis 

of  dissociative identity disorder, Steinberg and her col-

leagues developed criteria for assessing the validity of  dis-

sociative symptoms within the context of  clinical and 

forensic evaluations (Steinberg, Hall, Lareau, & Cicchetti, 

2001). They recommend the use of  the Structured Clinical 

Interview for  DSM–IV  Dissociative Disorders–Revised 

(SCID–D–R) (Steinberg, 1994; see  Table 6.4 ), which has 

been rigorously standardized and includes a careful struc-

turing, presentation, and scoring of  questions. The profes-

sionals who developed and conducted research on this 

instrument emphasize that it must be administered and 

scored only by experienced clinicians and evaluators who 

understand dissociative diagnosis and treatment issues. 

When malingering is part of  the evaluation process, it is 

imperative that the examiner (1) be experienced; (2) obtain 

a lifetime history of  the onset, duration, nature, and im-

pairment resulting from the dissociative symptoms; and 

(3) use other sources of  corroborative data, including a re-

view of  past treatment records and interviews with reliable 

people familiar with the individual’s history. It is im-

portant to note that the SCID-D-R intentionally excludes 

questions about abuse or trauma, in order to see if  indi-

viduals bring up such issues spontaneously rather than in re-

sponse to leading questions. 

  Steinberg and her colleagues are well aware of the con-

troversy pertaining to the diagnosis of dissociative identity 

disorder and have therefore tried to establish high standards 

for all procedures pertaining to the diagnosis of this condi-

tion. Time will tell whether their efforts to emphasize the im -

portance of high standards and precisely defi ned assessment 

techniques will resolve some of the controversy and either 

validate this diagnosis or redefi ne it.    

 Other Dissociative Disorders 

 Although dissociative identity disorder is the most dramatic 

form of dissociative disorder, there are several other related 

conditions that are equally compelling in terms of impact on 

the individual’s life.  

 Dissociative Amnesia   In    dissociative amnesia    ,  formerly called 

psychogenic amnesia, the individual is unable to remember 

important personal details and experiences usually associated 

with traumatic or very stressful events. This memory loss is 

not attributable to brain dysfunction associated with brain 

damage or drugs, nor is it a matter of common forgetfulness. 

People who develop dissociative amnesia most commonly 

describe a gap or series of gaps in their memory about past 

troubling events or parts of their lives. Dissociative amnesia 

is rare, yet it is the most common of the dissociative disorders. 

Hypnosis is sometimes used to assess and 
treat individuals with dissociative amnesia 
and dissociative fugue. Although this ap-
proach has also been used with clients with 
dissociative identity disorder, critics contend 
that hypnosis may contribute to more prob-
lems than it resolves.



It received a great deal of attention following the two world 

wars, in which many individuals with combat-related trauma 

experienced amnesia (Kardiner & Spiegel, 1947). 

  There are four forms of dissociative amnesia, each asso-

ciated with the nature of a person’s memory loss. In    localized 

amnesia    ,  the most common form, the individual forgets all 

events that occurred during a specifi ed time interval. Usu-

ally, this interval immediately follows a very disturbing event, 

such as a car accident, fi re, or natural disaster. In    selective 

amnesia    ,  the individual fails to recall some, but not all, 

details of events that have occurred during a given period of 

time. The survivor of a fi re may remember the ambulance 

ride to the hospital, but not having been rescued from the 

burning house.    Generalized amnesia    is a syndrome in which 

a person cannot remember anything at all from his or her 

life.    Continuous amnesia    involves a failure to recall events 

from a particular date up to and including the present time. 

For example, a war veteran may remember his childhood 

and youth until the time he entered the armed services, but 

he may have forgotten everything that took place after his 

fi rst tour of combat duty. 

  Dissociative amnesia is very diffi cult for clinicians to 

diagnose, because there are so many possible causes of 

memory loss. For example, as you will see in later chapters, 

amnesia can be caused by a physical dysfunction due to 

brain injury, psychoactive substance abuse, or epilepsy. 

Alternatively, other psychological disorders have symptoms 

that may cause the individual to appear amnestic. For 

example, a catatonic person who does not communicate 

may be construed to be amnestic. When the individual is 

questioned, though, it may be possible to elicit some infor-

mation about the person’s past. 

  As is sometimes the case with other dissociative disor-

ders, a person might fake symptoms to gain certain benefi ts 

or advantages. For example, a man who has committed a 

serious crime may claim that he remembers nothing of the 

incident or even who he is. As is true for the issue of repressed 

memories, there are legal implications when such cases reach 

trial. Juries tend to be skeptical when defendants in criminal 

cases claim to have dissociative amnesia for the events sur-

rounding their alleged crimes (Porter, Birt, Yuille, & Herve, 

2001). A related situation involves neonaticide, in which a 

mother kills her newborn child on the day of its birth. In a 

study of 16 cases of women charged with homicide, nearly 

all were found to exhibit symptoms of depersonalization as 

well as other dissociative symptoms (Spinelli, 2001). Clinicians 

are becoming increasingly sensitive to the need to diagnose 

these conditions accurately as well as to predict who is at 

risk for committing such crimes.   

 Dissociative Fugue   You may have read newspaper accounts 

or heard news stories of the fascinating case of a person who 

has found his way to a community far away from home, with 

no idea of how he got there or who he is. Although such 

cases are rare, they capture our attention because they seem 

so unbelievable. Many of the people in such stories are expe-

riencing a    dissociative fugue    ,  formerly called psychogenic 

fugue, a condition in which a person who is confused about 

personal identity suddenly and unexpectedly travels to an-

other place. The venture may be brief, lasting only hours or 

days, or it may last for weeks or months. People in a fugue 

state are unable to recall their history or identity, and a few 

may even assume a new identity. If  a person assumes a new 

identity, he or she is likely to appear to be much more out-

going than the core personality of the individual and may 

even go so far as to create a new name, fi nd a place to live, 

get a job, and interact with others in ways that do not sug-

gest anything out of the ordinary. In fact, in many cases, 

DISSOCIATIVE AMNESIA

In a daze, Norma entered the mental health crisis center, tears 
streaming down her face. “I have no idea where I live or who 
I am! Will somebody please help me?” The crisis team helped 
her search her purse but could fi nd nothing other than a photo-
graph of a blond-haired little girl. Norma appeared to be ex-
hausted and was taken to a bed, where she promptly fell asleep. 
The crisis team called the local police to fi nd out if there was a 
report of a missing person. As it turned out, the little girl in the 
photograph was Norma’s daughter. She had been hit by a car 
in the parking lot of a shopping center. Although badly injured 
with a broken leg, the child was resting comfortably in the pedi-
atrics ward of the hospital. Her mother, however, had disap-
peared. Norma had apparently been wandering around for 
several hours, leaving her wallet and other identifying papers 
with the hospital social worker in the emergency room. When 

Norma awoke, she was able to recall who she was and the cir-
cumstances of the accident, but she remembered nothing of what 
had happened since.

Diagnostic Features

■  People with this disorder experience one or more episodes 
during which they are unable to recall important personal in-
formation, usually of a traumatic or stressful nature, that is well 
beyond ordinary forgetfulness.

■  The disturbance does not occur as a result of another mental 
disorder, the use of substances, or a medical or neurological 
condition.

■  The symptoms cause signifi cant distress or impairment.

Q:  What would a clinician attempt to rule out when seeing cli-
ents like Norma with dissociative amnesia?

Mini Case
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others do not suspect anything unusual, because the person 

in the fugue state appears normal. After the fugue state has 

passed, the individual often has no recall of what took place 

during the fugue. 

  A fugue is rare and usually passes quickly. The disorder 

is more likely to occur at certain times, such as during a war 

or following a natural disaster. Personal crises or extreme 

stress, such as fi nancial problems, the desire to escape pun-

ishment (Spiegel & Cardena, 1991), or the experience of a 

trauma (Classen, Koopman, & Spiegel, 1993) can also pre-

cipitate fugue states.   

 Depersonalization Disorder   You may be able to think of 

a time when you to felt unreal. Perhaps you had not slept 

or eaten for a long period of time and had the sensation that 

you were an outsider observing the movements of your body, 

as if  in a dream. The phenomenon of  depersonalization 

includes alterations of mind-body perception, ranging from 

detachment from one’s experiences to the feeling that one 

has stepped out of  one’s body. Depersonalization experi-

ences occur in normal people when they are placed under 

great stress or when they use mind-altering drugs, such as 

marijuana or LSD.  
 In    depersonalization disorder    ,  however, distortions of mind-

body perceptions happen repeatedly and without provocation 

by drugs. Periods of extreme stress, such as the time imme-

diately following an accident, can also precipitate an episode 

of depersonalization in a vulnerable individual. Some experts 

have noted that the experience of depersonalization commonly 

follows a stressful event and emerges in the calm following the 

storm (Shader & Scharfman, 1989). Once considered quite 

rare, depersonalization disorder is now being diagnosed with 

increasing frequency (Kihlstrom, 2005). 

  People with depersonalization disorder feel as though 

they are not real, that their body is changing in shape or 

size, or that they are being controlled by forces outside of 

themselves, as if  they were an automaton or a robot. At the 

same time, however, they realize that they are not really 

robotic, but that something odd is happening in their body and 

mind. At times, the individual may experience “conversa-

tions” between an observing self  and a participating self  

(Steinberg, 1991). People with this disorder are aware that 

something is wrong with them, and this awareness is a further 

source of  distress; however, they may be reluctant to tell 

other people about their experiences, because they fear they 

will sound crazy. Therefore, they can feel quite alone and 

isolated from others, as well as frightened about their loss 

of contact with reality. Understandably, people with this dis-

order often experience symptoms of depression (Lambert et 

al., 2001). 

  The onset of depersonalization disorder typically occurs 

in adolescence or early adulthood. The disorder tends to be 

chronic, with remissions and exacerbations that are triggered 

by anxiety, depression, or stress.   

 Theories and Treatment of Dissociative Amnesia, Dissocia-
tive Fugue, and Depersonalization Disorder   Most experts 

agree that dissociative disorders may be the end product of 

intensely traumatic experiences during childhood, especially 

those involving abuse (Maldonado, Butler, & Spiegel, 1998) 

or other forms of  emotional maltreatment (Simon et al., 

2001). However, in addition to childhood abuse experiences, 

other kinds of traumatic events can also result in dissociative 

experiences, some of which are transient and some of which 

are longer-lasting. In the discussion of  reactions to trau-

matic events in Chapter 5, we pointed out that people who 

DISSOCIATIVE FUGUE

George was an administrator at a small college in a rural town. 
He was a reliable worker, keeping mostly to himself and rarely 
discussing his personal life with his colleagues. All they knew 
about him was that he lived with his wife, Judy, and their two 
teenage children. Family life was quiet until one afternoon, when 
Judy received a telephone call from George’s secretary, asking if 
she knew George’s whereabouts. He had not shown up at work 
in the morning, nor had he called in sick. The secretary was 
concerned that George might be upset, because the college 
president had announced on the previous day that the college 
would be closing permanently at the end of the academic year. 
Judy was startled by the news, because George had not men-
tioned it at dinner the evening before. No one heard from 
George for 3 weeks following the date of his mysterious disap-
pearance. During that time, he traveled to Stanford University, 

with the intention of applying for a position as a philosophy pro-
fessor. One day, he woke up in a California hotel room and was 
mystifi ed about how he had gotten there.

Diagnostic Features

■  People with this disorder travel suddenly and unexpectedly 
away from home or job and are unable to recall their past.

■  They are confused about personal identity, or they assume a 
partial or complete new identity.

■  The disturbance does not occur as a result of another mental 
disorder, the use of substances, or a medical or neurological 
condition.

■  The symptoms cause signifi cant distress or impairment.

Q:  How might the bad news about the college’s closing have led 
to the development of George’s dissociative fugue?

Mini Case
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dissociate during a traumatic event are at higher risk for the 

later development of PTSD. 

      Treatments for dissociative disorders are varied, in great 

part because the conditions themselves are so variable. As 

you can tell from reading the preceding sections, dissociative 

identity disorder is a markedly different phenomenon from 

depersonalization disorder. Nevertheless, a central goal in 

the treatment of  clients with dissociative symptoms is to 

bring stability and integration into their lives. Essential to 

their treatment is the establishment of a safe environment, 

away from the threatening stressors that presumably evoked 

dissociation. In the security of  the treatment context, the 

clinician will introduce soothing techniques, some psycho-

therapeutic and others psychopharmacological. Some clini-

cians would add medications to the intervention, also aimed 

at enhancing a state of calm. The most commonly used med-

ications are sodium pentobarbital and sodium amobarbital, 

which facilitate the interview process, particularly in clients 

with dissociative amnesia or dissociative fugue. Once amne-

sia has been reversed, the clinician helps the client fi gure out 

what events and factors evoked the amnesia.  

   The dissociative disorders provide a unique opportunity 

to appreciate the complexity of the human mind and the 

variety of unusual ways in which some people respond to 

stressful life experiences. As fascinating as they are, it is 

important to keep in mind that these disorders are both rare 

and diffi cult to treat. Although current explanations rely 

heavily on psychological perspectives, in the future perhaps 

more will be learned about a biological substrate for the 

development of these conditions.      
Sometimes people with depersonalization disorder look as though 
they are on drugs. They may feel like they are in a dreamlike state, 
observing their own actions.

 DEPERSONALIZATION DISORDER 

 Robert entered the psychiatrist’s offi ce in a state of extreme agita-
tion, almost panic. He described the terrifying nature of his “ner-
vous attacks,” which began several years ago but had now 
reached catastrophic proportions. During these “attacks,” Robert 
feels as though he is fl oating in the air, above his body, watching 
everything he does but feeling totally disconnected from his ac-
tions. He reports that he feels as if his body is a machine con-
trolled by outside forces: “I look at my hands and feet and 
wonder what makes them move.” Robert’s thoughts are not delu-
sions, though; he is aware that his altered perceptions are not 
normal. The only relief he experiences from his symptoms comes 
when he strikes himself with a heavy object until the pain fi nally 
penetrates his consciousness. His fear of seriously harming him-
self adds to his main worry that he is losing his mind.  

 Diagnostic Features  

■      This diagnosis is given to people with persistent or recurrent ex-
periences of feeling detached from their mental processes or 
body, as if in a dream or as if they were external observers.  

■      During the depersonalization experience, they are in touch 
with reality.  

■      The symptoms cause signifi cant distress or impairment.  
■      The disturbance does not occur as a result of another mental 

disorder, the use of substances, or a medical or neurological 
condition.   

Q:   What are the symptoms of depersonalization disorder most 
evident in Robert’s case?  

 Mini Case 

REVIEW QUESTIONS 

  1.    What is the nature of the controversy regarding the use 

of hypnosis in treating dissociative identity disorder?  

  2.    What is the primary characteristic of dissociative fugue?  

  3.    In what disorder do people feel they are not real?   
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 Somatoform Disorders, Psychological 
Factors Affecting Medical Conditions, 
and Dissociative Disorders: The 
Biopsychosocial Perspective  

 At this point, it should be clear why, historically, disorders 

involving somatization and dissociation were regarded as 

neuroses rather than psychoses. People with these disorders 
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 Rose’s History  

 I remember feeling surprised when 

Rose returned to see me for the sec-

ond session we had scheduled. 

People with stories involving numer-

ous undiagnosable medical prob-

lems rarely come back after the 

intake meeting with a mental health 

clinician. In our second session, 

Rose told me a life story that gave 

me the basis for some reasonable 

hunches about the nature of her 

problems. 

  The older of two daughters, Rose 

grew up in the center of a city, close 

to the factory where her father 

worked. Rose vividly remembers the 

day her younger sister, Emily, was 

born, 2 days after Rose’s seventh 

birthday. All the excitement sur-

rounding Rose’s birthday celebration 

and the birth of a baby in the family 

abruptly deteriorated to emotional 

chaos when Rose’s parents were in-

formed, hours after the birth, that 

Emily had serious abnormalities. This 

bad news about Emily caused Rose 

to become extremely worried, par-

ticularly about her father, whose 

drinking problem was apparent to 

her even at her young age and had 

already threatened the stability of 

the family. Rose began to fear that, 

with the added stress of Emily’s 

health problems, her father might 

drift further into his alcoholic ways. 

  In the years that followed, Rose’s 

parents were forced to devote most 

of their attention to her disabled 

sister. Feeling obliged to help her 

parents, Rose spent all her avail-

able time tutoring her sister, playing 

with her, and protecting her from 

the jeers of neighborhood children. 

When I inquired about Rose’s re-

markable level of devotion to her 

sister, she confi ded that it was 

largely the result of her intense feel-

ing of guilt about being so much 

“luckier” than Emily. Tragically, Rose’s 

sister died from heart trouble in her 

teens. Prior to this, Rose had planned 

to go to college and become a spe-

cial education teacher, but her at-

tempts to carry out this ambition 

were hampered after her sister’s 

death by a series of unexplainable 

illnesses and ailments, none of 

which were very serious but which 

caused her to drop out of college. 

 R E T U R N  T O  T H E  C A S E   

have experienced confl ict or trauma during their lives, and 

these circumstances have created strong emotional reactions 

that they could not integrate into their memory, personality, 

and self-concept. The symptoms of somaticizing and disso-

ciating represent, not a loss of contact with reality, but a 

translation of these emotions into terms that are less painful 

to acknowledge than is the original confl ict or trauma. 

    Stressful events can trigger maladaptive responses in 

physical functioning, ranging from a variety of  physical 

conditions to sleep dysfunctions to the more elusive dis-

orders  involving  somatization.  Stress-related  factors,  not 

re pressed   sexuality,   are   currently   regarded   as   central   in 

understanding somatoform disorders. In addition, learning 

seems to play a strong role, particularly as individuals with 

these disorders develop secondary gain from their symptoms. 

With regard to dissociative disorders, experts now believe 

that actual, rather than imagined, trauma is the source of 

such symptoms as amnesia, fugue, and multiple identities. 

Cognitive-behavioral explanations of stress-related disorders 

add to these understandings. Low feelings of self-effi cacy, 

lack of assertiveness, and faulty ideas about the self  can all 

be contributing factors to somatoform and dissociative dis-

orders. For example, believing that one must be sick to be 

worthy of attention is a dysfunctional attitude that could 

underlie a somatoform disorder. Similarly, faulty beliefs about 

the self  and the role of the self  in past experiences of trauma 

seem to be important cognitive factors in dissociative dis-

orders. Adding to these psychological components are the 

biological factors that may contribute to an individual’s vul-

nerability to developing these maladaptive thoughts or sus-

ceptibility to trauma. 

    A variety of treatment modalities for the disorders cov-

ered in this chapter are being explored. To varying degrees, 

these focus on the management of  intense and intrusive 

stress. Supportive therapy aimed at gradual exploration of 

the role of stress or trauma in the individual’s life is impor-

tant. Cognitive-behavioral methods of enhancing the indi-

vidual’s feelings of self-effi cacy, assertiveness, and awareness 

of dysfunctional thinking patterns are also being incorpo-

rated into an integrative treatment approach.  
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a job as a cosmetics consultant in a 

department store, but she had to 

quit after a short time, due to her 

nagging and incapacitating physi-

cal symptoms. Because of her in-

ability to work, Rose had recently 

applied for disability benefi ts from 

the government, and she told me 

that she lived from day to day in 

dread that she might be denied 

these benefi ts. 

  When I inquired about intimate 

relationships in her life, Rose be-

came uncomfortable as she told me 

about her “lousy batting average” 

with men. Citing a long list of brief 

relationships, Rose explained that 

these relationships generally fell 

apart because her physical prob-

lems constantly got in the way. Re-

currently frustrated by the lack of 

sympathy on the part of the men 

whom she had met, Rose concluded 

that she is “probably better off with-

out them.”    

 Assessment  

 Although the information provided 

by both Dr. Thompson and Rose gave 

me the basis for a diagnostic hypoth-

esis, I was intrigued by the uncon-

scious factors within Rose that might 

relate to her problems. Rose, who 

had submitted to countless medical 

tests in the past, was open to the 

psychological assessment I recom-

mended. She did express some res-

ervations about the validity of tests, 

pointing out that dozens of medical 

tests had been unable to pinpoint 

any of her problems. 

  Psychological testing showed 

Rose to be a bright woman, with an 

IQ in the above-average range. Her 

cognitive functioning was consis-

tent across the subscales of the 

WAIS-IV, although she did show 

some evidence of diffi culty in break-

ing down a problem into component 

parts and in understanding social 

situations. Rose’s MMPI-2 profi le 

was predictable, with elevations on 

Scales 1 (Hypochondriasis), 2 (De-

pression), and 3 (Hysteria), suggest-

ing the likelihood that Rose defends 

against depression by using denial 

and by dwelling on possible physi-

cal problems. Rose’s TAT responses 

revealed a highly romanticized, su-

perfi cial view of intimate relation-

ships, with many unrealistic happy 

endings to her stories. There was 

also a strong element of jealousy in 

the relationships between female fi g-

ures. On the Rorschach test, Rose’s 

fi rst few responses were quite cre-

ative and potentially very rich in con-

tent, but she seemed unable to 

sustain this high level of production 

and quickly reverted to simple im-

ages. Throughout testing, Rose com-

plained frequently of various physical 

problems, which made it necessary 

to interrupt testing. What struck me 

as odd about this was that Rose 

seemed to develop a physical symp-

tom just at the point of becoming im-

mersed in the assessment tasks.    

 Diagnosis  

 As I worked toward confi rming a di-

agnosis, my thoughts focused on 

Rose’s lengthy history of unsub-

stantiated medical complaints. Al-

though I am reluctant to conclude 

that any person’s medical com-

plaints are without physical basis, 

the evidence supporting the as-

sumption of a psychological, rather 

than medical, basis was substan-

tial. For a brief moment, I consid-

ered the possibility that Rose might 

be malingering. But for what bene-

fi t? I did not believe she wanted to 

be “sick” just to collect disability 

benefi ts. Rose’s problems and com-

plaints predated any concern about 

fi nancial support. Might Rose be a 

hypochondriac? Certainly, some fa-

cets of her story might lead to 

 such a diagnosis, but a major differ-

ence was that Rose truly believed 

she was suffering from physical 

diseases. My sense was that, even 

though her problem was psycho-

logically rooted, the discomfort and 

incapacitation Rose suffered were 

very real to her. Her lengthy list 

 of recurrent bodily complaints and 

chronic pursuit of medical help for 

conditions that lacked any medical 

basis led me to diagnose Rose as 

having somatization disorder.        

  Axis I:   Somatization  

Disorder  

  Axis II:    Deferred. Rule 

out   Histrionic 

 Personality  

Disorder  

  Axis III:     No diagnosable 

 physical disorders 

or conditions  

  Axis IV:    Problems related 

to the social 

 environment 

( isolation) 

 Occupational 

 problems 

( disability)  

  Axis V:    Current Global 

 Assessment of 

Functioning: 70 

Highest Global 

 Assessment of 

Functioning (past 

year): 70  

       Case Formulation  

 Rose’s history was similar to that of 

the few other people with somatiza-

tion disorder I had seen in my clini-

cal practice. She had a long history 

of medical complaints, which had 

brought her much attention from 

others. As I thought about the possi-

ble origins of this psychological dis-

order, I noted that her physical 

complaints fi rst developed after the 

death of her younger sister, an event 

that Rose described as devastating. 

It is my sense that Rose struggled 

with guilt about being more intelli-

gent, more capable, and healthier 

than her sister. By taking over a pa-

rental role in relation to her sister, 

perhaps Rose was able to relieve 

some of this guilt. Also, as a result of 

her physical problems, Emily’s par-

ents naturally devoted more time, 

energy, and attention to her. Rose, 

with her feelings of guilt, found it dif-

fi cult to acknowledge any of the jeal-

ous feelings she harbored. Thus, 

early in life, Rose had to cope with 

powerful feelings of guilt and jeal-

ousy; given her youth, she turned to 

the immature defense of denial. Had 

Rose’s sister survived her illness, 

Rose might very well have learned to 

(continued)
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ture fashion. However, her sister’s 

death cut this process off prema-

turely. Indeed, when her sister died, 

Rose’s physical symptoms began. 

One hypothesis about the cause of 

the symptoms at this time was that 

Rose identifi ed with her sister and took 

on symptoms that bore a superfi cial 

resemblance to those that character-

ized Emily’s fatal medical problems. 

The symptoms also incapacitated 

Rose so that she could have a legiti-

mate reason not to live up to her 

potential. By punishing herself, she 

could unconsciously resolve her guilt 

over having been more capable and 

healthier than her sister and, at the 

same time, having been ineffective 

in saving her. 

  Rose’s symptoms also served a 

function in the family. For years, 

Rose’s parents had turned all their 

energies as a couple toward caring 

for their disabled child. This allowed 

them to defl ect their attention away 

from their marital problems, which 

centered around Mr. Marston’s alco-

holism. With the death of their ill 

child, they needed a substitute to 

serve a similar function in the mar-

riage. Perhaps Rose’s symptoms 

served, in this sense, as unconscious 

compliance with the needs of her 

parents. Additionally, Rose’s symp-

toms gave her secondary gain in the 

form of attention and concern from her 

parents, reactions she had not gotten 

from them for many, many years.    

 Treatment Plan  

 I made my decision to accept Rose 

into psychotherapy with some am-

bivalence. I was well aware of the 

low odds for success, yet at the 

same time I was touched by Rose’s 

willingness to give therapy a chance. 

From the outset, she acknowledged 

her skepticism about the usefulness 

of psychotherapy, particularly in light 

of her belief that her medical prob-

lems were genuine. At the same time, 

she acknowledged that she might 

derive some benefi t if we directed 

our attention to stress management. 

I agreed that this should be a com-

ponent of the treatment, but I also 

felt that a broad, integrative therapy 

was necessary. I believed that, for 

Rose’s life to change for the better, 

psychotherapy would have to focus 

on some of the unconscious confl icts 

underlying her symptoms, the sec-

ondary gain she has received as re-

inforcement, and the problems in 

Rose’s current family life that have 

maintained her disorder. 

  I recommended individual out-

patient psychotherapy on a weekly 

basis; however, I also realized that 

individual psychotherapy for people 

with such problems is usually insuf-

fi cient. Ideally, they should be seen 

in multiple contexts, including group 

therapy, family therapy, and voca-

tional counseling. Rose agreed to 

participate in a therapy group with 

another therapist and a group of 

seven clients dealing with life 

stresses in general and with prob-

lems with close relationships more 

specifi cally. As for family therapy, 

she told me emphatically that her 

father would not agree to any kind 

of professional “intrusion.”    

 Outcome of the Case  

 In the initial weeks of therapy, Rose 

tried to redirect my attention away 

from psychological concerns to her 

somatic complaints. Gently but 

fi rmly I tried to make it clear that 

our work must focus on emotional 

rather than medical matters, but 

Rose was not receptive to my efforts. 

After a few sessions, she began to 

question openly the value of ther-

apy, and 2 weeks later she an-

nounced she had found a “cure” 

for her symptoms and was going to 

discontinue therapy. A friend had 

told Rose about a new technique of 

pain management through hypno-

sis, and Rose was sure it would be 

right for her. 

  Several months later, I received a 

note from the emergency room staff 

informing me that Rose had been ad-

mitted to the psychiatric unit following 

a suicide attempt involving an over-

dose of pain medication. She told the 

physician she was looking for a way 

to escape her physical problems and 

pains. After a brief hospital stay, Rose 

was released from inpatient care and 

agreed to resume psychotherapy un-

der my care. 

  In her second round of therapy, 

Rose made some progress in terms 

of coming to understand the psy-

chological causes of her symptoms. 

However, Rose’s denial of confl ict 

was fi rmly entrenched, and she 

never seemed very convinced of 

the connection between her physi-

cal problems and the diffi culties in 

her emotional life. Whatever gains 

Rose started to make were wiped 

out when she had a car accident 

and required a series of minor op-

erations. Rose phoned me several 

months later to say that she would 

not be returning for psychotherapy. 

She explained that she would not 

have time, because the physical 

problems she had sustained in the 

accident would require many months 

of intensive medical care and re-

habilitation. I wondered to myself 

whether Rose had fi nally achieved 

what she had come to desire for so 

long—clearly diagnosable medical 

problems and the attention that 

would accompany these problems.   

    Sarah     Tobin  ,   PhD            
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SUMMARY  

■        This chapter covered three sets of conditions: somatoform dis-

orders, medical conditions affected by psychological factors, 

and dissociative disorders. In each of these sets of conditions, 

the body expresses psychological confl ict and stress in an un- 

usual fashion.  

■        Somatoform disorders include a variety of  conditions in 

which psychological confl icts become translated into physical 

problems or complaints that cause distress or impairment in 

a person’s life. Conversion disorder is the translation of un-

acceptable drives or troubling confl icts into bodily motor or 

sensory symptoms that suggest a neurological or medical 

condition. Somatization disorder involves the expression of 

psychological issues through bodily problems that have no 

basis in physiological dysfunction. In pain disorder, some 

kind of pain, which causes intense personal distress or im-

pairment, is the predominant focus of the client’s medical 

complaint. People with body dysmorphic disorder are preoc-

cupied, almost to the point of  being delusional, with the 

idea that a part of their body is ugly or defective. Individu-

als with hypochondriasis believe or fear that they have 

a serious illness, when in fact they are merely experiencing 

normal bodily reactions. Phenomena sometimes associated 

with somatoform disorders are malingering and factitious 

disorders. Malingering involves deliberately faking the symp-

toms of physical illness or psychological disorder for an ul-

terior motive. In factitious disorder, people fake symptoms 

or disorders not for the purpose of any particular gain but 

because of an inner need to maintain a sick role. In facti-

tious disorder by proxy, a person induces physical symptoms 

in another person under the individual’s care.  

■        In trying to understand the basis for the development of 

somatoform disorders, theorists consider issues of primary 

and secondary gain. Somatoform disorders can also be viewed 

as developing as a result of an interplay of biological factors, 

learning experiences, emotional factors, and faulty cognitions. 

A combination of treatment techniques may be used, in which 

a clinician strives to develop a supportive and trusting rela-

tionship with the client with a somatoform  disorder.  

■        The  DSM-IV-TR  diagnostic category of  psychological fac-

tors affecting medical conditions includes situations in 

which psychological or behavioral factors have an adverse 

effect on a medical condition. The psychological factors in-

clude Axis I disorders, psychological symptoms, personality 

traits, maladaptive health behaviors, stress-related physio-

logical responses, and less specifi c psychological factors. 

Researchers and clinicians have focused on the processes by 

which people learn to deal with disruptive emotional expe-

riences, and they have developed sophisticated theories and 

techniques pertaining to coping. In the fi eld of psychoneu-

roimmunology, experts are fi nding answers to complex ques-

tions regarding the nature of the mind-body relationship.  

■        Dissociative disorders involve expressions of confl ict that are 

so severe that part of the individual’s personality actually 

separates from the rest of conscious functioning. In dissocia-

tive identity disorder, a person develops more than one self  

or personality. Although considerable controversy exists re-

garding the nature and prevalence of a condition involving 

multiple personalities, the  DSM-IV-TR  includes the diagno-

sis of dissociative identity disorder to capture the essence of 

intense detachment, disorganization, and amnesia reported 

by many clients. In dissociative amnesia, the individual is 

unable to remember important personal details and experi-

ences, usually associated with traumatic or very stressful 

events. Dissociative fugue is a condition in which a person 

who is confused about personal identity suddenly and unex-

pectedly travels to another place. In depersonalization disor-

der, distortions of mind-body perceptions happen repeatedly 

and without provocation.  

■        Experts agree that dissociative disorders commonly arise as 

the result of  intense trauma usually associated with experi-

ences of  abuse during childhood. Treatment depends on 

the nature of  the dissociative disorder, with the goal being 

integration of  the fragmented components of  the individ-

ual’s personality and cognition. Hypnotherapy and other 

psychotherapeutic  techniques are commonly used to attain 

this goal.     
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 ANSWERS TO MINI CASE QUESTIONS   

 Conversion Disorder (p. 176) 

A:  Assuming that there was no medical basis for the vision 

loss, it can be assumed that the stress associated with the 

fatal accident resulted in her development of a conver-

sion symptom.   

 Somatization Disorder (p. 177) 

A:   Helen experiences symptoms in three categories in addi-

tion to pain, namely gastrointestinal, sexual, and pseudo-

neurological.   

 Pain Disorder (p. 178) 

A:   Brian’s pain seems to be related more closely to psycho-

logical than physical causes.   

 Body Dysmorphic Disorder (p. 179) 

A:   People with severe cases of body dysmorphic disorder are 

at heightened risk for suicide.   

 Hypochondriasis (p. 180) 

A:    The physical symptoms that lead Beth to believe she has 

cancer are actually misinterpretations of normal bodily 

sensations.   

 Malingering (p. 181) 

A:  Linda is malingering with the intention of  obtaining 

worker’s compensation.   

 Factitious Disorder (p. 182) 

A:   Jon has no ulterior motive for gain; rather, his intention 

is to obtain attention from his professor.   

 Psychological Factors Affecting Medical 
Conditions (p. 187) 

A:   Brenda suffers from intense headaches and stomachaches 

that are presumably caused or aggravated by emotional 

factors.   

 Dissociative Identity Disorder (p. 199) 

A:   Like many clients with dissociative symptoms, Myra was 

abused when she was young.   

 Dissociative Amnesia (p. 201) 

A:   Clinicians would fi rst check for another mental disorder, 

the use of substances, or a medical or neurological con-

dition that might explain Norma’s amnesia.   

 ANSWERS TO REVIEW QUESTIONS   

 Somatoform Disorders (p. 185)  

1.      People with hypochondriasis are preoccupied with the 

thought that they have a serious disease due to a misin-

terpretation of  normal bodily symptoms. In contrast, 

people with somatization disorder experience symptoms 

in four categories: pain, gastrointestinal, sexual, and pseu-

doneurological.  

2.      Factitious disorder  

3.      People with somatoform disorders presumably are seek-

ing sympathy and attention.     

 Psychological Factors Affecting Medical 
Conditions (p. 192)  

1.    Narcolepsy  

2.      Problem-focused and emotion-focused  

3.      Behavioral theory and learning principles that help clients 

gain control over unhealthy bodily reactions     

 Dissociative Disorders (p. 203)  

1.      Some theorists and researchers assert that hypnosis may 

actually cause the emergence of symptoms that character-

ize dissociative identity disorder.  

2.      People with dissociative fugue travel suddenly and unex-

pectedly away from home or job and are unable to recall 

their past.  

3.      Depersonalization disorder       

  Sociocognitive model of dissociative 
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 Dissociative Fugue (p. 202) 

A:  George might have been so distressed by this ominous 

news that he went into a dissociative fl ight.   

 Depersonalization Disorder (p. 203) 

A:   Robert feels as though he is fl oating in air above his body, 

and his body is a machine controlled by outside forces.    
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 When I fi rst read the note on the 

 intake form for Shaun Boyden, I felt a 

sense of uneasiness as I prepared to 

meet him in the intake interview. The 

words on the form were blunt and 

startling: “Pedophile . . . 46 years 

old . . . raped a 10-year-old boy. Court-

ordered treatment following 6 months 

in prison.” Perhaps I was struck and 

troubled by the fact that a tragedy of 

such proportions could be reduced 

to a few terse phrases. At the same 

time, I was aware of the diffi cult is-

sues involved in treating pedophiles, 

many of whom are resistant to change 

and tend to regress to their molest-

ing behavior. I knew that I would not 

be Shaun’s therapist, because it was 

clinic procedure to assign such cases 

to Dr. Stephanie Draper, a staff psy-

chologist with expertise in treating 

sex offenders. Frankly, I was relieved 

that I would not have responsibility 

for treating this client, feeling that it 

would be personally very difficult 

to sustain a relationship with a per-

son who had exploited a child. As 

a mother, I found the notion of child 

abuse so despicable that I feared 

being unable to approach the client 

with  empathy. In addition to my per-

sonal sensitivity to the issue, I felt 

pressures arising from my sense of 

social conscience; I have little pa-

tience with people who take advan-

tage of those less powerful than 

themselves. I realized that these were 

issues that I should discuss in my 

ongoing consultation with my peer 

supervisor. Even though my interac-

tion with Shaun Boyden would be lim-

ited to one or two sessions, I knew 

that it was important for me to ap-

proach these meetings with a mind-

set of objectivity, neutrality, and un-

derstanding. With a commitment to 

this kind of stance, I felt I would be 

able to conduct a professional eval-

uation of Shaun Boyden to determine 

if he was an  appropriate candidate 

for the clinic’s treatment program. 

My task was to conduct an intake 

evaluation and psychological assess-

ment to  assist Dr. Draper in formulat-

ing an appropriate treatment plan for 

Shaun. 

  In my initial encounter with Shaun, 

I found it diffi cult to view him   as a 

46-year-old man. His style of dress 

seemed more like the clothing of a 

teenager, while the harsh character-

istics of his face made him seem at 

least a decade older than his age. He 

wore a dark, bulky sweatshirt with 

the hood creating shadows that ob-

scured his facial features. His over-

sized pants hung so loosely from his 

waist that the top of his colorful boxer 

shorts was clearly visible. On his feet 

were stylish red Timberland work 

boots without a scuff or mark on them. 

At fi rst, I thought it odd that he would 

come to a professional appointment 

so casually dressed, but I quickly 

came to recognize that he desper-

ately wanted to be perceived as 

youthful. In contrast, however, he was 

balding, and his face was weathered 

and ruddy. I had the sense that Shaun 

fought an ongoing battle with the 

process of aging on one side and his 

fantasy of himself as a young man on 

the other side. 

  In my meeting with Shaun, he 

was visibly uncomfortable. Using 

words such as  humiliated  and  morti-

fi ed,  Shaun tried to describe his deep 

feelings of distress about his uncon-

trollable urges to seduce young 

boys. A married man, Shaun de-

scribed himself as the devoted fa-

ther of two young daughters. He 

spoke of his relationship with the 

girls in the most endearing of terms, 

weeping as he uttered his fears that 

they might be taken away from him. 

When I asked him about his mar-

riage, he said that he was at a loss 

for words and had been unable to 

face his wife to try to explain his be-

havior. Adding to his intense anxiety 

was his realization that with an ar-

rest record for this kind of offense, 

he would lose his job as a bank teller 

and would probably never be able to 

land another job. 

  When I asked Shaun to tell me 

the details of these sexual urges and 

inappropriate behavior, he began to 

cry, and only after a long delay could 

he speak about what had happened. 

Shaun had often volunteered his 

time to take disadvantaged youths 

on overnight camping trips to a state 

park. While sleeping in the tent one 

night, he became overwhelmed with 

sexual desire and began to fondle 

the genitals of one of the boys. Shaun 

covered the boy’s mouth to prevent 

him from screaming, and he mounted 

the child in an attempt at anal inter-

course. Terrifi ed, the young boy fi -

nally managed to scream, causing 

an adult in a nearby tent to rush 

over and witness what was taking 

place. 

  When I asked Shaun if anything 

like this had ever happened before, 

he immediately said no, but I sensed 

that he was not telling me the truth. 

Gazing at the fl oor, Shaun once again 

began to weep, and in his weeping I 

could hear the hint of stories involv-

ing other encounters. As he strug-

gled to regain his composure, he 

proceeded to tell me that on many 

previous camping trips he had fon-

dled boys who were sleeping in his 

tent, but they had always remained 

asleep, and Shaun had never at-

tempted intercourse before. 

  Shaun’s wife knew nothing of his 

problem, although he had struggled 

with these urges since adolescence. 

Until a few years ago, he had limited 

himself to sexual fantasies about 

young boys while masturbating. How-

ever, when being so close to sleeping 

youngsters, the urges became irre-

sistible. 

  By the end of the intake hour with 

Shaun, I felt drained, and I realized 

that we needed to meet at least once 

more to gather information about his 

history before proceeding to the 

psychological testing. In my mind, 

the images of the boys who had 

been exploited were intertwined with 

the tormented face of this middle-

aged man. His problem had been 

long-standing and had become so 

enmeshed with his psychological 

and sexual functioning that only 

an extreme form of intervention 

could provide any hope of altering 

this tragic life course. I sensed that 

Shaun’s honesty about the nature 

and duration of his problem was 

rooted in his desperate wish to es-

cape from this nightmarish struggle. 

    Sarah     Tobin  ,   PhD      
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S
 exual functioning is an essential aspect of  human 

 existence that can be a very rewarding or upsetting 

part of a person’s life. Sexuality involves such a  driving 

force in human nature, and is such an emotionally charged 

phenomenon, that it is not surprising that there are problems 

associated with this facet of human behavior.      

 What Is Abnormal Sexual Behavior?  

 How would you defi ne abnormal sexual behavior? What  criteria 

do you use in labeling sexual behaviors “abnormal”? For the 

sake of our discussion, we will assume that a sexual behavior 

is a psychological disorder if  (1) it causes harm to other 

people, or (2) it causes an individual to experience persistent 

or recurrent distress or impairment in important areas of func-

tioning. According to the fi rst criterion, sexual molestation of 

a child is clearly a psychological disorder. According to the 

second criterion, a distressing, ongoing aversion to sexuality is 

a psychological disorder. But what about cases in which the 

individual fi nds a behavior pleasurable that society regards as 

unacceptable or deviant? As you will see in this chapter, the 

distinction between normal and abnormal in the sexual domain 

of behavior is complicated and far from clear. 

    When evaluating the normality of  a given sexual be-

havior, the context is extremely important, as are customs 

and mores, which change over time. Many attitudes and 

behaviors related to sex have changed in recent decades. For 

example, the kinds of magazines, videos, and Internet images 

featuring explicit sexual behavior that are now common-

place would have been grounds for arrest in most American 

communities just a few decades ago. 

    For most of  the twentieth century, surprisingly little 

 factual evidence was available about sexual disorders because 

of restrictive social attitudes. Much changed in the 1960s and 

1970s, partly as a result of the dramatic and candid accounts 

of  human sexual behavior published by world-renowned 

experts on human sexuality William Masters and Virginia 

Johnson (Masters & Johnson, 1966, 1970), whom you will 

read about later in the chapter. Following their  pioneering 

efforts, researchers and clinicians made drastic changes in the 

way they explained sexual disorders and treated people with 

these conditions. 

    Over 60 years ago, Alfred Kinsey pioneered ground-

breaking surveys on human sexual behavior (Kinsey, Pomeroy, 

& Martin, 1948; Kinsey, Pomeroy, Martin, & Gebhard, 1953). 

More recently, data regarding patterns of sexual behavior are 

provided by the National Survey of Family Growth (NSFG), 

an in-person survey conducted in the United States every 

6 years since 1982 on approximately 8,000 to 10,000 women 

ages 15–44. The most recent survey (Finer, 2007) reported 

that by age 20, over 75 percent of women had engaged in 

premarital sex. Since the 1950s, the percentages of women 

reporting that they had sex before age 20 has steadily risen, 

suggesting that what is regarded as “normal” sexual behavior 

changes over time.    

Sexually provocative websites are the most commonly visited sites on 
the Internet and, for some people, can become such an obsession 
that they put a person at risk both at work and in relationships.

     Paraphilias  

 The term  paraphilia  (  para  meaning “faulty” or “abnormal,” 

and  philia  meaning “attraction”) literally means a deviation 

involving the object of a person’s sexual attraction.     Paraphilias    

are disorders in which an individual has recurrent, intense 

sexually arousing fantasies, sexual urges, or behaviors involv-

ing (1) non-human objects, (2) children or other nonconsent-

ing persons, or (3) the suffering or humiliation of oneself or 

a partner.  

 Characteristics of Paraphilias 

 There are several paraphilias ( Table 7.1 ), but all share the 

common feature that people who have these disorders are so 

psychologically dependent on the target of desire that they 

are unable to feel sexual gratifi cation unless this target is pres-

ent in some form. For some, the unusual sexual preferences 



occur in occasional episodes, such as during periods in which 

the individual feels especially stressed. Keep in mind that para-

philias are not fl eeting whims or daydreams about unusual 

sexual practices but are conditions that last for at least 6 months. 

People with paraphilias fi nd themselves recurrently compelled 

to think about or carry out their unusual behavior. Even if  

they do not actually fulfi ll their urges or fantasies, they are ob-

sessed with them to the point of experiencing considerable per-

sonal distress. A paraphilia can become so strong and com-

pelling that the individual loses sight of any goals other than 

the achievement of sexual fulfi llment. By defi nition, paraphilias 

cause intense personal distress or impairment in social, work, 

and other areas of life functioning. Except for sexual masoch-

ism, almost all cases of paraphilia involve males.  

     To illustrate these points, let us compare the cases of 

Brian, who has a paraphilia, and Charles, who does not. 

Brian is extremely upset by his preoccupation with the sight 

and smell of  women’s leather gloves, is tormented by his 

intense arousal when he sees women wearing gloves, and can 

achieve sexual fulfi llment only if  he masturbates while fon-

dling a leather glove. Brian has a paraphilia (namely, fetish-

ism). Conversely, Charles fi nds it sexually stimulating when 

his girlfriend wears high heels to bed, but it is not necessary 

for her to wear them in order for him to be stimulated to 

orgasm. His attraction seems a little kinky to him, but not 

particularly unusual. Charles does not have a paraphilia. 

Such distinctions are important to keep in mind as you read 

about the paraphilias. 

    Information about the incidence of paraphilias is lim-

ited, primarily because people with these disorders are so 

ashamed or embarrassed that they rarely seek psychological 

help. The extent to which paraphilias exist may be inferred 

indirectly by considering the large commercial market in 

pornographic magazines, movies, and objects sold in adult 

bookstores and over the Internet. 

    As you begin to read about the paraphilias, you may ques-

tion the extent to which they cause distress for an  individual, 

or even for others. In fact, some people with paraphilias insist 

that neither they nor others are bothered by their unusual 

sexual practices; they insist that the negative reaction of an un-

accepting society is what causes their behavior to be viewed 

as dysfunctional. Others, however, are tormented by guilt and 

shame, as they fi nd their lives being consumed by the pursuit 

of sexual gratifi cation in ways that they view as unacceptable.  

 Pedophilia   We begin our discussion of paraphilias with the 

most disturbing disorder you will study in this book— 

    pedophilia,    a paraphilia in which an adult (16 years or over) 

has uncontrollable sexual urges toward sexually immature 

children. Adults who engage in    hebephilia    have uncontrollable 

urges to have sexual relations with adolescents, and those with 

   ephebophilia    are specifi cally attracted to male adolescents 

(Wolak, Finkelhor, Mitchell, & Ybarra, 2008). Another impor-

tant distinction is between those who molest youth within their 

own families, which would be considered incest, and those who 

engage in non-familial exploitation (Marshall, 2007). 

 Sometimes the stories involving  exploitation of children 

take on gruesome proportions, as when children are  submitted 

to horrifying forms of victimization, such as kidnapping and 

sexual abuse, that persist for months or even years. Although 

these extreme cases are rare, the prevalence of child sexual 

abuse is disturbingly high in the United States. Among children 

about whom reports of maltreatment are made, approximately 

10 percent involve cases of  sexual abuse involving forced 

fondling, sodomy, or penetration with an object (U.S. Depart-

ment of Health and Human Services, 2005). In fact, when 

sexual assault statistics for the entire population are reviewed, 

the statistics are quite alarming, in that two-thirds of  all 

sexual assault victims are children and adolescents. Among 

adolescents (12–17), 14-year-olds are the most commonly 
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TABLE 7.1 Examples of Paraphilias

Telephone scatologia  Making obscene phone calls, such as describing one’s masturbatory activity in great detail,
  threatening to rape the victim, or trying to fi nd out about the victim’s sexual activities

Necrophilia Deriving sexual gratifi cation from viewing or having sexual contact with a corpse

Zoophilia Having sex with animals or having recurrent fantasies of sex with animals

Coprophilia Deriving sexual pleasure from contact with feces

Klismaphilia Deriving sexual pleasure from the use of enemas

Urophilia Deriving sexual pleasure from contact with urine

Autagonistophilia Having sex in front of others

Somnophilia Having sex with a sleeping person

Stigmatophilia Deriving sexual pleasure from skin piercing or a tattoo

Autonepiophilia Wearing diapers for sexual pleasure
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abused; among children (under age 12), 4-year-olds are the 

most common victims. Nearly two-thirds of the victims are 

females, the vast majority of perpetrators are male, and ap-

proximately one-third of the offenders are relatives of the 

victimized children (Snyder, 2000).  

 Types of Pedophilia   Although pedophiles are by defi nition attracted 

to children, their sexual preferences and behavior vary a great 

deal. Some do not act out their impulses but have disturbing 

fantasies and inclinations to molest children. Those who do 

act on their pedophilic impulses commit such acts as undress-

ing the child, touching the child’s genitals, coercing the child 

to participate in oral-genital activity, and attempting vaginal 

or anal intercourse. 

  Researchers have used various systems to classify pedo-

philes. A particularly useful one (Lanyon, 1986) involves the 

distinction among situational molesters, preference molesters, 

and child rapists. Situational molesters have a  history of normal 

sexual development and interests; as adults, they are primarily 

interested in relationships with other adults. However, in 

certain contexts, such as during a stressful time, they are over-

come by a strong impulse to become sexual with a child. 

Rather than feeling relieved after the incident, though, sit-

uational molesters feel distress. For the preference molester, 

pedophilic behavior is ingrained into his personality and life-

style, and he has a clear preference for children, especially 

boys. He will marry only out of  convenience, to be near chil-

dren or as a cover for his  disorder. The preference molester 

sees nothing wrong with his  behavior; if anything, he feels that 

society is too critical of what he regards as simply a variant 

of sexual expression. The child rapist is a violent child abuser 

whose behavior is an expression of hostile sexual drives.       

 Theories and Treatment of Pedophilia   Because of the extreme harm 

to innocent victims that results from pedophilic  behavior, it 

is one of the most widely investigated of the paraphilias. We 

will devote greater attention to the understanding and treat-

ment of this disorder in this section and then return to more 

general theories and treatments of the other  paraphilias later 

in the chapter. As you will see, the biopsychosocial model of 

pedophilia is particularly appropriate because of the com-

plex interactions of physiological, psychological, and socio-

cultural infl uences on its development. 

  Clinicians and researchers working within a biological per-

spective take less interest in understanding the causes of pedo-

philia than in fi nding a somatic treatment that will reduce the 

individual’s sexual urges. Consequently, a number of approaches 

are aimed at the endocrine system, such as administering the 

female hormone progesterone to reduce the pedophile’s sex 

drive by lowering his level of  testosterone. Another approach 

is the administration of antiandrogens, which are intended to 

have the same effect. Most recently, researchers have developed 

a treatment that involves  administering a substance that reduces 

testosterone secretion by inhibiting the action of the pituitary 

gland. Although such an intervention appears to have positive 

effects, it is nevertheless considered necessary to combine med-

ical treatments with psychotherapy (Rosler & Witztum, 2000). 

  The most radical medical interventions involve surgery. 

Castration, or removal of the testes, is intended to eliminate the 

production of testosterone (Weinberger, Sreenivasan, Garrick, 

& Osran, 2005). Another surgical intervention is hypothala-

motomy, or destruction of the ventromedial nucleus of the 

hypothalamus. This procedure is intended to change the indi-

vidual’s sexual arousal patterns by targeting the source of these 

patterns in the central nervous system. Hypothalamotomies 

have been used most frequently in  Germany, but with limited 

effectiveness. Researchers in  Germany have also experimented 

with luteinizing hormone–releasing hormone (LHRH) a sub-

stance that triggers the production of female sex hormones. 

This treatment was reported to reduce the incidence of penile 

erection, ejaculation, masturbation, sexually deviant impulsive-

ness, and fantasies (Briken, Nika, & Berner, 2001). The prob-

lem with all of these procedures, in addition to their side 

effects, is that they do not eliminate the man’s  ability to be 

sexually aroused and to have intercourse or masturbate. They 

may reduce the level of testosterone and, thus, help curb the 

pedophile’s sex drive, but the issue of the inappropriateness of 

his choice of a partner must also be addressed. Therefore, any 

of these somatic treatments must be combined with psycho-

therapy (Prentky, 1997). 

  Keep in mind that surgical treatments for sex offenders 

are performed rarely and represent extreme forms of inter-

vention. But it is also important to consider why these alter-

natives are even regarded as viable methods of treatment. 

The men for whom these treatments are recommended are 

incorrigible individuals who have repeatedly exploited and 

seriously harmed vulnerable individuals. Even though it may 

be diffi cult for some people to understand or support the use 

of such radical interventions, it is also disturbing to consider 

the alternatives, which may include life imprisonment as the 

only means of  preventing these men from repeating their 

offenses against children. 

  Psychological theorists focus on the early life experi-

ences of people with this disorder. Some researchers have de-

scribed a “victim-to-abuser cycle” (Bagley, Wood, & Young, 

A playground can be the setting for a pedophile to target a potential 
victim.



1994; Haywood et al., 1996), which leads childhood victims 

of sexual abuse to perpetrate similar acts of sexual abuse 

when they reach adulthood. Establishing such a connection 

would provide some greater insight into the minds of those 

who commit these disturbing crimes, and it might lead to 

the development of effective treatment programs for pedo-

philes. Unfortunately, the relationship between being victim-

ized and becoming a victimizer is not quite so clear. 

  Although some researchers have found that many pe-

dophiles were sexually abused as children, other researchers 

have observed that the rate of childhood sexual abuse among 

pedophiles is only marginally higher than that found among 

individuals who commit sexual offenses against adults or 

violent offenses against a variety of victims (Freund,  Watson, 

& Dickey, 1990). These researchers suggest that pedophiles 

might be motivated to minimize responsibility for their of-

fenses and offer the quasi-excuse that their experience of 

having been victimized led to their exploitive behavior. 

  Other researchers have broadened their scope beyond 

looking specifi cally at abuse to investigate more general 

familial and developmental antecedents of pedophilia and 

sexual aggression. They note that sexual abuse of children is 

rarely an isolated event; instead, it often occurs in the  context 

of  families struggling with considerable emotional and 

 physical confl ict. 

  Serious family disturbance may lay the groundwork for 

both sexual victimization and for offending later in life. 

 Alexander (1992) suggested that parents’ insecure patterns of 

attachment, their disturbed style of relating, and their sexu-

ally abusive behavior become models for the child who later 

goes on to be sexually abusive himself. Sexually abusive par-

ents are impaired in their ability to meet their relationship 

needs in mature and appropriate ways, and they are less able 

to seek assistance to stop abusive behavior. Thus, pedophiles 

come to view others, adults and children alike, as acting on 

their desires and needs, while denying the effects of sexual 

transgressions on their victims. Similarly, Prentky and his col-

leagues (1989) determined that early relationship distur-

bances with caregivers, accompanied by sexual deviation 

within the family, are characteristics of the most violent sex-

ual offenders. Lacking adequate models for relationships and 

for controlling aggressive and sexual impulses, sexual offenses 

become “acceptable” outlets for the feelings of isolation, an-

ger, and sexual arousal these individuals experience. 

  Some intriguing factors within early life that may affect 

the development of  pedophilia are beginning to draw the 

attention of researchers. Birth order may also play a role in 

predisposing an individual to developing homosexual versus 

heterosexual pedophilia. Men with pedophilia who had a 

greater number of older brothers were more likely to become 

attracted to boys (Blanchard et al., 2000). 

  Another approach focuses on the psychological factors 

that lead to pedophilia by zeroing in on the personality traits 

of sex offenders. In one study (Serin, Malcolm, Khanna, & 

Barbaree, 1994), researchers found a strong relationship be-

tween psychopathy, or antisocial personality disorder, and 

deviant sexual arousal in a group of 65  offenders, some of 

whom were rapists and others child molesters. The  pedophiles 

who preyed on unrelated children showed the strongest rela-

tionship between psychopathy and deviant sexual arousal. 

Next in degree of psychopathy were the rapists, followed by 

the incest offenders (those whose victims were relatives). 

Thus, there appears to be a strong antisocial element in the 

personalities of child molesters. In a study of the Rorschach 

responses comparing men with antisocial personality dis-

order, a history of  sexual homicide, and pedophilia, men 

PEDOPHILIA

Shortly following his marriage, Kirk began developing an inap-
propriately close relationship with Amy, his 8-year-old stepdaugh-
ter. It seemed to start out innocently, when he took extra time to give 
her bubble baths and backrubs. But, after only 2 months of living 
in the same house, Kirk’s behavior went outside the boundary of 
common parental physical affection. After his wife left for work 
early each morning, Kirk invited Amy into his bed on the pretext 
that she could watch cartoons on the television in his bedroom. Kirk 
would begin stroking Amy’s hair and gradually proceed to more 
sexually explicit behavior, encouraging her to touch his genitals, 
saying that it would be “good” for her to learn about what 
“daddies” are like. Confused and frightened, Amy did as she was 
told. Kirk reinforced compliance to his demands by threatening 
Amy that, if she told anyone about their secret, he would deny ev-
erything and she would be severely beaten. This behavior contin-
ued for more than 2 years, until one day Kirk’s wife returned home 
unexpectedly and caught him engaging in this behavior.

Diagnostic Features

■  For a period lasting at least 6 months, people with this disor-
der have recurrent, intense sexually arousing fantasies, sexual 
urges, or behaviors involving sexual activity with a prepubes-
cent child or children (generally 13 years old or younger).

■  The person has acted on these urges, or the sexual urges or 
fantasies cause signifi cant distress or impairment.

■  The individual with this disorder is at least 16 years old and at 
least 5 years older than the victimized child or children.

■  The individual’s pedophilic behavior may be characterized by 
sexual attraction to males, females, or both sexes.

■  The pedophilic behavior is characterized by whether or not it 
is limited to incest.

■  The pedophilic behavior is characterized by whether or not 
sexual attraction is exclusive to children.

Q: What are the characterizations of Kirk’s form of pedophilia?

Mini Case
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with pedophilia were more likely to show evidence of  feelings 

of anger stemming from feelings of inadequacy,  introversion, 

and cognitive rigidity (Gacono, Meloy, & Bridges, 2000). 

  Both the diagnosis and treatment of pedophilia may be 

assisted by the use of a measure called a penile  plethysmograph, 

an instrument that measures the blood fl ow in the penis and, 

hence, objectively registers the degree of  a man’s sexual 

arousal. This procedure, called phallometry, is an accurate 

technique for determining pedophilic responses in males that 

is far more reliable than self-report. Child molesters, for ex-

ample, experience changes in penile circumference when 

shown stimuli depicting sexual scenes involving children. 

  In contrast, sexual offenders who have had sexual  contact 

with the highest number of women have the lowest probability 

of being diagnosed with pedophilia based on their  phallometric 

response (Blanchard et al., 2001). Phallometry can also be used 

to distinguish homicidal child molesters from nonhomicidal 

child molesters, and both from nonoffenders (Firestone, 

Bradford, Greenberg, & Nunes, 2000). However, there are 

limits to physiological testing alone, and clinicians recommend 

that phallometry be combined with more comprehensive 

psychological assessments (Marshall & Fernandez, 2000).  

   In addition to looking at factors that predict pedophilic 

behavior, researchers have attempted to determine which of-

fenders are more likely to repeat their acts. There appears to 

be a pattern or constellation of factors that leads to high rates 

of repeating pedophilic behavior among convicted  offenders. 

In examinations of the records of 269 convicted child molest-

ers, researchers found that, compared to  nonrepeaters, those 

who were likely to offend repeatedly had higher scores on mea-

sures of pedophilia, a history of previous sexual charges, were 

younger, tended to prey on male victims (frequently from out-

side the family), and were more likely to be living alone (Proulx 

et al., 1997). In a similar study of conviction records, another 

team of researchers also found that individuals who had a 

paraphilia besides  pedophilia were more likely to engage 

repeatedly in  pedophilic acts (Prentky, Knight, & Lee, 1997). 

Overall, the reconviction rate for pedophilia was 13 percent. 

  The psychological treatments of pedophilia involve behav-

ioral methods, cognitive-behavioral techniques, and biological 

interventions. Within the behavioral realm, clinicians use a 

variety of techniques. Electroshock is a form of aversive ther-

apy rooted in classical conditioning; it involves the administra-

tion of  shock following sexual arousal in response to a 

deviant stimulus, such as a depiction of a sexual situation 

involving a child. In another technique, the clinician attempts 

to replace the pedophile’s attraction to a child as a sexual 

target with an appropriate adult object. For example, while 

masturbating using his customary fantasies of  sexual  activity 

with a child, the pedophile may be instructed to replace the 

child image with an adult image as he approaches the point 

of  orgasm. Other behavioral techniques involve principles 

of aversive conditioning, with the stimulus being a child’s 

picture or image. Alternatively, the pedophile might be 

instructed to talk about his sexual practices to an audience 

of other  clients or clinicians who criticize and deride him. The 

 behavioral techniques are intended not only to extinguish the 

inappropriate behavior and replace it with appropriate sexual 

behavior but also to reinforce socially acceptable ways of re-

lating to other adults. 

  Cognitive interventions are another psychological treat-

ment used for pedophilia. In relapse prevention, the therapist 

helps the client strengthen self-control by providing methods 

for identifying and analyzing problem situations and by de-

veloping strategies that help the client avoid and cope more 

effectively in these circumstances. Cognitive therapy for depres-

sion or anger may also be used in cases in which the pedo-

phile has associated disorders. 

  There is no one best approach to treating people with 

 pedophilia. The fact that people with this disorder are likely 

to repeat their behavior, even after long-term intensive treat-

ment, has led clinicians and researchers to conclude that a 

multifaceted approach is needed (Barbaree & Seto, 1997). 

Especially promising have been treatment approaches involving 

a combination of techniques, with particular attention to the 

inclusion of a group therapy component. Berlin (1998) describes 

an approach that has been successful in reducing repeated 

offenses to less than 8 percent of those participating. In this 

program, Berlin and his colleagues incorporate group therapy, 

which is combined in some cases with medications aimed at 

lowering sex drive. In the group therapy, efforts are made to 

confront denial and rationalizations, while providing a sup-

portive context that is conducive to a frank discussion of 

desires and confl icts. Yet another component of this approach 

is the development of a family- and community-based support 

system to help the pedophile stick to his determination to 

remain healthy (Berlin, 1998).    

 Exploitation of Youth on the Internet   As the Internet 

has expanded, so has the exploitation of children in the form 

of online predators and purveyors of  child pornography. 

Adults who seek out sexual liasions with underage  individuals 

typically are seeking some form of  psychological  gratifi cation. 

Many of them want to relive adolescent experiences and are 

inhibited by the prospect of intimacy with adult partners. 

Some desire the power and control they can exert over youth, 

and the overwhelming majority seek out adolescents rather 

than children (Wolak et al., 2008). 

  The sexual exploitation of children for pornographic 

purposes has provoked international outrage and alarm. The 

U.S. Department of Justice has aggressively pursued those 

who produce and those who purchase child pornography 

(Finkelhor & Ormrod, 2004), yet the deviously innovative 

ways in which child pornography is disseminated makes the 

task increasingly diffi cult. Unfortunately, the stigma  associated 

with this behavior makes it unlikely that people who feel 

addicted to child pornography will seek professional help. Most 

do so only after receiving a court mandate for treatment. 

  Although the behavior is notoriously diffi cult to treat, 

several treatment strategies appear to have promise.  Middleton, 

Beech, and Mandeville-Norden (2004) suggest that treatment 

focus on the diffi culty in dealing with negative emotions 



experienced by child pornography offenders. For them, sex is 

a coping mechanism. According to these researchers, therapy 

should focus on helping the individuals develop ways to man-

age negative affect. It is also important to help them acquire 

greater empathic awareness regarding the child victims of 

pornography. 

  Another approach focuses on personal values (Quayle, 

Vaughan, & Taylor, 2006). The goal of this type of interven-

tion is to help clients accept negative emotions and commit 

themselves to generating behavioral goals that will help them 

move toward what they personally value. The task is chal-

lenging because the therapist is asking the client to forgo the 

immediate pleasure and gratifi cation that comes from access-

ing and using child abuse images. 

  Distress tolerance is another therapeutic technique.  Clients 

are taught strategies for tolerating distress in ways that allow 

them to meet their personal goals. According to Quayle and 

colleagues (2006), clients can be taught to  distract themselves 

from their addiction, to fi nd ways to comfort themselves when 

experiencing negative emotions, to  restructure their interpre-

tations of events, and to weigh the pros and cons of tolerating 

versus not tolerating the distress that they feel. 

  Clinicians working with pornography-addicted clients, 

particularly those drawn to child pornography, recognize 

that the clinical work is challenging and intense. If  profes-

sionals can approach their clients as individuals who usually 

experience profound confl ict and distress about their unac-

ceptable behavior, they may be able to help their clients 

change the course of their lives. 

  Adding to concerns about the exploitation of children 

is the proliferation of virtual child pornography which, in 

some jurisdictions, has been deemed legal. In 2007, the Ohio 

Supreme Court ruled that pornographic images which are 

wholly faked, no matter how realistic, are legal. Critics of 

such fi ndings (Russell & Purcells, 2006) vehemently object to 

the use of child images regardless of whether or not they are 

real. They contend that children are still being viewed as sex 

objects and that child pornography in any form undermines 

the prohibition against adult-child sex.   

 Exhibitionism   In    exhibitionism,    a person has intense sexual 

urges and arousing fantasies involving the exposure of genitals 

to a stranger. The exhibitionist actually does not expect a 

sexual reaction from the other person but fi nds the sight of 

shock or fear in the onlooker to be arousing. Some exhibition-

ists have the fantasy, however, that the onlooker will become 

sexually aroused. When discussing  exhibitionistic behavior, it 

is important to differentiate this psychological disorder from 

exhibiting behaviors that are associated with a neurological 

condition in which an individual lacks normal inhibitory 

capacity. The paraphilia of exhibitionism is also different from 

socially sanctioned display (Hollender, 1997) as would be 

found at a nudist beach or strip club. People with this para-

philia feel they cannot control their behavior or feel driven to 

this behavior in a desperate attempt to get attention; the result 

is emotional torment and signifi cant  disruption in life.  

   In trying to understand how people, most of whom are 

men, become so compulsively driven to display their genitals, 

it is useful to consider early developmental experiences  having 

to do with comparable situations. According to one view, the 

exhibitionist is motivated to overcome chronic feelings of 

shame and humiliation. His exhibitionistic behavior provides 

a temporary reprieve from his feelings of incompetence by 

bolstering feelings of personal adequacy (Silverstein, 1996). 

A more behavioral explanation regards the exhibitionistic 

behavior as a product of learning experiences in childhood, 

when the individual was sexually aroused while displaying 

himself and was excited by the distress that his inappropriate 

behavior caused in other people. Over time, repetition of this 

behavior is reinforced to such an extent that it becomes 

 addictive. In fact, exhibitionists often prefer this form of 

 behavior to sexual intercourse, because they have come to 

 associate intense feelings of  sexual gratifi cation with the 

 display of their genitals to alarmed strangers (Money, 1984). 

Their behavior enhances their feelings of masculinity and 

power, especially as the shock value of their behavior is so 

strong and easily observed in the victim. 

  The treatment of  exhibitionists takes a multifaceted 

approach (Maletzky, 1997), often involving a reliance on 

learning principles, such as counterconditioning or aver-

sive conditioning. The person must unlearn the connection 

between sexual pleasure and the exhibitionistic behavior, 

either through creating new associations between sexuality 

and appropriate stimuli or through associating pain and 

embarrassment, instead of  pleasure, with exhibitionistic 

behavior. For example, the therapist might use    covert condi-

tioning,    a behavioral method in which the client  imagines a 

great deal of  shame when his acquaintances observe him 

engaging in his exhibitionistic behaviors. In addition to psy-

chological interventions, there is some clinical evidence that 

paroxetine (Paxil) might help reduce the  compulsive behav-

iors seen in exhibitionism (Abouesh & Clayton, 1999).   

Paraphilias 217

Exhibitionists usually target unsuspecting strangers, with the hope that 
they will evoke reactions of shock or excitement.
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 Fetishism   A    fetish    is a strong, recurrent sexual attraction 

to a nonliving object. People with the paraphilia of    fetishism

are preoccupied with an object, and they become dependent 

on this object for achieving sexual gratifi cation, actually pre-

ferring it over sexual intimacy with a partner. It is diffi cult 

to estimate how common fetishism is, because fetishists, 

 virtually all of whom are men, are unlikely to seek treatment 

for their disorder.    

   The most common fetishistic objects are ordinary items 

of clothing, such as underwear, stockings, shoes, and boots; 

however, there are also reports in the psychiatric literature of 

a wide range of fetishes, including rubber items, leather ob-

jects, diapers, safety pins, and even amputated limbs. Some 

fetishes involve specifi c attractions—for example, brown 

boots lined with fur.    Partialism    is another paraphilia, which 

some experts regard as a variant of fetishism; people with 

partialism are interested solely in sexual gratifi cation from a 

specifi c body part, such as feet. Cases in which a man’s  sexual 

excitement is dependent on female clothing used for cross-

dressing fall into another category,  transvestic  fetishism, 

which we will discuss later. Also, behavior is not regarded as 

fetishistic when it involves the use of an object specifi cally 

designed for increasing sexual excitation, such as a vibrator. 

  A fetishist becomes sexually excited by the object. Some 

fondle or wear the fetishistic object. Some are aroused by 

smelling the object, rubbing against it, or observing other 

persons wearing it during sexual encounters. In some cases, 

the fetishist may not even desire to have intercourse with the 

partner, preferring instead to masturbate with the fetishistic 

object. Some men fi nd that they are unable to attain an 

 ection unless the fetishistic object is present. Some  fetishists 

engage in bizarre behavior, such as sucking it, rolling in it, 

urning it, or cutting it into pieces. 

  When discussing fetishes, it is important to keep in mind 

the difference between what is considered normal sexual be-

vior and what would be considered deviant. Fantasies and 

viors that occasionally enhance a person’s sexual excite-

ment are different from the ritualistic preoccupations seen in 

true fetishism. Fetishism involves a compulsive kind of behav-

t seems beyond the control of the individual, and it can 

be the source of considerable distress and  interpersonal prob-

. Although some people with fetishes incorporate their 

fetishistic behavior into their sexual  relationship with a partner 

ho accepts this divergent  behavior, more often the fetishistic 

vior interferes with normal sexual functioning. 

  Fetishism appears to develop in a way similar to exhibi-

tionism, in that early life experiences result in a  connection 

een sexual excitation and a fetishistic object. As the  person 

ows older, he becomes conditioned to associate sexual grati-

 cation with the object, rather than with another person. For 

xample, fetishists who prefer baby-related objects, such as dia-

, crib sheets, or rubber diaper pants, may have developed 

an intense association in early  childhood between pleasurable 

genital feelings and the touching of these objects. To test this 

learning  hypothesis (in experiments that would be regarded as 

unethical by today’s standards), one group of researchers re-

ported that they could condition male subjects to acquire a 

fetish (Rachman, 1966; Rachman & Hodgson, 1968). In one of 

these studies, the researchers showed men pictures of nude or 

scantily dressed women (unconditioned stimulus) paired with 

pictures of fur-lined boots (conditioned stimulus) and used an 

apparatus to  measure the men’s erectile response. After repeated 

pairings of the pictures of women and boots (and other foot-

wear), the men became aroused by the  pictures of footwear 

alone (conditioned stimulus).  Extinction of this behavior was 

then achieved by repeatedly showing the shoes and boots with-

out the pictures of women. Over time, the men lost interest in 

these objects, which no longer had sexual associations.  

   As controversial as this study was, it provided a model 

for the treatment of fetishes, and researchers have established 

that extinction and other behavioral methods are effective 

treatment strategies. One technique is aversion therapy, in 

which the individual is subjected to punishment, such as 

 taking a vomit-inducing drug or being hypnotized to feel 

 nauseated, while masturbating with the fetishistic object. 

     Orgasmic reconditioning    is another behavioral method 

geared toward a relearning process. In this procedure for 

treating paraphilias, an individual is instructed to arouse 

himself  with a fantasy of  the unacceptable object, then 

 masturbate while looking at an appropriate sexual stimulus, 

such as a picture of an adult partner. If  his arousal decreases, 

Mini Case

EXHIBITIONISM

Ernie is in jail for the fourth time in the past 2 years for public 
exposure. As Ernie explained to the court psychologist who 
interviewed him, he has “fl ashed” much more often than he 
has been apprehended. In each case, he has chosen as his 
victim an unsuspecting teenage girl, and he jumps out at her 
from behind a doorway, a tree, or a car parked at the side-
walk. He has never touched any of these girls, instead fl eeing 
the scene after having exposed himself. On some occasions, 
he masturbates immediately after the exposure, fantasizing 
that his victim was swept off her feet by his sexual prowess 
and pleaded for him to make love to her. This time, seeing that 
his latest victim responded by calling the police to track him 
down, Ernie felt crushed and humiliated by an overwhelming 
sense of his sexual inadequacy.

Diagnostic Features

■  This diagnosis is assigned to people who, for a period last-
ing at least 6 months, have intense sexually arousing fanta-
sies, sexual urges, or behaviors involving genital exposure 
to unsuspecting strangers.

■  The person has acted on these urges, or the sexual urges or 
fantasies cause signifi cant distress or impairment.

Q:  What would be a behavioral explanation of the development 
of Ernie’s exhibitionistic behavior?



he may return to the fantasy of the unacceptable object, but 

he is to attain orgasm only while focusing on the acceptable 

stimulus. In time, the individual presumably relies less and 

less on the unacceptable object for sexual excitement and 

increasingly on the acceptable sexual stimulus.   

 Frotteurism   The term    frotteurism    is derived from the 

French word  frotter  (meaning “to rub”), and it refers to mas-

turbation that involves rubbing against another person. A 

frotteur    has recurrent, intense sexual urges and sexually arous-

ing fantasies of rubbing against or fondling another person. 

The target of the frotteur is not a consenting partner but a 

stranger. The frotteur seeks out crowded places, such as buses 

or subways, where he can select an unsuspecting victim and 

then usually rubs up against the person until he ejaculates. 

While rubbing against or touching the person, the frotteur 

may fantasize that they are involved in a close, intimate rela-

tionship. To avoid detection, he acts quickly and is prepared 

to run before his victim realizes what is happening. Customar-

ily, it is a very brief encounter and the victim may be unaware 

of what has just taken place.      

     As with other paraphilias, learning theory provides a 

useful model for understanding the development of frotteur-

ism. According to this view, at a point in the frotteur’s life, 

this behavior was acquired through a pleasurable, perhaps 

inadvertent experience, and each subsequent repetition of 

the behavior provides additional reinforcement. Treatment in-

volves an unlearning of these associations through such meth-

ods as extinction and covert conditioning.   

 Sexual Masochism and Sexual Sadism   The term     masochism    

comes from the name of nineteenth-century Austrian writer 
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FETISHISM

For several years, Tom has been breaking into cars and steal-
ing boots or shoes, and he has come close to being caught on 
several occasions. Tom takes great pleasure in the excitement 
he experiences each time he engages in the ritualistic behav-
ior of procuring a shoe or boot and going to a secret place to 
fondle it and masturbate. In his home, he has a closet fi lled 
with dozens of women’s shoes, and he chooses from this selec-
tion the particular shoe with which he will masturbate. Some-
times he sits in a shoe store and keeps watch for women trying 
on shoes. After a woman tries on and rejects a particular pair, 
Tom scoops the pair of shoes from the fl oor and takes them to 
the register, explaining to the clerk that the shoes are a gift for 
his wife. With great eagerness and anticipation, he rushes 
home to engage once again in his masturbatory ritual.

Diagnostic Features

■  For a period lasting at least 6 months, people with this con-
dition have recurrent, intense sexually arousing fantasies, 
sexual urges, or behaviors involving nonliving objects.

■  The fantasies, sexual urges, or behaviors cause signifi cant 
distress or impairment.

■  The fetish objects are not limited to female clothing used in 
cross-dressing or devices used for tactile genital stimulation, 
such as a vibrator.

Q: What makes Tom’s behavior fi t the criteria for fetishism?

Mini Case

FROTTEURISM

Bruce, who works as a delivery messenger in a large city, 
rides the subway throughout the day. He thrives on the oppor-
tunity to ride crowded subways, where he becomes sexually 
stimulated by rubbing up against unsuspecting women. Hav-
ing developed some cagey techniques, Bruce is often able to 
take advantage of women without their comprehending what 
he is doing. As the day proceeds, his level of sexual excitation 
grows, so that by the evening rush hour he targets a particu-
larly attractive woman and only at that point in the day allows 
himself to reach orgasm.

Diagnostic Features

■  For a period lasting at least 6 months, people with this con-
dition have recurrent, intense sexually arousing fantasies, 
sexual urges, or behaviors involving touching and rubbing 
against nonconsenting people.

■  The person has acted on these urges, or the sexual urges or 
fantasies cause signifi cant distress or impairment.

Q: What treatment methods would be used to treat Bruce?

A crowded subway provides an opportunity for the frotteur to become 
sexually excited by rubbing against other people.
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Leopold Baron von Sacher-Masoch (1836–1895), known for 

his novels about men who were sexually humiliated by women. 

A masochist is someone who seeks pleasure from being 

 subjected to pain. The term  sadism  comes from the name of 

eighteenth-century French author Marquis de Sade (1740–1814), 

who wrote extensively about obtaining sexual enjoyment 

from infl icting cruelty. The psychiatric terms   masochism  and 

sadism  were coined by Krafft-Ebing (1840–1903), a  German 

physician who pioneered the scholarly approach to under-

standing the broad range of human sexual behavior in his 

book   Psychopathia Sexualis  (Krafft-Ebing, 1886/1950). 

     Sexual masochism    is a disorder marked by an attraction 

to achieving sexual gratifi cation by having painful  stimulation 

applied to one’s own body, either alone or with a partner. 

Men and women with this disorder achieve sexual  satisfaction 

by such means as binding with cloth or ropes, injuring the 

skin with pins or knives, or administering electric shocks. 

Some sexual masochists do not act on their fantasies, but 

they feel recurrent urges and may feel distressed by the power 

of these urges. 

     Sexual sadism    is the converse of sexual masochism in that 

it involves deriving sexual gratifi cation from activities that 

harm, or from urges to harm, another person. Seeing or imag-

ining another’s pain excites the sadist. In contrast to sexual 

masochism, which does not require a partner, sexual sadism 

clearly does require a partner to enact sadistic  fantasies. 

  People with these disorders may alternate playing sadis-

tic and masochistic roles. In some sexual activities, one of 

the partners acts in a very submissive role and begs to be 

hurt and humiliated. In other activities, the partners reverse 

the roles such that the previously submissive person now 

infl icts the pain and dominates the interaction. The term 

sadomasochist    refers to people who derive sexual pleasure 

from both infl icting and receiving pain. 

  The specialized nature of their sexual activities and their 

desire to meet other people with similar preferences lead 

some sadomasochistic individuals to join organizations de-

signed to cater to their needs, such as the Till Eulenspiegel 

Society in New York City or the Janus Society in San 

 Francisco. They may employ the Internet to fi nd others who 

share their interests using chat rooms or e-mail to commu-

nicate with people around the world. Obviously, it is diffi cult 

to conduct research on people with this disorder. In a rare 

survey of sadomasochists who were members of such a so-

ciety, researchers found the most prevalent sadistic sexual 

interests to be spanking, master-slave relationships, extremely 

restrictive bondage, humiliation, and restraint. Less common 

were infl iction of pain, whipping, verbal abuse, less severe 

bondage, and enemas and other toilet-related activities. Some 

people act out dramatic scenarios, such as being led around 

on a collar and leash and ordered to act like a submissive 

puppy who may be spanked for slight misbehaviors. Interest-

ingly, women and men reported similar levels of interest in 

most of these behaviors, with somewhat higher percentages 

of women indicating interest in bondage and verbal abuse 

(Breslow, Evans, & Langley, 1985).  

   Activities such as cutting, bondage, pricking, and shock-

ing can be dangerous, and this danger adds to the excite-

ment  sadomasochists feel. Even more extreme, however, is 

strangling to the point of  oxygen deprivation, wearing a 

mask or plastic bag over the head, placing a noose around 

the neck, or ingesting a nitrate gas, which causes asphyxia-

tion. This type of activity, which some individuals practice 

while alone, is usually accompanied by fantasies of  near 

SEXUAL SADISM AND SEXUAL MASOCHISM

For a number of years, Ray has insisted that his wife, Jeanne, 
submit him to demeaning and abusive sexual behavior. In the 
early years of their relationship, Ray’s requests involved rela-
tively innocent pleas that Jeanne pinch him and bite his chest 
while they were sexually intimate. Over time, however, his re-
quests for pain increased and the nature of the pain changed. At 
present, they engage in what they call “special sessions,” during 
which Jeanne handcuffs Ray to the bed and infl icts various forms 
of torture. Jeanne goes along with Ray’s requests that she sur-
prise him with new ways of infl icting pain, so she has developed 
a repertoire of behaviors, ranging from burning Ray’s skin with 
matches to cutting him with razor blades. Jeanne and Ray have 
no interest in sexual intimacy other than that involving pain.

Diagnostic Features of Sexual Sadism
■  For a period lasting at least 6 months, people with this con-

dition have recurrent, intense sexually arousing fantasies, 

sexual urges, or behaviors involving real or simulated acts in 
which they are sexually excited by the psychological or physi-
cal suffering or humiliation of another person.

■  The person has acted on these sexual urges with a noncon-
senting person, or the sexual urges or fantasies cause signifi -
cant distress or impairment.

Diagnostic Features of Sexual Masochism
■  For a period lasting at least 6 months, people with this con-

dition have recurrent, intense sexually arousing  fantasies, 
sexual urges, or behaviors involving real or simulated acts 
of being  humiliated, beaten, bound, or made to suffer in other 
ways.

■  The fantasies, sexual urges, or behaviors cause signifi cant 
distress or impairment.

Q:  Ray’s behavior would meet the diagnostic criteria for which 
paraphilia?

Mini Case



escapes from death; however, such fantasies sometimes 

become reality when the limits are pushed too far.    

   One avenue to understanding sexual sadism and sexual 

masochism is to consider the role that punishment and 

 discipline played in the early lives of people with these dis-

orders. Presumably, these individuals formed a connection 

between sexual excitation and the experience of  pain or 

chastisement. The attention they received in the process of 

being disciplined may have been the only caretaking they 

received from otherwise negligent parents. Perhaps even a 

beating was preferable to being ignored, leading to a later 

sexual preference for masochism. Another scenario involves 

the pairing of physical punishment with subsequent parental 

cuddling and reassurance, leading the individual to associate 

pain with love. Sadists, conversely, may be driven by a wish 

to conquer others in the way that harsh parental fi gures 

 controlled them early in life. The fact that sadists and 

 masochists may switch roles complicates this analysis, but it 

is possible that the need for cooperating partners drives their 

reversal of sexual roles. 

  In rare cases, individuals who have sexual sadism  commit 

sexual homicide. Based on an analysis of cases reported over 

the past century, one researcher proposed a typology of sexual 

murderers (Meloy, 2000). The fi rst group consists of sexual 

sadists who also have antisocial or narcissistic  personality dis-

orders. These individuals have classic  psychopathic traits such 

as emotional detachment, and they leave behind an organized 

crime scene. The second group consists of individuals who 

have a mood disorder as well as personality disorders that 

involve schizoid and avoidant traits. Unlike the psychopathic 

sexual murderers, this second group has a history of early 

physical or sexual abuse. Although the sample in this study 

clearly was nonrandom and based on limited data, it is the 

only one of  its kind to attempt to bring some sort of  clar-

ity into this otherwise almost inscrutable form of  human 

behavior. 

  Most sadists and masochists do not seek professional 

help. In fact, the vast majority have no interest in changing 

their behaviors. They usually come to the attention of pro-

fessionals only when their behavior results in physical injury 

or when they become distressed over ending a relationship 

with a partner. For the small number of people who spon-

taneously seek help and wish to change their sadistic or 

masochistic behaviors, group and individual therapy focus-

ing on the behavioral principles of conditioning and rein-

forcement have been found most effective. Luteinizing 

hormone–releasing hormone (LHRH), mentioned earlier in 

the treatment of people with pedophilia, may also prove to 

have value in treating individuals with sexual sadism (Briken 

et al., 2001).   

 Transvestic Fetishism   A syndrome found only in males 

is    transvestic fetishism,    in which a man has an uncontrol-

lable urge to wear a woman’s clothes (called cross-dressing) 

as his primary means of  achieving sexual gratifi cation. This 

sexual gratifi cation has a compulsive quality, and it con-

sumes a tremendous amount of  the individual’s emotional 

energy. Cross-dressing is often accompanied by masturba-

tion or fantasies in which the man imagines that other men 

are attracted to him as a woman. When he is not cross-

dressed, he looks like a typical man, and he may be sexually 

involved with a woman. In fact, the defi nition of  this dis-

order implies that the man sees himself  as a man and is 

heterosexual in orientation. 

Some people are so driven by masochistic 
needs that they will pay in order to be 
sexually humiliated.
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  Transvestic behaviors vary widely. Some men wear only a 

single item of women’s clothing, such as underwear, often 

under men’s outer clothing. Others have complete women’s 

wardrobes and, while alone, put on an entire outfi t, possibly 

including “breasts” made with water-fi lled balloons or pad-

ding, as well as makeup, wigs, shoes, and other  accessories. 

Their experience while wearing these clothes is one of having 

assumed a different personality. They may also fi nd that cross-

dressing while alone relaxes them or, when having sex with a 

partner, increases their level of excitement. A phenomenon 

related to transvestic fetishism is autogynephilia, in which a 

man derives sexual excitement from the thought or image of 

himself  as having female  anatomy or experiencing such bio-

logical functions as  menstruation,  childbirth, and breast-

feeding (Blanchard, 1993). 

  Homosexual men who make themselves up as women 

are not transvestic fetishists because they are generally not 

dressing this way to gain sexual satisfaction. They do not 

have the same sense of compulsion that transvestic fetishists 

have. Rather, cross-dressing for some homosexual men has 

more to do with their participation in a subculture that they 

fi nd inviting.    

   Individuals who develop transvestic fetishism often begin 

cross-dressing in childhood or adolescence. Some may have 

been forced to wear girls’ clothes as a form of  humiliation or 

to fulfi ll a parental fantasy that they were actually girls. Oth-

ers ventured into cross-dressing out of curiosity and found 

the behavior to be enjoyable. Over time, the cross-dressing 

behavior seems to take on a life of its own, perhaps pleasur-

able at fi rst but ultimately compulsive in nature. This behav-

ior is not without confl ict; in fact,  transvestic fetishists go 

through phases in which they destroy or give away all femi-

nine clothing, swearing that they will give up this activity.  

   Relatively few transvestic fetishists seek professional 

help, because they are reluctant to give up their cross- dressing 

 behavior. When these men do become distressed enough to 

seek help, it is usually attributable to another problem, such 

as depression or distress stemming from feeling that their 

behavior is out of  control. Consequently, some therapists 

focus on helping the individual develop a sense of control 

rather than on extinguishing the behavior altogether. When 

a person is motivated to change, therapists use behavioral 

methods already described in the treatment of other para-

philias, such as aversive conditioning, covert sensitization, 

and orgasmic reconditioning. Keep in mind that cross-dressing 

usually serves the purpose of reducing anxiety for the indi-

vidual; therefore, the therapist may encourage the client to try 

to gain insight into the stresses that precipitate the behavior 

through more traditional psychotherapy.   

Transgendered individuals vary in the extent 
to which they move toward overt expression 
of the gender with which they identify. While 
some individuals limit their cross-gender pre-
sentation to appearance, others feel commit-
ted to complete sex reassignment surgery.

Mini Case

TRANSVESTIC FETISHISM

In the evenings, when his wife leaves the house for her part-
time job, Phil often goes to a secret hiding place in his work-
shop. In a locked cabinet, Phil keeps a small wardrobe of 
women’s underwear, stockings, high heels, makeup, a wig, 
and dresses. Closing all the blinds in the house and taking the 
phone off the hook, Phil dresses in these clothes and fantasizes 
that he is being pursued by several men. After about 2 hours, 
he usually masturbates to the point of orgasm, as he imagines 
that he is being seduced by a sexual partner. Following this 
ritual, he secretly packs up the women’s clothes and puts them 
away. Though primarily limiting his cross-dressing activities to 
the evenings, he thinks about it frequently during the day, 
which causes him to become sexually excited and to wish that 
he could get away from work, go home, and put on his special 
clothes. Knowing that he cannot, he wears women’s under-
wear under his work clothes, and he sneaks off to the men’s 
room to masturbate in response to the sexual stimulation he 
derives from feeling the silky sensation against his body.

Diagnostic Features

■  For a period lasting at least 6 months, heterosexual men with 
this condition have recurrent, intense sexually arousing  fan-
tasies, sexual urges, or behaviors involving cross-dressing.

■  The fantasies, sexual urges, or behaviors cause signifi cant 
distress or impairment.

Q:  In what way does Phil’s cross-dressing differ from the  behavior 
of homosexual men who make themselves up as women?



 Voyeurism   The word  voyeur  comes from the French wor

voir  (“to see”).    Voyeurism    is a sexual disorder in which the 

individual has a compulsion to derive sexual gratifi cation 

from observing the nudity or sexual activity of others w

are unaware of being watched. The disorder is more  common 

in men. The colloquial term “Peeping Tom” is often used to 

refer to a    voyeur.    This is a reference to the character Tom 

the Tailor, who was the only one in town to violate Lad

Godiva’s request for privacy when she rode nude on 

 horseback through town. 

  Unlike people who become sexually aroused when watch-

ing a sexual partner undress or a performer in a sexually ex-

plicit movie, the voyeur has the recurrent and intense de-

sire to observe unsuspecting people. The voyeur is sexuall

frustrated and feels incapable of establishing a  regular sexual 

relationship with the person he observes. He prefers to mas-

turbate either during or soon after the  voyeuristic activity

Peeping provides him with a substitute form of  sexual 

gratifi cation. 

  As is the case with the other paraphilias we have dis-

cussed, very few voyeurs seek treatment voluntarily. Onl  

when apprehended and coerced into treatment do they 

 reluctantly obtain professional help. Once in therapy  

many voyeurs are still unwilling to change. The preferr  

method of  treatment for voyeurism includes behavior  

techniques similar to those used for treating exhibitionists 

(Schwartz, 1994). For example, the voyeur may be told to 

imagine that he is apprehended and publicly humiliated 

as he is engaging in his voyeuristic behaviors. Therap  

might also focus on self-esteem issues, because a poor self-

image is thought to contribute to a predilection for voy-

euristic activity (Rhoads, 1989).    

 Theories and Treatment of Paraphilias 

 In the preceding sections, you have read about the specifi c 

theories and treatment that relate to each of the paraphilias. 

Although each condition warrants an individualized 

approach, there are some general principles that apply across 

the board. Most paraphilias have their roots in childhood 

experiences, and they emerge during adolescent years as 

sexual forces within the body intensify. Once established, the 

paraphilia tends to be chronic.  

     One of the most prolifi c twentieth-century researchers 

in the area of human sexuality, John Money (Money & 

Ehrhardt, 1973/1996) theorized that paraphilias are due to 

distorted lovemaps. According to Money, a    lovemap    is the 

representation of an individual’s sexual fantasies and pre-

ferred practices. Lovemaps are formed early in life, during 

what Money considers to be a critical period of development: 

the late  childhood years, when an individual fi rst begins to 

discover and test ideas regarding sexuality. “Misprints” in this 

process can result in the establishment of sexual habits and 

practices that deviate from the norm. A paraphilia, according 

to this view, is due to a lovemap gone awry. The individual 

is, in a sense,  programmed to act out fantasies that are socially 

 unacceptable and potentially harmful. As discussed earlier, a 

paraphilia may occur in the context of sex with a partner. 

Such a behavior refl ects a courtship disorder, a disturbed 

view of  appropriate sexual behavior in relationships. 

    Although some theorists have suggested that individuals 

who become paraphilic are biologically predisposed to these 

behaviors through genetic, hormonal, or neurological abnor-

malities, as we saw in connection with pedophilia, a  biological 

explanation alone is considered insuffi cient. According to a 

behavioral approach, one or more learning events have taken 

place in a person’s childhood involving a conditioned response 

of  sexual pleasure with an inappropriate stimulus object. 

Over time, the individual has become compulsively driven to 

pursue the gratifi cation (reinforcement) associated with the 

object or experience. Often a sense of power accompanies 

this gratifi cation. In other words, the voyeur experiences both 

sexual excitation and power when he is peeping. Similarly, the 

exhibitionist, the frotteur, and the pedophile can satisfy both 

sexual and self-esteem needs through “successful” experiences 

with the object of desire. Another theory proposes that peo-

ple with paraphilias have a general defi cit of control. Rather 

than having acquired only one specifi c paraphilic behavior, 

they cross over from one paraphilia to another or enact 

behaviors from more than one category (Abel & Osborn, 

1992). 
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VOYEURISM

Edward is a university senior who lives in a crowded dormi-
tory complex. On most evenings, he sneaks around in the 
bushes, looking for a good vantage point from which to gaze 
into the windows of women students. Using binoculars, he is 
able to fi nd at least one room in which a woman is undressing. 
The thrill of watching this unsuspecting victim brings Edward to 
the peak of excitement as he masturbates. Edward has been 
engaging in this behavior for the past 3 years, dating back to 
an incident when he walked past a window and inadvertently 
saw a naked woman. This event aroused him to such a degree 
that he became increasingly compelled to seek out the same 
excitement again and again.

Diagnostic Features

■  For a period lasting at least 6 months, people with this con-
dition have recurrent, intense sexually arousing fantasies, 
sexual urges, or behaviors involving the act of observing 
unsuspecting people who are naked, in the process of un-
dressing, or engaging in sexual activity.

■  The person has acted on these sexual urges, or the sexual 
urges or fantasies cause signifi cant distress or impairment.

Q:  How does the behavior associated with Edward’s voyeur-
ism differ from that of a man who is sexually aroused by 
watching pornography?
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    As we have seen, the treatment of  people with para-

philias is particularly diffi cult, because these individuals are 

often reluctant to give up the pleasurable behavior or are too 

ashamed to seek help. Biological, psychological, and socio-

cultural interventions have been used in various combina-

tions for these treatments. In the biological sphere, as we 

mentioned in our discussion of pedophilia, there are several 

forms of intervention, some much more extreme than others. 

The more commonly used medical interventions involve the 

prescription of pharmacological agents, such as antidepres-

sant medications, SSRIs, and hormones, all of which are di-

rected at reducing the individual’s sexual desire (Bradford, 

2001). Rarely would a clinician limit treatment to a medical 

intervention, however. Rather, psychological and sociocul-

tural components would play very important roles. In the 

psychological realm, the most commonly used techniques 

are behavioral and cognitive-behavioral. In the sociocultural 

sphere, clinicians often look for ways to involve the client in 

group therapy, in which other people with similar problems 

share their experiences and their efforts to achieve self-control. 

Furthermore, couple and family therapy may be recommended, 

with the goal of obtaining support and assistance from the 

individuals who are closest to the client. 

    The main goal of treatment of people with paraphilias 

who have committed criminal acts is to change the offender’s 

desire to enact sexually deviant behaviors. Media attention to 

sexual crimes and frustration with the diffi culty of treating 

sex offenders have led to the enactment of sexual predator 

laws in a number of states. These laws are intended to confi ne 

offenders who are considered at risk for committing similar 

crimes in the future (Noffsinger & Resnick, 2000). Similar 

laws mandating treatment and involuntary confi nement were 

enacted in the 1940s and eventually repealed because treat-

ment could not be proven to lower the rates of recividism. 

Newer treatment methods, including cognitive-behavioral 

therapy, seem to hold greater promise, but it will be necessary 

to provide the resources to make these treatments more 

widely available (Wood, Grossman, & Fichtner, 2000).     

 REVIEW QUESTIONS  

  1.  What is the common feature of all paraphilias?  

  2.    An adult who has uncontrollable sexual urges toward 

male adolescents is said to have ___________.  

    3.  Why is it diffi cult to treat individuals with paraphilia?       

 Gender Identity Disorders  

 The term    gender identity    refers to the individual’s self-

 perception as a male or female. However, an individual’s 

gender identity may or may not match the    assigned,    or    bio-

logical, sex    that is recorded on the birth certifi cate.    Gender 

role    refers to a person’s behaviors and attitudes that are 

indicative of maleness or femaleness in one’s society. 

       Sexual orientation    is the degree to which a person is 

erotically attracted to members of the same or opposite sex. 

Most people have a clear orientation to have sexual activity 

with members of the other sex, but some are attracted to mem-

bers of the same sex, and yet others are attracted to members 

of  both sexes. Constancy of  sexual orientation is typical 

but not universal; some people change over time and due to 

circumstances.  

 Characteristics of Gender Identity Disorders 

 A    gender identity disorder    is a condition involving a discrep-

ancy between an individual’s assigned sex and the person’s 

gender identity. People with gender identity disorders expe-

rience a strong and persistent cross-gender identifi cation, 

which causes feelings of discomfort and a sense of inappro-

priateness about their assigned gender. Individuals with this 

condition have intense feelings of distress and usually have 

adjustment problems in social, occupational, and other areas 

of personal functioning. You may have heard the more com-

monly used term    transsexualism,    which also refers to this 

phenomenon in which a person has an inner feeling of be-

longing to the other sex. Some people with gender identity 

disorders wish to live as members of the other sex, and they 

act and dress accordingly. Unlike individuals with transvestic 

fetishism, these people do not derive sexual gratifi cation 

from cross-dressing. 

    Considerable debate has emerged in recent years about 

the validity of characterizing dysphoria (i.e., extreme sad-

ness) related to gender identity as a disorder, particularly 

when diagnosing children (Zucker, 2005; Zucker & Spitzer, 

2005). Critics of such pathologizing make several arguments. 

First, they argue that gender identity disorder is nothing 

more than a normal variation, arguably extreme, in gender-

related behavior. Second, they assert that children with this 

condition are not especially distressed or impaired, except in 

reaction to the social disapproval they face. Third, they point 

out that because gender identity disorder in children is a 

predictor of  homosexual orientation in adulthood, the 

pathologizing of this condition in children is a veiled maneu-

ver to prevent these individuals from becoming homosexual. 

In support of  the notion of  viewing these gender-related 

conditions as disorders is the belief  that most people with 

such conditions do indeed experience an intense level of dis-

tress, far greater than one would expect just as a reaction to 

others. Their distress is understood as attributable to the 

marked disjunction between their bodily sex and their psy-

chological gender and is intense enough to motivate many 

to seek professional help (Zucker, 2005). 

    As you can imagine, dialogue about gender identity dis-

order involves complex issues that have provoked emotion-

ally charged arguments. Social attitudes have changed 

drastically during the past two decades with increased open-

ness to viewing sexuality in dimensional rather than categor-

ical terms. Because gender identity disorder remains in the 

formal diagnostic system, we discuss the condition in this 



text but anticipate that many changes will take place in the 

years ahead regarding the extent to which this condition is 

regarded as an appropriate inclusion in the DSM. 

    A girl with gender identity disorder may refuse to 

acknowledge that she possesses a girl’s body and, instead, 

insists that she will grow a penis. She may express this rejec-

tion of her female sex in various behaviors, such as standing 

while she urinates and refusing to have anything to do with 

normative feminine behavior or dress. When asked to wear 

a new dress, she may become angry and resentful and may 

choose to avoid social situations in which customs would 

dictate wearing feminine clothing. Similarly, a boy with gen-

der identity disorder may disdain the fact that he is a male 

with a penis, and he may push it between his legs to make 

believe it is not part of his body. He may have an aversion 

to wearing pants and, instead, be attracted to more tradi-

tionally feminine clothing. Rather than play stereotypically 

male games, he may prefer, for example, to play house with 

other children and insist that he play the role of a female. 

This is a profoundly experienced psychological disorder. It 

does not refer to what some would call transient tomboy or 

sissy behaviors. 

    Distress over their assigned sex is usually evident 

before children with gender identity disorder reach their 

fourth birthday. When the child begins school, parents 

may become increasingly concerned about the ways in 

which their child acts differently from peers. For many of 

these children, the overt cross-gender behaviors become 

less evident as they grow into adolescence, but the disorder 

persists as the individual struggles with an ongoing feeling 

of  inappropriateness about being male or female along 

with recurrent fantasies or cross-dressing behavior. In time, 

many individuals with gender identity disorder fi nd them-

selves feeling deeply depressed because of  the “prison” in 

which they must live. They may become increasingly iso-

lated and may involve themselves only in activities in which 

gender has no bearing. 

    Some males with gender identity disorder are so dis-

turbed by their ostensible sex characteristics that they resort 

to self-treatment by taking hormones or, in extreme cases, 

self-castration. There are reports, particularly in urban cen-

ters, of  males with this disorder engaging in prostitution. 

The distress is so profound that some individuals get caught 

in a cycle of substance abuse and addiction in an effort to 

alleviate their emotional turmoil; when all else fails, some 

attempt suicide (American Psychiatric Association, 2000). 

    Researchers on the topic of gender identity disorder have 

devoted tremendous effort to gauging the developmental age 

during which this condition is fi rst evident. The determina-

tion of dissatisfaction about gender is complicated by the fact 

that many young children act and speak in ways suggesting 

that they would prefer to be the other sex. In fact, there is 

not a great gender difference in such expressions; if  anything, 

in normal children girls show a greater likelihood than boys 

of wishing to be the opposite sex. However, gender-confl icted 

boys are seven times more likely than gender-confl icted girls 

to be referred for professional help. This difference is attrib-

uted to the lower tolerance in society for boys dressing like 

girls (Bradley & Zucker, 1997). Even as gender-dysphoric 

individuals grow older, women report fewer emotional prob-

lems, perhaps because it is more acceptable for women to act 

and dress in stereotypically masculine ways than it is for men 

to act and dress in stereotypically feminine ways. Conse-

quently, it is not surprising that men are more likely than 

women to seek professional psychological help (American 

Psychiatric Association, 2000). 

    In adult males, two considerably different pictures emerge 

regarding the development of gender identity disorder. In 

some, the condition is an extension of the gender identity 

disorder experienced during childhood. In others, however, 

cross-gender identifi cation emerges more gradually later in 

life, sometimes associated with a history of transvestic fetish-

ism. In these cases, the cross-gender identifi cation tends to fl uc-

tuate as do the individuals’ feelings about sex reassignment 

surgery (American Psychiatric Association, 2000). 

    Complicating efforts to understand gender identity dis-

order is the variable of sexual orientation. There is a strong 

relationship between childhood cross-gender behavior and 

later homosexual orientation in men and women (Bailey & 

Kucker, 1995). In one 15-year follow-up study of girls with 

gender identity disorder, one-third were found to be homo-

sexual/bisexual in fantasy and nearly one-fourth were 

homosexual/bisexual in behavior (Drummond, Bradley, 

Peterson-Badali, & Zucker, 2008). However, not all homo-

sexual men and women have a history of cross-gender behav-

ior in their childhood. The relationship between gender 

identity disorder and adult sexual orientation becomes even 

fuzzier when the issue is raised as to whether a person with 

gender identity disorder has a homosexual or heterosexual 

Gender Identity Disorders 225

   Kate Bornstein, a former heterosexual male 
and one-time Scientologist and IBM salesper-
son, is now a lesbian woman writer and 
actress who frequently appears on college 
campuses. 



226 Chapter 7 Sexual Disorders

orientation. A transsexual individual whose body is female 

and whose gender identity is male would reject the label of 

homosexual just because of an attraction to females. Rather, 

this person would want to be considered heterosexual, be-

cause the object of sexual desire is the “other sex.” To deal 

with this issue, clinicians specify the gender of  those to 

whom people with gender identity disorder are attracted: 

males, females, both, or neither. 

        It seems that males with gender identity disorder who 

are sexually attracted to males are more likely to have had 

a lifelong history of  gender dysphoria. In contrast, those 

who are sexually attracted to females, or to both males and 

females, or to neither sex, are more likely to experience cross-

gender identifi cation later in life, and most typically follow-

ing a history of transvestic fetishism (American Psychiatric 

Association, 2000).   

 Theories and Treatment of 
Gender Identity Disorders 

 The causes of gender identity disorder are not well under-

stood, but, as in many of our discussions so far, biological, 

psychological, and sociocultural factors seem to play impor-

tant roles. Biological research has focused on the effects of 

hormones that affect the development of the fetus during the 

prenatal period of life. Thus, females exposed to increased lev-

els of androgens in the uterus are more likely to display ste-

reotypically male gender role behaviors during childhood 

(Collaer & Hines, 1995). Most available research, however, has 

focused on biological males with gender identity disorder, 

although that is likely to change with increasing attention to 

this condition. In rare cases, chromosomal abnormalities may 

exist, including an extra Y chromosome in the 23rd pair 

(47,XYY) in male-to-female transsexuals and an extra X chro-

mosome (47,XXX) in female-to-males (Turan et al., 2000). 

Based on the assumption that children’s play patterns are af-

fected by hormonal factors, there is additional evidence that 

supports the biological approach to gender identity disorder. 

In one study, the males in treatment for gender identity dis-

order were described by their mothers as having been less 

likely to engage in so-called rough-and-tumble play than their 

peers. The girls in treatment for gender identity disorder 

were described as more likely to prefer rough play (Bradley 

& Zucker, 1997). 

    Carrying biological inquiry in another direction, re-

searchers have been trying to understand fi ndings about the 

relationship between birth order and the gender of siblings 

in individuals with gender identity disorder. For some rea-

son, boys with this condition have a later birth order in the 

family than do boys in matched control groups (Blanchard 

et al., 2002), and they are more likely to have more brothers 

than sisters (Blanchard et al., 1996). Homosexual male-to-

female transsexuals have a similar position in the family 

(Green, 2000). The precise ways in which these variables 

interact with gender identity remain unclear. 

    In contrast to the big-picture characteristics of  birth 

order and sibling structure, researchers have also studied 

more subtle characteristics that differentiate individuals with 

gender identity disorder. Boys with gender identity disorder 

are acutely sensitive to various sensory stimuli and to the 

emotional expressiveness of their parents. Once again, it is 

diffi cult to understand how these characteristics infl uence 

gender identity, but somehow a vulnerability to high arousal 

and a sensitivity to parental affect are important factors in 

the development of  gender identity disorder (Bradley & 

Zucker, 1997). 

    In the psychological realm, the picture is even murkier, 

as researchers have sorted through many hypotheses. In one 

avenue of study, investigators wondered about the impor-

tance of a parent’s preference for a child of the other gender. 

There are no data to confi rm that a parent’s wish to have a 

girl can cause a boy to develop gender identity disorder (or 

vice versa), but there are some fi ndings that suggest that, for 

some mothers of boys with gender identity disorder, disap-

pointment with the birth of yet another son, rather than a 

daughter, may negatively infl uence her relationship with the 

boy (Bradley & Zucker, 1997). This is an interesting fi nding, 

but certainly not suffi cient to explain the development of 

gender identity disorder. Researchers will continue to study 

other factors, such as early attachment experiences, parents’ 

unintentional reinforcement of  cross-gender behavior, and 

the powerful inner image that can result in which an indi-

vidual develops a cross-gender identity. 

    The widely publicized case of David Reimer, described 

in  As Nature Made Him  (Colapinto, 2001), calls into ques-

tion the premise that gender is determined by social infl u-

ences. The case involves a 7-month-old baby boy whose 

botched circumcision resulted in irreversible damage to his 

penis. After consulting with John Money, surgeons removed 

the baby’s remaining male genitals and constructed a vagina. 

The boy was then raised as a girl. The underlying premise 

was that children have no gender at birth and that biological 

sex plays no role in their psychosexual development. Initial 

reports on the child’s adjustment during early childhood 

were favorable; however, as the years went by, the character-

istics of this individual mirrored more stereotypically male 

interests and behaviors. The individual ultimately reached 

a crisis as she/he became more and more distressed with is-

sues pertaining to sexual identity and developed serious psy-

chological problems. When the individual was informed 

about his biological sex, he decided to undergo another 

series of surgeries to revert back to being a male (Diamond 

& Sigmundson, 1997). Tragically David Reimer committed 

suicide in 2004. 

    Although sociocultural theories would not be suffi cient 

for explaining the development of gender identity disorder, 

it is important to consider various ways in which American 

society idealizes men and women according to certain ste-

reotypical variables. An impressionable child who is strug-

gling with confusion that is biologically and psychologically 



rooted may be drawn to a resolution of the confusion by 

idealizing the attributes of attractive and successful members 

of the opposite sex. 

    Clinical work with individuals with gender identity disor-

der depends greatly on the age of the individual. Psychother-

apy involving a child distressed about gender might involve 

the discouragement of cross-gender behavior and encourage-

ment of the development of same-sex skills and friendships. 

The intervention would be primarily with the parents, if the 

identifi ed client is a very young child, with an emphasis on 

helping the child develop greater self-value as either a boy or 

a girl. For older children and adolescents, the clinician would 

deal more directly with the client’s cross-gender behavior and 

fantasy, as well as other distressing psychological experiences 

such as low self-esteem and fear of familial and peer rejection 

(Bradley & Zucker, 1997). Clinicians working with gender-

disordered adults approach the therapy in much the same way 

they approach therapy with clients who are very dissatisfi ed 

with their lives. They help clients understand the causes of 

their distress, focusing on possible biological, psychological, 

and sociocultural origins. Most important, they provide sup-

port and help clients with gender identity disorder learn how 

to live with these feelings and experiences. 

    A small minority of  individuals with gender identity 

disorder seek sex reassignment surgery; for these people, the 

term  transsexual  is appropriate in that they are “crossing 

over” to the other sex. In this process, individuals confront 

several complex issues. First, the procedure is available at 

only a few medical facilities and can cost hundreds of  thou-

sands of  dollars. Second, the few surgeons who carry out 

these procedures insist that the individual complete a lengthy 

course of  psychotherapy and a comprehensive psychologi-

cal assessment prior to being accepted for surgery. Along 

with this, the individual must have lived as a member of  the 

other sex during the evaluation period; this includes changes 

in legal name, clothing, and self-presentation.     Third, and 

perhaps most signifi cant, the surgery is very complicated, 

and the physical results are never perfect. Female-to-male 

transsexuals cannot expect to have a penis that looks or 

functions normally. For example, a constructed penis may 

require artifi cial infl ation to become erect. Although the 

male-to-female surgery is less complicated, there are still 

some risks, such as the possibility of  the constructed vagina 

closing up following surgery. In addition, individuals need 

hormonal supplements to facilitate the change and to main-

tain the secondary sex characteristics of  the new  gender. 

Finally, although surgery changes a person’s  genitals, it cannot 

give a person the childbearing capability of the newly acquired 

gender. 

    Most studies evaluating the effectiveness of  reassign-

ment surgery provide evidence of  psychological improve-

ment following the surgery (Lawrence, 2006). The people 

who are dissatisfi ed after treatment appear to be the male-

to-female individuals who were disappointed with unalter-

able bodily characteristics, such as large hands and feet, the 

persistence of  the Adam’s apple, and the quality of  their 

voice (Rakic, Starcevic, Maric, & Kelin, 1996). 

    It is also important to consider who should not be given 

sex reassignment surgery based on other clinical indicators. 

In a follow-up of nearly 50 adolescents with gender identity 

disorder, those who were treated were functioning well, psy-

chologically and socially, 1 to 4 years after their surgery. 

Those who were rejected for treatment continued to show 

signs of  psychological dysfunction. Yet it was considered 

appropriate for these individuals not to be treated with sex 

reassignment surgery, given their high levels of  psychopa-

thology (Smith, van Goozen, & Cohen-Kettenis, 2001). 

    The level of improvement in the lives of these people 

depends on a number of factors. First, satisfaction is usually 

greater when the transition is from female to male rather 

than from male to female. Researchers are not sure why there 

is a difference, but they consider the possibility that men who 

become women may be surprised and troubled when they 

encounter some of the disadvantages that women experience 

in society as a result of sexist attitudes. Second, people who 

are better adjusted prior to the surgery are more likely to 

experience a favorable outcome. This is especially true if  they 

encounter little diffi culty in being accepted as a person of 

their newly assumed gender (Kuiper & Cohen-Kettenis, 

1988). Third, the strength of the individual’s commitment 

and identifi cation as a member of  the other sex prior to 

surgery is important, because this provides the motivation 

and determination to carry through with the procedures. 

Fourth, the quality of the surgery itself  is related to success-

ful adjustment. Individuals who receive high-quality surgical 

care with anatomically convincing results are likely to have 

an easier time adapting to their lives as members of the op-

posite gender (Green et al., 1990; Rakic et al., 1996).  

     Despite the controversy surrounding this complicated 

and costly surgery, sex reassignment appears to be a valid 

alternative for individuals with severe gender identity  disorder 

(Snaith, Tarsh, & Reid, 1993). Selection criteria have been 

developed to ensure that individuals seeking sex reassign-

ment are appropriate candidates for the surgery (Cote & 

 Wilchensky, 1996), and psychotherapy can assist the person 

to resolve other psychological problems and to adjust to the 

new gender role prior to surgery. A possible complication fol-

lowing surgery is that the person may have expected the op-

eration to resolve many other life problems;  psychotherapy 

can be useful at this point to help the person develop a more 

balanced outlook about his or her postoperative future. Ad-

vances in reproductive technology also enable people who 

have undergone sex reassignment surgery to have children 

who are biologically their own (De Sutter, 2001). Storing 

sperm or oocytes prior to the treatment allows for subse-

quent parenthood, enabling these individuals to maintain 

their reproductive potential. Finally, the growth and accep-

tance of the gender identity movement may help individuals 

adjust and live more happily in the context of a supportive 

and understanding community.     
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 REVIEW QUESTIONS  

  1.   How does gender identity differ from gender role?  

    2.  What have researchers established as the level of satisfac-

tion of transsexuals who go through sex reassignment 

surgery?  

  3.  The term __________ refers to people with gender iden-

tity disorder who have an inner feeling of belonging to 

the other sex.       

the United States report symptoms of sexual dysfunction 

(Laumann, Paik, & Rosen, 1999). Overall, the rates of sexual 

dysfunction reported in this survey were 43 percent for women 

and 31 percent for men. The rates of sexual problems in the 

NHSLS varied somewhat by age, with 32 percent of women 

and 14 percent of men ages 18 to 29 reporting that they lacked 

interest in sex. In this age group, 26 percent of women and 

7 percent of men stated that they were unable to achieve 

orgasm. Similar percentages were observed in the 30- to 

39-year-old age group. These fi ndings dispel the notion that 

only older adults report sexual dysfunction. Additional results 

indicated the importance of sexual functioning for quality of 

daily life. There were negative relationships between feelings 

of happiness and the presence of sexual dysfunction. Some 

10 percent of men and 20 percent of women with a sexual 

dysfunction sought professional help.   

 Characteristics of Sexual Dysfunctions 

 Sexual dysfunctions are defi ned by the individual, often in 

terms of an intimate relationship and almost invariably in 

the context of cultural expectations and values about what 

 GENDER IDENTITY DISORDER 

 Dale describes himself as a woman living in a man’s body. His 
memories back to age 4 are of feeling discomfort with his as-
signed sex. When he was a young child, people often mistook 
him for a girl, because his mannerisms, style of play, and clothes 
were stereotypically feminine. He was glad he had an ambigu-
ous name, and throughout adolescence he led others to believe 
he really was a girl. Schoolmates teased him at times, but this 
did not bother him, because he took pride in his feminine attri-
butes. Dale’s parents became increasingly alarmed, and they 
sent him to a psychologist when he was 15. The psychologist 
recognized that Dale had a gender identity disorder, and she 
explained to Dale that he could not pursue sex reassignment 
surgery until adulthood, because a surgeon would insist that 
Dale have the maturity and life experience necessary for mak-
ing such a dramatic decision. Now, at age 25, Dale is about to 
follow through on his wish to have the body of a woman and 
is consulting sex reassignment specialists at a major medical 
school to prepare for the surgery. After an initial evaluation, 
Dale was told that he needed to begin a presurgery evaluation 
process that would last for at least a year and a half. During this 
time, he would live publicly as a woman. This would involve 
dressing as a woman and changing all documentation that re-
ferred to him as a male (such as voting records, credit card 
applications, and driver’s license). He would have to enter psy-
chotherapy to evaluate his psychological health and readi-
ness for surgery. Dale also had to begin taking hormones that 
would cause him to develop female secondary sex characteris-
tics. After successfully completing the evaluation process, Dale 
would be able to enter the next phase of the sex reassignment 

process in which his physical characteristics would start to be 
transformed.  

 Diagnostic Features  

 ■       People with this condition have a strong and persistent cross-
gender identifi cation that is far greater than a desire for per-
ceived cultural advantages associated with the opposite sex.  

 ■       In children, the disorder is evident by four of the following: 
(1) they repeatedly state their desire to be the other sex, or insist 
that they already are; (2) boys prefer cross-dressing, while girls 
insist on wearing only stereotypical masculine clothing; (3) they 
have a strong and persistent preference for cross-sex roles in 
make-believe play, or persistent fantasies of being the other sex; 
(4) they have an intense desire to participate in the games and 
activities stereotypically associated with the other sex; and 
(5) they have a strong preference for playmates of the other sex.  

 ■       In adolescents and adults, this disturbance is manifested by 
such symptoms as a stated desire to be the other sex, frequent 
passing as the other sex, and the conviction that he or she has 
the typical feelings and reactions of a person of the other sex.  

 ■       An individual with this condition has persistent discomfort with 
his or her sex or feels a sense of inappropriateness in the 
gender role of his or her biological sex.  

 ■         The disturbance is not concurrent with a physical condition 
involving ambiguous genitals.  

 ■       The disturbance causes signifi cant distress or impairment.  

 ■         Sexual attraction may be to males, females, both, or neither.   

Q:   What were some of the childhood signs that may have been 
predictors of Dale’s development of gender identity disorder?  

 Mini Case 

     Sexual Dysfunctions 

 The disorders we will discuss in this section are very different 

from the paraphilias and gender identity disorder in that 

they are not considered deviant behaviors, and they involve 

no victimization of others. The term    sexual dysfunction    refers 

to an abnormality in an individual’s sexual responsiveness 

and reactions. 

    The National Health and Social Life Survey (NHSLS) has 

revealed that a surprisingly high percentage of people living in 



constitutes normal sexual functioning. There is no one “cor-

rect” pattern of sexual activity; what one individual consid-

ers dysfunctional, another may regard as healthy and normal. 

Unfortunately, people may regard themselves as having a 

sexual dysfunction without being aware of  the extent to 

which their behavior falls within the range of normal behav-

ior. For example, in one study that queried people about 

reaching orgasm, three-fourths of  the men interviewed re-

ported that they always reach orgasm during sexual inter-

course, whereas the proportion of women was nearer to one- 

fourth (Laumann, Gagnon, Michael, & Michaels, 1994). 

Looking at these fi gures in another way, does this mean that 

the remaining one-fourth of men and three-fourths of wo-

men are abnormal? Do they have a sexual dysfunction? An 

important factor to keep in mind as you read about each of 

the disorders in this section is whether or not a person feels 

distressed about the behavior. 

    Another feature of  sexual dysfunctions that will become 

evident as you read the clinical descriptions and case his-

tories is that sometimes sexual dysfunctions are signs or 

symptoms of  problems in a person’s life that do not directly 

pertain to sexuality. For example, a person who is very up-

set about job-related stresses or family problems may devel-

op sexual performance problems. At times, people are not 

even aware of  the connection between the sexual problem 

and other life stresses; and, of course, some sexual problems 

are more clearly connected than others to problems within 

a particular relationship or to experiences in the person’s 

past in which the foundation of  a sexual problem was es-

tablished. Clinicians refer to several distinctions in char-

acterizing the nature of  a sexual dysfunction. First, they 

question whether a dysfunction is attributable to a psycho-

logical factor, such as depression or relationship problems, 

or is due to a combination of  psychological factors and 

physical factors, such as illness or substance use. They also 

distinguish between lifelong and acquired types, as well as 

between situational and generalized sexual dysfunctions. A 

lifelong dysfunction has been present since the beginning 

of  active sexual functioning, whereas an acquired problem 

has developed following a period of  normal functioning. 

Situational dysfunctions occur with only certain types of 

sexual stimulation, situations, or partners, whereas general-

ized dysfunctions are not limited. 

    Although our discussion refers to disturbances in het-

erosexual functioning, lesbians and gay men can also be af-

fected by these disorders. Clinicians and researchers are 

increasing their attention to understanding and treating les-

bians and gay men with sexual dysfunctions, but most of the 

publications to date have focused on heterosexuals. 

        To understand sexual dysfunctions, it is helpful to gain 

a perspective on the factors that contribute to healthy sexual 

functioning. Masters and Johnson (1966, 1970), in their pio-

neering research on human sexuality, systematically observed 

the sexual responses of men and women under controlled 

laboratory conditions. Their research was widely publicized 

and helped dispel many myths regarding sexuality. For 

example, their observational studies of  women provided 

more or less defi nitive proof that there is no physiological 

difference between vaginal and clitoral orgasms. This fi nding 

vindicated those who had disagreed with Freud’s vigorous 

assertions that they differ. Not only did Masters and  Johnson 

provide a more scientifi c basis for understanding sexual dys-

functions, but they also took a more humanistic approach 

to these disorders, treating them, insofar as possible, in the 

context of the interpersonal relationships in which they often 

develop. 

    The work of Masters and Johnson is not without its 

fl aws, however. One criticism is that the laboratory setting 

they used was too artifi cial to provide a valid indicator of 

sexual functioning in naturalistic settings. Other criticisms 

are based on the selectivity of  the sample. Think about 

whether you would want to participate in this kind of 

research. Every aspect of a subject’s sexual responses was 

monitored via electrophysiological recording devices, devices 

that obviously would be intrusive and uncomfortable. Even 

more to the point, the participants in this research had to 

be willing to allow a team of male and female researchers 

to observe them engaging in sexual acts. In addition, they had 
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discussion of human sexual functioning and dysfunctions. 
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to be motivated enough to undergo the effort and expense of 

the therapy process. They also had to be willing to disclose 

highly personal details about their lives and sexual idiosyn-

crasies. Masters and Johnson have also been criticized for 

what some regard as a sex bias in some of their diagnostic 

criteria that tends to pathologize women who have few or no 

orgasms. Despite these limitations, the work of Masters and 

Johnson has received widespread recognition and continues 

to be used as the foundation for understanding the sexual 

dysfunctions.  

           Masters and Johnson identifi ed four phases of the sexual 

response cycle: arousal, plateau, orgasm, and resolution. Dur-

ing the arousal stage, the individual’s sexual interest heightens, 

and the body prepares for sexual intercourse (vaginal lubrica-

tion in the female, penile erection in the male). Sexual excite-

ment continues to build during the plateau phase, and during 

the orgasm phase the individual experiences muscular con-

tractions in the genital area that are associated with intense 

sensations of pleasure. The resolution phase is a period of 

return to a physiologically normal state. People differ in their 

typical patterns of sexual activity, in that some people prog-

ress more readily through the phases and others progress at a 

slower pace. Not every sexual encounter necessarily involves 

all phases, either. 

    Sexual dysfunctions are associated with the arousal and 

orgasm phases, as well as with a person’s overall level of 

sexual desire ( Table 7.2 ). Some people with sexual dysfunc-

tions have little or no interest in sex; others experience a 

delay in a particular phase of  sexual arousal or do not 

become aroused at all. Others may become highly aroused 

but are unable to experience the sexual release of orgasm. 

Still other people proceed too rapidly through the phases 

from arousal to orgasm and, therefore, feel that sexual 

 relations lack the emotional meaning associated with a more 

relaxed approach. In some cases, an individual’s partner may 

feel distressed over what seems like unacceptable deviations 

from a desired pattern of activity. Yet other sexual dysfunc-

tions are the result of  the experience of pain rather than 

pleasure during a sexual encounter. 

    You may wonder where to draw the line between ordi-

nary variations in human sexual responsiveness and the 

 pattern of  psychological disorder represented by a sexual 

dysfunction. Sexual dysfunctions involve persistent and 

recurrent symptoms. To illustrate this point, consider two 

examples. Six weeks after the birth of her third child, Heather 

fi nds that she cannot regain her former interest in having 

sexual relations with her husband. At her sister’s advice, 

Heather and her husband take a 5-day vacation during which 

Heather’s sister will care for the baby and older children. 

Although she still experiences occasional fatigue that dulls 

her sexual appetite, Heather regains her previous interest in 

sexual activity. She does not have a disorder because her 

symptoms are temporary and nonrecurrent. Treatment would 

not necessarily be indicated, other than her sister’s common-

sense advice. 

    Contrast Heather’s situation with that of Christine, whose 

desire for sexual relations with her husband has dwindled for 

the past 5 years, until it is now very infrequent. Christine 

eventually seeks treatment when she realizes that, unless things 

change, her husband will give up on her and fi nd sexual grat-

ifi cation elsewhere. Christine’s loss of sexual desire has been 

persistent and is considered dysfunctional. 

    It is important to realize that, at times, other psycho-

logical problems are the basis of sexual diffi culties. For ex-

ample, abnormally low sexual desire in someone who is de-

pressed would not be considered grounds for diagnosing a 

sexual dysfunction but, instead, would be regarded as part of 

the depression.  

TABLE 7.2  Phases of Human Sexual Response Cycle and Associated Disorders        

  Phase   Male   Female  

   Sexual desire        
   Normal response   Interest in sexual activity   Interest in sexual activity  
   Sexual dysfunctions    Hypoactive sexual desire disorder,  Hypoactive sexual desire disorder,

  sexual aversion disorder    sexual aversion disorder  

  Sexual arousal        
   Normal response   Penile erection   Lubrication and swelling of vagina  
   Sexual dysfunctions   Male erectile disorder   Female sexual arousal disorder  

  Orgasm        
   Normal response    Feeling of inevitability of orgasm,  Rhythmic contractions of vagina and

  followed by rhythmic contractions of   uterus
prostate and urethra and expulsion 
of semen    

   Sexual dysfunctions   Male orgasmic disorder, premature   Female orgasmic disorder  
  ejaculation 



    It is also important to keep in mind that sexual dysfunc-

tions can be physically as well as psychologically based, and 

that often there is an interaction between physical and psy-

chological factors. Many people with sexual dysfunctions

and even some professionals treating them, are quick to 

conclude that all sexual problems must be emotionally 

caused; they fail to consider that a sexual problem may be 

associated with physical illness, medication, or general level 

of  health. For example, diabetes mellitus is a medical condi-

tion that affects millions of  people in the world and is 

known to cause sexual dysfunction, particularly erectile 

problems in men (Thomas & LoPiccolo, 1994). Without an 

understanding of  this connection and a comprehensiv  

medical assessment, a clinician could draw an erroneous 

conclusion that a man’s sexual problem is due to emotional 

or interpersonal causes. 

    One fi nal point about sexual dysfunctions is that sexual 

problems can begin fairly innocuously but then develop into 

something more serious because of anxiety about the prob-

lem. For example, Roger, who is preoccupied with work 

problems, experiences diffi culty one night in getting an erec-

tion with his partner, and he worries that he is becoming 

impotent. This concern may impair Roger’s performance the 

next time he is sexually intimate, making it even more dif-

fi cult the time after that. This process may soon escalate into 

a dysfunction. Masters and Johnson use the term    spectator

ing    to refer to the experience in which the individual feels 

unduly self-conscious during sexual activity, as if  evaluating 

and monitoring his or her performance during the sexual 

encounter.   

 Hypoactive Sexual Desire Disorder 

 The individual with    hypoactive sexual desire disorder    ha  

an abnormally low level of  interest in sexual activity. The 

individual neither seeks out actual sexual relationships, 

imagines having them, nor has the wish for a more active 

sex life. The distress associated with this disorder is usually 

in the realm of  intimate relationships, which may be diffi -

cult to sustain. For some individuals, the condition applies 

to all potential sexual expression, while for others it is 

situational, perhaps occurring only in the context of  a par-

ticular relationship. It is quite likely that people develop 

this disorder as the result of  other psychological diffi cul-

ties, such as depression, prior sexual trauma, poor body 

image or self-esteem, interpersonal hostility, or relation-

ship power struggles. In some cases, the disorder may 

develop in association with a preexisting sexual dysfunc-

tion. For example, a man who lacks ejaculatory control 

may lose interest in sex because of  embarrassment and 

anxiety about his problem.  

     Individuals with lifelong forms of  hypoactive sexual 

desire disorder lack any interest in sexuality from the onset 

of puberty. Such cases are less common, however, than those 

cases of individuals who develop this condition in adulthood 

following a period of stress or interpersonal  diffi culties.   

 Sexual Aversion Disorder 

Sexual aversion disorder    is characterized by an active dislike 

and avoidance of genital contact with a sexual partner, which 

causes personal distress or interpersonal problems. The indi-

vidual may be interested in sex and may enjoy sexual fantasies 

but is repulsed by the notion of sexual activity with another 

person. For some, the reaction is generalized and involves a 

disdain for all sexually intimate behavior, including kissing and 

hugging. For others, the aversion is to specifi c facets of inter-

personal sexuality, such as vaginal penetration or genital odors. 

Reactions range from moderate anxiety reactions to panic at-

tacks. People with sexual aversion disorder are distressed by 

the disdain they feel about sexual behavior, and they fi nd them-

selves feeling lonely and resistant to entering into intimate 

relationships. If already in a close relationship, they usually en-

counter discord with their partner because of their disturbed 

reaction to the prospect of sexual intercourse. 

    Masters and Johnson (Masters, Johnson, & Kolodny, 

1982) specify four primary causes of this disorder: (1) severely 
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Mini Case

 HYPOACTIVE SEXUAL DESIRE DISORDER 

 With the pressures of managing a full-time advertising job and 
raising 3-year-old twins, Carol says that she has “no time or 
energy” for sexual relations with her husband, Bob. In fact, 
they have not been sexually intimate since the birth of their 
children. Initially, Bob tried to be understanding and to respect 
the fact that Carol was recovering from a very diffi cult preg-
nancy and delivery. As the months went by, however, he be-
came increasingly impatient and critical. The more he pressured 
Carol for sexual closeness, the more angry and  depressed she 
became. Carol feels that she loves Bob, but she has no interest 
in sexuality. She does not think about sex and can’t imagine 
ever being sexual again. She is saddened by the effect that 
this change has had on her marriage but feels little motivation 
to try to change.  

 Diagnostic Features  

■      People with this condition have persistent or recurrently de-
fi cient sexual fantasies and desire for sexual activity, with 
consideration given to factors that affect sexual functioning, 
such as age and the context of the person’s life.  

■      The disturbance causes signifi cant distress or interpersonal 
diffi culty.  

■      The disturbance is not accounted for by another disorder, 
medical condition, or substance.  

■    The disturbance may be lifelong or acquired; generalized 
or situational; and due to psychological factors or a combi-
nation of psychological and physical factors.   

Q:   How is Carol’s lack of interest in sexual activity different 
from that of a woman who simply feels too fatigued to be 
sexually intimate?  
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negative parental sex attitudes, (2) a history of sexual trauma, 

such as rape or incest, (3) a pattern of constant sexual pres-

suring by a partner in a long-term relationship, and (4) gender 

identity confusion in men. In the typical case, the individual 

has sexual activity only once or twice a year, if  that often, 

and this is a source of strain in a long-term, monogamous 

relationship.   

 Female Sexual Arousal Disorder 

 A woman with    female sexual arousal disorder    experiences the 

persistent or recurrent inability to attain or maintain the nor-

mal lubrication-swelling response of sexual excitement during 

sexual activity. The result is personal distress or interpersonal 

diffi culty with her partner. The desire for sexual activity re-

mains present, though, and some women with female sexual 

arousal disorder are able to have orgasms, especially when 

their clitoris is stimulated intensely, as with a vibrator. It is 

during normal intercourse that their bodies become unrespon-

sive, and they do not experience the normal physiological 

reaction of vaginal swelling and lubrication. Consequently, 

penile penetration may cause considerable discomfort and 

possibly pain. The disturbance is not accounted for by another 

disorder. This condition may be either lifelong or acquired; 

generalized or situational; and due to psychological factors or 

a combination of psychological and physical factors.  

    Male Erectile Disorder 

Male erectile disorder    involves the recurrent partial or com-

plete failure to attain or maintain an erection during sexual 

activity, causing the man to feel distressed or to encounter 

interpersonal problems in his intimate relationship. (The 

term  impotence  was formerly used to refer to this disorder, 

but it is now considered inappropriate because it implies a 

defect in an individual’s personality.) 

    Like women who experience female sexual arousal dis-

order, men with erectile disorder retain their interest in sex. 

Some men can ejaculate with a fl accid penis, although their 

level of pleasure is less intense than they would experience 

with an erection. Because their erectile diffi culty causes emo-

tional distress and embarrassment, men with this disorder 

may avoid sex with a partner altogether. Some men experi-

ence this diffi culty from the outset of every sexual encounter; 

other men are able to attain an erection but lose it when they 

attempt penetration, or soon afterward. What is interesting, 

and medically important, is the fact that men with this dis-

order usually have no erectile diffi culty while masturbating. 

    As with other sexual dysfunctions, this condition can be 

lifelong or acquired, generalized or specifi c to one partner. 

For those men with acquired erectile disorder, approximately 

15 to 30 percent will fi nd that the problem goes away in time, 

often as the result of a change in the intensity or quality of 

a relationship.   

 Female Orgasmic Disorder 

 Inability to achieve orgasm, or a distressing delay in the  

achievement of orgasm, constitutes    female orgasmic disorder.

This condition causes considerable personal distress or inter-

personal diffi culty. Some women are unable to achieve orgasm 

in all situations; for others, the problem is situational. They 

may be able to reach orgasm by means of self-stimulation 

or with a partner engaging in sexual behaviors other than 

 intercourse.  

     For many years, women with inhibited female orgasm 

and female sexual arousal disorder were labeled with the of-

fensive and inappropriate term  frigid,  which implied a fl awed 

 SEXUAL AVERSION DISORDER 

 Howard is a 25-year-old law school student who had done very 
well academically, but worries often about a sexual problem that 
has plagued him since adolescence. Although he yearns to be in 
an intimate relationship with a woman, he has steered away 
from dating because he dreads the prospect of being sexually 
intimate. Although he jokingly tells others, and himself, that he is 
asexual, he secretly acknowledges that he is disgusted by the 
idea of anyone touching his genitals. He feels sexual desire and 
has no diffi culty masturbating to orgasm. Although he feels at-
tracted to women, thoughts of sexual closeness cause him to feel 
anxious, distressed, and at times even nauseated. Howard dates 
the origin of his problem to an incident that took place when he 
was 14 years old when he was by himself in a movie theater. 
Next to him sat a middle-aged woman who seductively pulled 
Howard’s hand under her dress and rubbed her genitals with it. 
Shocked and repulsed, Howard ran out of the theater, carrying 

with him a powerful image and experience that would prove to 
be a lasting obstacle to sexual closeness.  

 Diagnostic Features  

■      People with this disorder experience recurrent extreme aver-
sion to, and avoidance of, genital contact with a sexual 
partner.  

■      The disturbance causes signifi cant distress or interpersonal 
 diffi culty.  

■      The disturbance is not accounted for by another disorder.  
■      The disturbance may be lifelong or acquired; generalized or 

situational; and due to psychological factors or a combination 
of psychological and physical factors.   

Q:   How does Howard’s sexual aversion disorder differ from hy-
poactive sexual desire disorder?  

 Mini Case 



personality style. To understand this disorder, it is important 

to realize that the female orgasm spans a range of experiences. 

Kaplan (1986) describes how at one extreme are a small num-

ber of women who can achieve orgasm merely by engaging in 

erotic fantasies, stimulation of the breasts, or kissing. Then 

there are the approximately 20 to 30 percent who are able to 

reach orgasm through intercourse alone, without direct stimu-

lation of the clitoris. Some women can reach orgasm during 

intercourse, but only if assisted by manual stimulation of the 

clitoris. Next are those women who are unable to reach orgasm 

with a partner, but who are able to stimulate themselves to 

the point of orgasm. At the far end of the continuum are the 

approximately 8 percent of women who have never had an 

orgasm at all. Kaplan points out that the demarcation between 

“normal” and “pathological” on this continuum is debatable, 

although most clinicians would regard individuals in the last 

two groups as having sexual dysfunctions.   

 Male Orgasmic Disorder 

Male orgasmic disorder,    also known as inhibited male orgasm, 

involves a specifi c diffi culty in the orgasm stage. As with its 

female counterpart, this disorder may be generalized or situ-

ational. Men with generalized orgasmic disorder fi nd it im-

possible to reach orgasm in any situation, whereas men with 

situational orgasmic disorder have diffi culty in certain situa-

tions, such as intercourse, but not during masturbation. The 

most common complaint of men with this disorder is that, 

though fully aroused during intercourse, they fi nd it impos-

sible to reach orgasm with a partner at the point of desired 

release. 

    This disorder ranges from mild situational delays in 

ejaculating to total inability to reach orgasm. At the mild 

end of the spectrum are men who take an exceptionally long 

time before they are able to ejaculate. Then there is a group 
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 Mini Case 

 MALE ERECTILE DISORDER 

 Brian is 34 years old and has been dating the same woman 
for more than a year. This is his fi rst serious relationship and 
the fi rst person with whom he has been sexually intimate. Dur-
ing the past 6 months, they have frequently tried to have inter-
course, but each time they have become frustrated by Brian’s 
inability to maintain an erection for more than a few minutes. 
Every time this happens, Brian becomes very upset, despite his 
girlfriend’s reassurance that things will work out better next 
time. His anxiety level heightens every time he thinks about 
the fact that he is in his mid-thirties, sexually active for the fi rst 
time in his life, and encountering such frustrating diffi culties. 
He fears he is “impotent” and will never be able to have a normal 
sex life.  

 Diagnostic Features  

■        Men with this condition experience persistent or recurrent 
inability to attain or to maintain an adequate erection until 
completion of sexual activity.  

■        The disturbance causes signifi cant distress or interpersonal 
diffi culty.  

■        The disturbance is not better accounted for by another dis-
order, medical condition, or substance.  

■        The disturbance may be lifelong or acquired; generalized 
or situational; and due to psychological factors or a combi-
nation of psychological and physical factors.   

Q:   What group of medications would be useful for treating 
Brian’s erectile disorder?  

 Mini Case 

 FEMALE ORGASMIC DISORDER 

 Like many of her friends, when Margaret was a teenager, she 
often wondered what intercourse and orgasm would feel like. 
When she later became sexually active in college, Margaret 
realized that she was probably still missing something, since 
she did not feel “rockets going off” as she had imagined. In 
fact, she never could experience orgasm when she was with a 
man in any kind of sexual activity. When Margaret fell in love 
with Howard, she fervently hoped that things would improve. 
However, even though he made her feel more sensual plea-
sure than anyone else she had known, her response to him 
always stopped just short of climax. She approached every 
sexual encounter with anxiety, and, afterward, tended to feel 
depressed and inadequate. To avoid making Howard worry, 
however, Margaret decided it would be better to fake orgasm 
than to be honest with him. After 5 years together, she still has 
not told him that she is not experiencing orgasms, and she 
feels too embarrassed to seek professional help, despite her 
ongoing distress.  

 Diagnostic Features  

■        Women with this condition experience persistent or recur-
rent delay in, or absence of, orgasm following a normal 
phase of sexual excitement. Taking into consideration the 
wide variability in the type and intensity of stimulation that 
triggers female orgasm, the diagnosis is only appropriate in 
cases in which a woman’s orgasmic capacity is less than 
would be reasonable for her age, sexual experience, and 
adequacy of sexual stimulation.  

■        The disturbance causes signifi cant distress or interpersonal 
diffi culty.  

■        The disturbance is not better accounted for by another dis-
order, medical condition, or substance.  

■        The disturbance may be lifelong or acquired; generalized 
or situational; and due to psychological factors or a combi-
nation of psychological and physical factors.   

Q:   How might the anxiety that Margaret has developed over 
the past 5 years be contributing to her disorder?   
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he has not learned voluntary control over his ejaculatory 

fl exes (Kaplan, 1986, 1998). Responses to this problem 

ary, from the men who are mildly distressed by it to the 

men and their partners who are severely distressed and are 

ble to develop other mutually satisfying lovemaking pat-

. Premature ejaculation is more commonly reported in 

oung men, perhaps associated with their lack of maturation 

and experience.  

    xual Pain Disorders 

 xual pain disorders, which involve the experience of pain 

associated with intercourse, are diagnosed as either    dyspa-

reunia    or    vaginismus.    Dyspareunia, which affects both males 

and females, involves recurrent or persistent genital pain be-

fore, during, or after sexual intercourse. Vaginismus, which 

affects only females, involves recurrent or persistent involun-

tary spasms of the outer muscles of the vagina. Ordinarily, 

a sexually aroused woman experiences a relaxing of  the 

vaginal muscles, but the woman with vaginismus experiences 

a closing of the muscles such that penetration is impossible 

or painful. Many women with vaginismus experience similar 

muscle spasms in response to any attempt at vaginal penetra-

tion, including attempts to insert tampons and pelvic exam-

inations by medical professionals.  

    Theories and Treatment of Sexual Dysfunctions 

 Sexual dysfunction occurs for many different reasons. One 

man may experience inhibited male orgasm because of con-

fl icts he has about physical intimacy; another man may expe-

rience the same problem because of a physical disorder, such 

as a prostate condition. Researchers now recognize that 

some sexual disorders result from physical problems, some 

 Mini Case 

 PREMATURE EJACULATION 

 Jeremy is a 45-year-old investment broker who has struggled 
with the problem of premature ejaculation for as long as he can 
remember. Since his fi rst experience with sexual intercourse as a 
college student, he has been unable to control his orgasms. He 
customarily ejaculates seconds after penetration. Because of this 
problem, his relationships over the years have been strained and 
diffi cult. In each instance, the person he was dating at the time 
became frustrated, and Jeremy felt too embarrassed to continue 
the relationship. For a period lasting several years, he avoided 
sexual relations completely, knowing that each experience of 
failure would leave him feeling depressed and furious.  

 Diagnostic Features  

■      A man with this condition experiences persistent or recur-
rent ejaculation with minimal sexual stimulation before, on, 
or shortly after penetration, and before he wishes to ejacu-
late. Consideration is given to factors that affect the dura-
tion of the excitement phase, such as the man’s age, novelty 
of his sexual partner or the situation, and the recent fre-
quency of sexual activity.  

■        The disturbance causes signifi cant distress or interpersonal 
diffi culty.  

■        The condition is not due exclusively to the effects of a sub-
stance.  

■        The disturbance may be lifelong or acquired; generalized 
or situational; and due to psychological factors or a combi-
nation of psychological and physical factors.   

Q:   What behavioral techniques would be recommended to 
Jeremy for treating his premature ejaculation?  

   Frustrated by unsatisfying attempts at sexual intimacy, partners can 
feel hurt and rejected. 

of men who require added stimulation, either from a partner 

or themselves, in order to reach orgasm. Perhaps they can 

reach orgasm only when orally and manually stimulated. 

Next on the continuum are men who fi nd it possible to reach 

orgasm only during masturbation. At the far extreme are 

men who fi nd it impossible to reach orgasm regardless of 

the situation. In each of these cases, the man’s concern over 

the problem or interpersonal diffi culties that emerge in his 

close relationship results in psychological distress.   

 Premature Ejaculation 

 The man with    premature ejaculation    reaches orgasm in a 

sexual encounter long before he wishes to, perhaps even 

prior to penetration, and therefore feels little or no sexual 

satisfaction. The man may enjoy sexual intimacy and attrac-

tion to his partner, but as soon as he reaches a certain point 

of excitement he loses control. Usually, premature ejacula-

tion occurs with all his partners, because the problem is that 



from psychological problems, and others from an interaction 

between the two. Thus, once the disorder that is physiologi-

cally based has become established, psychological factors 

may come into play. In the example of the man with a pros-

tate condition, you can imagine the emotional turmoil that 

might result from his sexual diffi culty. Even knowing that his 

symptoms are physically based may not be particularly reas-

suring and might, in fact, cause other psychological prob-

lems, such as depression. Keeping in mind that most sexual 

dysfunctions arise from a complicated set of factors and in-

teractions, let’s now turn to the major theoretical approaches 

for understanding these disorders.  

 Biological Perspective   In recent years, increasing  attention 

has been given to the fact that bodily processes, such as 

illness, reactions to medication, dietary factors, and even 

sleep, can cause or aggravate sexual diffi culties. On the other 

hand, some physical experiences can enhance sexuality. For 

example, drinking a glass of  wine makes some people feel 

more relaxed and open to sexual intimacy. In trying to 

understand the causes of  a person’s sexual dysfunction, the 

clinician must fi rst conduct a comprehensive assessment of 

physical factors. 

  Various illnesses and diseases have direct connections 

to sexual problems. Some are quite obvious, such as a uri-

nary infection, but others are not as evident and can involve 

a wide range of  bodily systems, including neurological and 

cardio.malities, brain tumors, and hypothalamic-pituitary 

problems. As we mentioned earlier, diabetes mellitus is 

known to cause sexual dysfunction, particularly in men. 

Specifi c problems associated with the male and female 

reproductive systems can also cause sexual dysfunctions. 

For example, dyspareunia in women can be the result of 

inadequate  vaginal lubrication, which might, in turn, result 

from a glandular disorder. Menstrual abnormalities can 

contribute to changes in the uterus that make it very sensi-

tive to the contractions that occur during orgasm. A man’s 

dyspareunia might result from an anatomical abnormality, 

such as foreskin tightness. Painful orgasms in men might 

be attributable to a variety of  conditions that can affect the 

genital region. The  DSM-IV-TR  provides a separate cate-

gory for sexual dysfunctions that are due to medical con-

ditions. When treating people with such conditions, mental 

health professionals acknowledge the role of  these physical 

factors, and they usually try to help the individual or cou-

ple expand the repertoire of  sexually intimate behaviors 

that take medical limitations into consideration. 

      These examples are just some of  the many physical fac-

tors that can contribute to sexual functioning problems. But 

sexual problems can result from factors other than illnesses 

and physical abnormalities. For example, many chemical 

substances, both medications and illicit drugs, affect sexual 

functioning. For this reason, there is a  DSM-IV-TR  cate-

gory called substance-induced sexual dysfunction. Earlier, 

we mentioned that a small amount of alcohol can enhance 

sexual interest; however, alcohol in excess depresses sexual 

responsivity. Amphetamines and cocaine produce similar 

phenomena but as the result of different drug actions. Both 

of these drugs stimulate dopamine and norepinephrine activ-

ity. A man taking large amounts of cocaine may feel sexually 

aroused due to the stimulating effects of dopamine activity, 

but he may experience erectile and orgasmic problems due 

to the stimulating affects of norepinephrine activity. 

  Medications for both physical and psychological disor-

ders can also interfere with sexual functioning. For example, 

medications that have vasoconstrictive effects, which are used 

for treating hypertension, reduce the amount of blood supply 

to the genitals, causing a man taking these medications to ex-

perience erectile diffi culties. With some medications, the con-

nection between the drug’s effects and sexual dysfunction is 

not as obvious. For example, tricyclic antidepressants, which 

can interfere with sexual functioning, depress the activity of 

the parasympathetic nervous system, which is involved in sex-

ual arousal. Unfortunately, many physicians fail to consider 

such side effects or to warn their patients about them. They 

face the dilemma of wanting to prescribe a medication that 
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 Mini Case 

 VAGINISMUS 

 Shirley is a 31-year-old single woman who has attempted to 
have sex with many different men over the past 10 years. De-
spite her ability to achieve orgasm through masturbation, she 
has found herself unable to tolerate penetration during inter-
course. In her own mind, she feels a sense of readiness, but 
her vaginal muscles inevitably tighten up and her partner is un-
able to penetrate. It is clear to Shirley that this problem has its 
roots in a traumatic childhood experience; she was sexually 
abused by an older cousin. Although she recognizes that she 
should seek professional help, Shirley is too embarrassed and 
has convinced herself that the problem will go away if she can 
fi nd the right man who will understand her problems.  

 Diagnostic Features  

■        Women with this condition experience recurrent or persis-
tent involuntary spasm of the musculature of the outer third 
of the vagina, which interferes with sexual intercourse.  

■        The disturbance causes signifi cant distress or interpersonal 
diffi culty.  

■        The disturbance is not better accounted for by another dis-
order, or medical condition.  

■        The disturbance may be lifelong or acquired; generalized 
or situational; and due to psychological factors or a combi-
nation of psychological and physical factors.   

Q:   What life experience would a psychotherapist consider 
when treating Shirley’s vaginismus?  



236 Chapter 7 Sexual Disorders

is effective for the patient’s medical problem, while risking 

the diffi culties that this medication may create for the pa-

tient’s sex life. In some cases, the side effect of  a psycho-

tropic medication can have benefi cial therapeutic effects. 

Antidepressants such as serotonin reuptake inhibitors cause 

ejaculatory delay (MacQueen, Born, & Steiner, 2001). 

Although this may be a distressing side effect for most men, 

a man with premature ejaculation would perceive this as 

benefi cial, and it is one effective treatment option (Lee, Song, 

Kim, & Choi, 1996). 

  Important changes have taken place in the scientifi c 

understanding of  male erectile dysfunction in the past sev-

eral decades. In 1970, Masters and Johnson claimed that 

virtually all men (95 percent) with erectile dysfunction (ED) 

had psychological problems such as anxiety and job stress, 

boredom with long-term sexual partners, and other relation-

ship diffi culties. Since that time, researchers have arrived at 

very different conclusions as a result of  new and more 

sophisticated assessment devices sensitive to the presence of 

physiological abnormalities. More than half  the cases of 

erectile dysfunction are now viewed by health care profes-

sionals as attributable to physical problems of  a vascular, 

neurological, or hormonal nature, or to impaired function-

ing caused by drugs, alcohol, and smoking. 

  The distinction between physical and psychological 

causes of erectile dysfunction is more than just of academic 

interest; it helps determine the appropriate treatment. For 

example, if  a man’s erectile problems are due to psycholog-

ical factors, individual or couple therapy is recommended. 

When the cause of erectile dysfunction is found to be phys-

ical, one of several somatic interventions may be used. The 

most invasive treatment is the surgical implantation of  a 

penile prosthesis, such as a rod or an infl atable device. The 

infl atable device has the advantage of being adjustable, and 

it has a higher postsurgical success rate than the rod. Even 

with the widespread prescription of sildenafi l citrate (Viagra), 

penile implant procedures continue to be conducted, pri-

marily because of  the perceived benefi t of  this intervention 

in an aging population—although this approach would only 

be considered when other treatment options have failed. 

Another somatic treatment is an arterial bypass operation, 

which is intended to correct problems due to vascular dis-

ease or blockage of  the arteries leading to the penis. Alter-

natively, an injection of  medication into the penis may be 

used to induce an erection. Specially designed vacuum de-

vices are also occasionally recommended, especially for 

men whose problems are the result of vascular insuffi ciency 

(Wylie, 2004). 

  Viagra and similar phosphodiesterase type-5 inhibitors 

have revolutionized the approach to this disorder, as they has 

a high effectiveness rate and are relatively noninvasive. The 

introduction of  Viagra in 1998 brought to the spotlight a 

secret that millions of  men had been harboring. In fact, in 

a very clever effort to publicize the prevalence of  erectile 

dysfunction, the Pfi zer  pharmaceutical company hired as 

its spokesperson an internationally known politician, Bob 

Dole, following his unsuccessful bid for the presidency in 

1996. In television commercials Dole introduced Americans 

to the term  ED  and spoke about the fact that he, like so many 

other men, had a problem that could successfully be treated 

by this remarkable new medication. 

  Even before Viagra was introduced, pharmaceutical 

company Pfi zer was preparing for a fi nancial windfall that 

would result from the international marketing of this new 

wonder drug. Even with the unusually high cost, this medi-

cation has been prescribed to millions of men worldwide. 

Several other comparable products have been introduced, 

including vardenafi l (Levitra) and tadalafi l (Cialis). 

  What makes such medications appealing is the fact that 

they are so much less invasive than previous treatments for 

erectile dysfunction, such as surgery and implants, and so 

much less awkward than vacuum pumps or penile injections. 

These medications work when accompanied by the experi-

ence of sexual excitement, unlike other treatments in which 

an erection is achieved artifi cially and independent of what 

is going on sexually with the man or his partner. 

  In addition to being easy to use, medications for erectile 

dysfunction seem to be relatively safe, although initial cau-

tions have been issued to men taking cardiac medications, 

such as nitroglycerine, since the combination of  cardiac 

medications and those for erectile dysfunction can be fatal. 

Some minor side effects have been reported, such as impaired 

vision and headaches, but these are not troubling enough to 

scare most men away from the use of Viagra. Effectiveness 

rates have been remarkable, with the overwhelming majority 

of men reporting success (Boyce & Umland, 2001;  Fagelman, 

Fagelman, & Shabsigh, 2001; Lewis et al., 2001; Muller et al., 

2001). Even men whose erectile disorder is due to  medical 

problems, such as diabetes, spinal cord injury, or surgery, have 

found that Viagra has helped them achieve an erection. Men 

who have concluded that their erectile diffi culty is psycho-

logically caused have also reported that, despite the feeling 

of  emotional confl ict, erectile diffi culty subsides with the 

ingestion of this small pill. 

  With all this good news about the effectiveness of this 

medication, is there a downside? Some clinicians wonder 

whether this miracle pill is making it too easy for men to 

gloss over more deeply rooted emotional issues that are 

refl ected in erectile diffi culty. For example, a man’s diffi culty 

in achieving an erection may be a way in which his body is 

signaling hostility, resentment, or even fear that he feels 

toward his partner. Might it not be more benefi cial for him 

to understand the reasons for his problem, rather than to 

ignore the warning signal within his body? 

  Over the next decades, researchers and health care pro-

fessionals will continue to monitor the impact of these med-

ications, with particular attention to the infl uence of such 

treatments on intimate partnerships. While attending to the 

benefi cial medical effects, it will be important that emotional 

and relationship issues also be addressed. Increased attention 

will also be given to the development and study of pharma-

cological interventions for women. 



  The other sexual dysfunctions do not have such clear-cut 

means of resolution. The clinician looks for possible physical 

causes and treatment routes and, in some cases, is able to 

recommend an effective medical intervention. For example, 

in cases involving side effects from medications, the physi-

cian may attempt to fi nd substitutes that do not complicate 

sexual functioning. If  a person has a physical disorder, treat-

ing this disorder would optimally resolve the sexual dysfunc-

tion. However, some medical problems are not easily treated. 

For example, a neurological impairment that results in sex-

ual dysfunction may be incurable; consequently, the sexual 

problems will remain. In these instances, therapists may rec-

ommend other psychological interventions that help the in-

dividual develop alternative forms of sexual expression. 

  Increasing attention is being given to the treatment of 

sexual dysfunction in women. In the pharmacological realm, 

studies are being conducted with the aim of developing med-

ications for women that are as effective as Viagra-like medica-

tions have been for men with erectile dysfunction. For some 

women, treatment with hormones is benefi cial in increasing 

sexual desire and responsiveness, but no intervention has yet 

been developed that has had an impact as great as Viagra 

for male erectile dysfunction. In the nonpharmacological 

sphere, some technological devices have been introduced 

such as the Eros Clitoral Therapy Device, which is prescribed 

by physicians to women seeking help for sexual arousal dis-

order. The device, which is placed over the clitoris immedi-

ately before sex, consists of a small, soft plastic vacuum cup 

and a palm-sized battery-operated vacuum pump. When 

activated, the pump draws blood into the clitoris and causes 

engorgement and the feeling of sexual arousal.   

 Psychological Perspective   The biological perspective clearly 

provides insight into the causes of  sexual dysfunction. How-

ever, psychosocial factors also contribute to these complex 

conditions. In women, sexual dysfunction may be related 

to a history of  sexual abuse, overall well-being, and educa-

tion level as well as potential biological contributors such 

as physical health and any history of  sexually transmitted 

diseases (Goldstein, 2000). In men, psychological distress, 

troubled relationships, and specifi c psychosocial defi cits in 

sexual situations play important roles in addition to  physical 

factors such as illness, injury, and side effects of  medication 

(Metz & Pryor, 2000). For both sexes, depression is associ-

ated with a reduction in sexual desire and performance; un-

fortunately, many antidepressants further diminish  sexual 

drive (Ferguson, 2001). Physical and psychosocial changes 

in middle and later life also appear to be important for 

both women and men, as indicated by the higher rates of 

sexual dysfunction past midlife. Although most individuals 

continue to be interested in and enjoy sexual relationships 

as they age, older persons tend to be less sexually active—

partly due to physical changes, but also due to social fac-

tors (such as fewer available partners) and cultural factors 

(such as the belief  that older people aren’t interested in sex) 

(Bartlik & Goldstein, 2001). 

  Unfortunately, knowledge about the causes and treat-

ment of  sexual dysfunction in women, particularly older 

women, lags behind understanding of male sexual dysfunc-

tion. Suggestions for treatment of women past menopausal 

age include a combination of hormonal supplements com-

bined, if  necessary, with psychosexual therapy (Bartlik & 

Goldstein, 2000). Treatment of men, particularly in midlife 

and beyond, may involve hormonal treatment and medica-

tions targeted at erectile dysfunction along with psychosex-

ual therapy focused at age-appropriate individual and re-

lationship issues (Bartlik & Goldstein, 2001). 

  Presently, the methods for treating sexual dysfunctions 

rely on conceptual models that incorporate physical, educa-

tive, attitudinal, intrapsychic, and interpersonal factors (Kring, 

2000; Metz & Pryor, 2000; Segraves & Althof, 1998). Most 

therapists treating clients with sexual dysfunctions rely at 

least in part on the methods originally developed by Masters 

and Johnson (1970), which have been refi ned over the past 

few decades. These methods typically focus on the couple’s 

sexual behavior patterns and less on personality and rela-

tionship issues. Masters and Johnson conceptualized that 

much of the diffi culty involved in sexual dysfunctions is due 

to spectatoring; hence, their treatment methods are attempts 

to reduce anxiety over sexual performance. For example, a 

man who is worried about losing his erection during inter-

course may become so obsessed with his performance that 

he loses touch with the sexual experience itself. This objec-

tifi cation of the experience begins to interfere with his sexual 

arousal; consequently, he actually does lose his erection. His 

worst fears are then confi rmed, and he approaches his next 

sexual encounter with increased anxiety (Barlow, 1986, 1988; 

Heimberg & Barlow, 1988; Segraves & Althof, 1998). 

  The treatment approach recommended by Masters and 

Johnson has several components. A primary objective is to 

refocus the individual’s attention from anxiety over perfor-

mance to the sensual pleasures of close physical contact with 

his or her partner. Also important is the need for the couple 
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   The experience of sexual dysfunction may contribute to problems in 
a relationship, or it may be a refl ection of other diffi culties between 
the individuals. 
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R E A L  S T O R I E S

 RICHARD BERENDZEN: ENDURING EFFECTS OF SEXUAL ABUSE 

 T
he case of Richard Berendzen, for-
mer president of American Univer-
sity in Washington, DC, highlights 

the fact that sexually disordered behav-
ior can occur in anyone, even a person 
at the height of a successful professional 
career. Berendzen’s inappropriate be-
havior involved his making sexually 
provocative phone calls to strangers, a 
bizarre endeavor that he later came to 
understand as a residual symptom of 
his own traumatic experiences of having 
been sexually abused as a child. 
  As president of American University, 
Berendzen was highly esteemed for his 
devoted efforts to bring the university to 
a new level of prestige and prosperity. 
As his successes accumulated, so also 
did his personal stress. Lacking healthy 
outlets for his stress, Berendzen turned 
to behaviors that would bring an abrupt 
and embarrassing end to his presidency. 
He began to make phone calls to day 
care centers asking about child sexual 
abuse, sometimes implying that he him-
self had engaged in sexual behavior 
with children, and at other times asking 
the people on the other end of the line 
about their sexual behaviors with 
children. Berendzen’s comments and 
questions became increasingly explicit, 
leading one caller to take action that re-
sulted in his being apprehended after the 
authorities traced his calls. 
  The roots of Berendzen’s inappropri-
ate behavior can be traced back to child-
hood experiences in which he himself 
was victimized. He had been a sickly 
young child, suffering with serious asthma 
and rheumatic fever during several years 
when the family lived in the damp climate 
of Oregon. When Berendzen was 7, his 
family moved to the warm, dry climate of 
Texas, where he regained his health and 

thrived socially. Everything seemed fi ne 
until one day when he was 8 years old. 
On this particular Sunday afternoon, he 
ran inside to get a drink of water and 
heard odd, panting noises coming from 
his parents’ room. He heard his mother 
call out, “Come here!” and he obeyed. 
His mother told Richard to undress and to 
join her and her husband in sexual inter-
course. Once it was over, Richard got up, 
dressed, and pretended that it had never 
happened. Unfortunately, this was only 
the fi rst of many instances in which 
 Richard would be sexually abused, 
 although the subsequent experiences 
involved only his mother. 
  As Richard grew into adolescence, 
he tried to put the traumatic memories 
behind him. He was married briefl y to a 
woman named Barbara, and they had 
a child, but the marriage ended when 
 Barbara became frustrated with Richard’s 
unavailability because of his commitment 
to work and study. Although devas-
tated by the loss of his wife and child, 
 Berendzen completed his graduate work 
in astronomy at Harvard and went on to 
become a professor at Boston University. 
He married a woman, Gail, with whom he 

had one child, and went on to a success-
ful academic career, becoming a dean 
and eventually president of American 
University. Little did Berendzen anticipate 
that the ghosts of his traumatic experi-
ences of childhood abuse would come 
back to haunt him during what should 
have been the best years of his life. 
          Berendzen’s words from his autobio-
graphical narrative, Come Here,   capture 
the essence of his compulsive obscene 
phone calls:  

 I called back with increasing fre-
quency and we began to talk at 
length. I did not know that she was 
answering my questions in ways that 
she thought I wanted them answered 
so that I’d call back and my calls could 
be traced. So I described activities in 
my fabricated home, and asked about 
activities in hers. I said our children 
slept with us in the nude, and asked 
if hers did too. I said my wife had sex 
with our son, and asked if she did with 
hers. I asked why she did it. I asked if 
she enjoyed it, if she ever won dered 
how the boy felt, if she cared. I asked 
why she did it. I described how we 

Richard Berendzen



to clearly communicate their sexual wishes to each other. To 

achieve these two goals, Masters and Johnson recommend 

that couples use    sensate focus.    This method of  treatment 

involves the partners taking turns stimulating each other in 

nonsexual but affectionate ways at fi rst, then gradually pro-

gressing over a period of time toward genital stimulation. 

During the sensate focus exercise, individuals are instructed 

to focus on their own sensations, rather than on the partner’s 

needs. During the early stage of  treatment, intercourse is 

specifi cally forbidden, a fact that might seem surprising, 

given that this is a method of sex therapy. But the premise 

is that, when the option of having intercourse is eliminated, 

neither partner feels pressured to perform, thereby reducing 

the potential for failure. Further, the couple can learn to 

stimulate each other in a variety of new ways that they may 

never have tried before and, in the process, improve their com-

munication about sex. The approaches developed by Masters 

and Johnson continue to be widely used in the treatment of 

sexual dysfunctions. For example, in one treatment program 

for men with hypoactive sexual desire disorder, the interven-

tion focused on developing the individual’s emotional aspects, 

increasing his sexual repertoire, and improving his attitude 

and response to these sexual experiences within the context 

of his relationship with his partner (McCabe, 1992). 

      Originally, Masters and Johnson insisted that couples 

come to their St. Louis clinic for a 2-week treatment pro-

gram in which they would be free from distractions and 

able to concentrate on the development of  more satisfying 

sexual behaviors. Since the 1970s, numerous clinicians have 

modifi ed these techniques so that the couple can practice 

between sessions in the privacy of  their home and over a 

longer period of  time. Some sex therapists take a more 

moderate stand on the issue of  whether intercourse prohi-

bition is absolutely necessary; instead, they recommend 

that a decision regarding this matter be made on the basis 

of  an individualized assessment of  each couple. An impor-

tant aspect of  sex therapy is the assumption that it take 

place with a sexual partner; however, a client with a sexual 

dysfunction may not have a partner or may have a partner 

who is unwilling to participate in the treatment program. 

  Numerous other behavioral methods have evolved from 

the work of Masters and Johnson. For example, for treating 

premature ejaculation, the    squeeze technique    and the    stop-

start procedure    have been recommended. In the squeeze tech-

nique, the partner stimulates the man’s penis during foreplay 

and squeezes it when he indicates that he is approaching 

orgasm. This delays the ejaculatory response and, in turn, 

shows the man that he may have more control over ejacula-

tion than he had previously thought possible. In the stop-

start procedure, which was introduced several decades ago 

(Semans, 1956), either the man or his partner stimulates him 

to sexual excitement, and, as he approaches the point of or-

gasmic inevitability, stimulation is stopped. He regains his 

composure, and stimulation is resumed and stopped repeat-

edly. With recurrent exercising of this procedure, the man 

develops greater control over his ejaculatory response. 

  For women, in addition to sensate focus, behavioral 

techniques have been developed to help treat such dysfunc-

tions as orgasmic disorder and vaginismus. A woman who 

feels frustrated because of  her inability to reach orgasm 

may be instructed to begin a masturbation program (Heiman 

& LoPiccolo, 1988), in which she moves through a series 

of  steps beginning with bodily exploration, progressing 

through masturbatory orgasm, and culminating in sexual 

intercourse while her partner stimulates her genitals manu-

ally or with a vibrator. A woman with vaginismus would 

be instructed to penetrate her vagina with small, prelubri-

cated cylindrical objects (called dilators) while in a relaxed 

state. Gradually, she would use dilators that are larger in 

circumference and that ultimately approximate the size of 

a penis. This approach is based on the theory that, as she 

grows more comfortable with this experience, her muscles 

will become reconditioned to relax rather than to constrict 

during intercourse. 
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pun ished our children and asked how 
she did it in her home. I asked if she 
controlled her children through sex and 
intimidation. And I asked her what her 
husband knew about all this. . . . 
  On a conscious level at least, I 
didn’t think about the abuse I had 
 experienced as a child. Memories of 

that didn’t intrude into my day-to-day 
life, and they didn’t when I called. I 
never connected the calls to what 
had happened in my own childhood. 
I had no idea why I was doing what 
I did. When a call ended I sat in 
 disbelief. My whole body ached, my 
hands shook, my vision blurred. I 

knew everything about the calls was 
profoundly wrong, yet I made them. 
Why? What was happening?  

 Source: From  Come Here  by Richard Berendzen. 
Copyright © 1993 Richard Berendzen. Used by 
permission of Villard Books, a division of Random 
House, Inc. 
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  As you read about these behavioral methods, you may 

wonder whether more is involved than just learning new 

sexual responses. Although some sexual dysfunctions can be 

successfully treated by a specifi c behavioral intervention, most 

sexual problems are multifaceted and require an approach 

that incorporates attention to relational and intrapsychic 

factors. The late Helen Singer Kaplan, a specialist in the 

treatment of  sexual problems, advocated this integrative 

approach (Kaplan, 1979, 1983, 1986, 1998). She recognized 

that, because many sexual problems are the result of intra-

psychic confl icts, successful treatment of the problem neces-

sitates exploring the confl ict and its roots. For example, 

inhibited orgasm could be associated with such intrapsychic 

problems as a strict religious upbringing, strongly suppressed 

hostility, mixed feelings about one’s partner, or unconscious 

confl icts about sex. In recent years, clinicians have also used 

cognitive-behavioral methods in which they challenge the 

beliefs held by the client that undermine sexual desire and 

arousal, such as unrealistic expectations, self-consciousness, 

and the fear that one is innately dysfunctional (Meston & 

Bradford, 2007). 

  Cultural expectations can be translated into sexual dif-

fi culties for both men and women, as men feel they must 

fulfi ll the “masculine” role to perform adequately in the 

sexual relationship and women feel they must fulfi ll the 

“feminine” role of  passivity and dependence. Disparities 

between the individual’s personal preferences and these cul-

tural norms can create confl ict and, thus, inhibit the indi-

vidual’s sexual functioning. The challenge for the therapist 

working with such individuals is to focus treatment both on 

the source of  their confl ict and on the unsatisfactory sexual 

behaviors. Therapists using Kaplan’s approach usually limit 

the exploration of  the confl ict to the extent needed to resolve 

the sexual problem, while recommending certain sexual 

exercises and changes in sexual patterns that are geared 

toward more sexual intimacy. 

  When treating people with sexual dysfunctions, it is 

important to determine whether the sexual problem refl ects 

a relationship gone sour. If  the therapist determines that the 

relationship is really the source of the trouble, then trying 

to treat the sexual problem while ignoring the other diffi cul-

ties between the partners is fruitless. The therapist would 

instead focus initially on improving communication between 

the partners and then move on to a sexual focus only when 

improved communication had been established. 

  As sensible and legitimate as the process of sex therapy 

appears, it does have some problems. For example, imagine 

yourself  sharing every intimate detail about your sexuality 

with a stranger. Most people would fi nd this embarrassing 

enough to prevent them from seeking professional help. 

Thus, when considering the effectiveness of  sex therapy 

methods, you must take into account that the people who 

have been studied are not representative of the population 

at large. The literature is fi lled with astounding claims of 

success in treating people with sexual dysfunctions, but these 

claims should be evaluated with considerable caution. Not 

only are the samples select, but the outcome measures are 

often poorly defi ned and the follow-up intervals too short to 

determine if  the treatment has lasting effect (O’Donohue, 

Dopke, & Swingen, 1997; O’Donohue, Swingen, Dopke, & 

Regev, 1999). 

  Even if  the success rates are not as high as some claim, 

sex therapy techniques have created new treatment oppor-

tunities for many people whose diffi culties would never 

have received attention otherwise. Furthermore, the wide-

spread publicity associated with these techniques has made 

it much easier for people seeking self-help treatments to 

fi nd resources and suggestions for dealing with their prob-

lems on their own.      

 REVIEW QUESTIONS  

    1.  What is the fi rst level of  assessment that a clinician 

should consider in evaluating sexual dysfunctions?  

  2.    What is the main difference between vaginismus and 

dyspareunia?  

  3.  In the treatment known as ___________, partners take 

turns stimulating each other in nonsexual but affection-

ate ways at fi rst, then gradually progress over time to 

genital stimulation.       

 Sexual Disorders: The 
Biopsychosocial Perspective  

 The sexual disorders constitute three discrete sets of diffi cul-

ties involving varying aspects of  sexual functioning and 

behavior. Although there are many unanswered questions con-

cerning their causes, a biopsychosocial perspective is needed 

to understand how these diverse problems are acquired and 

maintained over time. Behavioral and cognitive-behavioral 

treatments of sexual disorders can be applied to the  paraphilias 

and sexual dysfunctions. However, the biological perspective 

plays an important role as well, particularly with the gender 

identity disorders. Further, exploring personal history and 

relationship diffi culties through insight-oriented and couple 

therapy seems to be an important adjunct to both the behav-

ioral and biological approaches to treatment. 

    In the area of sexual dysfunctions, it is important to rec-

ognize that much of the research conducted to date has focused 

on males. As increasing attention is being given to sexual dys-

functions in females, some researchers are questioning the con-

ceptualization of these disorders in terms of the same model 

used to understand male sexual response (Meston & Bradford, 

2007). In the coming years, we can perhaps expect new models 

to emerge that allow researchers and clinicians to gain greater 

insight into the roles of biology and learning in causing and 

treating these fascinating and often troubling conditions.  
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 R E T U R N  T O  T H E  C A S E 

   Shaun’s History  

 In our second intake session, Shaun 

told me some of the details of his life 

history, which enabled me to gain a 

perspective on how an otherwise 

normal man would have acquired 

such a serious disorder. 

  As is so common in the story of 

adults who abuse children, Shaun 

himself had been abused as a child. 

Primarily, Shaun’s father beat him 

frequently because he was so “slow 

to catch on to anything.” It was true 

that Shaun was not an A or even a B 

student in school, mainly because 

he had diffi culty concentrating on 

his work. Shaun’s mother was a quiet 

woman who told Shaun there was 

nothing she could do to intervene 

because his father was so unrea-

sonable. Rather than try to help 

Shaun, his father only came down 

harder on him when his report card 

failed to live up to expectations. With 

a smirk on his face, Shaun pointed 

out the irony that his father was a 

dedicated volunteer in many social 

organizations yet was so cruel to 

Shaun. 

  His father’s cruelty toward Shaun 

was compounded by the very differ-

ent approach he took with Shaun’s 

two brothers. It seemed to Shaun 

that the other two were spared 

their father’s abuse by virtue of 

Shaun’s “taking the rap” for them. If 

anything, they were inordinately 

treated to favorable attention. Later 

in life, the other two sons were to 

become partners in the father’s fur-

niture store, while Shaun was left to 

his own resources to make his way 

in the world. 

  Starting from the time Shaun was 

in high school, his main ambition in 

life, apart from fi nding a good job af-

ter graduation, was to help young 

boys in trouble and set them on the 

“right path.” Unfortunately, before he 

knew what was happening, Shaun 

found himself drawn to sexual inti-

macy with young boys. Struggling 

with these impulses and fantasies 

during late adolescence, Shaun had 

naively hoped that, if he got married, 

his sexual preoccupation with young 

boys would disappear.    

 Assessment  

 Dr. Draper preferred to have the re-

sults of a comprehensive psycho-

logical assessment before planning 

a treatment, because pedophilia 

takes various forms and emerges for 

many different reasons. An under-

standing of the role of pedophilia 

in the conscious and unconscious 

realms of an individual’s personality 

can facilitate a more effective treat-

ment. A standard battery of psy-

chological tests was supplemented 

by several specialized assessment 

techniques. Shaun was adminis-

tered the WAIS-IV, the MMPI-2, the 

Rorschach, and the TAT. In addition, 

Shaun was given specialized sexual 

assessment inventories pertaining 

to functioning and preferences. 

  Shaun’s IQ fell in the average 

range, with his performance IQ much 

higher than his verbal IQ. His pattern 

of subscale scores suggested an in-

ability to temper impulses with more 

cautious refl ection. Shaun seemed 

to be oblivious to socially acceptable 

behaviors and prone to acting on his 

own desires rather than taking the 

needs of others into consideration. 

On the MMPI-2, Shaun responded in 

the direction of appearing guarded 

and suspicious, possibly because 

of concern over how the scores 

would be used in court proceedings. 

The responses he produced to the 

 Rorschach indicated impulsivity and 

a restricted ability to fantasize. Both 

of these tendencies could lead to his 

acting on his immediate needs with-

out considering the consequences 

of his actions. His TAT stories con-

tained themes of victimization, but 

there was also denial of interper-

sonal problems. Most of the TAT sto-

ries had unrealistic, “happily ever 

after” endings, suggesting a naive 

and unfounded optimism. 

  The sexual assessment invento-

ries confi rmed Shaun’s preference 

for sex with young boys, almost to 

the exclusion of any other sexual 

acts. Shaun tolerated sexual inter-

course with his wife to maintain har-

mony, but he lacked any real interest 

or desire for intimacy with her. Shaun 

was not interested in sexual intimacy 

with adult males and, in fact, found 

the notion of such activities to be re-

pulsive.    

 Diagnosis  

 It was clear to me that Shaun met 

the diagnostic criteria for pedophilia 

in that he has had recurrent, intense 

sexual urges and fantasies involving 

sexual activity with children which 

he has acted on.   

   Axis I: Pedophilia, same sex, 

exclusive type, 

 severe   

   Axis II: Deferred   

   Axis III: No medical diagnosis   

   Axis IV: Problems related to 

 interactions with the 

legal system 

(charged with child 

molestation)   

   Axis V: Global Assessment of 

Functioning (past 

year): 48 serious 

symptoms as well 

as serious impair-

ment in social func-

tioning due to the 

disorder      

 Case Formulation  

 What would prompt a man who 

holds his own daughters so close 

to his heart to exploit children in 

order to satisfy his own cravings? 

Questions such as this are deeply 

perplexing. There are no clear an-

swers, but, as I reviewed some of 

the facts about Shaun’s life experi-

ences, I began to develop a rudi-

mentary understanding of why he 

might have developed along this 

path of deviance. 

  As a youngster, Shaun was sub-

jected to very harsh treatment by his 

father and a not-so-benign neglect 

by his mother. Shaun could not live 

up to his father’s unrealistic expec-

tations of him and, consequently, 

was labeled a “failure.” This label 

remained with him and eventually 

resulted in Shaun being left out of 

the favorable situation his younger 

brothers were to enjoy in the father’s 

business. Although he managed to 

achieve a degree of material  success 

(continued)
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and respect in the community, Shaun 

still longed for his father’s approval 

and felt outraged at having been 

made to feel so worthless. He sup-

pressed these powerful feelings 

through the very immature and frag-

ile defense of denial. Shaun’s poor 

ability to hold his impulses in check 

led him to act on the sexual desires 

he felt toward the boys he was os-

tensibly aiming to help. At the same 

time, Shaun’s childlike view of him-

self caused him to identify with these 

boys, so that he did not see them 

as any different from himself. One 

 remaining piece in the puzzle of 

Shaun’s disorder concerned the pos-

sibility that he was sexually abused 

as a child. People with Shaun’s dis-

order often have a background of 

sexual abuse.    

 Treatment Plan  

 In evaluating the context in which 

Shaun’s treatment should take place, 

Dr. Draper and I concluded that out-

patient care made sense. In some 

cases of pedophilia, inpatient care 

is warranted if there is concern that 

the individual may continue victim-

izing children. Shaun’s mode of ex-

ploitation was limited to specifi c 

situations, which he would obvi-

ously have to avoid from that point 

forward. Dr. Draper agreed to accept 

Shaun into her treatment program, 

which consisted of intensive indi-

vidual and group psychotherapy. 

Augmenting Shaun’s psychotherapy 

would be his participation in an aver-

sion therapy program aimed toward 

reducing and eventually eliminating 

his sexual responsiveness to children.    

 Outcome of the Case  

 Shaun responded to the aversion 

therapy offered by the sex offenders 

program, with minimal sexual arousal 

to stimuli involving young boys by 

the end of the 10-week treatment 

program. In his individual and group 

psychotherapy sessions, the story 

was much more complicated. Ini-

tially, Shaun was eager to impress 

Dr. Draper and the other members of 

the therapy group by showing what 

a “good patient” he was. However, 

Shaun revealed very little about 

himself, talking mostly in vague, su-

perfi cial, and clichéd terms. This de-

fensive style did not last very long, 

however, as the other men in the pe-

dophile treatment group were harsh 

and direct in confronting Shaun. 

Once Shaun came to accept the re-

ality of his behavior, he opened up 

remarkably in both group therapy 

and individual therapy. The real turn-

ing point came when Shaun publicly 

shared the fact that, at the age of 

12, he had been sexually abused by 

a neighbor, a “good friend” of his 

 father. Shaun felt afraid and guilty 

and had never told anyone. By talk-

ing about this incident with Dr. 

Draper and the other group mem-

bers, Shaun was able to gain some 

insight into the fact that his own be-

havior with young boys was a repeti-

tion of the pattern that had been 

enacted with him in his childhood. 

  Shaun’s legal diffi culties were not 

as great as they might have been. 

In judicial proceedings on the mat-

ter, a compromise was reached in 

which Shaun was given a 6-month 

prison sentence and was placed on 

5 years probation and required to 

participate in a sex offenders treat-

ment program. Of course, he was or-

dered to refrain from participating 

in any situations with young children 

in which private interactions might 

take place. 

  Shaun continued in therapy for a 

2-year period, but, immediately after 

terminating with Dr. Draper, Shaun 

moved his family to another part of 

the state to “start a new life.” He 

felt that the rumors about his child 

molestation would always haunt him 

and his family, and relocation was 

the only hope Shaun had of putting 

those rumors behind him. 

    Sarah     Tobin  ,   PhD             

 R E T U R N  T O  T H E  C A S E 

(continued)

 SUMMARY  

■       Sexual behavior is considered a psychological disorder if  

(1) it causes harm to others or (2) it causes an individual 

to experience persistent or recurrent distress, or impair-

ment in important areas of  functioning. Paraphilias are 

disorders, lasting at least 6 months, in which an individual 

has recurrent, intense sexually arousing fantasies, sexual 

urges, or behaviors involving (1) nonhuman objects, (2) chil-

dren or other nonconsenting persons, or (3) the suffering or 

humiliation of self  or partner. Pedophilia is a disorder in 

which an adult (16 years or over) has uncontrollable sexual 

urges toward sexually immature children. In exhibitionism, 

a person has intense sexual urges and arousing fantasies 

involving genital exposure to strangers. People with the 

paraphilia of  fetishism are preoccupied with an object, and 

they become dependent on this object for achieving sexual 

gratifi cation, actually preferring it over sexual intimacy 

with a partner. A frotteur has recurrent, intense sexual ur-

ges and sexually arousing fantasies of  rubbing against or 

fondling another person. Sexual masochism is a disorder 

marked by an attraction to achieving sexual gratifi cation 

by having painful stimulation applied to one’s own body, 

either alone or with a partner. Sexual sadism is the converse 

242



 KEY TERMS 

  Gender role 224    

  Hebephilia 213    

  Hypoactive sexual desire 

disorder 231    

  Lovemap 223    

  Male erectile disorder 232    

  Male orgasmic disorder 233    

  Masochism 219    

  Orgasmic reconditioning 218    

  Paraphilias 212    

  Partialism 218    

  Pedophilia 213    

  Premature ejaculation 234    

  Sadomasochist 220    

  See Glossary for defi nitions   

  Assigned (biological) sex 224    

  Covert conditioning 217    

  Dyspareunia 234    

  Ephebophilia 213    

  Exhibitionism 217    

  Female orgasmic disorder 232    

  Female sexual arousal 

disorder 232    

  Fetish 218    

  Fetishism 218    

  Frotteur 219    

  Frotteurism 219    

  Gender identity 224    

  Gender identity disorder 224    

  Sensate focus 239    

  Sexual aversion disorder 231    

  Sexual dysfunction 228    

  Sexual masochism 220    

  Sexual orientation 224    

  Sexual sadism 220    

  Spectatoring 231    

  Squeeze technique 239    

  Stop-start procedure 239    

  Transsexualism 224    

  Transvestic fetishism 221    

  Vaginismus 234    

  Voyeur 223    

  Voyeurism 223       

of  sexual masochism, in that it involves deriving sexual 

gratifi cation from activities that harm, or from urges to 

harm, another person. Transvestic fetishism is a disorder in 

which a man has an uncontrollable urge to wear a woman’s 

clothes (called cross-dressing) as his primary means of 

achieving sexual gratifi cation. Voyeurism is a sexual disor-

der in which the individual has a compulsion to derive 

sexual gratifi cation from observing the nudity or sexual 

activity of  others who are unaware of  being watched. Most 

paraphilias emerge during adolescence, although there is 

usually a connection with events or relationships in early 

childhood. Once established, they tend to be chronic. Al-

though biological factors play a role in some paraphilias, 

psychological factors seem to be central; in most cases, one 

or more learning events have taken place in childhood 

involving a conditioned response that results in a para-

philia. Treatment depends on the nature of  the paraphilia 

and may include a biological component (such as medica-

tion), a psychological component (such as psychotherapy), 

and a sociocultural component (such as group or family 

therapy).  

■       A gender identity disorder is a condition involving a dis-

crepancy between an individual’s assigned sex and his or 

her gender identity, in which the person experiences a 

strong and persistent cross-gender identifi cation that 

causes feelings of discomfort and a sense of inappropriate-

ness about his or her assigned sex. Various theories have 

been proposed to explain the development of  gender ident-

ity disorder. One biological explanation focuses on how hor-

mones affect fetal development. Psychological theories focus 

on factors such as the role of a parent’s preference for a 

child of the other gender, the impact of early attachment 

experiences, and parents’ unintentional reinforcement of 

cross-gender behavior. Sociocultural theories consider vari-

ous ways in which American society idealizes men and 

women according to certain stereotypical variables. Various 

factors infl uence the choice of intervention, with the most 

extreme method involving sex reassignment surgery.  

■       Sexual dysfunctions involve conditions in which there is 

abnormality in an individual’s sexual responsiveness and 

reactions. The individual with hypoactive sexual desire dis-

order has an abnormally low level of interest in sexual activ-

ity. Sexual aversion disorder is characterized by an active 

dislike and avoidance of  genital contact with a sexual 

partner, which causes personal distress or interpersonal 

problems. A woman with female sexual arousal disorder 

experiences a persistent or recurrent inability to attain or 

maintain the normal lubrication-swelling response of sexual 

excitement during sexual activity. Male erectile disorder 

involves the recurrent partial or complete failure to attain or 

maintain an erection during sexual activity, causing the man 

to feel distressed or to encounter interpersonal problems in 

his intimate relationship. An inability to achieve orgasm, or 

a distressing delay in achievement of  orgasm, constitutes 

female orgasmic disorder. Male orgasmic disorder, also 

known as inhibited male orgasm, involves a specifi c diffi culty 

in the orgasm stage. The man with premature ejaculation 

reaches orgasm in a sexual encounter long before he wishes 

to, perhaps even prior to penetration; therefore, he feels 

little or no sexual satisfaction. Sexual pain disorders, which 

involve the experience of pain associated with intercourse, 

are diagnosed as either dyspareunia or vaginismus. Dyspa-

reunia, which affects both males and females, involves recur-

rent or persistent genital pain before, during, or after sexual 

intercourse. Vaginismus, which affects only females, involves 

recurrent or persistent involuntary spasms of the outer mus-

cles of  the vagina. Sexual dysfunctions can be caused by 

physical or psychological problems, or an interaction of 

both. The treatment of sexual dysfunctions includes a range 

of physiological interventions, such as medication, as well as 

psychological interventions that include behavioral, cognitive-

behavioral, and couple therapy techniques.     
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 ANSWERS TO REVIEW QUESTIONS   

 Paraphilias (p. 224)  

1.    Psychological dependence on the target of  desire that 

causes the individual to be unable to feel sexual gratifi ca-

tion unless this target is present in some form  

2.    Ephebophilia  

3.    They are often reluctant to give up the pleasurable behav-

ior or are too ashamed to seek treatment.     

 Gender Identity Disorders (p. 228)  

1.    Gender identity refers to an individual’s self-perception 

as a male or female, whereas gender role refers to a per-

son’s attitudes and behavior that are indicative of male-

ness or femaleness in one’s society.  

2.    Overall, individuals who have gone through sex reassign-

ment surgery show evidence of  psychological improve-

ment following the surgery.  

3.    Transsexual     

 Sexual Dysfunctions (p. 240)  

1.    A comprehensive assessment of physical factors  

2.    In vaginismus, the musculature of the outer third of the 

vagina develops an involuntary spasm that interferes with 

intercourse, and in dyspareunia, the individual experi-

ences pain during intercourse.  

3.    Sensate focus       

 ANSWERS TO MINI CASE QUESTIONS   

 Pedophilia (p. 215) 

A:   Kirk is a pedophile because he is attracted to children 

(rather than adolescents), and familial, because his attrac-

tion is to a relative.   

 Exhibitionism (p. 218) 

A:   Presumably, Ernie had experiences during his development 

in which he was sexually aroused while displaying himself; 

over time, repetition of this behavior was reinforced.   

 Fetishism (p. 219) 

A:   Tom is dependent on boots or shoes to become sexually 

aroused, and this behavior causes impairment in that he 

engages in illegal activity.   

 Frotteurism (p. 219) 

A:   Unlearning of the maladaptive behavior through extinc-

tion and covert conditioning would be used in Bruce’s 

treatment.   

 Sexual Sadism and Sexual Masochism (p. 220) 

A:   Because Ray derives pleasure from being abused, he 

would be considered to have sexual masochism.   

 Transvestic Fetishism (p. 222) 

A:   Generally, these individuals are not cross-dressing to gain 

sexual satisfaction, as are transvestic fetishists.   

 Voyeurism (p. 223) 

A:   Voyeurism involves the act of  observing unsuspecting 

people.   

 Gender Identity Disorder (p. 228) 

A:  Even at age 4, Dale felt discomfort about being a male 

and he often engaged in play and wore clothes that were 

stereotypically feminine.   

 Hypoactive Sexual Desire Disorder (p. 231) 

A:   It is not just that Carol is temporarily fatigued, but that 

she has had a long-term lack of sexual desire.   

 Sexual Aversion Disorder (p. 232) 

A:   Rather than just experiencing a lack of interest in sexual 

activity, Howard actively dislikes and avoids sexual con-

tact with a partner. 



  INTERNET RESOURCE 

 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6e . 

There you will fi nd more information, resources, and links to topics of interest.                                                             

Internet Resource 245

 Male Erectile Disorder (p. 233) 
A:   Brian might be treated with a phosphodiesterase type-5 

inhibitor such as sildenafi l (Viagra).   

 Female Orgasmic Disorder (p. 233) 

A:   Margaret has probably become so self-concious about 

her orgasmic diffi culty that the problem is compounded 

by her tendency to engage in spectatoring.   

 Premature Ejaculation (p. 234) 

A:   The squeeze technique or the stop-start procedure would 

be a behavioral method of treatment.   

 Vaginismus (p. 235) 

 A: Shirley’s traumatic experience of sexual abuse as a child 

would be considered a possible etiological factor.    
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  I clearly recall the afternoon I re-

ceived the phone call from a physician 

colleague, Eric Hampden. Frankly, I 

was surprised that Dr. Hampden was 

referring one of his patients to me in 

light of the fact that he had frequently 

reminded me of his lack of confi dence 

in psychotherapy. 

  Eric Hampden explained to me 

that Janice had come to see him 

2 months earlier with various bodily 

complaints, including ongoing ex-

haustion, sleep disturbance, and lack 

of appetite. She had described her 

feelings of sadness and gloom, as 

well as the diffi culties that had 

emerged between her and her hus-

band during the preceding 6 months. 

He was quite optimistic that a pre-

scription of Prozac was all that Janice 

needed, but soon came to realize that 

he was wrong. Following 2 months of 

taking Prozac, Janice felt no better; 

in fact, she felt much worse and that 

very morning had made a suicide at-

tempt. Apparently, wearing only her 

pajamas, Janice had gone into the 

garage after her husband had left 

for work and had turned on the car’s 

ignition with the intention of asphyx-

iating herself. Having forgotten his 

briefcase, Janice’s husband had re-

turned to discover the disturbing 

scene of his wife trying to end her 

life. He called Dr. Hampden immedi-

ately, who in turn called me, admit-

ting that this was a case beyond his 

competence to cure. I instructed him 

to ask Janice’s husband, Jed, to call 

me, so that I could explain the pro-

cess of admitting Janice to a psychi-

atric hospital. 

  When I answered the phone a 

few moments later, it was not the 

voice of Jed Butterfi eld I heard, but 

rather, the faint whisper of a woman 

at the other end of the line. With a 

tremulous tone, Janice slowly spoke 

the words “Can you help me? Can 

you save me from myself?” With calm-

ness and empathy, I assured Janice 

that I would do everything possible to 

help her, as long as she was willing 

to let me do so. I told her my em-

phatic opinion that it would be nec-

essary for her to admit herself to a 

psychiatric hospital. At fi rst, Janice 

said that she was unwilling to go to 

the “nut house” but didn’t stop lis-

tening as I explained my reasoning. I 

told her, in no uncertain terms, that 

she had come dangerously close to 

death, a situation that warranted 

placing her in an environment in 

which she would be safe and cared 

for. Almost magically, Janice said, “I 

see what you mean. Yes, I am ready 

to go.” In that momentary transition, 

the tone of her voice seemed to 

lighten a bit, as if a weighty burden 

had been lifted. I asked her to put 

Jed on the phone, to whom I could 

give instructions about hospital ad-

mission. I explained to both of them 

that I would meet with her later that 

afternoon to complete the intake 

interview. 

  As the day progressed, I felt har-

ried and a bit weary myself. Suici-

dally depressed clients are never 

easy, so I knew that I had to summon 

the stamina prior to my initial meet-

ing with Janice, which would be my 

last appointment of the day. There 

were fi ve women among the dozen 

people sitting in the waiting room, 

but there was no question in my mind 

which one was Janice Butterfi eld. 

With a blank stare on her face and 

her eyes glazed over and cast down 

to the fl oor, Janice sat motionless 

as if in an altered state. Despite 

her ostensible depression, Janice 

was surprisingly well dressed and 

well groomed. Although everything 

seemed fi ne on the outside, it was 

clear from the expression on her 

face that she was suffering inner 

torment. 

  I escorted Janice and Jed to my 

offi ce for the intake interview, where 

they shared with me the “nightmare” 

of the previous 6 months. Although it 

seemed diffi cult for Janice to par-

ticipate actively in the interview, 

gradually she seemed to come to 

life. Janice explained that she felt 

like a “hopeless loser” who had no 

reason to live. She told me that, for 

at least 6 months, she had frequently 

been overcome by uncontrollable 

feelings of sadness. She repeated 

the bodily problems that Dr. Hampden 

had described and added that she 

had felt so weak that she could 

hardly fi nd the energy to walk. When 

I inquired about the Prozac, she said 

that she had been taking the medi-

cation regularly but hated the edgy 

feelings it caused. 

  Both Janice and Jed told me 

how the depression had taken its 

toll on their relationship and home 

life. Jed said that he was fi nding 

himself complaining more and more 

about Janice’s neglect of basic 

household responsibilities, her in-

sensitivity to their 8-year-old daugh-

ter, and her total lack of interest in 

being affectionate or sexually inti-

mate with him. The picture was 

painted of a woman who, for nearly 

6 months, had been spending the 

greater part of every day clothed in 

a bathrobe and slippers and staring 

at the walls. Even though Jed had 

begged Janice to see a mental 

health professional, her only con-

cession was agreeing to see their 

family doctor for her “fatigue.” 

  When I asked Janice how she 

felt about entering the hospital in or-

der to treat her depression, she ad-

mitted, even to her own surprise, 

that it felt “good.” She then smiled 

faintly and asked if she might go to 

her room to get some rest. After 

the day she had been through, the 

choice seemed a wise one, but, as I 

explained to Janice, it was hospital 

policy that she be observed for the 

fi rst 24 hours to ensure her safety. 

As Janice left my offi ce, escorted by 

an aide from the unit, I felt confi dent 

she would begin to feel better in the 

days ahead but, at the same time, 

knew that my work with her would 

be diffi cult. Interactions with de-

pressed people are usually stressful 

for therapists, and the stress intensi-

fi es when the client has been sui-

cidal. Even though my work with 

Janice would be challenging, I was 

hopefuI I might play a role in reliev-

ing her feelings of despair. 

    Sarah     Tobin  ,   PhD     
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   I
 t is common for people to feel happy and energized at 

times and sad and apathetic at other times; almost every-

one experiences periodic mood fl uctuations. Thinking 

about your variations in how you feel can bring insight into 

the nature of mood disorders. 

  The disorders presented in this chapter are far more 

painful and disruptive than the relatively normal day-to-day 

variations in mood. As you will read later in this chapter, 

people with mood disorders that involve elation act in ways 

that are out of character for them, possibly acting wild and 

uncontrolled. In mood disorders that involve serious depres-

sion, as in the case of Janice, individuals experience pain that 

is so intense that they feel immobilized and possibly suicidal.      

 General Characteristics of Mood 
Disorders  

 A mood disorder involves a disturbance in a person’s emo-

tional state, or mood. People can experience this disturbance 

in the form of extreme depression, excessive elation, or a 

combination of these emotional states. The primary charac-

teristic of  depressive disorders is that the individual feels 

overwhelming    dysphoria,    or sadness. In another kind of mood 

disorder, called bipolar disorder, an individual has emotional 

experiences at the opposite pole from depression, feelings of 

elation called    euphoria    .  As you will see later in this chapter, 

there are various subtypes of mood disorder involving dys-

phoria and euphoria. 

        To understand the nature of mood disorders, it is impor-

tant to understand the concept of an    episode    ,  a time-limited 

period during which specifi c, intense symptoms of a disorder 

are evident. In some instances, an episode is quite lengthy, per-

haps 2 years or more. People with mood disorders experience 

episodes of dysphoric or euphoric symptoms, or a mixture 

of both. Episodes differ in a number of important ways that 

clinicians document in their diagnosis (Keller et al., 1995). Fol-

lowing are some of the ways that a mood episode can be 

characterized. 

    First, the clinician documents the severity of the episode 

with a specifi er, such as  mild, moderate,  or  severe.  Second, 

the clinician documents whether it is the fi rst episode or a 

recurrence of symptoms. For recurrent episodes, the clinician 

notes whether or not the client has fully recovered between 

episodes. Third, specifi ers can also refl ect the nature of a 

prominent set of symptoms. For example, some people in 

the midst of a mood episode have bodily movements that 

are strikingly unusual, possibly even bizarre. The adjective 

 catatonic,  which we discussed in Chapter 3, describes odd 

body postures and movements, such as immobility, rigidity, 

or excessive purposeless motor activity. Another specifi er 

pertains to whether the episode is postpartum, which indi-

cates that a woman’s mood disturbance is presumed to be 

related to the delivery of a baby within the preceding month. 

We will discuss other specifi ers used to characterize mood 

episodes in the relevant sections that follow.    

 Depressive Disorders  

 Mental health professionals differentiate between two seri-

ous forms of depression.    Major depressive disorder    involves 

acute, but time-limited, periods of depressive symptoms which 

are called major depressive episodes (see box). People with 

dysthymic disorder    ,  on the other hand, struggle with more 

chronic but less severe depression. The clinician diagnoses 

dysthymic disorder when these moderately depressive symp-

toms have lasted at least 2 years in adults and a year or more 

in children.  

 Major Depressive Disorder 

 Think of a time in your life when something very sad or 

tragic happened to you, and you felt overwhelmed with feel-

ings of unhappiness, loss, or grief. Try to recall what those 

feelings were like and how despondent you were. As painful 

as this experience was, you probably could see the connec-

tion between the tragic event and your feelings, and you 

probably recovered after a period of time. Now imagine that 

these feelings just hit you without any obvious cause, or that 

you were unable to overcome your sense of loss. Then imag-

ine feeling unremitting hopelessness, fatigue, worthlessness, 

and suicidality. This is what it’s like for a person experiencing 

a major depressive episode.  

 Characteristics of a Major Depressive Episode   The emo-

tional symptoms of a    major depressive episode    involve a dys-

phoric mood of an intensity that far outweighs the ordinary 

disappointments and occasional sad emotions of everyday 

life. Such dysphoria may appear as extreme dejection or a dra-

matic loss of interest in previously pleasurable aspects of life. 

In some cases, the depression has its roots in an  experience 

   Tara, who has suffered with major depressive disorder for 
years, fi nds that thoughts of suicide overwhelm her at times. 



of bereavement following the loss of a loved one. Although 

intense depression following the death of a loved one is normal, 

it would be considered a mood disorder if the disabling sadness 

lasts inordinately long (more than 2 months). Many major 

depressive episodes are not precipitated by a particular event, 

however. The fact that this intense sadness can arise without 

a clear precipitant often causes people who experience one 

of these episodes to feel overwhelmed and perplexed. Usually 

the life of an individual in a major depressive episode is 

thrown into chaos because of the impairment experienced at 

work and home. 

  Physical signs of a major depressive episode are called 

somatic, or bodily, symptoms. Lethargic and listless, the 

 person may experience a slowing down of bodily movement, 

called psychomotor retardation. Alternatively, some dep ressed 

people show the opposite symptom, psychomotor agitation; 

their behavior has a frenetic quality. As previously mentioned, 

when these behaviors are bizarre and extreme, they may be 

characterized as catatonic. Eating disturbances are also com-

mon, as the individual deviates from usual appetite patterns, 

either avoiding food or overindulging, usually with sweets or 

carbohydrates. People in a depressive episode also show a sig-

nifi cant change in their sleeping patterns, either sleeping much 

more than usual or experiencing insomnia. In fact, in people 

experiencing a major depressive episode, dramatic changes in 

their EEG sleep patterns refl ect disturbances in sleep conti-

nuity, intermittent wakefulness, and early-morning awakening. 

Disturbances in REM sleep are also commonly evident and 

take several forms. For example, there are more eye move-

ments during REM sleep, and there is an increased duration 

of  REM sleep early in the night. Such sleep abnormalities 

commonly precede the onset of  the initial major depressive 

 episode among people who are at high risk for developing 

a mood disorder, such as fi rst-degree relatives of individuals 

who have experienced major depression (American Psychiatric 

Association, 2000). 

  In addition, people in a major depressive episode have 

cognitive symptoms that include an intensely negative self-

view refl ected by low self-esteem and feelings that they deserve 

to be punished. They may become tyrannized by guilt as they 

dwell unrelentingly on past mistakes. Unable to think clearly 

or to concentrate, they may fi nd themselves indecisive about 

even the most insignifi cant matters. Activities that may have 

sparked their interest only weeks ago now lack any appeal. 

Feelings of hopelessness and negativity lead many people to 

become consumed by thoughts of death and to possibly look 

for escape by thinking about or actually committing suicide. 

We will look specifi cally at suicide later in this chapter. 

  The symptoms of  a major depressive episode usually 

arise gradually over the course of  several days or weeks. 

Some people report that, prior to the full-blown symptoms 

of depression, they were noticeably anxious and mildly de-

pressed, sometimes for months. Once the active episode of 

major depression begins, they may experience symptoms for 

2 weeks to a period of months. If  untreated, most major 

depressive episodes seem to run their course some time after 

6 months, and most people return to normal functioning. 

However, for approximately one-fourth of  these severely 

depressed people, some symptoms continue for months or 

even years.  

    Types of Depression   In addition to the specifi ers used to 

characterize depressive and manic episodes, there are terms 

used only to describe the nature of depressive episodes. People 

whose depressive episodes have    melancholic features    lose inter-

est in most activities or fi nd it diffi cult to react to events in 

their lives that would customarily bring pleasure. Morning is 

a particularly diffi cult time of the day for people with this type 

of depression. They may wake up much earlier than usual, 

possibly feeling more gloomy throughout the morning and 

struggling with a number of other symptoms throughout the 

day, such as psychomotor agitation or retardation, signifi cant 

appetite disturbance, and excessive or inappropriate guilt. 

  People whose episodes show a    seasonal pattern    develop 

a depressive episode at about the same time each year, usu-

ally for about 2 months during the fall or winter, but then 

they return to normal functioning. During these episodes, 

they lack energy, and they tend to sleep excessively, overeat, 

and crave carbohydrates. As you will see later, studies of 

people with seasonal depression have led some researchers 

to propose that an alteration in biological rhythms linked to 

seasonal variations in the amount of  daylight causes de-

pression in these individuals. In fact, this variant of major 

depressive disorder is more frequently diagnosed in people 

who live at higher latitudes, such as the more northerly 

states, where there is less sunlight.   

 Diagnostic Features of a 
Major Depressive Episode  

■    For most of the time during a 2-week period, a person 
experiences at least fi ve of the following symptoms, which 
involve a change from previous functioning (at least one 
of the fi rst two symptoms must be present).

◆       Depressed mood  

◆      Diminished interest or pleasure in all or most daily 
 activities.  

◆    Signifi cant unintentional weight loss or appetite 
 decrease or increase  

◆      Insomnia or hypersomnia  

◆      Psychomotor agitation or retardation  

◆      Fatigue or energy loss  

◆      Feelings of worthlessness or inappropriate guilt  

◆      Concentration diffi culty or indecisiveness  

◆      Recurrent thoughts of death or suicidality     

■    The symptoms are not part of a mixed (manic/depressive) 
episode and are not attributable to a medical condition, 
use of a substance, or bereavement.  

■      The symptoms cause signifi cant distress or impairment.   

Depressive Disorders 249
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 Prevalence and Course of the Disorder   Major depres-

sive disorder is a relatively common psychological disorder 

with a lifetime prevalence of  16.6 percent (Kessler et al., 

2005). However, there is evidence that the prevalence of 

major depressive disorder will be changing dramaticall  

over the next few decades. The National Comorbidity Stud  

has shown that increasingly younger age groups, called 

 cohorts,  have higher prevalence rates than their older coun-

terparts (Kessler et al., 2003). As shown in  Figure 8.1  

the cohort of  individuals ages 18–29, more people are likel  

to become depressed and at earlier ages than is the case 

with people ages 30–44. In turn, the current group of  30- to 

44-year-olds develop depression earlier and in larger numbers 

than the people in the two older age groups. In other words, 

depression is surfacing at earlier ages and with greater fre-

quency. These fi ndings are cause for concern, because they 

imply that major depressive disorder will become an increas-

ingly important public health concern in the coming decades. 

  In trying to defi ne the course of major depressive disor-

der, researchers have come to fi nd that depression is a hetero-

geneous disorder with many possible courses. Approximately 

40 percent of  the people who have one episode never have 

another major depressive episode, meaning that approximately 

60 percent will have a second episode. Among those who have 

experienced two episodes, 70 percent will have a third, and 

among those who have had three episodes, 90 percent will 

have a fourth (American Psychiatric Association, 2000).  

 Dysthymic Disorder 

 Not all forms of depression involve the severe symptoms we 

have discussed so far. For some people, depression involves 

sadness that is not as deep or intense as that of a major depres-

sive episode but is nevertheless quite distressing and long-

 lasting. Keep in mind that we are not talking about normal blue 

moods that everyone experiences from time to time but a more 

serious, unrelenting depression. People with dysthymic  disorder 

have, for at least 2 years, some of the same kinds of symptoms 

as those experienced by people with major depressive disorder, 

such as appetite disturbance, sleep disturbance, low energy or 

fatigue, low self-esteem, poor concentration, decision-making 

diffi culty, and feelings of hopelessness. However, they do not 

experience as many symptoms, nor are these symptoms as 

severe. They feel inadequate in most of their endeavors and are 

unable to experience pleasure or interest in the events of life. As 

you can see, dysthymic disorder differs from major depressive 

disorder on the basis of its course, which is chronic. People 

with dysthymic disorder are likely to withdraw from others, 

to spend much of their time brooding or feeling guilty, and 

to act with anger and irritability toward others. During this 

extended depression, these individuals are never symptom-free 

for an interval longer than 2 months. They commonly have 

other serious psychological disorders as well. Approximately 

one-tenth will go on to develop major depressive disorder. A 

sizable number also have a personality disorder, which makes 

accurate diagnosis diffi cult. Others are likely to develop a 

substance-abuse disorder, because they use drugs or alcohol 
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of major depressive disorder by birth cohort   
Source: From Kessler, R. C., P. Berglund, O. Demler, R. Jin, D. Koretz, K. R. Merikangas, 
A. J. Rush, E. E. Walters, and P. S. Wang (2003). “The epidemiology of major 
depressive disorder: Results from the National Comorbidity Survey Replication (NCS-R),” 
Journal of the American Medical Association, 289, 3095–3105. Copyright © 2003 
American Medical Association. Reprinted by permission. 

 Mini Case 

 MAJOR DEPRESSIVE DISORDER 

 Jonathan is a 37-year-old construction worker whose wife took 
him to a psychiatric facility. Although Jonathan has been func-
tioning normally for the past several years, he suddenly became 
severely disturbed and depressed. At the time of admission, 
Jonathan was agitated, dysphoric, and suicidal, even going as 
far as to purchase a gun to kill himself. He had lost his appetite 
and had developed insomnia during the preceding 3 weeks. As 
each day went by, he found himself feeling more and more ex-
hausted, less able to think clearly or to concentrate, and uninter-
ested in anything or anyone. He had become hypersensitive in 
his dealings with neighbors, co-workers, and family, insisting 
that others were being too critical of him. This was the second 
such episode in Jonathan’s history, the fi rst having occurred 
5 years earlier, following the loss of his job due to a massive 
layoff in his business.  

 Diagnostic Features  
■      This diagnosis is assigned to people who have either a sin-

gle major depressive episode (see features on page 249) or 
recurrent episodes with 2 or more months intervening be-
tween episodes.  

■      The major depressive episode is not better explained by 
another disorder.  

■      The individual has never had a manic, mixed, or hypo-
manic episode.   

 Q:  What led the clinician to confi rm that Jonathan had major 
depressive disorder?  



is also diagnosed in children and adolescents. In these cases, 

however, the duration need only be 1 year, and the depres-

sion may be more evident in an intense, chronic irritability 

than in a depressed mood. 

    Approximately 2.5 percent of the adult population will 

develop this disorder in the course of their lives, with a peak 

in the 45- to 59-year-old age group (Kessler et al., 2005). As is 

true for major depressive disorder, the symptoms of  dysthymia 

take on a different form in older adults, who are more likely to 

report disturbances in physical than in psychological functioning 

(Oxman, Barrett, Sengupta, & Williams, 2000). 

      This man’s chronic depression interferes with his ability to concentrate 
and study for an exam.  

excessively in misguided attempts to reduce their chronic 

feelings of depression and hopelessness. Hospitalization is 

uncommon for people with this disorder, except in cases in 

which the depression leads to suicidal behavior. The disorder 

      Roberto, a man with dysthymic disorder, has struggled for 
years with distressing symptoms including sleep disturbance, 
chronic fatigue, diffi culty getting things done, and overeating 
as a way to feel good.  

 Mini Case 

 DYSTHYMIC DISORDER 

 Miriam is a 34-year-old community college instructor who, 
for the past 3 years, has had persistent feelings of depressed 
mood, inferiority, and pessimism. She realizes that, since 
her graduation from college, she has never felt really happy 
and that, in recent years, her thoughts and feelings have 
been characterized as especially depressed. Her appetite 
is low, and she struggles with insomnia. During waking 
hours, she lacks energy and fi nds it very diffi cult to do her 
work. She often fi nds herself staring out the window of her 
offi ce, consumed by thoughts of how inadequate she is. She 
fails to fulfi ll many of her responsibilities and, for the past 
3 years, has received consistently poor teacher evaluations. 
Getting along with her colleagues has become increasingly 
diffi cult; consequently, she spends most of her free time 
alone in her offi ce.  

 Diagnostic Features  

■      For a period lasting at least 2 years, people with this disor-
der experience depressed mood for most of the day, for 
more days than not, as indicated either by their own report 
or by the observation of others.  

■        While depressed, these individuals experience at least two 
of the following: poor appetite or overeating; insomnia or 
hypersomnia; low energy or fatigue; low self-esteem; poor 
concentration or diffi culty making decisions; and feelings of 
hopelessness.  

■        During the 2-year period (1 year for children and adoles-
cents), the individual has never been without these symp-
toms for 2 continuous months.  

■        The individual has not (1) had a major depressive episode 
during the fi rst 2 years of the disturbance, (2) ever had a 
manic, mixed, or hypomanic episode, (3) met the criteria 
for cyclothymic disorder, or (4) experienced the symptoms 
during the course of a chronic psychotic disorder, and 
(5) has not developed the symptoms as the direct result of a 
medical condition or use of a substance.  

■        The symptoms cause signifi cant distress or impairment.   

Q:   How is Miriam’s dysthymic disorder differentiated from 
major depressive disorder?   
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     REVIEW QUESTIONS  

  1.    Depressive episodes with ____________ involve a loss of 

interest in most activities and diffi culty reacting to events 

that would customarily bring pleasure.  

  2.    Why are researchers suggesting that the prevalence of 

major depressive disorder will increase in the coming 

decades?  

  3.    What is the minimum duration of symptoms for the di-

agnosis of dysthymic disorder in adults versus children 

and adolescents?       

 Disorders Involving Alternations 
in Mood  

 There are two forms of  mood disorder in which alterna-

tions in mood are the primary characteristic: bipolar dis-

order and cyclothymic disorder.    Bipolar disorder    involves an 

intense and very disruptive experience of  extreme elation, 

or euphoria, possibly alternating with major depressive 

 episodes. A full-blown expression of  extreme symptoms in-

volving abnormally heightened levels of thinking, behavior, 

and emotionality that cause impairment in social or occupa-

tional functioning is called a    manic episode    .  In some instances, 

the individual experiences psychotic symptoms, such as delu-

sions and hallucinations. An individual may also experience 

a    mixed episode    ,  characterized by a period lasting at least a 

week, in which the symptoms of both a manic episode and 

a major depressive episode occur together in rapidly alternat-

ing fashion.    Cyclothymic disorder    involves alternations be-

tween dysphoria and briefer, less intense, and less disruptive 

states of euphoria called    hypomanic episodes    .   

 Bipolar Disorder 

 Think of a time when you felt unusually energetic and happy. 

You may have felt on top of the world, with excitement and 

intense energy rushing through your body. During such a 

time, you may have slept and eaten less than usual, and you 

may have felt hyped to accomplish a remarkable task. You 

may have maintained this heightened energy level for several 

days but then suddenly crashed, perhaps becoming exhausted 

or even a bit depressed. Experiences such as these, but in a 

much more extreme form, constitute the basis for manic epi-

sodes, the crucial component of bipolar disorder.  

 Characteristics of a Manic Episode   People who have manic 

episodes, even if they have never had a depressive episode, are 

diagnosed as having  bipolar disorder,  a term that has replaced 

 manic depression  in the diagnostic system. From what you may 

know about the more commonly used term,  manic depression,  

you might expect that a bipolar disturbance would involve 

mood swings. The term  bipolar  does imply two poles, mania 

and depression; however, not all people with bipolar disorder 

show signs of depression. The assumption underlying the di-

agnostic term is that, at some point, people with this disorder 

will become depressed.  

   A person in the midst of  a manic episode may seem 

outgoing, alert, talkative, creative, witty, and self-confi dent. 

However, the experience of people in a manic episode is far 

more complicated. Their feelings of expansiveness and energy 

can cause serious dysfunction. Their self-esteem may be grossly 

infl ated, and their thinking may be grandiose and even have 

a psychotic quality. For example, a manic man told his 

friends that he had just realized he possessed divine attri-

butes and that soon he would be able to perform healing 

miracles. A manic woman asserted that the newspapers con-

tained clues that suggested she would soon be called on by 

the White House to assume the vice presidency. 

  Most people in a manic episode do not have such bizarre 

thoughts, but they may have unusual ideas and bouts of 

uncharacteristic creativity. Their thoughts may race, and they 

may jump from idea to idea or activity to activity, easily dis-

tracted and craving stimulation. They may be more talkative 

and louder than usual, speaking with such rapidity that oth-

ers fi nd it diffi cult to keep up with them or to interrupt. They 

may make jokes, puns, and sexual comments, perhaps becom-

ing theatrical and melodramatic, or hostile and aggressive. 

Strangers may view these individuals as being extraordinarily 

outgoing, friendly, and imaginative. Those who know them, 

however, recognize that something is seriously wrong and 

that their behavior and thinking are out of control. 

  People in a manic episode are unusually energetic, pos-

sibly getting by with only a few hours of rest each night. 

 Diagnostic Features of a Manic Episode  

■    A period of abnormally and persistently elevated, expan-
sive, or irritable mood lasting at least 1 week  

■      During this period, three or more of the following symp-
toms have persisted (four if the mood is only irritable):

◆         Infl ated self-esteem or grandiosity  

◆        Decreased need for sleep  

◆        Increased talkativeness  

◆        Flight of ideas or racing thoughts  

◆        Distractibility  

◆        Increase in goal-directed activity or psychomotor 
 agitation  

◆        Excessive involvement in pleasurable activities with po-
tentially painful consequences     

■    The symptoms are not part of a mixed (manic/depressive) 
episode and are not attributable to a medical condition 
or use of a substance.  

■      The symptoms cause signifi cant distress or impairment 
or necessitate hospitalization to prevent harm to self or 
others.   



During this time, they feel driven in tireless pursuit of out-

landish goals. When others ask them how they feel, they 

report feeling “on top of the world.” However, there is also 

a downside to a manic episode: The euphoria may suddenly 

turn into extreme irritability, even aggressiveness and hostil-

ity, especially if  other people thwart their unrealistic and 

grandiose plans. For example, Harry, a relatively unsuccess-

ful dealer in rare coins, suddenly concocted a grand scheme 

to overhaul the U.S. monetary system. When he told his 

family that he was fl ying to Washington to present the plan 

to the president, his family and friends thought he was kid-

ding, and he responded with rage. Manic individuals also 

tend to seek out pleasurable activities, disregarding the pos-

sibility of any negative consequences that may result from 

their sexual indiscretions, unrestrained buying sprees, and 

foolish investments. Manic individuals whose family and 

friends suggest that they obtain professional help often re-

spond with annoyance and anger. 

  In contrast to a major depressive episode, which tends 

to emerge and diminish rather gradually, a manic episode 

 Diagnostic Features of a Hypomanic Episode  

■    A period of persistently elevated, expansive, or irritable 
mood lasting at least 4 days, which clearly differs from 
normal mood and is observable by others  

■       During this period, three or more of the following symp-
toms have persisted (four if the mood is only irritable):

◆           Infl ated self-esteem or grandiosity  

◆        Decreased need for sleep  

◆          Increased talkativeness  

◆          Flight of ideas or racing thoughts  

◆          Distractibility  

◆          Increase in goal-directed activity or psychomotor 
 agitation  

◆          Excessive involvement in pleasurable activities with po-
tentially painful consequences     

■      There are no psychotic features, and the episode is not 
severe enough to cause marked impairment or to neces-
sitate hospitalization.  

■      The symptoms are not attributable to a medical condition 
or the effects of a substance.   

 Mini Case 

 BIPOLAR I DISORDER 

 Isabel is a 38-year-old realtor who, for the past week, has 
shown signs of uncharacteristically outlandish behavior. This 
behavior began with Isabel’s development of an unrealistic 
plan to create her own real estate empire. She went without 
sleep or food for 3 days, spending most of her time at her 
computer developing far-fetched fi nancial plans. Within 3 days 
she put deposits on 7 houses, together valued at more than $3 
million, although she had no fi nancial resources to fi nance 
even one of them. She made several visits to local banks, 
where she was known and respected, and made a scene with 
each loan offi cer who expressed skepticism about her plan. In 
one instance, she angrily pushed over the banker’s desk, 
yanked his phone from the wall, and screamed at the top of 
her lungs that the bank was keeping her from earning a multi-
million-dollar profi t. The police were summoned, and they 
brought her to the psychiatric emergency room, from which 
she was transferred for intensive evaluation and treatment.  

 Diagnostic Features  

■      People with this disorder have experienced at least 1 manic 
episode, with the possibility but not the necessity of a major 
depressive episode. (This contrasts with bipolar II disorder 
in which an individual experiences recurrent major depres-
sive episodes, and a history of at least 1 hypomanic epi-
sode but no manic episodes.)  

■        The condition is not attributable to another disorder.  
■        The symptoms cause signifi cant distress or impairment.   

Q:   Why is Isabel diagnosed as having bipolar I instead of 
bipolar II disorder?  

typically appears and ends suddenly. Often the individual 

develops a range of symptoms in a period of only a few 

days. Manic episodes typically last from a few weeks to a 

few months, depending, in part, on whether or not profes-

sional treatment is obtained.  

    Types of Bipolar Disorder   There are several variations in 

the expression of bipolar disorder, with a primary distinction 

in the  DSM-IV-TR  between bipolar I disorder and bipolar 

II disorder. A diagnosis of     bipolar I disorder    describes a 

clinical course in which the individual experiences one or 

more manic episodes with the possibility, though not the ne-

cessity, of having experienced one or more major depressive 

episodes. In contrast, a diagnosis of    bipolar II disorder    means 

the individual has had one or more major depressive epi-

sodes and at least one hypomanic episode. In other words, 

those with bipolar II disorder have never experienced a full-

blown manic episode but have become suffi ciently energized 

to meet the criteria for a hypomanic episode.   

 Prevalence and Course of the Disorder   Bipolar disorder 

is much less common than major depressive disorder, with a 

lifetime prevalence of 3.9 percent (Kessler et al., 2005).  Bipolar 

disorder is almost equally prevalent in males and females 

(Kessler et al., 1994), yet there is a gender difference in the 

way the disorder fi rst appears. The fi rst episode for men is 

more likely to be manic, but for women it is more likely to be 

a major depressive episode. Bipolar disorder most commonly 

appears in people in their twenties. In adults over age 65, the 

prevalence rate is estimated to be 0.1 percent, although mis-

diagnosis may occur due to the coexistence of medical illness 

(King & Markus, 2000). 
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R E A L  S T O R I E S

  KAY REDFIELD JAMISON: BIPOLAR DISORDER 

  A
 t the beginning of this chapter, 
you read the case of Janice 
 Butterfi eld, a woman whose de-

pression was so severe that she attempted 
suicide. Earlier in the book (Chapter 2), 
you read about Peter Dickinson, whose 
mood swings were so extreme that he 
had to be hospitalized for a condition 
called bipolar disorder. Although there 
are countless stories about people 
whose lives have been disrupted by 
painful bouts with mood disorders, 
the story of an eminent psychologist, 
Dr. Kay Redfi eld Jamison, is particularly 
compelling. Jamison courageously told 
the world about her personal struggle 
with bipolar disorder in her book  An 
Unquiet Mind: A Memoir of Moods and 
Madness.  
  Jamison describes a relatively happy 
childhood. She grew up in a military 
family that moved frequently due to her 
father’s Air Force assignments. At an 
early age, Jamison became fascinated 
by the fi eld of medicine, and she looked 
for opportunities to follow Air Force 
physicians on rounds and occasionally 
assist with minor medical procedures. 
Teenage stresses then got the best of 
Jamison—when she was 15 her family 
moved, necessitating a breakup with 
her boyfriend and a move to a new 
school, where she experienced intense 
competition and social disappointments. 
Around this time, Jamison’s father 
showed dramatic mood shifts; at times 
he struggled to get out of bed because 
of intense depression, and at other 
times he soared into episodes of gaiety. 
By the time Jamison was 16 or 17, it 
became clear that she also was prone 
to extreme moods, swinging from 
heightened energy and enthusiasm to 
intense emotional pain. During her 

 senior year in high school, Jamison ex-
perienced an episode in which she felt 
so wonderful that she thought she could 
accomplish anything she set her mind 
to. She raced around, played sports, 
stayed out all night with friends, and 
fi lled books with plays she had written. 
She describes feeling a sense of “cos-
mic  relatedness,” in which everything 
made sense to her. The episode was 
brief, however, and Jamison became 
tired,  unenthusiastic, and unable to con-
centrate. Episodes like this recurred. At 
times they were so severe that she be-
came emotionally devastated, and at 
one point suicidal. 
      Jamison managed to complete her 
undergraduate degree at UCLA despite 
her mood disturbances. Later she went 
on to study medicine and become a 
psychologist with appointments at presti-
gious medical schools, the fi rst of which 
was UCLA, where she joined the faculty 
at age 27. Only 3 months into this job, 
Jamison experienced psychotic symp-
toms in her fi rst full-blown manic epi-
sode. Ultimately she was diagnosed as 
having bipolar disorder, and she was 
treated with lithium, a medication about 
which she had mixed feelings because 
it prevented her from experiencing the 
soaring highs of mania. Jamison real-
ized, however, that manic episodes can 
also be nightmarish experiences, as 

 refl ected in her emotionally charged 
description: 

 In a rage I pulled the bathroom lamp 
off the wall and felt the violence go 
through me but not yet out of me. “For 
Christ’s sake,” he said, rushing in— 
and then stopping very quietly. Jesus, 
I must be crazy, I can see it in his 
eyes: a dreadful mix of concern, ter-
ror, irritation, resignation, and why 
me, Lord? “Are you hurt?” he asks. 
Turning my head with its fast-scanning 
eyes I see in the mirror blood running 
down my arms, collecting into the 
tight ribbing of my beautiful, erotic 
negligee, only an hour ago used in a 
passion of an altogether different and 
wonderful kind. “I can’t help it. I can’t 
help it,” I chant to myself, but I can’t 
say it; the words won’t come out, 
and the thoughts are going by far too 
fast. I bang my head over and over 
against the bathroom door. God 
make it stop. I can’t stand it, I know 
I’m insane again. He really cares, I 
think, but within ten minutes he too is 
screaming and his eyes have a wild 
look from contagious madness, from 
the lightning adrenaline between the 
two of us. “I can’t leave you like this,” 
but I say a few truly awful things and 
then go for his throat in a more literal 
way, and he does leave me, pro-
voked beyond endurance and unable 
to see the devastation and despera-
tion inside. I can’t convey it and he 
can’t see it; there’s nothing to be 
done. I can’t think, I can’t calm this 
murderous cauldron, my grand ideas 
of an hour ago seem absurd and pa-
thetic, my life is in ruins and—worse 
still—ruinous; my body is uninhabit-
able. It is raging and weeping and 
full of destruction and wild energy 
gone amok.   

 Source: From  An Unquiet Mind  by Kay Redfi eld 
Jamison. Copyright © 1995 by Kay Redfi eld 
Jamison. Used by permission of Alfred A. Knopf, 
Inc., a Division of Random House, Inc.  

   Kay Redfi eld Jamison   



  In recent years the diagnosis of bipolar disorder has been 

increasingly applied to children, some as young as age 3 

(Kowatch et al., 2005). In fact, the term  pediatric bipolar 

disorder  has emerged in the psychiatric literature, although 

there is a lack of consistency about the diagnostic criteria 

and the appropriate methods for assessing this condition. 

Complicating the diagnostic process is the fact that many 

psychologically disturbed children present a range of symp-

toms and co-existing conditions, such as conduct disorder, 

attention-defi cit/hyperactivity disorder, anxiety disorders, or 

depression (Schapiro, 2005). Much more research is needed 

before conclusions can confi dently be drawn about the extent 

to which the mood and behavioral symptoms of distressed 

children meet the criteria for what is recognized as bipolar 

disorder among adults. 

  Following a single manic episode, there is a 90 percent 

probability that the individual will experience subsequent 

episodes. Once individuals have experienced a manic episode, 

they are at greater risk for experiencing another episode, even 

if  they are taking medications to control the disorder; this 

phenomenon is called kindling. Most subsequent manic epi-

sodes occur just prior to or soon after a major depressive 

episode. People who do not receive medication for the treat-

ment of their bipolar disorder average about four episodes 

within the span of a decade, with the interval between these 

episodes decreasing as the individual grows older. A small 

percentage (less than 15 percent) of individuals with bipolar 

disorder have between four and eight mood episodes within 

the course of a single year; these individuals are referred to 

as    rapid cyclers    ,  and the specifi er rapid cycling is part of the 

diagnosis. Approximately 10 to 30 percent of people with 

bipolar disorder experience rapid cycling; the majority of 

these individuals are women. Medical conditions such as 

hypothyroidism, disturbances in sleep-wake cycles, and even 

the use of antidepressant medications can contribute to the 

development of rapid cycling (Papadimitriou, Calabrese, Dikeos, 

& Christodoulou, 2005). 

  Most people with bipolar disorder act and feel normal 

between episodes, although approximately one-fourth continue 

to show unstable mood and to have problems in their dealings 

with other people, both at home and at work (American 

Psychiatric Association, 2000). They are likely to have continu-

ing diffi culties at work following an initial episode, and less 

than half  are fully adjusted within 5 years after hospitaliza-

tion (Goldberg, Harrow, & Grossman, 1995). Bipolar disorder 

is a very serious condition if untreated. In fact, the risk of 

suicide among people with bipolar disorder who do not receive 

treatment is estimated at 15 percent (Shastry, 2005).  

       Cyclothymic Disorder 

 Everyone experiences mood changes, but the mood shifts 

that people with cyclothymic disorder exhibit are unusually 

dramatic and recurrent, though not as intense as those expe-

rienced by people with bipolar disorder. The hypomania is 

never severe enough to be diagnosed as a manic episode, and 

the dysphoria is never severe enough to be diagnosed as a 

depressive episode. Still, the destabilizing effects of this dis-

order disrupt their lives. 

    Cyclothymic disorder is a chronic condition that lasts a 

minimum of 2 years (1 year in children and adolescents). On 

the surface, some people with cyclothymic disorder seem to 

get along satisfactorily, and they may claim that their peri-

ods of heightened energy are welcomed periods of creativity. 

Unfortunately, the individual with this disorder is actually 

more likely to feel some distress or impairment in work or 

interpersonal dealings due to the mood disorder. Problems 

are especially likely for individuals who struggle with unpre-

dictable mood changes that recur in rapid cycles, because 

other people regard them as moody and unreliable. The on-

set of  this disorder generally occurs when a person is in 

his or her twenties. The symptoms may not be apparent at 

fi rst, but, over time, individuals with this disorder notice that 

their moods fl uctuate dramatically, and people who know 

  Singer Sinead O’Connor has acknowledged that before being diag-
nosed with bipolar disorder, she struggled with overwhelming fear 
and thoughts of suicide.  
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 CYCLOTHYMIC DISORDER 

 Larry is a 32-year-old bank cashier who has sought treatment for 
his mood variations, which date back to age 26. For  several 
years, co-workers, family, and friends have repeatedly told him 
that he is very moody. He acknowledges that his mood never feels 
quite stable, although at times others tell him he seems more calm 
and pleasant than usual. Unfortunately, these intervals are quite 
brief, lasting for a few weeks and usually ending abruptly. With-
out warning, he may experience either a depressed mood or a 
period of elation. During his depressive periods, his confi dence, 
energy, and motivation are very low. During his hypomanic peri-
ods, he willingly volunteers to extend his workday and to under-
take unrealistic challenges at work. On weekends, he acts in 
promiscuous and provocative ways, often sitting outside his apart-
ment building, making seductive comments and gestures to women 
walking by. Larry disregards the urging of his family members to 
get professional help, insisting that it is his nature to be a bit unpre-
dictable. He also states that he doesn’t want some shrink to steal 
away the periods during which he feels fantastic.  

 Diagnostic Features  

■      For at least 2 years, people with this disorder experience 
numerous periods with hypomanic symptoms and numerous 
periods with depressive symptoms that do not meet the crite-
ria for a major depressive episode.  

■      During the 2-year period (1 year for children and adoles-
cents), the individual has never been without these symptoms 
for 2 continuous months.  

■      No major depressive episode, manic episode, or mixed 
episode has been present during the fi rst 2 years of the 
 disturbance.  

■      The symptoms are not attributable to another disorder, medi-
cal condition, or substance.  

■      The symptoms cause signifi cant distress or impairment.   

 Q:  How is Larry’s hypomania different from the experience of 
normal elevated mood and energy?  

Mini Case

On the very simplest level, mood disorders cause physical 

changes, such as disturbances of appetite and sleep patterns. 

More complex is the effect of biological processes on feelings 

of depression and elation.  

 Genetics   Compelling evidence of the importance of bio-

logical contributors to mood disorders comes from studies 

on genetics. The observation that these disorders run in 

families is well established. First-degree relatives of people 

with major depression are twice as likely to develop depressive 

disorders as are people in the general population (Sullivan, 

Neale, & Kendler, 2000b). The risk is even higher when these 

fi rst-degree relatives are the offspring of these depressed in-

dividuals (Lieb et al., 2002). Adding weight to the genetic 

perspective are the fi ndings from a large-scale investigation 

of three generations (children, parents, and grandparents). 

When major depressive disorder is present in the parent as 

well as the grandparent generation, children are more likely 

to show symptoms of  psychopathology. Interestingly, this 

psychopathology takes the form of  an anxiety disorder 

which, in turn, is predictive of the development of a depres-

sive disorder in adulthood (Weissman et al., 2005). Thus, a 

child with an anxiety disorder who comes from a family in 

which depression has been diagnosed is at much greater risk 

of developing depression later in life. 

  The most compelling evidence in favor of a genetic basis 

of major depressive disorder comes from an analysis of the 

fi ndings of fi ve large-scale studies examining inheritance pat-

terns in families. Based on these fi ndings, the heritability of 

major depressive disorder is estimated to be 31 to 42 percent. 

However, the investigators were careful to explain that this 

heritability estimate applies to groups, not individuals. In other 

them fi nd it increasingly diffi cult to deal with the individuals. 

People with cyclothymic disorder are at considerable risk of 

developing full-blown bipolar disorder. This disorder affects 

less than 1 percent of the population.     

 REVIEW QUESTIONS  

  1.    The specifi er ___________ applies to the diagnosis of 

individuals with bipolar disorder who have between 4 and 

8 mood episodes within the course of a single year.  

  2.    What are three features that distinguish a manic from a 

hypomanic episode?  

  3.    What is the lifetime prevalence of bipolar disorder?       

 Theories and Treatments 
of Mood Disorders  

 For centuries, people have tried to gain an understanding of 

the causes of mood disorders and the ways in which people 

with these conditions should be treated. Due to the intense 

focus on these disorders, researchers and theorists have made 

considerable progress in recent years. Although no single per-

spective is suffi cient, together they provide important insights 

that may lead to more effective treatment of mood disorders.  

 Biological Perspectives 

 From our discussion so far, you are already aware that biol-

ogy is connected in an important way to mood disorders. 



words, if someone you know has a parent or even a twin with 

major depressive disorder, this does not mean that this person 

has a 31 to 42 percent risk of developing the disorder. Instead, 

these estimates mean that among, for example, 100 individuals 

with a twin or close relative who has the disorder, 30 to 40 of 

them have a higher likelihood of developing major depression 

(Sullivan, Neale, & Kendler, 2000a). 

  In the area of  bipolar disorder, researchers in a large 

NIMH study in fi ve major research centers conducted 

genetic linkage analyses on over 500 individuals diagnosed 

with bipolar and other mood disorders (Faraone, Glatt, Su, 

& Tsuang, 2004). Even though this is the largest publicly 

available data set in existence on the genetics of  bipolar 

disorder, the evidence is still far from clear regarding the 

involvement of  specifi c genes (DePaulo, 2004). However, in 

trying to understand the genetic basis for bipolar disorder, 

investigators are looking at a range of  psychopathology, 

from anxiety disorders to schizophrenia, suggesting that 

bipolar disorder should be thought of  as a spectrum rather 

than as a set of  discrete categories (Akiskal, 2007). 

  Gender also appears to play a major role in infl uencing 

the gene-environment interaction in the development of 

mood disorders. In a major investigation of gender differ-

ences in depression, over 1,000 pairs of opposite-sex twins 

were interviewed 2 years apart to determine the effect of 

receiving social support on the development of depressive 

symptoms during this period of time (Kendler, Myers, & 

Prescott, 2005). As shown in  Figure 8.2 , the men in twin pairs 

who received low levels of  social support had a slightly 

higher rate of developing major depression within the 2-year 

period of the study compared with men who received more 

social support (the blue scatter points in the fi gure). In con-

trast, the women in twin pairs who had low levels of social 

support were much more likely to develop major depression 

than the women who had higher levels of social support (the 

red scatter points in the fi gure). This fi nding adds to our 

understanding of the relative contributions of heredity and 

social context as infl uences on mood disorders. In support 

of  the biopsychosocial model, we see that even powerful 

genetic risk factors can be infl uenced by environmental fac-

tors such as social relationships. 

   Biochemical Factors   The biochemical mechanisms that 

genetically predispose high-risk people to become depressed 

or have manic episodes are still unknown. At present, the 

most widely held biological theories focus on altered neu-

rotransmitter functioning as the cause of mood disorders. 

Because scientists cannot directly observe the actions of neu-

rotransmitters in the human brain, research in this area must 

involve studies of animals and observations of people who 

take certain types of drugs. 

  The earliest theory along these lines was the catechol-

amine hypothesis (Schildkraut, 1965), which asserted that a 

relative shortage of norepinephrine (a catecholamine) causes 

depression and an overabundance of norepinephrine causes 

mania. An alternative to the catecholamine hypothesis is the 

indoleamine hypothesis (Glassman, 1969), which states that a 

defi ciency of serotonin contributes to the behavioral symp-

toms of depression. 

  These neurotransmitter defi cit hypotheses, referred to 

now as the    monoamine depletion model    (refl ecting the name 

of this category of neurotransmitters), provided an impor-

tant breakthrough in the understanding of  the biological 

factors of mood disorders (Delgado, 2004). Norepinephrine 

and serotonin are the two monoamines that are thought to 

be most important in major depressive disorder (Elhwuegi, 

2004). In fact, all antidepressant medications currently in use 

work to increase the availability of these neurotransmitters 

at the synapse. 

  Neuroendocrine research has also pointed out an impor-

tant relationship between hormonal activity and depression. 

In particular, researchers have focused on the body’s produc-

tion of    cortisol    ,  a hormone involved in mobilizing the body’s 

resources in times of stress. Researchers are attempting to 

determine whether there are reliable differences in cortisol 

levels in response to stress between depressed and nonde-

pressed individuals. Although dozens of laboratory studies 

have shown a relationship between social stress and elevated 

cortisol, researchers have been unable to establish a clear link 
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  FIGURE 8.2   Probability of major depressive disorder 
in male and female twins as predicted by levels 
of social support   
 Source: Kendler, K. S., Myers, J., & Prescott, C. A. (2005), “Sex differences in the 
relationship between social support and risk for major depression: A longitudinal 
study of opposite-sex twin pairs,”  American Journal of Psychiatry , 162, pp. 250–256. 
Copyright © 2005 American Psychiatric Association.  
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between naturally occurring stressors and depressive reac-

tions (Hammen, 2005). 

  Although our understanding of the role of biology in 

mood disorders is still incomplete, multiple lines of research 

seem to point to a biological contribution to the causes and 

symptoms of mood disorders. Particularly compelling are 

the research fi ndings in the area of genetics. As we discuss 

other theories of mood disorders, keep in mind the inter-

action among biological, psychological, and social factors. 

Regardless of what precipitates depression, depressed people 

experience biological changes. Any intervention must address 

the individual’s physical as well as psychological state.    

 Psychological Perspectives 

 As important as biological factors appear to be in the under-

standing of mood disorders, it is clear that psychology plays 

a crucial role as well. Each of the major theoretical perspec-

tives in the fi eld has something to offer in understanding the 

causes of depression.  

 Psychodynamic Theories   Early psychoanalytic theories of 

mood disorders refl ected themes of loss and feelings of rejec-

tion (Abraham, 1911/1968). Later psychodynamic theories 

retain a focus on inner psychic processes as the basis for 

mood disturbances, although they involve less of an empha-

sis on loss. For example, well-known British psychoanalyst 

John Bowlby proposed that people can become depressed as 

adults if  they were raised by parents who failed to provide 

them with a stable and secure relationship (Bowlby, 1980). 

Another variant on the theme of defi cient parenting comes 

from Jules Bemporad (1985), who proposed that children 

in these families become preoccupied with the need to be 

loved by others. As adults, they form relationships in which 

they overvalue the support of  their partners. When such 

relationships end, the depressed person becomes over-

whelmed with feelings of inadequacy and loss. Psychoana-

lytic explanations of mania are similar to those of depression, 

in that mania is seen as a defensive response by which an in- 

dividual staves off  feelings of inadequacy, loss, and helpless-

ness. Presumably, people develop feelings of grandiosity and 

elation or become hyperenergetic as an unconscious defense 

against sinking into a state of gloom and despair. 

       Behavioral and Cognitively Based Theories   One of the 

earliest behavioral formulations of  theories of  depression 

was that the symptoms of depression are the result of a re-

duction in positive reinforcements (Lazarus, 1968; Skinner, 

1953). According to this view, depressed people withdraw 

from life because they no longer have incentives to be active. 

Consider the example of a formerly successful athlete who 

suffers an injury. Lacking the positive reinforcement of the 

athletic successes to which he has become accustomed, he 

might retreat into a depressive state. 

  Contemporary behaviorist perspectives on depression 

(Kanter et al., 2004) are based on the model developed sev-

eral decades ago by Lewinsohn (1974), who maintained that 

depressed people have a low rate of what he termed    response-

contingent positive reinforcement    ,  behaviors that increase in 

frequency as the result of performing actions that produce 

pleasure. Take the example of Evelyn, a young woman who 

has relocated to a new town. Although she is in e-mail con-

tact with her friends from her former community, Evelyn 

fi nds herself  spending her evenings and weekends alone. In 

an effort to meet new people, Evelyn decides to go to a 

neighborhood pub but realizes once she is there that every-

one else seems to know each other. She feels awkward, leaves 

the pub, and spends the rest of the weekend watching tele-

vision. After a few more unsuccessful tries, she gives up in 

frustration while becoming more and more sad, lonely, and 

pessimistic about her future. In behaviorist terms, Evelyn’s de-

pression is attributable to her lack of positive reinforcement in 

the form of socializing with other people. According to the 

behaviorist point of view, the symptoms of low self-esteem, 

guilt, and pessimism of people such as Evelyn eventually come 

to be elicited by their lack of positive reinforcement. 

  As you will recall from our discussion in Chapter 4, 

behavioral approaches have become integrated with cognitive 

approaches that focus on the role of cognitions in causing or 

aggravating symptoms. Let’s take a look at contributions 

from the cognitive perspective. Think of a time when you 

were depressed, and try to recall the reasons for your depres-

sion. Perhaps you lost a close friend or felt pessimistic about 

your future. Maybe you misinterpreted something that some-

one said to you, which caused you to feel bad about yourself. 

Cognitively based approaches propose that serious mood 

changes can result from events in our lives or from our per-

ceptions of events. 

  According to the cognitive perspective, people develop de-

pressive disorders if they have been sensitized by early expe-

riences to react in a particular way to a particular kind of loss 

   Neglectful parents can leave a child feeling unlovable. 



or stressful event. Depressed people react to stressful experi-

ences by activating a set of thoughts that Beck (1967) called 

the    cognitive triad:    a negative view of the self, the world, and 

the future. Beck proposed that, once activated, this depressive 

way of viewing the self, the world, and the future, called a 

depressive schema, perpetuates itself through a cyclical pro-

cess. For example, consider a young man, Anthony, who con-

stantly looks at the negative side of life. Even when something 

good happens to him, he manages to see the downside of the 

situation. What is happening, according to theorists such as 

Beck, is that Anthony interprets every situation in terms of 

his schema, which prevents him from seeing anything but 

problems, hopelessness, and his own inadequacy. Because 

Anthony is so pessimistic, he can never take anything positive 

from his experiences, and his negative outlook proves to be a 

handicap. People become bored and irritated with Anthony 

and eventually give up trying to involve him in social activities. 

Thus, the cycle of depression is perpetuated. 

  Adding to the cycle of depressive thinking are    cognitive 

distortions    ,  errors that depressed people make in the way they 

draw conclusions from their experiences (Beck, Rush, Shaw, 

& Emery, 1979; Beck & Weishaar, 1989). These cognitive 

 distortions involve applying illogical rules, such as making 

arbitrary inferences, jumping to conclusions, overgeneralizing, 

and taking a detail out of context ( Table 8.1 ). Using these rules 

causes the depressed person to ascribe negative meanings to 

past and present events and to make gloomy predictions about 

the future. The person is probably not even specifi cally aware 

of having these thoughts, because they have become such a 

constant feature of the individual’s existence. The situation is 

comparable to what you might experience if you were sitting 

for a long time in a room with a noisy air conditioner. You do 

not actually notice how noisy the room is until someone else 

walks in and comments on it. Similarly, it takes a specifi c effort 

to isolate and identify automatic thoughts when they have 

become such permanent fi xtures in the person’s consciousness.  

         Contributing further to the unhappiness of  depressed 

people, according to Beck, is the content of their thought. 

Depressed people feel sad because they believe they are 

deprived of something important that threatens their self-

esteem. Further, depressed people are convinced that they 

are responsible for the loss. Their dysfunctional attitudes 

cause them to assume that they are worthless and helpless 

and that their efforts are doomed to fail. They distort any 

experience, including a positive one, so that it fi ts in with this 

generalized belief  (Safran, 1990). As a consequence of these 
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TABLE 8.1 Examples of Cognitive Distortions

Overgeneralizing

If it’s true in one case, it applies to any case that is  “I failed my fi rst English exam so I’m probably going to
 even slightly similar.  fail all of them.”

Selective Abstraction

The only events that the person takes seriously are those  “Even though I won the election for school committee, I’m
 that represent failures, deprivation, loss, or frustration.  not really popular because not everyone voted for me.”

Excessive Responsibility

I am responsible for all bad things that happen to me or  “It’s my fault that my friend didn’t get the job—I should’ve
 others to whom I am close.  warned her about how hard the interview would be.”

Assuming Temporal Causality

If it has been true in the past, then it’s always going “My last date was a wipeout, my next date will probably 
 to be true.  hate me too.”

Making Excessive Self-References

I am the center of everyone else’s attention, and they can  “When I spilled the coffee, everyone could see what a
 all see when I mess up.  klutz I am!”

Catastrophizing

Always thinking the worst and being certain that “Because my sales fi gures were lower last quarter, I will 
 it will happen.  never make it in the business world.”

Dichotomous Thinking

Seeing everything as either one extreme or another  “Everything about this school is rotten—the students, the
 rather than as mixed or in between.  professors, the dorms, and the food.”

Source: Adapted from A. T. Beck, A. J. Bush, B. F. Shaw, & G. Emery in Cognitive Therapy of Depression. Copyright ©1979 Guilford Publications, Inc. 
Reprinted by permission.
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cognitive distortions, depressed individuals experience low 

feelings of well-being, energy, desire to be with others, and 

interest in the environment. These phenomena contribute to 

their depressed affect (Clark, Steer, & Beck, 1994).    

 Sociocultural and Interpersonal Perspectives 

 Some depressed people have had lifelong diffi culties in their 

interactions with other people. Consider the case of Willy, a 

40-year-old man who for most of his life has acted in abrasive 

ways that alienate others. As the years go by, Willy becomes 

increasingly saddened by the fact that he has no friends and 

realizes that it is unlikely that he will ever have a close rela-

tionship. For depressed people like Willy, whose social skills 

are so defi cient, a cycle is created as their constant pessimism 

and self-deprecation make other people feel guilty and de-

pressed. As a result, other people respond in unhelpful ways 

with criticism and rejection, and this further reinforces the de-

pressed person’s negative view of the world. 

    Expanding on these ideas, Columbia University researcher 

Myrna Weissman, with her late husband Gerald Klerman and 

their associates, developed the interpersonal model of under-

standing mood disorders, which emphasizes disturbed social 

functioning (Klerman, Weissman, Rounsaville, & Chevron, 

1984; Weissman & Markowitz, 1994).    Interpersonal therapy 

(IPT)    ,  which follows from this model, is a time-limited form 

of psychotherapy for treating people with major depressive dis- 

order, based on the assumption that interpersonal stress induces 

an episode of depression in a person who is genetically vulner-

able to this disorder. 

    IPT incorporates the ideas of behavioral psychologists 

who focus on the poor social skills of the depressed indi-

vidual, but it goes one step further in looking at the origins 

of the depressed person’s fundamental problems. The inter-

personal theory of depression is rooted in the interpersonal 

approaches of Adolph Meyer (1957) and Harry Stack Sullivan 

(1953a, 1953b) and the attachment theory of John Bowlby. 

Meyer was known for his psychobiological approach to ab-

normal behavior, emphasizing how psychological problems 

might represent an individual’s misguided attempts to adapt 

to the psychosocial environment. He believed that physical 

symptoms can also develop in association with psychological 

distress. Sullivan characterized abnormal behavior as a func-

tion of impaired interpersonal relationships, including defi -

ciencies in communication. Each of these theories could 

apply to a variety of psychological disorders, but Bowlby’s 

theory, with its specifi c focus on disturbed attachment bonds 

in early childhood as the cause of unhappiness later in life, 

is particularly relevant to depression. 

    Interpersonal theory connects the ideas of these theorists 

with the behavioral and cognitively oriented theories by pos-

tulating a set of steps that leads to depression. The fi rst step is 

the person’s failure in childhood to acquire the skills needed 

to develop satisfying intimate relationships. This failure leads 

to a sense of despair, isolation, and resulting depression. Once 

a person’s depression is established, it is maintained by poor 

social skills and impaired communication, which lead to fur-

ther rejection by others. Reactive depressions in adulthood 

may arise when the individual experiences a stressful life 

event, such as the end of a relationship or death of a sig-

nifi cant other. After the depressive symptoms begin, the 

individual’s maladaptive social skills perpetuate them. For 

example, a man whose wife dies may become so distraught 

over an extended period of time that he alienates his friends 

and family members. In time, a vicious cycle establishes itself, 

in which his behavior causes people to stay away; because he 

is so lonely, he becomes even more diffi cult in his interactions 

with others. Although the individual circumstances differ in 

each case, it is this cycle of depression, lack of social interac-

tion, and deterioration of social skills that interpersonal 

theory regards as the core problem of depression. 

            Stressful experiences are known to place individuals at 

risk for depression. These experiences can involve specifi c 

stress such as sexual victimization, chronic stress such as pov-

erty and single parenting, and episodic stress such as bereave-

ment or job loss. Women are more likely to be exposed to 

these stressors than are men, a fact that may account at least 

in part for the higher frequency in the diagnosis of depressive 

disorders in women (Hammen, 2005). An example of how 

these stressors may interact is provided by a study of over 700 

African American women. Those who lived in impoverished 

neighborhoods characterized by high rates of crime and drug 

use were more likely to develop major depressive disorders. 

The highest rates of depression were found among women 

from these environments who had experienced specifi c recent 

negative life events (Cutrona et al., 2005).   

 Treatment  

 Biological Treatment   Because of  the strong support for 

biological infl uences on mood disorders, people with these 

disorders often receive somatic treatments. Antidepressant 

   A parent who suddenly loses a spouse may have trouble adjusting 
to the doubling of household and family responsibilities, leading to 
depression and despondency. 



medication is the most common form of somatic treatment 

for people who are depressed, and lithium carbonate (lith-

ium) is the most widely used medication for people who have 

bipolar disorder. The most common medications used to 

treat depression are tricyclic antidepressants, monoamine 

oxidase inhibitors (MAOIs), and selective serotonin reuptake 

inhibitors (SSRIs). 

  Tricyclic antidepressants (TCAs) derive their name from 

the fact that they have a three-ring chemical structure. These 

medications, such as amitriptyline (Elavil, Endep), desipra-

mine (Norpramin), imipramine (Tofranil), and nortriptyline 

(Aventyl, Pamelor), are particularly effective in alleviating 

depression in people who have some of the more common 

biological symptoms, such as disturbed appetite and sleep. 

Although the exact process by which tricyclic antidepres-

sants work still remains unclear, it is known that they block 

the premature reuptake of  biogenic amines back into the 

presynaptic neurons, thus increasing their excitatory effects 

on the postsynaptic neurons. 

  The antidepressant effects of MAOIs, such as phenelzine 

(Nardil) and tranylcypromine (Parnate), are believed to occur 

because the medications inhibit the enzyme monoamine oxi-

dase, which converts the biogenic amines, such as norepineph-

rine and serotonin, into inert substances, so that they cannot 

excite the postsynaptic neurons. MAOIs prolong the life of 

neurotransmitters, thus increasing neuronal fl ow. These medi-

cations are particularly effective in treating depression in peo-

ple with chronic depression that dates back many years and 

who have not responded to the tricyclics. However, MAOIs are 

not as commonly prescribed as the other two types of medica-

tions, because their interactions with certain other substances 

can cause serious complications. Specifi cally, people taking 

MAOIs are not able to take certain allergy medications or to 

ingest foods or beverages containing a substance called tyra-

mine (for example, beer, cheese, and chocolate), because the 

combination can bring on a hypertensive crisis in which blood 

pressure rises dramatically and dangerously. 

  Selective serotonin reuptake inhibitors (SSRIs) have 

become very popular alternatives to the tricyclics and MAOIs. 

These medications block the uptake of serotonin, enabling 

more of this neurotransmitter to be available for action at the 

receptor sites. The SSRIs are distinguished from the tricyclics 

because of their selectivity. Unlike the other antidepressants, 

they do not block multiple receptors, which would cause 

unpleasant side effects, including sedation, weight gain, con-

stipation, blood pressure changes, and dry mouth. The newer 

SSRI medications are not without side effects, however; the 

most commonly reported complaints are nausea, agitation, 

and sexual dysfunction. SSRIs such as fl uoxetine (Prozac), 

sertraline (Zoloft), fl uvoxamine (Luvox), paroxetine (Paxil), 

trazadone (Desyrel), citalopram (Celexa), and bupropion 
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Andrea Yates shocked the world when she methodically drowned each 
of her fi ve children while she was in a state of mind characterized as 
postpartum depression. This photo was taken before the birth of her 
fi fth child.

The story of Andrea Yates, who killed her fi ve children, brought to the 
public eye several controversial issues and thorny dilemmas pertaining 
to the insanity defense.
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(Wellbutrin) have had a dramatic impact on the lives of mil-

lions of depressed people. 

  As promising as reports have been about the effectiveness 

of SSRIs during the past two decades, these fi ndings should 

be considered with caution. A limitation that plagues all inter-

vention studies is a phenomenon known as the “fi le drawer 

problem.” This term refers to the fact that studies that fail to 

establish signifi cant benefi ts of  an intervention such as a 

medication are likely to be fi led away and not even submitted 

for publication consideration. In one analysis of 74 FDA-

registered studies on antidepressants, 31 percent of the studies, 

accounting for 3,349 study participants, were not published; of 

the studies that were published, 94 percent of the medication 

trials reported positive fi ndings. This bias toward publishing 

only positive results severely limits our ability to evaluate the 

effi cacy of antidepressants because we are only seeing a slice 

of the actual data (Turner et al., 2008). Adding further com-

plications, some researchers have questioned whether people 

with less than severe depression might have experienced posi-

tive results because of their expectation of benefi t, otherwise 

known as the placebo effect (Kirsch et al., 2008). 

  Although there have been reports in the media about the 

higher suicide risk associated with the SSRI category of med-

ications, an investigation of all suicides in the years between 

1996 and 1998 revealed a lower rate of suicide among indi-

viduals being treated with these medications compared to 

other forms of antidepressants. In part, this association was 

due to the generally better medical care provided in facilities 

that prescribe SSRIs compared to the older and less effective 

tricyclic antidepressants (Gibbons, Hur, Bhaumik, & Mann, 

2005). The benefi cial effects of SSRIs are well documented; 

however, there is increasing concern about statistics showing 

that these medications can, in a small number of people, pro-

voke extreme impulsive behaviors, including suicide attempts. 

Clinicians, as well as the U.S. Food and Drug Administration, 

have become quite concerned about the fi ndings that suggest 

a link between suicide and the use of SSRI antidepressant 

medications, leading researchers to scrutinize these data. Atten-

tion has focused on a number of variables, including comorbid 

psychological disorders, gender, geographic location, and the 

role of psychotherapy. It is important to note that antidepres-

sant medications are more likely to be prescribed to more 

severely disturbed patients, who are by the nature of their 

symptoms at higher risk for suicide (Rosack, 2005). There is 

particular concern about prescribing SSRIs for children and 

adolescents. The FDA now requires pharmaceutical compa-

nies to include a warning about the risks of SSRI medications 

and the importance of close monitoring. Although the FDA 

does not prohibit the prescription of such medication to chil-

dren and adolescents, health care professionals are alerted to 

the risk of suicidality and are urged to balance the risk against 

the consideration of clinical need. 

  The action of  the FDA provoked considerable alarm 

within the mental health profession and understandable con-

cern on the part of parents. Several epidemiological studies 

were initiated, but unfortunately they produced confl icting 

fi ndings. Kaizar and colleagues (2006) concluded that there 

is only a weak causal link between antidepressant use and 

suicidality in children. In contrast, Tiihonen and colleagues 

(2006) concluded that, although antidepressants are not 

related to suicide attempts and death in adults, there is such 

a relationship among young people. 

  There are several considerations to take into account in 

resolving the confl icting fi ndings. First, it is possible that 

antidepressants are selectively prescribed to more severely 

depressed children and adolescents, who are already at 

increased risk for suicidal behavior. Second, matching of 

research subjects may not be possible with regard to certain 

unknown factors, such as family history of suicide, imitation 

and contagion phenomena, stressful precipitating events, 

and access to lethal methods. Third, the tracking of prescrip-

tions is not optimally precise due to the fact that some 

patients obtain free samples from physicians, other patients 

may take less than prescribed, and others may discontinue 

taking their prescribed medication. Fourth, the accuracy of 

the death category of suicide may be questionable due to 

social stigma or religious beliefs (Tiihonen et al., 2006). The 

risks and the benefi ts of SSRIs for children and adolescents 

must be carefully weighed, and such prescriptions should be 

considered only in the most serious cases in which alterna-

tive interventions have fi rst been attempted. 

  Antidepressant medications take time to work—from 2 

to 6 weeks before a client’s symptoms begin to lift. Once the 

depression has subsided, the client is usually urged to remain 

on the medication for 4 or 5 additional months, and much 

longer for clients with a history of recurrent, severe depres-

sive episodes. Because of medication side effects and client 

concerns, clinicians have found it helpful to develop thera-

peutic programs that involve regular visits early in treatment, 

expanded efforts to educate clients about the medications, 

and continued monitoring of treatment compliance. 

  The traditional treatment for the manic symptoms of 

bipolar disorder is lithium carbonate, referred to as lithium. 

Lithium is a naturally occurring salt (found in small amounts 

in drinking water) that, when used medically, replaces sodium 

in the body. The psychopharmacological effect of this medica-

tion is to calm the manic individual by decreasing the cate-

cholamine levels in the nervous system. Researchers have 

examined the effi cacy of lithium in numerous studies over the 

past three decades, and the conclusion seems clear—lithium 

is effective in treating the symptoms of acute mania and in 

preventing the recurrence of manic episodes (Shastry, 2005). 

  People who have frequent manic episodes, such as two or 

more a year, are advised to remain on lithium continuously as 

a preventive measure. The drawback is that, even though lith-

ium is a natural substance in the body, it can have side effects, 

such as mild central nervous system disturbances, gastrointes-

tinal upsets, and more serious cardiac effects. Because of these 

side effects, some people who experience manic episodes are 

reluctant or even unwilling to take lithium continuously. 

Furthermore, lithium interferes with the highs associated with 

bipolar disorder, and manic individuals may be reluctant to 



take the medication because they enjoy the pleasurable feel-

ings that accompany escalation into the manic episode. By the 

time a full-blown episode develops, these individuals may have 

become so grandiose that they deny they even have a problem. 

Those taking lithium face a diffi cult choice regarding whether 

or not to remain on maintenance doses of the medication. On 

the one hand, side effects must be considered. On the other 

hand, not taking the medication puts them at risk of having 

another episode. Some therapists encourage their clients to 

participate in lithium groups, in which members who use the 

medication on a regular basis provide support to each other 

regarding the importance of staying on the medication. 

  Because of the variable nature of bipolar disorder, addi-

tional medication is often benefi cial in treating some symp-

toms. For example, people in a depressive episode may need 

to take an antidepressant medication in addition to the lith-

ium for the duration of the episode. However, this can be 

problematic for a person who is prone to developing mania, 

because an antidepressant might provoke hypomania or 

mania. Those who have psychotic symptoms may benefi t 

from taking antipsychotic medication until these disturbing 

symptoms subside. People who experience rapid cycling pre-

sent a challenge for clinicians because of the sudden changes 

that take place in emotions and behavior. Psychopharma-

cologists have reported that rapid cyclers, especially those for 

whom lithium has not been suffi cient, seem to respond pos-

itively to prescriptions of anticonvulsant medication, such as 

carbamazepine (Tegretol) or valproate (Depakote). 

  For some clients with mood disorders, medication is either 

ineffective or slow in alleviating symptoms that are severe and 

possibly life-threatening. In cases involving incapacitating 

depression, the clinician may recommend electroconvulsive 

therapy (ECT;  Figure 8.3 ). Although ECT is the most 

 powerful somatic treatment for major depressive disorder, it is 

the least commonly used because of the negative connotations 

associated with it, as well as concern about short-term and 

long-term side effects. If you saw the movie  One Flew over the 

Cuckoo’s Nest,  you will probably never forget the dramatic 

presentation of the misuse of ECT. Indeed, negative attitudes 

toward ECT are due mainly to historical misuse of this pro-

cedure as punishment rather than treatment. Today ECT con-

tinues to be administered, because it has been shown to be a 

lifesaving treatment for severely depressed people for whom 

medications alone are ineffective (Lisanby, 2007). 

  For depressed individuals, ECT is usually administered 

six to eight times, once every other day until the person’s 

mood returns to normal. The person undergoing this treat-

ment receives anesthesia to reduce discomfort, a muscle relax-

ant, oxygen, and medication to help control heart rhythm. 

The lowest voltage needed to induce a convulsion is delivered 

to the client’s head for less than a second. This is followed 2 

to 3 seconds later by a tonic phase, lasting for 10 to 12 sec-

onds, during which all muscles in the body under voluntary 

control undergo involuntary contractions. Last, there is a 

clonic phase, consisting of 30 to 50 seconds of convulsions, 

which appear more like a slight bodily tremor because of the 

muscle relaxant. A few minutes later, the individual emerges 

from the anesthesia, alert, without pain, and without recol-

lection of what has transpired. Some seriously depressed indi-

viduals benefi t from what is called maintenance ECT, in 

which the treatment is administered over a period of several 

months to prevent a recurrence of depressive symptoms. 

      One aspect of ECT that troubles some clinicians and 

clients is the fact that no one understands why ECT works. 

Most current hypotheses center on ECT-induced changes in 

neurotransmitter receptors and in the body’s natural opiates. 
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FIGURE 8.3 Standard electrode placements for electroconvulsive therapy  The three standard electrode placements are 
 bifrontotemporal (commonly referred to as “bilateral”), right unilateral, and bifrontal. In bilateral placement, there is one electrode on each 
side of the head. In right unilateral placement, one electrode is in the right frontotemporal position, and the second electrode is placed to 
the right of the vertex. In bifrontal placement, there is one electrode on each side of the head, but the placement is more frontal than it is in 
standard bilateral placement.
Source: Lisanby, S. H. (2007). Electroconvulsive therapy for depression. New England Journal of Medicine, 357, p.1942.

Bilateral Right unilateral Bifrontal
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As for side effects, the primary complaints of clients following 

an ECT trial are short-term memory loss and confusion, which 

disappear within 2 weeks of the fi nal treatment. No permanent 

brain damage or memory loss is known to result from ECT. 

  As discussed in Chapter 4, transcranial magnetic stimu-

lation (TMS), when administered over repeated occasions, is 

being seen as an alternative to traditional ECT. Combining 

TMS with antidepressant medications appears to be a par-

ticularly promising approach for individuals whose depres-

sion does not respond to medications alone. 

  Light therapy is yet another intervention for people with 

depression that follows a seasonal pattern. Exposing some 

depressed individuals to special lights during the winter can 

alleviate depressive symptoms. In one version of light ther-

apy, individuals with seasonal depression use a dawn simula-

tion procedure, in which they are exposed for a 2-hour period 

of gradual, dawnlike light each morning during the winter 

months (Golden et al., 2005). Another, less well-known but 

promising, somatic treatment is sleep deprivation. Both meth-

ods work quickly to alleviate depressive symptoms and, when 

combined with antidepressant medication, can lead to long-

lasting improvement (Wirz-Justice et al., 2004). 

      Although somatic interventions, such as medication, ECT, 

TMS, and light therapy, provide effective and sometimes life-

saving help for many people, most therapists regard these treat-

ments as insuffi cient by themselves. Consequently, clinicians 

typically recommend individual, family, or group psychother-

apy as an adjunct to help the individual understand both the 

etiology of the disorder and the strategies for preventing recur-

rences. Let’s turn now to the contributions of the various per-

spectives that address these psychological issues.   

 Psychological Treatment   In recent decades, clinicians and 

researchers have demonstrated the effectiveness of  behav-

ioral and cognitively based techniques for treating people 

with mood disorders. Sometimes these techniques are part 

of a more comprehensive intervention, which also includes 

a somatic treatment (e.g., medication) or a sociocultural mo-

dality (e.g., couple therapy). In other instances, psychologi-

cal interventions are suffi cient. 

  Behavioral therapy for depression begins with a careful 

assessment of the frequency, quality, and range of activities 

and social interactions in the client’s life. The clinician then 

implements a treatment involving a combination of helping 

the client change his or her environment, teaching the client 

certain social skills, and encouraging the client to seek out 

activities that help restore a proper mood balance. Specifi c 

reinforcements might be found from among activities that 

the client enjoyed in a nondepressed state. 

  Education is an essential component of behavioral inter-

vention. Depressed clients often set unrealistic goals and then 

are unable to implement behaviors to reach these goals. The 

therapist gives regular homework assignments that help the cli- 

ent make gradual behavioral changes and that increase the 

probability of successful performance. Behavioral therapy also 

incorporates contracting and self-reinforcement procedures. 

For example, every time the client follows through on initiat-

ing a social activity, reward should follow. Such rewards may 

consist of self-congratulatory statements or may involve more 

concrete behaviors, such as having a favorite snack. If these 

procedures do not succeed, the behavioral therapist moves 

toward more extensive instruction, modeling, coaching, role-

playing and rehearsal, and real-world trials. 

  Cognitively based therapy usually involves a short-term, 

structured approach that focuses on the client’s negative 

thoughts and includes suggestions for activities that will 

improve the client’s daily life. This technique involves an 

active collaboration between the client and the therapist and 

is oriented toward current problems and their resolution. 

In the dim days of winter, people with seasonal affective disorder 
are particularly prone to dysphoric moods.

In behavioral interventions, clients are given homework assignments 
that encourage them to engage in more pleasurable activities.



The cognitive approach incorporates didactic work, cogni-

tive restructuring, and behavioral techniques. 

  Didactic work involves explaining the theory to the  client— 

teaching the client how depression results from faulty thinking. 

Cognitive restructuring (Sacco & Beck, 1985) involves a multi-

step approach. First, the client needs to identify and monitor 

dysfunctional automatic thoughts. Second, the client needs to 

recognize the connection between thoughts, emotions, and 

behavior. Third, the client must evaluate the reasonableness of 

the automatic thoughts. Fourth, the client must learn how to 

substitute more reasonable thoughts for the dysfunctional 

automatic thoughts. Finally, the client must identify and alter 

dysfunctional assumptions. In other words, the therapist 

attempts to break down the maladaptive thinking patterns that 

underlie the depressed individual’s negative emotions. 

  Behavior change is needed in order to identify and alter 

dysfunctional cognitions. Behavioral methods include plea-

sure prediction experiments, weekly activity schedules, and 

graded task assignments. Pleasure prediction experiments 

involve planning an activity, predicting how much pleasure 

it will produce, and then observing how much it actually 

does produce. Such an exercise can help a depressed client 

see that he or she is mistaken about gloomy predictions. The 

weekly activity schedule helps the client monitor activities 

on an hour-by-hour basis, with the goal of showing the client 

that it is not true that he or she “never accomplishes any-

thing.” The client rates the mastery and pleasure of each acti-

vity. If  the client really is inactive, then activities are planned 

hour-by-hour for each day of the week. Graded task assign-

ments involve identifying a goal that the client wishes to 

attain but thinks is impossible, breaking the goal into simple 

component tasks, and helping the client experience the suc-

cess of accomplishing a task, however simple. 

  The cognitively based method reduces the symptoms 

of  depression by helping clients learn to restructure their 

thoughts. 

  Models of  treatment for depression are increasingly 

moving toward the application of cognitive-behavioral tech-

niques; however, there is also evidence of the benefi cial ef-

fects of psychodynamically based therapy. Contemporary ap-

proaches within the psychodynamic perspective involve short 

(8- or 10-session) and focused treatments (Hilsenroth et al., 

2003), possibly combined with medication (Dekker et al., 

2005). In addition to the positive effects of short-term psy-

chodynamic interventions on depressive symptoms and 

mood, these treatments may even have an effect at the level 

of brain functioning. In a fascinating report of a woman who 

was treated with psychodynamic therapy, a break-through in 

treatment was followed several months later not only by a 

reduction of depressive symptoms but also by normalization 

of serotonin functioning (Saarinen et al., 2005). 

  Although cognitive-behavioral therapy is often applied 

as a short-term method, perhaps lasting for 10 or 12 ses-

sions, there are also advantages to long-term or maintenance 

cognitive-behavioral therapy for people with chronic major 

depressive disorder (Klein et al., 2004). 

  Although clinicians treating people with bipolar disor-

der customarily turn fi rst to pharmacological interventions, 

they are also likely to incorporate psychological interven-

tions designed to help clients develop better coping strategies 

in an effort to minimize the likelihood of relapse (Bowden, 

2005). Psychoeducation is an especially important aspect of 

treating people with bipolar disorder in order to help clients 

with this condition understand its nature, as well as the ways 

in which medication is so important in controlling symp-

toms. Many people who have experienced a manic episode 

are tempted to forgo taking their medication in the hope that 

they might once again experience the exciting highs of  a 

manic episode. If  they can develop insight into the risks 

involved in noncompliance, as well as an improved under-

standing of medications such as lithium, they are more likely 

to adhere to the treatment program. 

     Interpersonal and social rhythm therapy (IPSRT)    (Frank, 

2007) is a biopsychosocial approach to treating people with 

bipolar disorder that proposes relapses can result from the 

experience of stressful life events, disturbances in circadian 

rhythms (e.g., sleep-wake cycles, appetite, energy), and prob-

lems in personal relationships. According to the IPSRT model, 

mood episodes are likely to emerge from medication non-

adherence, stressful life events, and disruptions in social 

rhythms. Clinicians who are using this approach focus on 

educating clients about medication adherence, giving them a 

forum to explore their feelings about the disorder, and help-

ing them develop insight about the ways in which the disorder 

has altered their lives. Clinicians work with clients in paying 

careful attention to the regularity of daily routines (including 

the timing of events and the stimulation associated with these 

events), and the extent to which life events, positive as well 

as negative, infl uence daily routines. The goal of IPSRT is to 

increase stability in a client’s social rhythms. 

  Clinicians who adhere to the IPSRT model believe that 

the reduction of interpersonal stress in clients with bipolar 

disorder is very important for several reasons. First, stressful 

life events affect circadian rhythm because an individual feels 

a sense of heightened arousal of the autonomic nervous sys-

tem. Second, many life events, both stressful and non-stressful, 

cause changes in daily routines. Third, major life stressors 

affect a person’s mood and also lead to signifi cant changes in 

social rhythms (Frank, 2007). Clinicians help the client stabi-

lize social rhythms or routines while improving their interper-

sonal relationships. Researchers employing IPSRT have found 

that this form of intensive psychosocial treatment enhances 

relationship functioning and life satisfaction among people 

with bipolar disorder (Miklowitz et al., 2007).   

 Sociocultural and Interpersonal Intervention   Often in 

the treatment of  people with mood disorders, clinicians 

fi nd it extremely valuable to involve people who are close 

to the client. Couple or family therapy may provide a ther-

apeutic context in which partners and family members can 

come to understand the experiences of  the mood- disordered 

loved one and develop strategies for dealing with this 
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 individual’s symptoms and disorder within the interper-

sonal system. 

  Interpersonal therapy was originally developed as a 

brief  intervention, lasting between 12 and 16 weeks, which 

emerged from interpersonal theory. This approach adheres 

to a set of guidelines derived from research data. Although 

interpersonal therapy involves many of the techniques that 

most therapists use spontaneously, it frames these techniques 

in a systematic approach, including manuals to guide thera-

pists in applying the method. 

  Interpersonal therapy is divided into three broad phases. 

The fi rst phase involves assessing the magnitude and nature 

of the individual’s depression using quantitative assessment 

measures. Interview methods are also used to determine the 

factors that precipitated the current episode. At that point, 

depending on the type of depressive symptoms the individ-

ual shows, the therapist considers treatment with antidepres-

sant medications. 

  In the second phase, the therapist and the client col-

laborate in formulating a treatment plan that focuses on the 

 primary problem. Typically, these problems are related to 

grief, interpersonal disputes, role transitions, and problems in 

interpersonal relationships stemming from inadequate social 

skills. The treatment plan is then carried out in the third 

phase, with the methods varying according to the precise na-

ture of the client’s primary problem. In general, the therapist 

uses a combination of techniques, such as encouraging self-

exploration, providing support, educating the client in the na-

ture of depression, and providing feedback on the client’s in-

effective social skills. Therapy focuses on the here and now, 

rather than on past childhood or developmental issues. A large-

scale analysis of studies conducted over 30 years on interper-

sonal therapy showed that, compared to cognitive-behavioral 

therapy and medications, interpersonal therapy was signifi -

cantly more effective (Bowden, 2005). For clients who cannot 

take antidepressant medications or where it is impractical to 

use medications, IPT is an especially valuable intervention in 

that it can be administered by non-medical personnel or taught 

to clients themselves (Weissman, 2007). 

      Treatment options for depressive disorders have increased 

dramatically over the past decade. However, national surveys 

show that only 21 percent of people with major depressive 

disorder receive adequate treatment (Kessler et al., 2003). 

Clearly, more emphasis must be placed on improving screen-

ing methods and treatment quality.      

 REVIEW QUESTIONS  

  1.    What is one risk that the FDA has identifi ed as associ-

ated with SSRI use in children and adolescents?  

  2.    The errors that depressed people make in the way they 

draw conclusions from their experiences are called 

____________.  

  3.    In interpersonal and social rhythm therapy (IPSRT), 

what is the focus of the treatment?       

 Suicide  

 For some people, depression is so painful that their thoughts 

turn recurrently to ideas about escaping from the torment that 

characterizes every day. People who reach this point feel that 

they lack the resources to cope with their problems. Not all 

suicides are intended to be an end to life, however. Some suicide 

attempts are a call for help by people who believe the only way 

they can get help from others is by taking desperate actions. 

Rather than follow through on the act, they communicate their 

suicidal intent early enough so that they can be rescued. 

      Who Commits Suicide? 

 In the United States, about 32,000 people per year choose 

to end their lives (Miniño et al., 2007). In general, men are 

more likely to commit suicide than women, with the rate for 

adult men at about four times the suicide rate for women. 

Women are more likely to  attempt  suicide, but they do not 

carry through to completion as often as men do. In turn, 

men are far more likely than women to take their own lives 

with fi rearms. When race is considered, White men are much 

more likely than are non-White men to commit suicide. 

    No formal diagnostic category in the  DSM  specifi cally 

applies to people who attempt suicide. However, nearly 90 per-

cent of adults who commit suicide have a diagnosable psy-

chological disorder. The most frequent are major depression, 

alcohol abuse or dependence, and schizophrenia (Duberstein 

According to the interpersonal theory of depression, poor social skills 
can contribute to a cycle of disturbed relationships, which intensifi es 
the individual’s experience of depression.



  Researchers working within the biological perspective are 

also beginning to gain an understanding of the complex inter-

action among personality, life events, and genetics. According 

to one hypothesis, there is a genetic vulnerability involving 

serotonin-related genes. This vulnerability is associated with 

certain personality traits which, in turn, interact with life events 

to increase a person’s risk of attempting suicide (Baud, 2005). 

  A genetic vulnerability may also underlie the  J  curve 

discussed above in relation to the pattern of heightened sui-

cidal risks in Europe. People living in the European coun-

tries that form the  J  may share genes that lower their 

tolerance for alcohol; the combination of this genetic vulner-

ability with alcohol consumption may place individuals at 

greater risk for committing suicide (Marusic, 2005).   

 Psychological Perspective   One of the more compelling 

explanations of the psychological factors that predispose indi-

viduals to committing suicide is provided by Edwin Shneidman 

(1984), who views the act of taking one’s own life as an attempt 

at interpersonal communication. According to Shneidman, 

people who attempt suicide are trying to communicate frus-

trated psychological needs to important people in their lives. 

Approaching the problem from a cognitively oriented view, 

Beck proposes that suicide is the expression of  feelings of 

hopelessness triggered by perceiving one’s stress to be insur-

mountable (Beck, Steer, Kovacs, & Garrison, 1985; Dixon, 

Heppner, & Rudd, 1994; Rudd, Rajab, & Dahm, 1994). 

Beck (1996) and his colleagues (Rudd, 2000) use the term 

 suicidal mode  to describe the frame of  mind of  the person 

who has made multiple suicide attempts. According to this 

view, a previous suicidal experience sensitizes the individual 

& Conwell, 2000). Suicidality is also a prominent feature in 

some personality disorders. As we will see in Chapter 10, 

people with borderline personality disorder commonly make 

suicidal gestures and attempts. 

    There are international variations in suicide rates. The 

highest rates of suicide are found in Eastern Europe and the 

lowest rates in Latin America, the Muslim countries, and a 

few Asian countries (World Health Organization, 2004). Re-

searchers characterize the geographic pattern in Europe of 

suicide risk as a  J  curve, which includes the countries starting 

in Finland in the northeast and extending to Slovenia in the 

south central part of Europe (Marusic, 2005).   

 Why Do People Commit Suicide? 

 Theories about the causes of suicide focus both on the expe-

rience of depression that often precedes a suicide attempt 

and on related conditions that may serve as predisposing 

factors ( Table 8.2 ).  

   Biological Perspective   Statistics about family history of 

suicide support the notion that biological factors may pre-

dispose many individuals to the kinds of clinical states that 

lead to suicidality. In one of the largest investigations of the 

family patterns of suicide victims, nearly 250 relatives of 25 

men who completed suicide were compared with 171 relatives 

of matched controls, men who did not attempt or commit 

suicide. After controlling for the presence of other psycho-

logical disorders, the relatives of suicide completers were 10 

times more likely than the relatives of the matched controls 

to have completed or attempted suicide (Kim et al., 2005). 

Family members of 23-year-old Iraq war 
veteran Jeffrey Lucey grieve following Jef-
frey’s suicide amidst his struggle with PTSD. 
Members of the Lucey family have publicly 
shared Jeffrey’s tragic story in an effort to 
bring attention to the need for improved 
mental health care for those returning from 
combat.
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TABLE 8.2 Risk and Protective Factors for Suicide

Risk Factors

Demographic or Social Factors

■  Being a young or elderly male

■  Being Native American or Caucasian

■  Being single (especially if widowed)

■  Social isolation, including new or worsening estrangement, and rural location

■  Economic or occupational stress, losses, or humiliation

■  New incarceration

■  A history of gambling

■  Easy access to a fi rearm

Clinical Factors

■  Past and current major psychiatric illness (especially depressive)

■  Personality disorder (borderline, narcissistic, antisocial)

■  Impulsive or violent traits by history

■  Current medical illness

■  A family history of suicide

■  Previous suicide attempts or other self-injurious or impulsive acts

■  Current anger, agitation, or constricted preoccupation

■  Current abuse of alcohol or drugs or heavy smoking

■  Easy access to lethal toxins (including prescribed medicines)

■  A formulated plan, preparations for death, or suicide note

■  Low ambivalence about dying vs. living

Factors Specifi c to Youth

■  All of the above, less racial difference

■  Recent marriage, unwanted pregnancy

■  A lack of family support

■  A history of abuse

■  School problems

■  Social ostracism, humiliation

■  A conduct disorder

■  Homosexual orientation

Precipitants

■  Recent stressors (especially losses of emotional, social, physical, or fi nancial security)

Protective Factors

■  Intact social supports, marriage

■  Active religious affi liation or faith

■  Presence of dependent young children

■  Ongoing supportive relationship with a caregiver

■  Absence of depression or substance abuse

■  Living close to medical and mental health resources

■  Awareness that suicide is a product of illness

■  Proven problem-solving and coping skills

Source: From L. Tondo and R. Baldessarini in Suicide: An Overview. Reprinted with permission from Medscape. http://www.medscape.com/viewprogram/353. 
© 2001 Medscape Portals, Inc.



to suicide-related thoughts and behaviors, which later be-
come more accessible and active in the person’s mind. 
      Impaired decision-making skills may also predispose an 
individual to committing suicide. Researchers believe there 
may be a neuropsychological basis for such defi cits, possibly 
refl ecting altered serotonin pathways in the parts of  the 
brain involved in making complex choices. In one fascinating 
study, researchers recruited four groups of people—violent 
suicide attempters, nonviolent suicide attempters, men with 
mood disorders, and healthy controls. The participants were 
given a laboratory gambling task which taps emotional fac-
tors in decision making. Both groups of suicide attempters 
made unwise choices, but the violent suicide attempters were 
especially likely to do so (Jollant et al., 2005). Supporting 
the notion that there is a cognitive basis for suicidality is 
research on the relationship between intelligence and suicide 
risk. Of the nearly 100,000 Swedish men who were followed 
for up to a 25-year period, the 2,800 who committed suicide 
were found to have lower intelligence test scores. Interest-
ingly, the highest rates occurred among men with low intel-
ligence test scores from well-educated parents (Gunnell, 
Magnusson, & Rasmussen, 2005).   

 Sociocultural Perspective   The earliest and best-known 
sociocultural theory is that of French sociologist Émile 
Durkheim (1897/1952). A principal reason for suicide, accord-
ing to Durkheim, is  anomie,  or a feeling of alienation from 
society. In the twentieth century, sociocultural theories have 
shifted to an emphasis on the role of the media in publicizing 
suicides, particularly among teenagers. In particular, con-
cern about the role of copycat suicides has increased in the 
past decade. There is no question that adolescent friends 

and acquaintances of  suicide victims experience intense psy-
chological reactions, including grief that might be character-
ized as pathological (Brent et al., 1992). However, although 
grieving peers may have suicidal thoughts, they are not neces-
sarily more likely to follow through with an attempt (Brent et 
al., 1993). 
  Researchers examining racial variations in suicide rates 
report that Whites are more likely than African Americans 
to commit suicide. Not only do the rates differ by race, but 
there are also differences in the age at which people are most 
likely to take their lives. For Blacks, the median age of sui-
cide is 32, and for Whites the median age of suicide is 44 
(Garlow, Purselle, & Heninger, 2005). 
  Although suicide rates are highest for White males 85 
and older, individuals between ages 15 and 24 are also at 
heightened risk of suicide. Approximately 3,900 late adoles-
cents and young adults kill themselves in the United States 
each year, making intentional self-harm the third leading 
cause of death (Hoyert, Kung, & Smith, 2005). Thus, age, 
gender, and race are important factors to consider in under-
standing suicide.   

 Assessment and Treatment of Suicidality   Although suicide 
statistics are alarming, they nevertheless refl ect a low incidence 
in the population. When a clinician is attempting to evaluate 
whether a particular client is at high risk for committing su-
icide, this low probability must be factored into the assess-
ment, because it means that few people are likely to carry 
through with a suicidal wish. Nevertheless, clinicians tend to 
err on the conservative side, and, if there is any chance that 
a client is suicidal, all precautions are taken to ensure the 
 client’s safety. 
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Following the suicide of an adolescent, 
counselors often bring together high-school 
students to talk about their feelings. Such 
discussions are important to help teenagers 
cope with their sense of loss and to reduce 
the likelihood that they will see suicide as 
a way out of their problems.
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  Various methods are available to improve the odds of 

predicting whether a client presents a serious suicide risk. 

First, the clinician assesses the individual’s suicidal intent and 

lethality.    Suicidal intent    refers to how committed a person is 

to dying. A person who is committed to dying would be 

regarded as having a high degree of suicidal intent. In con-

trast, a person who is ambivalent about the wish to die would 

be regarded as having lower suicidal intent.    Suicidal lethality    

refers to the dangerousness of the person’s intended method 

of dying. Some examples of highly lethal methods include 

combining high doses of barbiturates with alcohol, hanging, 

shooting oneself, and jumping from high places. Methods 

that are low in lethality include taking over-the-counter med-

ications and making superfi cial cuts on one’s wrist.         

  Suicidal intent and lethality are usually linked, but not 

always, and the clinician must consider both factors when 

evaluating a person who is suicidal. One aid to assessing su- 

icidality is asking the individual if  he or she has a “plan”; a 

carefully worked out plan is usually a very worrisome indica-

tor. Consider the example of Shari, who is convinced that 

she wants to die and chooses a method that would clearly 

be lethal, such as heavy overdosing on barbiturates. Shari 

fi gures out a way to obtain the drugs and sets a time and 

place where she can carry out her act without being inter-

rupted. This is a carefully worked out plan, indicating a high 

risk of attempting suicide. Both the intent and the lethality 

of Shari’s plan are high. 

  Many suicidal people are willing to tell others about 

their intentions, but they may fi nd that other people become 

uncomfortable and are reluctant to discuss their concerns. 

There is a common misconception that asking a person if  

he or she is suicidal might suggest the idea to the individual. 

Many people conclude that it might be better to avoid the 

topic and even go as far as to ignore warning signs. However, 

asking depressed or troubled individuals direct questions 

about whether they are considering suicide does not seem to 

increase the likelihood that they will act on these thoughts. 

In a groundbreaking experimental study, over 2,000 high-

school students were compared on distress levels after com-

pleting symptom surveys that in the experimental group 

contained questions about suicidal intent and in the control 

group did not. There were no negative effects either on sui-

cidality or distress following the survey, and, in fact, the teens 

who were at high risk in terms of having previous depressive, 

substance abuse, or suicidal symptoms seemed less distressed 

after completing the survey (Gould et al., 2005). 

  Even trained health practitioners may not pick up on the 

signs that an individual is suicidal. In a 1-year psychological 

autopsy study conducted in Finland, in which researchers 

analyzed the apparent causes of suicidal deaths, close to half  

of the victims saw a health care professional prior to commit-

ting suicide (41 percent), most seeing a psychiatrist. Of those, 

only 22 percent of the victims discussed suicidal intent on 

their last offi ce visit. In most of the cases, the offi ce visit took 

place within a week of the suicide, and most of the victims 

had a diagnosed depressive disorder (Isometsä et al., 1995). 

Thus, even trained professionals may not take the opportunity 

to ask about suicidal intent when treating depressed clients. 

  Even if  a person denies suicidal intent, behavioral clues 

can indicate a person’s level of suicidality. For example, a de-

pressed young man who gives away his stereo and memen-

tos and puts his fi nancial affairs in order might be preparing 

to end his life. However, it is easy to mistake the normal 

emotional and behavioral instability associated with puberty 

for signs of suicidality. Changes in mood, declining grades, 

recklessness, substance abuse, the giving up of former inter-

ests, and stormy relationships are frequently cited as suicide 

risk signs but are common experiences of adolescence, par-

ticularly during the early teen years. Poor coping strategies 

are another feature of the ways that high-risk adolescents 

deal with stress. They are less likely to ask for help from 

others and tend to use avoidance rather than confront their 

problems directly (Gould et al., 2004). 

  As you have probably realized by this point, each potential 

suicide involves a unique set of factors. For example, a teenage 

girl who is upset about her poor academic performance is quite 

different from an individual with a long history of bipolar 

disorder and multiple suicide attempts. Clinicians must evalu-

ate a range of factors, such as the individual’s age, gender, race, 

marital status, health, and family history; however, experienced 

clinicians know that these risk factors can be used only as 

guides, rather than as conclusive evidence of suicidality. 

  Suicidality is assessed in many contexts, including sui-

cide hotlines, hospital emergency rooms, mental health clin-

ics, and inpatient psychiatric facilities. The interventions 

offered in these settings vary considerably in their scope and 

depth. Cutting across the varying intervention contexts are 

two basic strategies for treating suicidal individuals: provid-

ing social support and helping these individuals regain a 

sense of control over their lives. 

  The need to provide social support is based on the idea 

that, when an individual is suicidal, he or she feels very 

A sense of hopelessness is one of the strongest predictors of suicide.



alone; having other people around reduces that sense of iso-

lation. Professionals follow through on this idea by establish-

ing a formal connection to the suicidal individual by way of 

a contract. This contract is a two-way agreement in which 

the client promises to contact the clinician on experiencing 

suicidal impulses. The clinician, in turn, agrees to be avail-

able in the event of such a crisis. If  a client will not agree 

to these conditions, the clinician is likely to consider having 

the client hospitalized. 

      The therapist can use cognitive-behavioral techniques to 

help the individual gain control over suicidal feelings by think-

ing of alternative ways to deal with stress. The therapist might 

also encourage the client to consider reasons for living and to 

shift the focus away from death to life. In any case, having an 

opportunity to talk about suicidal feelings is important for the 

client, in order to develop some perspective on the situation 

and a sense of control (Boyer & Guthrie, 1985). A compre-

hensive model of treatment for adolescents is suggested by 

Brent (2001). This involves treatment of the underlying psy-

chopathology, reduction of cognitive distortion, work on im-

provement of social skills, encouragement of problem solving, 

regulation of affect, and family intervention. 

  Researchers and clinicians are actively seeking ways to 

translate their understanding of suicide risk factors into suc-

cessful intervention programs. Although there is now a 

greater understanding of the factors that can affect suicide 

risk in adolescents, there is a lack of controlled research on 

the effects of  suicide prevention programs with this age 

group (Gould, Greenberg, Velting, & Shaffer, 2003). At the 

other end of the age spectrum, increased research attention 

has been given to older adults, another age group at risk for 

suicide. In one study, researchers found that depressed pri-

mary care patients over age 60 for whom intervention was 

provided had a lower risk of suicide than a control group 

receiving no treatment. The intervention, consisting of vari-

ous components of medication and psychotherapy, reduced 

both suicidal ideation and depressive symptoms (Bruce et 

al., 2004). 

  People who seek professional help are likely to receive 

lifesaving services. The bottom line is that serious depression 

and omens of suicide should be taken very seriously. Failure 

to respond can have devastating consequences; when you en-

counter someone who may be suicidal, do not be afraid to 

confront the situation and insist, as much as possible, that the 

individual seek intervention.      

 REVIEW QUESTIONS  

  1.    How do males and females differ in completed suicides 

and attempted suicides?  

  2.    What is the difference between suicidal lethality and 

suicidal intent?  

  3.    A ___________ is a study conducted in which research-

ers and clinicians analyze the apparent causes of suicidal 

deaths.       

 Mood Disorders: The 
Biopsychosocial Perspective  

 As you learned about each of the perspectives on mood dis-

orders, you probably saw features that you felt were convinc-

ing, only to read on and fi nd another approach that seemed 

equally compelling. This is because each approach has some-

thing valuable to offer in the way of  understanding and 

treating mood disorders. You may be wondering how a clini-

cian decides which techniques to use when treating clients 

with mood disorders. Many clinicians have preferences for 

one form of treatment over another, but, in addition to these 

preferences, they turn to the latest research fi ndings to guide 

them in developing treatment plans responsive to each cli-

ent’s needs. For the most part, clinical decisions are based 

on the nature of the individual’s problems. For example, a 

client having a manic episode would probably be prescribed 

medication, such as lithium, and this treatment would be 

supplemented by psychotherapy. A depressed client who has 

suffered a recent loss would be treated with psychotherapy; 

medication would be unlikely. 

    Much of what you have read should lead you to conclude 

that biology is an important contributor to mood disorders. 

Providing comfort and support to a depressed person can help that 
person see alternatives to suicide.
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Consequently, you may expect that somatic treatment ap proaches 

would be the most effective. Many experts in the fi eld of depres-

sion would agree. However, as we have pointed out, medication 

alone has its limitations and in some instances may not be as 

effective as psychotherapy or a combination of both. 

    It is encouraging to see the substantial progress being 

made in the understanding and treatment of mood disorders. 

Given the relatively high prevalence of these disorders, such 

progress will have a broad impact on many individuals and 

on society as a whole, and it is likely to enrich science’s 

knowledge about the functioning of the brain and the role 

of genetics in human behavior as well. In the coming years, 

you will read and hear about many more advances in this 

heavily researched area.  
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   Janice’s History  

 Janice’s voice quavered and tears 

streamed down her face as she re-

counted the story of her life, remind-

ing me of her inner pain. The oldest 

daughter in a family of three girls, 

Janice described a harmonious family 

life during her early years that took a 

very sad turn when her father passed 

away when she was 14 years old. 

Prior to that unhappy date, Janice’s 

mother had been a charming and en-

ergetic woman who devoted herself 

to the family. Everything changed dra-

matically following the death of Jan-

ice’s father, when her mother became 

extremely withdrawn and uninvolved 

with her children. A few months later, 

Janice’s mother was hospitalized for 

the fi rst of several episodes of seri-

ous depression. 

  During each of her mother’s hos-

pitalizations, Janice was required to 

take over much of the family respon-

sibilities, a pattern that continued 

throughout her remaining years in 

high school. On graduation, Janice 

realized that she couldn’t leave home 

because of her mother’s reliance on 

her, so she enrolled in a local com-

munity college and earned a degree 

in business administration. She con-

tinued to play an important role in 

caring for her two younger sisters 

 until they left home. 

  Janice stayed with her mother 

and worked as a buyer for a local 

clothing store. She fell in love with a 

man named Jed, whom she had met 

at a church-sponsored function. Jed 

asked her to marry him, but she in-

sisted that her mother needed her at 

home and that she could not possi-

bly leave her. Several years later, 

Janice’s mother became terminally 

ill, and Janice nursed her until her 

death. Janice was so distraught over 

her mother’s death that she could 

not return to work for many months. 

The death was particularly traumatic 

for Janice, because it left her with-

out a living parent. At this time, Jan-

ice was 30 years old. Jed had not yet 

gotten married, and he again pro-

posed to her. Janice accepted and 

they were married. 

  Janice explained that, during the 

early years of her marriage, she felt 

relatively happy, despite occasional 

periods of sadness over the loss of 

her parents. Jed had used some of 

the insurance money Janice ac-

quired after her mother’s death to 

begin their own consulting fi rm, 

where she worked for more than a 

year, until the birth of her daughter. 

Although she had intended to quit 

working after her baby was born, 

she acquiesced to her husband’s re-

quest that she continue working be-

cause they needed the money. She 

agreed to go along with this plan but 

harbored resentment about it.    

 Assessment  

 Although it was evident to me that 

Janice was depressed, I felt that psy-

chological testing would provide me 

with some insight into her mood disor-

der. On each of the tests that Janice 

took, she showed evidence of deep 

sadness and discontent. Janice’s 

MMPI-2 profi le was that of a person 

experiencing serious depression and 

obsessional thinking. Her Rorschach 

and TAT responses refl ected themes 

of emotional constriction, guilt, de-

pression, and anxiety. On the WAIS-

III, Janice received a performance 

IQ in the below average range as a 

result of her lethargy, in contrast to 

her verbal IQ, which was well above 

average. Her score on the Beck De-

pression Inventory-II confi rmed my 

clinical impression that the depth of 

Janice’s depression was extreme, 

warranting immediate and intensive 

treatment.    

 Diagnosis  

 The prominence of Janice’s mood 

disturbance led me to feel certain 

that she had a serious form of de-

pression. She showed no psychotic 

symptoms or any history of a manic 

episode. I was able to rule out dys-

thymic disorder as a diagnosis be-

cause of the  relative brevity of her 

disturbance. All signs pointed to a 

diagnosis of major depressive dis-

order—depressed mood, dimin-

ished interest in ordinary activities, 

appetite disturbance, sleep distur-

bance, psychomotor retardation, 

fatigue, feelings of worthlessness 

and guilt, poor concentration, and 

suicidality.        

 R E T U R N  T O  T H E  C A S E 
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  Axis I:   Major Depressive 

 Disorder  

  Axis II:   No evidence of 

 personality disorder  

  Axis III:   No physical disorders 

or conditions  

  Axis IV:   Problems with primary 

support group 

( marital tensions)  

  Axis V:   Current Global Assess-

ment of Functioning: 

45 Highest Global As-

sessment of Func-

tioning (past year): 90  

       Case Formulation  

 In reviewing Janice’s story in my at-

tempt to understand why she be-

came so severely depressed, my 

attention was fi rst drawn to the fact 

that her mother had also experi-

enced serious depression. Genetic 

factors, of course, have been shown 

to play an important role in the etiol-

ogy of mood disorders but I also felt 

that there was more to Janice’s story 

that warranted consideration. Spe-

cifi cally, she had experienced sev-

eral major shifts in her life within the 

past decade. She felt a great deal of 

confl ict about her mixed feelings re-

garding her mother’s death. Janice 

felt her mother’s death as a painful 

loss, yet she had contrasting feel-

ings of elation, because she was 

freed from her mother’s excessive 

demands. Any sense of relief that 

she felt in this regard caused her to 

feel guilty, and her guilt led Janice to 

berate herself for not having been 

more attentive to her mother. 

  Over the course of several years, 

events within Janice’s current family 

added further stress to her already 

fragile level of emotional function-

ing. As Janice’s daughter reached 

toddlerhood, Janice’s confl ict around 

the issue of mother-daughter rela-

tionships was reactivated. Further-

more, her husband’s demands that 

she become more involved in their 

business affected her self-esteem, 

because she was thwarted from 

fulfi lling her childrearing aspira-

tions. I wondered whether her feel-

ings of inadequacy, listlessness, 

and unhappiness were a turning-

inward of the resentment she felt to-

ward her husband. She saw suicide 

as her only escape from the unsatis-

fying trap of her life.    

 Treatment Plan  

 As with all cases involving a serious 

suicide attempt, Janice needed to 

be hospitalized, even if only for a 

brief period of time, for continued 

evaluation and mood stabilization. 

She remained in the hospital for 3 

weeks. Following her discharge, I 

continued to see her weekly in indi-

vidual psychotherapy for a year. 

  My work with Janice combined 

several approaches. Several factors 

about her current functioning and 

family history led me to the conclu-

sion that antidepressant medication 

was warranted. Specifi cally, she 

was in a deep state of depression, 

involving both psychological and bi-

ological processes. In addition, the 

fact that her mother had had a mood 

disorder suggested to me that Janice 

was biologically predisposed to de-

pression; therefore, biological inter-

vention should be considered as a 

component of the treatment plan. 

  Regarding psychological inter-

vention, I chose a combination of 

cognitive-behavioral and psychody-

namically based techniques in my 

individual therapy, augmented by 

couple therapy provided by one of 

my colleagues. 

  I felt that cognitive-behavioral 

techniques would be effective in 

helping Janice reduce the frequency 

of her depressive thoughts and de-

velop appropriately assertive inter-

personal styles. In addition, I felt 

that Janice needed to explore her 

feelings about her mother to gain 

some insight into the ways in which 

unresolved mother-daughter issues 

had interfered with her own happi-

ness. Also, couple therapy would al-

low Janice and Jed to  begin working 

on some of the problems in their 

 relationship—in particular, how he 

had stood in the way of Janice’s 

feeling a greater sense of fulfi llment 

in raising their child.    

 Outcome of the Case  

 During her stay in the hospital, Janice’s 

mood improved as the antidepressant 

medication began to take effect. By 

the time she was ready to return 

home, she felt much more capable of 

handling her responsibilities. 

  In therapy, Janice learned to iden-

tify the ways in which her thinking was 

distorted and self-blaming, as well as 

to replace those thoughts with health-

ier ones. Focusing on becoming more 

assertive helped Janice become bet-

ter able to express her needs to her 

husband. In time, Janice came to see 

how the confl icts she had harbored all 

these years about her relationships 

with her mother and her husband had 

seriously interfered with her achieve-

ment of happiness. Early in our work 

together, Janice came to the conclu-

sion that she would work part-time, an 

idea with which I concurred. It seemed 

to me that Janice needed more time 

with her daughter and a reduction in 

her work responsibilities. 

  In couple therapy, Janice and 

Jed worked on developing clearer 

styles of communication. Jed came 

to recognize that his wife’s depres-

sion was related to her loss of power 

in their relationship. Reluctantly, he 

began to accede to her requests for 

greater independence and more in-

fl uence in their relationship. When 

he saw that these changes corre-

lated with Janice’s improved psy-

chological functioning, he began to 

understand the impact of his behav-

ior not only on Janice but also on the 

whole family system. 

  As I think back on my work with 

Janice, I feel a sense of satisfaction. 

When I fi rst met Janice, she had just 

been rescued from a serious suicide 

attempt. Her self-esteem had been 

severely damaged, and her ability to 

live life as a happy and fulfi lled per-

son seemed only a remote possibility. 

That picture changed dramatically. 

Our work together, combined with 

the couple therapy, helped bring this 

woman from a period of despair to a 

state of fulfi llment.   

    Sarah     Tobin  ,   PhD     
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       SUMMARY  

■       A mood disorder involves a disturbance in a person’s emo-

tional state, or mood. People can experience this disturbance 

in the form of extreme depression, excessive elation, or a com-

bination of these emotional states. An episode is a time-

 limited period during which specifi c intense symptoms of a 

disorder are evident. Major depressive disorder involves acute, 

but time-limited, episodes of depressive symptoms, such as 

feelings of extreme dejection, a loss of interest in previously 

pleasurable aspects of life, bodily symptoms, and disturbances 

in eating and sleeping behavior. Individuals with major depres-

sive disorder also have cognitive symptoms, such as a negative 

self-view, feelings of guilt, an inability to concentrate, and in-

decisiveness. Depressive episodes can be characterized as mel-

ancholic or seasonal. Dysthymic disorder is characterized by 

depression that is not as deep or intense as experienced in 

major depressive disorder but that has a longerlasting course. 

People with dysthymic disorder have, for at least 2 years, de-

pressive symptoms, such as low energy, low self-esteem, poor 

concentration, decision-making diffi culty, feelings of hope-

lessness, and disturbances of appetite and sleep.  

■         Bipolar disorder and cyclothymic disorder involve alternations 

in mood. Bipolar disorder involves an intense and very disrup-

tive experience of extreme elation, or euphoria, called a manic 

episode, which is characterized by abnormally heightened lev-

els of thinking, behavior, and emotionality that cause signifi -

cant impairment. A mixed episode consists of symptoms of 

both a manic episode and a major depressive episode, which 

alternate rapidly. Cyclothymic disorder involves a vacillation 

between dysphoria and briefer, less intense, and less disruptive 

states called hypomanic episodes. In bipolar I disorder, an indi-

vidual experiences one or more manic episodes, with the pos-

sibility, though not the necessity, of having experienced one or 

more major depressive episodes. In bipolar II disorder, the in-

dividual has had one or more major depressive episodes and at 

least one hypomanic episode.  

■         Mood disorders have been explained in terms of biological, 

psychological, and sociocultural approaches. The most com-

pelling evidence supporting a biological model of mood dis-

orders involves the role of genetics, with the well-established 

fact that these disorders run in families. Biological theories 

focus on neurotransmitter and hormonal functioning. Psy-

chological theories have moved from early psychoanalytic 

approaches to more contemporary viewpoints that empha-

size the behavioral, cognitive, and interpersonal aspects of 

mood disturbance. In the behavioral viewpoint, it is assumed 

that depression is the result of a reduction in positive rein-

forcements, defi cient social skills, or the disruption caused 

by stressful life experiences. According to the cognitive per-

spective, depressed people react to stressful experiences by 

activating a set of thoughts called the cognitive triad: a nega-

tive view of the self, the world, and the future. Cognitive dis-

tortions are errors people make in the way they draw con-

clusions from their experiences, applying illogical rules, such 

as arbitrary inferences or overgeneralizing. Interpersonal the-

ory involves a model of understanding mood disorders that 

emphasizes disturbed social functioning.  

■         Treatments for mood disorders are also based on biological, 

psychological, and sociocultural perspectives. Antidepressant 

medication is the most common form of somatic treatment for 

people who are depressed, and lithium carbonate is the most 

widely used medication for people who have bipolar disorder. 

In cases involving incapacitating depression and some extreme 

cases of acute mania, the clinician may recommend electro-

convulsive therapy. The psychological interventions that are 

most effective for treating people with mood disorders are 

those rooted in the behavioral and cognitive approaches. So-

ciocultural and interpersonal interventions focus on the treat-

ment of mood symptoms within the context of an interpersonal 

system, such as an intimate relationship.  

■         Although no formal diagnostic category specifi cally applies to 

people who commit suicide, many suicidal people have a mood 

disorder, and some suffer from other serious psychological dis-

orders. The dramatic act of suicide is explained from  biological, 

psychological, and sociocultural perspectives. The treatment of 

suicidal clients varies considerably, depending on the context, 

as well as intent and lethality. Most intervention approaches in-

corporate support and directive therapeutic involvement.     

 KEY TERMS 
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 ANSWERS TO REVIEW QUESTIONS   

 Depressive Disorders (p. 252)  

1.      Melancholic features  

2.      There are higher lifetime prevalence rates for younger 

cohorts; as they get older, the overall prevalence of these 

disorders in the population will also increase.  

3.      A 2-year period for adults; a 1-year period for children 

and adolescents     

 Disorders Involving Alternations in Mood (p. 256)  

1.      Rapid cycling  

2.      Hypomanic episode does not have psychotic features, is not 

severe enough to cause marked impairment, and the mini-

mum duration is briefer (i.e., 4 days rather than a week).  

3.      2.5 percent     

 Theories and Treatments of Mood Disorders 
(p. 266)  

1.      Suicide  

2.      Cognitive distortions  

3.    The clinician focuses on disturbances in circadian rhythms 

and social relationships.     

 Suicide (p. 271)  

1.      Males are more likely to complete suicide and females are 

more likely to attempt suicide.  

2.      Lethality refers to the dangerousness of  the person’s 

intended method of dying, and intent refers to how com-

mitted a person is to dying.  

3.      Psychological autopsy       

 ANSWERS TO MINI CASE QUESTIONS   

 Major Depressive Disorder (p. 250) 

A:   Many of  his symptoms fi t the diagnostic criteria, and 

this was the second instance of  a major depressive 

 episode.   

 Dysthymic Disorder (p. 251) 

A:  Miriam’s symptoms have lasted for 3 years without any 

major depressive episodes.   

 Bipolar I Disorder (p. 253) 

A:   Isabel has experienced a manic episode, which requires a 

diagnosis of bipolar I disorder.   

 Cyclothymic Disorder (p. 256) 

A:   During periods of hypomania, Larry takes on unrealistic 

challenges and acts promiscuously, provocatively, and 

unpredictably.     

  INTERNET RESOURCE 

 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6e . 

There you will fi nd more information, resources, and links to topics of interest.                                                     

 Internet Resource  275



   C H A P T E R  9 

 Schizophrenia and 
Related Disorders  

      O U T L I N E 

Case Report: David Marshall   277  

  Characteristics of Schizophrenia   278  

 Phases of Schizophrenia   279   

 Symptoms of Schizophrenia   279   

Real Stories:  John Forbes Nash: 
Schizophrenia   280   

 Types of Schizophrenia   283   

 Dimensions of Schizophrenia   284   

 Courses of Schizophrenia   285   

 Gender, Age, and Cultural Features   285   

  Other Psychotic Disorders   286  

 Brief Psychotic Disorder   286   

 Schizophreniform Disorder   287   

 Schizoaffective Disorder   288   

 Delusional Disorders   288   

 Shared Psychotic Disorder   290   

  Theories and Treatment 

of Schizophrenia   291  

 Biological Perspectives   291   

 Psychological Perspective   293   

 Sociocultural Perspective   295   

 Treatment of Schizophrenia   296   

Schizophrenia:   The 

Biopsychosocial Perspective   299  

  Return to the Case   300  

  Summary   303  

  Key Terms   303  

  Answers to Review Questions   304  

Answers to Mini Case Questions   304  

  Internet Resource   305  



  I was on call in the emergency room 

on that afternoon when 22-year-old 

David Marshall was brought in by his 

parents who were deeply troubled 

by his odd thinking and behavior. As 

I approached the consulting room in 

which David was sitting with his par-

ents, I could hear a booming but ar-

gumentative voice from within the 

room yell out, “I want to see Zoro-

aster. That’s the only reason I’ve al-

lowed you to bring me to this dump!” 

I opened the door and came on the 

curious sight of a large young man, 

sitting wedged between two adults, 

much smaller in stature. Dora and 

Alfred Marshall were apparently try-

ing to restrain their son David, who 

seemed ready to bolt from the room 

any minute. Even though David was 

tightly cushioned by his parents, his 

left arm was extended outward from 

his body, as he made sweeping cir-

cular movements that seemed be-

yond his control. Before I was able 

to introduce myself, David said, with 

great annoyance in his voice, “You 

are not he! Where is he whom I have 

come to see?” I responded by ex-

plaining to David that I wasn’t sure 

what he meant, but I would like to 

spend some time talking to him and 

to his parents. 

  As I sat in the chair across from 

David, my attention was drawn im-

mediately to the look of torment on 

David’s face, and the ways in which 

this look was mirrored in the eyes of 

both his father and his mother. At 

fi rst, David said nothing, but permit-

ted his parents to tell me about 

the  events of the preceding several 

days. They explained that David had 

been uttering a string of bizarre 

statements, such as “You can’t stop 

me from my mission! Zoroaster is 

coming to save us all!” As David’s 

parents struggled to tell me the story, 

David continued to interrupt with 

loud, dramatic assertions that he had 

a mission to “protect humankind from 

the evil force of ‘thools,’ creatures 

from the planet Dortanus.” Hearing 

just a few such comments led me to 

guess that he was in a psychotic 

state. 

  In a threatening tone of voice, 

David told his parents and me that 

anyone who stood in the way of his 

destiny might be at great risk. Mr. 

and Mrs. Marshall sat by quietly, al-

lowing me to assess the severity of 

David’s problem as he told me the 

story of how he had been chosen as 

a special envoy for Zoroaster, an 

alien god with an “intergalactic mes-

sage of salvation.” In response to my 

questioning, David told me that he 

had been informed of this special as-

signment by way of television com-

mercials targeted especially at him, 

and by “the voice of Zoroaster,” 

which spoke to him at two o’clock 

each afternoon. At that point, his 

parents interjected that, “in prepa-

ration for his mission,” David had 

hoarded a roomful of spray cans to 

be used to break through the ozone 

layer in order to save the world from 

destruction. 

  I soon realized that, because of 

David’s disordered state of mind and 

disruptive behavior, he would be un-

able to give me accurate information 

about his current emotional state or 

a clear sense of the signifi cant ex-

periences in his life. Consequently, I 

asked to meet privately with his par-

ents to collect some of this very im-

portant  information—a request that 

provoked a moment of rage from 

 David. Warning me that they were 

“part of a plot” to suppress his mes-

sage, he stormed out of the room 

and then bolted from the hospital. 

I was somewhat startled at the Mar-

shalls’ apparent lack of response to 

David’s departure. Mr. Marshall ex-

plained that scenes like this took 

place every day. Sometimes David 

disappeared for a few days, but he 

always returned home, primarily                

because he wished to return to the 

 private enclave of his room. 

  The Marshalls described David’s 

deterioration during the course of 

his late adolescent years. David 

failed every course during his fi rst 

semester in college, because he 

spent most of his time alone in his 

dormitory room, listening to rock 

music. After fl unking out of college, 

David returned home, where he 

spent his time reading science fi c-

tion and esoteric religious writings. 

Mrs. Marshall noted that other odd-

ities in his behavior became appar-

ent around that time; she told of 

how David often attracted attention 

on the street because of his pecu-

liar bodily movements and postures. 

For example, he would gaze heav-

enward, begin to wave his hand in 

a kind of spraying motion, and laugh 

with a sinister tone. Mrs. Marshall 

wept as she commented, “If only 

we had asked for help then, maybe 

 David wouldn’t have gotten so bad.” 

  Three days after my initial meet-

ing with the Marshalls, Mr. and Mrs. 

Marshall brought David back to the 

hospital. This time we took security 

precautions to prevent David from 

leaving again and made arrange-

ments to have him involuntarily ad-

mitted. The events of the preceding 

few days had left the Marshalls feel-

ing exhausted and deeply upset 

about David’s poor judgment and bi-

zarre behavior. They explained to me 

that David had not returned home 

the night following our last meeting. 

The Marshalls had become alarmed, 

because the weather had turned 

very cold and snowy. They knew that 

it was unlikely for David to seek shel-

ter anywhere other than his own 

room. Consequently, they decided to 

notify the police. 

  Two nights passed without David 

being found, but, fi nally, in the early 

morning hours, the police located 

him. With the help of police dogs, Da-

vid was tracked down deep in the 

woods a mile from the Marshall home. 

Perched on a rock, sitting in a lotus 

position, David was staring at the tops 

of the trees and speaking in a loud 

voice, apparently conversing with his 

“friends in the planets.” He seemed 

unaffected by the dire weather condi-

tions, despite his lightweight leather 

jacket, and appeared oblivious to the 

small group of search ers who tried to 

speak to him. He acquiesced to their 

request that he follow them to their 

nearby vehicle. As David spoke to his 

rescuers, it was clear that he believed 

they had been sent by Zoroaster and 

that it was his duty to adhere to their 

wishes. Moments after David was 

returned to his home, Mr. Marshall 

called for an ambulance to take  David 

back to the psychiatric hospital. 

    Sarah     Tobin ,    PhD     
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   T
 he disorders we will discuss in this chapter, including 

the one that affl icts David, are commonly referred to 

as psychoses. As you will discover in this chapter, the 

forms of psychotic disorders differ in a number of important 

ways, but they share the central feature of a severe distur-

bance in the individual’s experience of  reality about the 

world and the self. People with psychotic disorders may have 

diffi culty thinking or speaking in a coherent manner and 

may be distracted, and possibly tormented, by vivid images 

or voices. 

  Psychotic episodes are among the most frightening and 

tormenting of human experiences, but perhaps even more 

frightening is their apparent uncontrollability. The distress 

of people going through psychotic episodes is made worse 

by the fear and aversion such behaviors create in other peo-

ple. It is diffi cult for the ordinary person not to be disturbed 

by the eccentricities and strange ramblings of people in a 

psychotic state. Because people who have psychotic disorders 

are so often rejected by others, they frequently are isolated 

and have little opportunity for social interaction.      

 Characteristics of Schizophrenia  

 Have you ever seen a man on the street muttering to himself, 

gesturing oddly, and acting as though he is hearing voices 

that no one else can hear? You may have wondered what was 

wrong with him. Although such behaviors can be associated 

with a number of conditions, including drug reactions, in 

many cases they are symptoms of a form of psychosis called 

schizophrenia, which affects slightly more than 1 percent of 

the adult population. 

       Schizophrenia    is a disorder with a range of symptoms in-

volving disturbances in content of thought, form of thought, 

perception, affect, sense of self, motivation, behavior, and 

interpersonal functioning. Although statistically a small per-

centage of the population has this disorder, the 1 percent fi g-

ure translates into a tremendous need for resources to care 

for these people. As the deinstitutionalization movement has 

taken hold, the burden of care has moved increasingly to 

families, and the costs, both in emotional and fi nancial terms, 

are staggering. It is estimated that the direct cost of schizo-

phrenia in the United States runs into the billions of dollars 

per year. This fi gure does not include indirect costs, such as 

family caregiving and lost income. As you read about this 

disorder, you will see that its symptoms are frightening and 

distressing, not only to the individuals who experience them, 

but also to their families and friends who carry a tremendous 

burden in so many tangible and intangible ways. 

    The disorder that we currently call schizophrenia was fi rst 

identifi ed as a disease by a French physician, Benedict Morel 

(1809–1873), and was systematically defi ned by German psy-

chiatrist Emil Kraepelin (1856–1926).    Dementia praecox    ,  as 

it was called, was thought to be a degeneration of the brain 

( dementia ) that began at a relatively young age (  praecox ) and 

ultimately led to disintegration of  the entire personality. 

Kraepelin believed that the hallucinations, delusions, and 

bizarre behavioral disturbances seen in people with schizo-

phrenia could ultimately be traced to a physical abnormality 

or disease. 

        Swiss psychologist Eugen Bleuler (1857–1939) chal-

lenged Kraepelin’s views that dementia praecox was a dis-

ease of the brain. Bleuler (1911) proposed a dramatic change 

in both the name and the understanding of the disorder. 

According to Bleuler, a more appropriate name for the dis-

order was schizophrenia, a term that incorporated ideas 

 central to his understanding of the disorder: a splitting of 

( schiz ) or lack of integration among the individual’s psycho-

logical functions. Unlike Kraepelin, Bleuler thought it was 

possible for people with schizophrenia to recover from the 

disorder. Furthermore, Bleuler considered schizophrenia to 

represent a group of disorders. Even though he wrote about 

   Although it is uncommon for severely mentally ill individuals to be 
threatening to others, some high-profi le cases have led the public to 
think otherwise. William Lepeska was arrested for stalking tennis star 
Anna Kournikova and appearing at her home screaming, “Anna, 
save me!” after swimming nude to her waterfront home. Lepeska, who 
had a history of mental illness, assault, and stalking, was deemed 
mentally unfi t to stand trial. 



this  disorder nearly a century ago, Bleuler’s ideas about 

schizophrenia are still infl uential. The fundamental features 

of the disorder that he identifi ed are still commonly referred 

to as Bleuler’s Four  A ’s:

   1.     Association:  Thought disorder, as might be evident 

through rambling and incoherent speech  

  2.     Affect:  Disorder of the experience and expression of 

emotion—for example, inappropriate laughter in a 

sad situation  

  3.     Ambivalence:  The inability to make or follow through 

on decisions  

  4.     Autism:  The tendency to maintain an idiosyncratic 

style of egocentric thought and behavior    

    Disagreeing with Bleuler’s broad characterization of 

schizophrenia was a German psychiatrist, Kurt Schneider 

(1887–1967), who introduced the idea that, for the diag-

nosis of schizophrenia, certain fi rst-rank symptoms must be 

 present (Schneider, 1959). These include hearing voices that 

comment on one’s actions and believing that an outside 

agent is inserting thoughts into one’s mind. We now know 

that fi rst-rank symptoms are also associated with disorders 

other than schizophrenia, such as certain forms of mood 

disorder, so Schneider’s idea about using these symptoms as 

the sole diagnostic indicators of schizophrenia is no longer 

considered valid. As you will see later in our discussion, de-

bate about the nature of schizophrenia continues among con-

temporary researchers and clinicians.  

 Phases of Schizophrenia 

 Schizophrenia is a complex and multifaceted disorder that 

can take many forms. Essential to the diagnosis of schizo-

phrenia is a marked disturbance lasting at least 6 months. 

During this 6-month period is an    active phase    of  symptoms, 

such as delusions, hallucinations, disorganized speech, dis-

turbed behavior, and negative symptoms (e.g., speechlessness 

or lack of initiative). 

    The active phase does not usually appear without warning 

signs. Most, but not all, cases have a    prodromal phase    ,  a period 

prior to the active phase during which the individual shows 

progressive deterioration in social and interpersonal function-

ing. This phase is characterized by several maladaptive behav-

iors, such as social withdrawal, inability to work productively, 

eccentricity, poor grooming, inappropriate emotionality, pecu-

liar thought and speech, unusual beliefs, odd perceptual expe-

riences, and decreased energy and initiative. For many people, 

the active phase is followed by a    residual phase    ,  in which there 

are continuing indications of disturbance similar to the behav-

iors of the prodromal phase. Throughout the duration of the 

disturbance, people with schizophrenia experience serious 

problems in work, relationships, and self-care. 

    The prodromal phase, as it is evidenced during childhood 

and adolescence, is of particular interest to researchers and 

clinicians for several reasons. Deteriorative changes that 

emerge in these age groups shed light on the view of schizo-

phrenia as a neurodevelopmental condition. In other words, 

changes are taking place in the brain of affected individuals 

that increase the likelihood they will develop schizophrenia. 

If heightened vulnerability can be recognized, might interven-

tions be introduced to protect the individual from developing 

the disorder? In studying young people at risk of developing 

schizophrenia, researchers have identifi ed what they call the 

 CASIS cluster,  comprising cognitive defi cits (C), affective dis-

turbances (A), social isolation (SI), and school failure (S). In 

addition to the CASIS cluster, researchers have documented 

early signs of  impending deterioration known as    positive 

symptoms    :  exaggerations or distortions of normal thoughts, 

emotions, and behavior. Positive symptoms are viewed as 

direct lead-ins to the full expression of psychosis. The hope 

is that, if  the CASIS cluster or the initial emergence of pos-

itive symptoms can be recognized in vulnerable individuals, 

prevention programs can be introduced that reduce the risk 

of future psychosis while also eliminating the disability asso-

ciated with the vulnerability defi cits. For example, addressing 

the cognitive defi cits, either pharmacologically or psycho-

therapeutically, could have profound positive effects. Research 

is still in the beginning stages about which medications, if  

any, and which therapeutic interventions might be effective, 

but hope is held out for discoveries in the future (Cornblatt 

et al., 2003).  

    Symptoms of Schizophrenia 

 The mysterious and dramatic symptoms of  schizophrenia 

cover a range of  categories from extreme disturbances in 

thought content to bizarre behaviors. Let’s take a look at 

some of the defi ning characteristics of this disorder.  

 Disturbance of Thought Content: Delusions   Recall Dr. 

Tobin’s interaction with David Marshall in the case study at 
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Diagnostic Features of Schizophrenia

■  People with this disorder experience a disturbance that 
lasts at least 6 months and includes at least 1 month of 
active symptoms, including at least two of the following:

◆  Delusions

◆  Hallucinations

◆  Disorganized speech

◆  Disturbed or catatonic behavior

◆  Negative symptoms, such as fl at affect or severe lack 
of motivation

■  For a signifi cant portion of the time since symptom onset, 
they have experienced dysfunction in work, relationships, 
or self-care.

■  The symptoms are not due to another disorder, a medical 
condition, or substance use.
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R E A L  S T O R I E S

JOHN FORBES NASH: SCHIZOPHRENIA

W
hen many people conjure up 
images of individuals with 
schizophrenia, they think of 

people such as David Marshall, whose 
story you began reading at the start of 
this chapter. Would you imagine that 
some people with this disabling condi-
tion accomplish great things in life? 
Would you imagine that a person who 
has suffered from severe personal disor-
ganization and various symptoms of 
psychosis could go on to receive the 
Nobel Prize? This is the story of Nobel 
Laureate John Forbes Nash, a man re-
garded in the  scientifi c community as a 
mathematical genius, whose life story 
was portrayed in the award-winning 
fi lm, A Beautiful Mind.

 After graduating from Bluefi eld 
 College in the 1950s, Nash was re-
cruited for graduate study by Harvard, 
Princeton, Chicago, and Michigan. He 
chose Princeton and began working on 
his PhD when he was only 20. When 
he was 21, he wrote a 27-page doctoral 
dissertation on game theory, or the 
mathematics of competition, a ground-
breaking paper that drew the attention 
of many in the fi elds of mathematics 
and economics. After completing his 
doctorate, Nash went to MIT, where he 
worked for 8 years in economics and 
continued to impress the mathematical 
world. During this time he also invented 
the game Hex, marketed by Parker 
Brothers. In 1958, Fortune magazine 
called him America’s brilliant young star 
of the “new mathematics.”
 He had married Alicia Larde in 
1957, and the successful young math-
ematician’s life seemed nearly perfect. 
But shortly after his wife became preg-
nant, Nash’s mental state deteriorated 
and he remained in emotional disarray 

for nearly 30 years. During his most 
troubled days, he roamed the halls 
of Princeton in  disheveled clothing, 
 writing cryptic formulas on chalk-
boards, becoming known as the 
“phantom of Fine Hall.” Although there 
were times when his delusions abated 
and he would briefl y return to rational 
thinking, at other times he required 
hospitalization. During his long illness, 
Nash and Alicia divorced. In the 
1990s, when Nash’s condition 
 improved, he and Alicia were able 
to renew their relationship, and the 
two remarried.
 While Nash was ill, game theory 
originating from his doctoral disser-
tation had become a staple tool in 
 economics and business, and his tre-
mendous contributions several decades 
earlier were recognized in 1994 when 
he was awarded the Nobel Prize in 
economics.
 Nash has spoken about his recov-
ery and his battle with schizophrenia. 

In an article written for the Nobel Prize 
Foundation, Nash describes the onset 
of his illness:

The mental disturbances originated 
in the early months of 1959 at a 
time when Alicia happened to be 
pregnant. As a consequence I 
 resigned my position as a faculty 
member at MIT and, ultimately, 
 after spending 50 days under 
“ observation” at McLean Hospital, 
 traveled to  Europe and attempted to 
gain status there as a refugee. I later 
spent times of the order of fi ve to 
eight months in hospitals in New 
 Jersey,  always on an involuntary 
 basis and  always attempting a legal 
argument for release.

 At the tenth World Congress of 
 Psychiatry, Nash described some of 
his experiences during his illness:

. . . the staff at the Massachusetts 
 Institute of Technology, and later all 
of Boston were behaving strangely to-
wards me. . . . I started to see crypto-
communists everywhere. . . . I started 
to think I was a man of great religious 
importance, and to hear voices all 
the time. I began to hear something 
like telephone calls in my head, from 
 people opposed to my ideas. . . . The 
delirium was like a dream from which 
I never seemed to wake.

 Nash, again in his brief autobi-
ography written for the Nobel Prize 
 Foundation, explains how the return of 
rationality is not always considered pos-
itive by those affl icted with psychosis:

So at the present moment I seem to 
be thinking rationally again in the 
style that is characteristic of scien-
tists. However this is not entirely a 
 matter of joy as if someone returned 
from physical disability to good phy-
sical health. One aspect of this is 
that rationality of thought imposes 
a limit on a person’s concept of his 
relation to the cosmos.

Schizophrenia can affect people from 
all walks of life including some with 
remarkable brilliance such as Nobel lau-
reate John Forbes Nash, shown here 
with his son, John, who also has been 
diagnosed with schizophrenia.
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 Following his recovery, Nash 
 returned to lecturing and mathematical 
research, and he referred to his 
“25 years of partially deluded 
 thinking” as a sort of vacation that 

 sub sequently allowed him to pursue 
his interests with increased innovation, 
and to focus his energies on re-
connecting to family, friends, and 
community.

Sources: Autobiography for the Nobel Prize 
 Foundation: http://www.Nobel.se/economics/ 
laureates/1994/nash-autobio.html, and from the 
site citing his paper at the Tenth World Congress of 
Psychiatry in 1996: http://www-groups.dcs.st-and
.ac.uk/~history/Mathematicians/Nash.html.

the beginning of the chapter, and imagine yourself  interact-

ing with someone like David. What would you think if  a 

friend were to tell you he had just received a message from 

someone named Zoroaster, telling him that he had been 

given the assignment to “protect humankind from the evil 

force of ‘thools,’ creatures from the planet Dortanus”? At 

fi rst, you might think he was kidding around. Concluding 

that he was serious would cause you to become alarmed, 

because you would realize that your friend was delusional. 

  Delusions, or deeply entrenched false beliefs, are the 

most common disturbance of  thought content associated 

with schizophrenia. David’s false belief  is an example of a 

delusion of grandeur. His delusion may also be persecutory, 

if  he imagines that others are trying to harm him or prevent 

him from fulfi lling his mission. David’s thinking also seems 

to involve a delusion of reference, in that he believes that 

television commercials are targeted at him. As you recall 

from our discussion in Chapter 3, a delusion can take many 

forms, all of which are dramatic indicators of severe distur-

bance in a person’s thinking. 

 Disturbance in Perception: Hallucinations   Have you ever 

had the experience, as you were falling asleep, of “hearing” 

a voice and thinking it was real? The mind often plays such 

tricks immediately before we fall asleep. But what if  these 

voices, which no one else hears, were part of your everyday 

existence? What if  you constantly heard the voice of  an 

angry man telling you to hit someone sitting across from you 

or of someone telling you how stupid or unattractive you 

are? Certainly, you would be upset and frightened, and it 

might be a struggle for you to resist the commands. David 

Marshall reported that he had heard the “voice of Zoro-

aster,” which had prompted him to take action to prepare 

for his “mission.” David was experiencing an auditory hal-

lucination. Recall that hallucinations are false perceptions 

involving one of the fi ve senses. Although hallucinations do 

not correspond to actual stimuli, they are real to the person 

with schizophrenia. They are not under voluntary control 

but occur spontaneously, despite the individual’s attempts to 

ward them off. As you can imagine, these experiences can be 

frightening and disruptive.   

 Disturbance of Thinking, Language, and Communication: 
Disorganized Speech   People with schizophrenia have such 

disorganized and dysfunctional cognitive processes that their 

thinking may lack cohesiveness and logic. Their language 

can be grossly distorted to the point of incomprehensibility. 

Attempting to communicate with a person who has a thought 

disorder is extremely perplexing. Dr. Tobin must have felt 

frustrated in her attempt to engage David Marshall in con-

versation. Because he was so consumed by his concerns 

about “Zoroaster” and the “evil forces,” he was unable to in-

teract in a normal conversation. 

  Some instances of disturbed communication in schizo-

phrenia are not as dramatic; instead, some people with 

schizophrenia speak in a peculiar way and use awkward or 

pompous-sounding speech. For example, when casually 

asked about the weather, one man said, “It is an auspicious 

day for a feast on the grass, but the cumulus meanderings 

above us seem oh so ominous.” Some individuals speak with 

odd intonations and lack the usual expressiveness and ges-

tures common in everyday talk. Even when they write, they 

may use language so stilted and formal that it sounds artifi -

cial. In some extreme cases, the individual may be mute, 

saying nothing for hours or days. 

       Disturbed Behavior   People with schizophrenia may move 

in odd and disturbing ways. For example, David Marshall’s 

odd circular movement of  his arm as he waited with his 

parents in the consultation room was a visible behavioral 

symptom that would strike anyone as odd. At times, a per-

son with schizophrenia may show signs of a catatonic dis-

turbance, in the form of either stupor, rigidity, or excitement. 

Catatonic stupor is a state of being unresponsive to external 

stimuli, possibly to the point of being unaware of one’s sur-

roundings. Catatonic rigidity involves stiffened posturing of 
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the body and resistance to pressure to move. Catatonic ex-

citement, which involves apparently purposeless and repeti-

tive bodily movements, is just as extreme.  

 Negative Symptoms   Many people with schizophrenia 

also have    negative symptoms    ,  those that involve functioning 

below the level of behavior regarded as normal. The most 

common negative symptoms are affective fl attening, alogia, 

and avolition. In    affective fl attening    ,  an individual seems 

unresponsive with relatively motionless body language and 

facial reactions and minimal eye contact.    Alogia    is a loss of 

words or notable lack of spontaneity or responsiveness in 

conversation.    Avolition    involves a lack of initiative and unwill-

ingness to act. Staring out the window may be preferable to 

doing anything else, even something that might be pleasant. 

  Clinicians often fi nd it diffi cult to diagnose negative 

symptoms, because, in fact, most people at one time or 

another act in these ways, as when they are fatigued or 

depressed. Although less commonly noted, some people with 

schizophrenia also experience    anhedonia    ,  a loss of interest in 

or ability to experience pleasure from activities that most 

people fi nd appealing.   

 Social and Occupational Dysfunction   The disturbing 

thoughts, feelings, and behaviors characteristic of schizophre-

nia affect every facet of functioning in people who have the 

disorder. They have troubled and tumultuous interactions 

with relatives, acquaintances, and even strangers, particularly 

during the active phase of symptoms. In the case of David 

Marshall, argumentative and threatening interactions like 

those he had with Dr. Tobin and with his parents would be 

disconcerting for anyone, and such interactions would cer-

tainly cause problems in most realms of his life. 

      People with schizophrenia often express their emotions in 

ways that seem abnormal to others, possibly expressing out-

ward affect that is inconsistent with how they are feeling or 

how they would be expected to feel in a given situation. This 

inconsistency may cause confusion in other people, who are 

bewildered by a person who is giggling in a setting that others 

SCHIZOPHRENIA, CATATONIC TYPE

Maria is a 21-year-old college junior who has been psychiatri-
cally hospitalized for a month. The resident assistant in Maria’s 
dormitory brought her to the hospital in December, because she 
had grown increasingly concerned about Maria’s deteriorating 
behavior over the course of the semester. When Maria returned 
to college in September, her roommate told others, including the 
resident assistant, that Maria was acting oddly. For example, she 
had an annoying habit of repeating other people’s words, she 
stared listlessly out the window, and she ignored her personal 
hygiene. As the semester neared an end, Maria retreated more 
and more into her own world, until her behavior reached a point 
such that she was completely unresponsive to others. In the hos-
pital, she maintains rigid posturing of her body, while staring at 
the ceiling and spending most of the day in a trancelike state that 
seems impenetrable. The treating staff are in a quandary about 
what intervention to use for Maria because of her hypersensitiv-
ity to most medications.

Diagnostic Features
In addition to meeting the general diagnostic criteria for schizo-
phrenia (see page 279), people with this type of schizophrenia 
have a condition that is characterized by psychomotor distur-
bance that involves at least two of the following:
■  Motor immobility or stupor
■  Excessive purposeless motor activity
■  Mutism or extreme negativism (e.g., rigid posturing or resis-

tance to instructions)
■  Peculiarities of movement (e.g., bizarre postures) or odd man-

nerisms or grimacing
■  Echolalia (senseless repetition of words or phrases) or echo-

praxia (repetition by imitation of another’s movements)

Q:  Which of Maria’s symptoms led the clinician to the diagnosis 
that she has schizophrenia, catatonic type?

Mini Case

When Peter, a man with schizophrenia, disorganized type, 
speaks, other people have a diffi cult time following his train 
of thought. He also shows inappropriate affect, makes strange 
noises, and acts in ways that seem very odd to others.



regard as serious, or crying in a context that most people view 

as humorous. Because of such oddities, other people may 

shun individuals with schizophrenia, because being around 

them is confusing and uncomfortable. The social isolation tha  

ensues can trigger a vicious cycle of impairment in relational 

style. Over time, the socially disturbed and isolated person is 

likely to be rejected and to retreat further into a world of 

fantasy and delusion.    

 Types of Schizophrenia 

 Although we speak of schizophrenia as a single disorder, it 

is actually diverse, taking on dramatically different forms 

from individual to individual, referred to in the  DSM-IV-TR

as types. When the prominent symptom in a person with 

schizophrenia is bizarre motor behaviors, the person is diag-

nosed as having    schizophrenia, catatonic type    .  

       A diagnosis of schizophrenia, disorganized type    ,  is charac-

terized by a combination of symptoms, including disorganized 

speech, disturbed behavior, and fl at or inappropriate affect. 

Even the person’s delusions and hallucinations, when present, 

lack any coherent theme. Individuals with this disorder ar  

noticeably odd in their behavior and appearance and usually 

have serious impairment in work and other social contexts. 

    People diagnosed with    schizophrenia, paranoid type    ,  ar

preoccupied with one or more bizarre delusions or hav  

auditory hallucinations related to a theme of being perse-

cuted or harassed, but without disorganized speech or dis-

turbed behavior. The hallucinations are usually related to the 

content of the delusions; however, cognitive functioning and 

affect are reasonably normal. People with the paranoid type 

of  schizophrenia have tremendous interpersonal problems 

because of their suspicious and argumentative style. 

Isadore, a man with undifferentiated schizophrenia, experi-
ences a range of symptoms including disordered thinking, hal-
lucinations, and concerns about ”other worldly“ phenomena.

Mini Cases

SCHIZOPHRENIA, DISORGANIZED TYPE

Joshua is a 43-year-old man who can be found daily standing 
near the steps of a local bank on a busy street corner. Every 
day, he wears a Red Sox baseball cap, a yellow T-shirt, worn-
out hiking shorts, and orange sneakers. Rain or shine, day in 
and day out, Joshua maintains his post at the bank. Sometimes 
he can be seen conversing with imaginary people. Without 
provocation, he sobs miserably; sometimes he explodes in 
shrieks of laughter. Police and social workers keep taking him to 
shelters for the homeless, but Joshua manages to get back on 
the street before he can be treated. He has repeatedly insisted 
that these people have no right to keep bothering him.

Diagnostic Features

■  In addition to meeting the general diagnostic criteria for 
schizophrenia (see page 279), people with this type of 
schizophrenia have (1) disorganized speech, (2) disturbed 
behavior, and (3) fl at or inappropriate affect.

■  The diagnosis is not given to people whose condition meets 
the criteria for the catatonic type of schizophrenia.

Q:  Inappropriate affect is shown by which of Joshua’s 
symptoms?

SCHIZOPHRENIA, PARANOID TYPE

Esther is a 31-year-old unmarried woman who lives with her 
elderly mother. A belief that the outside air is fi lled with radio 
waves that will insert evil thoughts into her head keeps Esther 
from leaving the house. The windows in her bedroom are 
“protected” with aluminum foil that “defl ects the radio waves.” 
She often hears voices that comment on these radio signals. 
For example, one comment is the slow, deep voice of an el-
derly man, who angrily states, “We’re going to get these 
thoughts into your head. Give up your fi ght!”

Diagnostic Features

■  In addition to meeting the general diagnostic criteria for 
schizophrenia (see page 279), people with this type of 
schizophrenia are preoccupied with frequent auditory hal-
lucinations or with one or more delusions.

■  The diagnosis is not given to individuals with any of the fol-
lowing prominent symptoms: disorganized speech, disturbed 
or catatonic behavior, or fl at or inappropriate affect.

Q:  Esther’s belief that the outside air is fi lled with radio 
waves that insert evil thoughts into her head is an exam-
ple of which symptom of schizophrenia?

    In some people with schizophrenia, the symptoms are 

mixed, and the clinician cannot classify the disorder into one 

of  the types just discussed; a diagnosis of     schizophrenia, 

undifferentiated type    ,  is used when a person shows a complex 
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or disorganized, they might retain some symptoms, such as 

emotional dullness, social withdrawal, eccentric behavior, or 

gical thinking. These individuals would be diagnosed as 

ving    schizophrenia, residual type    .   

      Dimensions of Schizophrenia 

 esearchers and clinicians have been exploring other ways, 

dition to the types, of  characterizing different presenta-

tions of  schizophrenia. Many feel that the current categories 

fail to capture the essential dimensions underlying individ-

ual differences in symptoms. They are also concerned about 

the fact that the subtype categorization is not as valid in the 

eal world as it may seem. In the most recent (2000) edition 

of  the  DSM,  an alternative three-factor dimensional model 

has been proposed “because of  the limited value of 

the schizophrenia subtypes in clinical and research settings” 

(p. 313). The three factors are (1) psychotic, (2) negative, 

and (3) disorganized. The psychotic factor is relevant in 

cases in which the individual experiences prominent delu-

sions and hallucinations; the negative factor applies to con-

ditions characterized by negative symptoms (e.g., affective 

fl attening, alogia, and avolition). The disorganized factor 

includes disorganized speech, disorganized behavior, and 

inappropriate affect.  

Mini Cases

SCHIZOPHRENIA, UNDIFFERENTIATED TYPE

Bruce, a 24-year-old maintenance worker, is considered pecu-
liar by almost everyone he meets. He has a strange look in his 
eyes, and he often mumbles to himself, as if he were holding 
a conversation with someone. The words he uses sometimes 
sound like those of a foreign language, but no one else can 
understand them. At times, he stares out the window for hours, 
and he barks angrily at anyone who disturbs him. It seems as 
though he is lost in a world of fantasy, but he nevertheless 
manages to keep up with his custodial duties.

Diagnostic Features
■  This diagnosis is assigned to individuals who have the gen-

eral symptoms of schizophrenia but do not meet the diagnos-
tic criteria for paranoid, disorganized, or catatonic type.

Q:  How is Bruce’s condition different from that of people 
with schizophrenia, disorganized type?

SCHIZOPHRENIA, RESIDUAL TYPE

Three years after her third hospitalization for schizophrenia, 
Joyce’s condition seems to have stabilized. She has a set 
routine for taking her antipsychotic medications, for checking 
in regularly at the Center for Independent Living (which super-
vises her work placement in a glove factory), and for visiting 
with her sister and family. At 45, Joyce shows only occasional 
signs of the illness that, at one time, had totally incapacitated 
her. She still sometimes becomes preoccupied with the idea 
that her former mother-in-law is sending her poisoned enve-
lopes in the mail. At other times, she cannot stop herself from 
pacing the fl oor. These symptoms never last very long, though, 
and she is soon able to resume her daily schedule without 
being unduly distressed.

Diagnostic Features

■  This diagnosis is given to people who have had at least one 
episode of schizophrenia but currently lack prominent posi-
tive symptoms (i.e., delusions, hallucinations, disorganized 
speech, or grossly disorganized or catatonic behavior).

Q:  Why is the label “residual type” rather than “nonsymp-
tomatic” used to refer to Joyce’s condition?

of schizophrenic symptoms, such as delusions, hallucinations, 

incoherence, and disturbed behavior, but does not meet the 

criteria for the catatonic (abnormalities of movement), dis-

organized (disturbed or fl at affect), or paranoid (systematic 

bizarre delusions) types of schizophrenia. 

    Some people who have been diagnosed as having schizo-

phrenia might no longer have prominent psychotic symptoms 

but might still show some lingering signs of the disorder. 

Although they are not delusional, hallucinating, incoherent, 

Convinced that assassins are in close pursuit, a person with paranoid 
schizophrenia might stay barricaded behind a heavily locked door.



    Courses of Schizophrenia 

 Schizophrenia may take one of  several courses, or patterns. 

In the most serious of  cases, the individual experiences 

continuous positive symptoms with no remission. Other 

people have episodes of  positive symptoms, but, between 

these episodes, only negative symptoms are evident. In 

some cases, individuals who have had only a single episode 

of  schizophrenia can live the rest of  their lives without a 

recurrence of  the disorder. These people are considered to 

be in remission. 

    Estimates of recovery from schizophrenia range from a 

low of about 20 percent of people to a high of 67 percent, 

with the estimates varying according to how narrowly recovery 

is defi ned. Various factors are associated with prognosis for 

people with schizophrenia. As you can see in  Table 9.1 , a per-

son’s gender and age play important roles in determining prog-

nosis, but also important are the individual’s behaviors, such 

as taking antipsychotic medication soon after symptom onset 

and complying with the treatment program.  

       As you can imagine, people who do not recover at all 

are profoundly affected by their disorder in every facet of 

life. They experience troubled relationships, have diffi culty 

maintaining stable employment, and often struggle with 

depression and loneliness. For many, their painful exis-

tence culminates in premature death due to suicide, vio-

lence, or impaired health. In one project, researchers 

studying the psychiatric histories of  people who died sud-

denly found that sudden death was fi ve times higher than 

normal in people with histories of  psychiatric care. Al-

though suicide accounted for part of  the excess mortality, 

rates of  death from natural causes and accidents were also 

elevated, especially among those who had misused sub-

stances. Findings such as these point to the importance of 

attending to the increased risk of  death from inadequate 

care or suicide among people with schizophrenia (Ruschena 

et al., 1998). 

       Gender, Age, and Cultural Features 

 Extensive research on this disorder has led investigators to 

uncover some very interesting facts about the different ways 

schizophrenia is experienced and diagnosed in relation to gen-

der, age, and cultural background (American Psychiatric 

Association, 2000). For example, men are most likely to 

develop the disorder between ages 18 and 25, whereas women 

TABLE 9.1 Factors Associated with 
More Favorable Prognosis in People 
with Schizophrenia

■  Good adjustment prior to the development 
of the disorder

■  Acute onset

■  Later age at onset

■  Good insight

■  Being female

■  A precipitating event associated with the onset 
of symptoms

■  The presence of an associated mood disturbance

■  Treatment with antipsychotic medication soon after 
the onset of the disorder

■  Consistent compliance with medication recommendations

■  Brief duration of active-phase symptoms

■  Good functioning between episodes

■  Absence of structural brain abnormalities

■  Normal neurological functioning

■  A family history of mood disorder

■  No family history of schizophrenia

Source: American Psychiatric Association, 2000, p. 309.

The experiences of this woman and those of this man capture the distinction between the positive and negative symptoms of schizophrenia. 
The woman’s hallucinations and bizarre delusions are positive symptoms. The man’s fl at affect and apathy are negative symptoms.
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are most likely to develop it between 25 and the midthirties. 

In 3 to 10 percent of women who develop this disorder, onset 

occurs after age 40; such a late onset is much less common in 

men. Even the kinds of symptoms differ along gender lines. 

Women are more likely to have paranoid delusions, hallucina-

tions, and intense affective symptoms, whereas men are more 

likely to experience negative symptoms such as fl at affect and 

social withdrawal. Further, the prognosis is better for women 

than for men, as measured by the number of rehospitaliza-

tions, length of hospital stays, overall duration of the symp-

toms, response to medication, and ability to function in social 

and work contexts. 

    Culture has a complex relation to the diagnosis of schizo-

phrenia. For example, in the United States this disorder is 

more commonly diagnosed in African Americans and Asian 

Americans than in other racial groups. It is not clear whether 

these statistics refl ect prevalence differences or are the result 

of clinician bias or cultural insensitivity (American Psychiat-

ric Association, 2000).     

 REVIEW QUESTIONS  

  1.    What is the difference between positive and negative 

symptoms of schizophrenia?  

  2.    In schizophrenia,  type, a person shows a com-

plex set of schizophrenic symptoms but does not meet 

the criteria for paranoid, catatonic, or disorganized 

schizophrenia.  

  3.    When reviewing the prognosis for people with schizo-

phrenia, what kind of onset, gender, and duration sug-

gest a more favorable outcome?       

 Other Psychotic Disorders  

 At one time, the diagnosis of schizophrenia was applied so 

broadly to people with a wide range of maladaptive behav-

iors that most people living in institutions were labeled with 

this diagnosis. One of the most troubling facets of the over-

use of this diagnosis was the corresponding notion that once 

a person was diagnosed as having schizophrenia, that person 

was doomed to carry that label for life. Even for people with 

only brief  psychotic symptoms, clinicians mistakenly assumed 

that schizophrenia would subsequently lie dormant beneath 

the surface, waiting to burst out again in the form of new 

symptoms at any time. Many clinicians advised clients who 

had shown psychotic symptoms to take antipsychotic medi-

cation for life to prevent their symptoms from occurring 

again. This situation began to change during the 1970s, in 

part because researchers defi ned a group of disorders that 

shared some but not all symptoms with schizophrenia. 

    The schizophrenia-like disorders share three features: 

(1) each is a form of psychosis representing a serious break 

with reality, (2) the condition is not caused by a disorder of 

cognitive impairment (e.g., Alzheimer’s disease), and (3) mood 

disturbance is not a primary symptom. Each disorder has aspects 

similar to certain features of schizophrenia, but other aspects 

of the disorder, such as presumed cause and course, distinguish 

it from schizophrenia. Further, each of the schizophrenic-like 

disorders has a different set of proposed causes, symptom 

picture, and recommended course of treatment. 

      Brief Psychotic Disorder 

 Most people have heard the phrase “nervous breakdown” used 

to describe people who suddenly lose control, behave in bizarre 

ways, and have strange experiences, such as delusions or hal-

lucinations. The term is actually a misnomer, because these 

symptoms are not due to a breakdown in nerves. The correct 

term is    brief psychotic disorder    ,  a disorder characterized by 

a sudden onset of psychotic symptoms that lasts less than a 

month. These symptoms are often reactive, appearing after 

a stressful event or set of events, and eventually the person 

returns to normal functioning. The stress may be something 

that others would clearly recognize as serious, such as the 

death of a spouse or a house fi re; however, in some instances, 

the stressor is personally quite disturbing, though others might 

Some people experience such intense personal stress that they 
develop brief psychotic disorder, with transient symptoms that resem-
ble those of schizophrenia.



not construe it to be so serious (e.g., an academic or a fi nancial 

problem). Some individuals become briefl y psychotic without 

any apparent stressor, leaving clinicians and family members 

mystifi ed about the cause of the dramatic change in the indi-

vidual. Another variant of brief psychotic disorder involves 

women with postpartum onset. In Chapter 8 we mentioned 

that some women develop symptoms of major depression after 

giving birth. A very small percentage of women develop symp-

toms so severe during the month following birth that they meet 

the diagnostic criteria for brief psychotic disorder. They may 

have bizarre delusions or troubling hallucinations or show dis-

organized or catatonic behavior.  

     Although experts believe that most cases of brief  psy-

chotic disorder are the result of psychological rather than 

biological factors, it is possible that certain people are bio-

logically predisposed to develop this disorder when faced 

with considerable psychological stress. Most people have ade-

quate resources for dealing with diffi culties and anxiety. Some 

people, however, are more vulnerable, and, when their custom-

ary defenses fail or when a crisis is unusually stressful, they 

fall apart. 

    This disorder can be terrifying for the individual who is 

experiencing intense and overwhelming changes in thoughts, 

feelings, and behavior. Individuals in such a state may act in 

ways that are completely uncharacteristic of their premorbid 

personality, failing to take care of themselves or interacting 

with others in ways that are incomprehensible to those who 

care about them. Particularly worrisome is the possibility 

that the individual will attempt suicide in an effort to escape 

psychological torment. 

    Treatment of brief  psychotic disorder usually consists of 

a combination of medication and psychotherapy. Individuals 

often require short-term use of antianxiety or antipsychotic 

medication to help them return to normal functioning. 

The nature of the psychological intervention depends on the 

nature of  the stressor, when one is evident. Sometimes 

removing the person from the stressful situation can reduce 

the disturbance. At other times, this may not be possible. In 

either case, effective psychotherapy integrates support, edu-

cation, and the development of insight regarding the deter-

minants of the person’s disturbed reaction.   

 Schizophreniform Disorder 

 The term  schizophreniform  means that a disorder takes the 

form of  schizophrenia but is somehow different. People 

with    schizophreniform disorder    have psychotic symptoms 

that are essentially the same as those found in schizophre-

nia, except for duration. The symptoms of  schizophreni-

form disorder last longer than those of brief psychotic dis-

order, but not so long that the clinician would diagnose the 

person as having schizophrenia. Specifi cally, active symp-

toms last from 1 to 6 months. If  the symptoms last longer 

than 6 months, the clinician is more likely to make a diag-

nosis of  schizophrenia. 

    Most people with the diagnosis of  schizophreniform dis-

order need medication to help bring their symptoms under 

control. For some, the symptoms will go away spontane-

ously, but the behavior of  people with schizophreniform 

disorder is usually so disturbed that family and friends insist 

on an intervention. Most commonly, the clinician prescribes 

antipsychotic medication, particularly for the acute phase 

of  the disorder. Because people with this disorder function 

normally when not experiencing a psychotic episode, most 
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BRIEF PSYCHOTIC DISORDER

Anthony is a 22-year-old senior at a prestigious small college. 
His family has traditionally held high standards for Anthony, and 
his father had every expectation that his son would go on to en-
roll at Harvard Law School. Anthony felt intensely pressured as 
he worked day and night to maintain a high grade point aver-
age, while diligently preparing for the national examination for 
admission to law schools. His social life became devoid of any 
meaningful contact. He even began skipping meals, because he 
did not want to take time away from studying. When Anthony 
received his scores for the law school admission exam, he was 
devastated, because he knew that they were too low to allow 
him to get into any of the better law schools. He began crying 
uncontrollably, wandering around the dormitory hallways, 
screaming obscenities and telling people that there was a plot on 
the part of the college dean to keep him from getting into law 
school. After 2 days of this behavior, Anthony’s resident adviser 
convinced him to go to the infi rmary, where his condition was di-
agnosed and treated. After a week of rest and some medication, 

Anthony returned to normal functioning and was able to assess 
his academic situation more rationally.

Diagnostic Features

■  For at least 1 day, but less than 1 month, individuals with this 
disorder experience at least one of the following symptoms 
before returning to normal functioning:
◆  Delusions
◆  Hallucinations
◆  Disorganized speech
◆  Grossly disturbed or catatonic behavior

■   The condition is not attributable to another disorder, a medical 
condition, or substance use.

■   The condition can be specifi ed as (1) with marked stressor(s); 
(2) without marked stressor(s); or (3) with postpartum onset.

Q:  What specifi er would be used to describe Anthony’s brief 
psychotic disorder?

Mini Case
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clinicians prefer to reduce and discontinue medication after 

a period of time. In cases in which the symptoms are danger-

ously out of  control, electroconvulsive therapy can offer 

quick improvement. People with this disorder can also ben-

efi t from psychotherapy. Initially, the therapist helps the 

 individual regain control, but eventually the focus shifts to 

possible causes of the disorder.   

 Schizoaffective Disorder 

 A major controversy pertains to whether schizophrenia and 

mood disorders are mutually exclusive or whether some 

people have symptoms of both disorders. Bleuler believed 

that the diagnosis of schizophrenia should take precedence, 

regardless of how severe a client’s mood disturbance might 

be. Many clinicians and researchers have moved away from 

this position, insisting that some individuals have both 

schizophrenic and mood symptoms. The diagnosis of 

schizoaffective disorder    applies to people who experience 

either a major depressive episode, a manic episode, or a 

mixed episode at the same time that they meet the diagnos-

tic criteria for schizophrenia. You may be wondering why 

this condition is not labeled a mood disorder if  mood dis-

turbance is so central to the diagnosis. This is because, during 

the period of active symptoms, there is a period of at least 

2 weeks during which the person does not have prominent 

mood symptoms but continues to have psychotic symptoms, 

such as hallucinations or delusions.  

       Debate has focused on whether schizoaffective disorder 

is a variant of  schizophrenia, with similar etiology, or 

whether it is a mood disorder. After reviewing the evidence 

on both sides of the issue, Nancy Andreasen, a prominent 

expert in the fi eld, concluded that  schizoaffective disorder

most probably refers to a combination of schizophrenic and 

mood disorder symptoms that cannot clearly be separated 

(Andreasen, 1987b). 

    Clinicians are sometimes reluctant to use the diagnosis 

of  schizoaffective disorder, because it has no systematic 

treatment protocol. Pharmacological intervention for people 

with this diagnosis usually involves a trial-and-error ap-

proach, which may include lithium, antidepressants, and 

antipsychotic medication, either alone or in various combi-

nations. For the most part, antipsychotic medication is com-

bined with lithium for clients with manic symptoms and with 

antidepressants for clients who are depressed. Psychotherapy 

needs to be individualized for each client with this diagnosis. 

The psychotherapist must be prepared to deal with abrupt 

symptom changes and with the client’s unpredictable feelings 

and behaviors.   

 Delusional Disorders 

 People with    delusional disorders    have a single striking psy-

chotic symptom—an organized system of nonbizarre false 

beliefs. Although they may have hallucinations, such symp-

toms are not prominent. They do not show the other symp-

toms that would make a diagnosis of schizophrenia or mood 

disorder appropriate. Their delusions are systematized and 

prominent but lack the bizarre quality commonly found in 

schizophrenia. In fact, it is sometimes initially diffi cult for 

others to determine whether these people are delusional, 

because they can be quite convincing and coherent in the 

SCHIZOPHRENIFORM DISORDER

At the time that Edward developed a psychological disorder, he 
was 26 years old and worked for a convenience store chain. Al-
though family and friends always regarded Edward as unusual, he 
had not experienced psychotic symptoms. This all changed as he 
grew more and more disturbed over the course of several months. 
His mother thought that he was just “stressed out” because of his 
fi nancial problems, but Edward did not seem concerned about 
such matters. He gradually developed paranoid delusions and be-
came preoccupied with reading the Bible. What brought his distur-
bance to the attention of his supervisors was the fact that he had 
submitted an order to the district offi ce for 6,000 loaves of bread. 
He had scribbled at the bottom of the order form, “Jesus will multiply 
the loaves.” When his supervisors questioned this inappropriate 
order, Edward became enraged and insisted that they were plot-
ting to prevent him from fi ghting world hunger. Paranoid themes 
and bizarre behaviors also surfaced in Edward’s dealings with his 
wife and children. Following 2 months of increasingly disturbed 
behavior, Edward’s boss urged him to see a psychiatrist. With rest 

and relatively low doses of antipsychotic medication, Edward re-
turned to normal functioning after a few weeks of hospitalization.

Diagnostic Features

■  People with this disorder experience an episode (at least 
1 month but less than 6 months in duration) of at least two of 
the following schizophrenic symptoms:
◆  Delusions
◆  Hallucinations
◆  Disorganized speech
◆  Disturbed or catatonic behavior
◆  Negative symptoms, such as fl at affect or severe lack of 

motivation
■  The symptoms are not due to another disorder, a medical 

condition, or substance use.

Q:  Why is Edward diagnosed with schizophreniform disorder 
rather than brief psychotic disorder?

Mini Case



expression of their beliefs. However, with continued contact, 

most people are able to discern that the beliefs of a person 

with a delusional disorder are very strange. Interestingly, 

these individuals are usually able to function satisfactorily, 

and they do not seem odd to others except when discussing 

the particular content of their delusion. 

    There are fi ve types of  delusional disorder. People with 

erotomanic type have a delusion that another person, usu-

ally of  great prominence, is deeply in love with them. For 

example, an otherwise healthy woman may be fi rmly con-

vinced that a famous talk show host is in love with her 

and that he communicates secret love messages to her in his 

monologue each night. Grandiose type is characterized by 

Mini Case

SCHIZOAFFECTIVE DISORDER

At the time of her admission to a psychiatric hospital, Hazel was 
a 42-year-old mother of three children. She had a 20-year history 
of schizophrenia-like symptoms, and she experienced periodic 
episodes of mania. Her schizophrenia-like symptoms included 
delusions, hallucinations, and thought disorder. These symptoms 
were fairly well controlled by antipsychotic medications, which 
she received by injection every 2 weeks. She was also treated 
with lithium to control her manic episodes; however, she often 
skipped her daily dose because she liked “feeling high.” On 
several occasions following extended periods of abstinence from 
the lithium, Hazel became manic. Accelerated speech and bodily 
activity, sleepless nights, and erratic behavior characterized these 
episodes. At the insistence of her husband and her therapist, 
Hazel would resume taking her lithium; and shortly thereafter her 
manic symptoms would subside, although her schizophrenia-like 
symptoms were still somewhat evident.

Diagnostic Features

■  This diagnosis is appropriate for people who have experi-
enced an uninterrupted period of disturbance, during which 
they have had either a major depressive episode, a manic 
episode, or a mixed episode concurrent with at least two 
of the following schizophrenic symptoms: (1) delusions, 
(2) hallucinations, (3) disorganized speech, (4) disturbed or 
catatonic behavior, or (5) negative symptoms, such as fl at 
affect or severe lack of motivation.

■  During the period of disturbance, the person has experi-
enced delusions or hallucinations for at least 2 weeks in the 
absence of mood symptoms.

■  The mood episode symptoms are present for a signifi cant 
portion of the duration of the active and residual periods of 
the disturbance.

■  The symptoms are not due to another disorder, a medical 
condition, or substance use.

Q:  Which diagnostic features of a manic episode were shown 
in Hazel’s behavior?
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DELUSIONAL DISORDER

Paul is a 28-year-old man who has recently experienced tre-
mendous stress at his job. Although he has avoided dwelling 
on his job problems, he has begun to develop irrational beliefs 
about his lover, Elizabeth. Despite Elizabeth’s repeated vows 
that she is consistently faithful in the relationship, Paul has be-
come obsessed with the belief that Elizabeth is sexually in-
volved with another person. Paul is suspicious of everyone 
with whom Elizabeth interacts, questioning her about every 
insignifi cant encounter. He searches her closet and drawers 
for mysterious items, looks for unexplained charges on the 
charge card bills, listens in on Elizabeth’s phone calls, and has 
contacted a private investigator to follow Elizabeth. Paul is 
now insisting that they move to another state.

Diagnostic Features

■  People with this disorder have nonbizarre delusions lasting 
at least 1 month.

■  They have never had schizophrenic symptoms, other than 
possible tactile or olfactory hallucinations related to the de-
lusional theme.

■  For the most part, their functioning is not impaired; nor is 
their behavior bizarre.

■  If mood disturbances have occurred concurrent with the 
delusions, the duration has been brief.

■  The symptoms are not due to a medical condition or sub-
stance use.

■  Types include erotomanic, grandiose, jealous, persecutory, 
somatic, mixed, and unspecifi ed.

Q:  Which type of delusional disorder does Paul have?

the delusion that one is an extremely important person. For 

example, a man may believe that he is the Messiah waiting 

for a sign from heaven to begin his active ministry. Jealous 

type is characterized by the delusion that one’s sexual part-

ner is being unfaithful. For example, a man may be mis-

takenly convinced that his wife is having an affair, and he 

may construct a set of  “evidence” of  routine domestic 

events (such as an unexplained charge on the phone bill) 

to “prove” her infi delity. People with persecutory type be-

lieve that they are being harassed or oppressed. For exam-

ple, a woman may believe that she is the object of  a 

gov ernment plot, and she may misconstrue insignifi cant 

events as evidence that she is a target for assassination. 

People with somatic type believe that they have a dreaded 

disease or that they are dying. Their adherence to such a 

belief  is extreme and incorrigible. For example, a woman 

may believe that her teeth are turning to chalk and that this 

deterioration will eventually lead to her skull turning 

to chalk.  
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 Shared Psychotic Disorder 

 In    shared psychotic disorder    ,  one or more people develop a 

delusional system as a result of a close relationship with a 

psychotic person who is delusional. Typically, two people ar

involved in this disorder, and the term  folie a deux  (folly of 

two) is applied to the pair. Occasionally, three or more peo-

ple or the members of an entire family are involved. 

    Unlike schizophrenia, which develops with no apparent 

external provocation, shared psychotic disorder develops in 

the context of a close relationship in which there is a history 

of pathological dependence. The nonpsychotic person gets 

caught up in the delusional system of the psychotic person 

and becomes equally consumed by the irrational belief. If  

the two separate, the previously nonpsychotic person will 

very likely return to normal functioning and thinking. 

    This disorder is very rare. In the few instances that it is 

diagnosed, it is usually found among members of the same 

family, with the most common cases involving two sisters

This is followed in frequency by mother-child, father-child, 

and husband-wife combinations. Occasionally, it is found 

between two friends or lovers. 

    Shared psychotic disorder is explained primarily from a 

psychological perspective. The dominant person in these pairs 

feels desperately isolated from others due to numerous psy-

chological problems. This person seeks out another person 

who can serve as an ally. The dependent person usually needs 

the dominant person for some reason, such as safety, fi nancial 

security, or emotional support, and is therefore willing to sur

render to the delusions of the dominant person. 

    People with shared psychotic disorder rarely seek treat-

ment, because they do not perceive themselves as being 

disturbed. Occasionally, relatives or friends of  the submis-

sive partner urge this person to get professional help. Effec-

tive intervention involves separating the two people; a  

Mini Case

SHARED PSYCHOTIC DISORDER

Julio and Carmen, both in their thirties, had been dating for 
6 months. Having met at the accounting offi ce where they both 
worked, they kept their intimate relationship a secret from co-
workers at the insistence of Julio, the dominant partner in the 
relationship. Carmen submitted, and the couple kept exclusive 
company with each other. Most of their conversation centered 
around Julio’s unwavering belief, which Carmen had come to 
share, that other people at their offi ce did not like them and 
that several people wanted them fi red. The two of them often 
stayed after work to search the desks and fi les of co-workers 
for evidence that would support Julio’s notion. The slightest 
comment directed toward either of them was construed as evi-
dence of this plot. On the rare occasions when they talked to 
co-workers, they immediately recorded the conversation in a 
secret log book. They refused to use the offi ce computer, be-
cause they were convinced that it was programmed to keep 
tabs on them. Eventually, both lost their jobs, but not for the 
reasons they had constructed. Their odd behaviors aroused so 
much suspicion that the offi ce routine was disrupted, and they 
had to be let go.

Diagnostic Features

■  This diagnosis is appropriate in cases in which a person de-
velops a delusion similar to an already established delusion 
held by a person with whom he or she shares a close 
 relationship.

■  The disturbance is not due to another disorder, a medical 
condition, or substance use.

Q:  What characteristics of the behavior shown by Carmen 
and Julio are considered pathological?

People with shared psychotic disorder develop a delusional system 
as a result of their relationship with a psychotic person who is delu-
sional. This man shares the belief with the leader of his cult that 
aliens have visited the earth and will come again.

A person with delusional disorder, erotomanic type, might develop 
an imagined love affair with a movie star and conceive a far-fetched 
explanation for why the celebrity is not responding to love letters and 
phone calls.



which point, the submissive person sometimes becomes 

more open to rational discussion of  the disturbed relation-

ship. Then, therapy can focus on personal issues that seem 

related to this person’s vulnerability to being dominated. 

The therapist would explore ways to bolster the client’s self-

esteem in order to prevent such a situation from occurring 

again. 

people diagnosed with schizophrenia and studied constituted 

such a diverse group. 

    Some researchers have addressed these defi nitional prob-

lems by reanalyzing data from early studies using present-

day criteria. Unfortunately, even this approach does not 

provide a solution, because the defi nition of schizophrenia 

still varies from researcher to researcher. As a way of dealing 

with these differences in defi nitions, many researchers decide 

to look at a broad cluster of associated conditions related to 

schizophrenia. The term  schizophrenic spectrum disorders  

re fers to schizophrenia-like conditions ranging from some of 

the personality disorders (for example, schizoid and schizo-

typal) to certain psychotic disorders (for example, delusional 

disorder, schizophreniform disorder, and schizoaffective dis-

order). At the extreme ends of the spectrum are schizophre-

nia and mood disorders with psychotic features; between 

these two are schizotypal personality disorder, other psycho-

ses without prominent mood features, and schizoaffective 

disorder. 

    Theories accounting for the origin of schizophrenia have 

traditionally fallen into two categories: biological and psycho-

logical. In the fi rst part of this century, a debate raged between 

proponents of both sides. More recently, researchers have 

begun to accept that both biology and experience interact in 

the determination of schizophrenia and have begun to build 

complex theoretical models that incorporate multiple factors 

(McGuffi n, 2004). These models are based on the concept of 

vulnerability, proposing that individuals have a biologically 

determined predisposition to developing schizophrenia, but 

that the disorder develops only when certain environmental 

conditions are in place. As we look at each of the contribu-

tions to a vulnerability model, keep in mind that no single 

theory contains the entire explanation.  

 Biological Perspectives 

 Biological explanations of schizophrenia have their origins in 

the writings of Kraepelin, who thought of schizophrenia as a 

disease caused by a degeneration of brain tissue. Kraepelin’s 

ideas paved the way for the later investigation of such factors 

as brain structure and genetics, which are now recognized 

as  contributing to an individual’s biological vulnerability to 

schizophrenia.  

 Brain Structure and Function   Interest in possible brain 

abnormalities in people with schizophrenia dates back to the 

nineteenth century, to the fi rst scientifi c attempts to under-

stand schizophrenia. Some of the early efforts to examine the 

brains of these individuals were crude and imprecise, because 

they could be examined only after the person died. Not until 

the latter half  of the twentieth century were sophisticated 

techniques developed to enable researchers to study the living 

brain. The technologies of computerized tomography (CT, or 

CAT, scan) and magnetic resonance imaging (MRI) have 

enabled researchers in schizophrenia to take a picture of the 

brain and to analyze that picture quantitatively. 
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         REVIEW QUESTIONS  

  1.    How is duration of symptoms used to distinguish schizo-

phreniform disorder from schizophrenia?  

  2.    Schizophrenia-like disorders share which three features?  

  3.    In delusional disorder,  type, the individual has 

the delusion that he or she is an extremely important 

person.       

 Theories and Treatment 
of Schizophrenia  

 In the previous sections, you read about the nature of schizo-

phrenia. We now turn our attention to explanations of how 

schizophrenia develops and how people with this disorder 

are treated. As you prepare to read about views that may 

sound technical and theoretical, it is important to keep in 

mind that schizophrenia involves a disruptive and heart-

breaking set of  symptoms. Many people, when they hear 

about schizophrenia, think about a problem that happens 

only to other people, not to anyone they know. But, as you 

will discover as you proceed through life, schizophrenia 

touches the lives of millions of people—possibly someone in 

your life. The experience of people with schizophrenia was 

stated well by William Carpenter, a prominent researcher 

(1987): “This illness strikes at the very heart of  what we 

consider the essence of the person. Yet, because its manifes-

tations are so personal and social, it elicits fear, misunder-

standing, and condemnation in society instead of sympathy 

and concern.” 

    A review of the past century of research on schizophre-

nia shows that, despite major advances in our understanding 

of this disorder, we remain ignorant about its essence and 

causes. Experts still lack a reliable, valid set of diagnostic 

criteria for schizophrenia. When researchers attempt to iden-

tify the causes of this disorder, this lack of specifi city makes 

their job far more diffi cult. Compounding the problem is the 

fact that the research on the causes of schizophrenia goes 

back over several decades, during which the defi nition of 

schizophrenia evolved from a very vague, broad concept to 

a specifi c, narrow set of  criteria. Many people who were 

diagnosed as having schizophrenia in 1960 would not meet 

the current criteria for the disorder. Furthermore, evaluating 

the results of studies from the 1960s is diffi cult, because the 
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  One of the most consistent discoveries using brain imag-

ing methods has been that the brains of people with schizo-

phrenia have enlarged ventricles (the cavities within the brain 

that hold cerebrospinal fl uid). Ventricular enlargement is of-

ten accompanied by    cortical atrophy    ,  a wasting away of 

brain tissue. Loss of brain volume is particularly pronounced 

in the prefrontal lobes, the area of the brain responsible for 

planning as well as for inhibiting thoughts and behaviors 

(Molina et al., 2005). Decreases in brain volume are also 

found in the temporal lobes, the parts of the brain associated 

with processing auditory information (Kuperberg et al., 

2003). Evidence of  structural alterations in the brains of 

people with schizophrenia seems to support Kraepelin’s 

belief  that the disorder is a process of brain degeneration. 

However, it is important to keep in mind that studies of total 

brain size or volume are inherently limited in the informa-

tion they can provide about the organic basis for schizophre-

nia. Decreases in brain volume could occur for any number 

of reasons; as impressive as the fi ndings are, these decreases 

may refl ect the result rather than the cause of disease pro-

cesses in the brain associated with schizophrenia (Keller et al., 

2003). 

 A nother path in the search for brain-behavior connec-

tions has been followed by researchers investigating the role 

of neurotransmitters, particularly dopamine. According to 

what is called the    dopamine hypothesis    ,  the delusions, hal-

lucinations, and attentional defi cits found in schizophrenia 

can be attributed to an overactivity of neurons that com-

municate with each other via the transmission of dopamine 

(Carlsson, 1988). This hypothesis emerged from two related 

lines of evidence. The fi rst line was the observation that anti-

psychotic medications reduce the frequency of hallucinations 

and delusions by blocking dopamine receptors. The second 

line was that certain drugs that are biochemically related to 

dopamine, such as amphetamines, increase the frequency of 

psychotic symptoms. 

  When fi rst introduced, the dopamine hypothesis was 

heralded as a breakthrough in accounting for the more bi-

zarre and puzzling symptoms of schizophrenia. Gradually, 

though, as with most explanations of schizophrenia, later 

fi ndings caused researchers to temper their original enthusi-

asm and to refi ne the hypothesis. It is now believed that 

abnormalities in a specifi c dopamine receptor, the D2 recep-

tor, are involved in schizophrenia (Hirvonen et al., 2005), 

particularly in cases involving a later age of onset (Dubertret 

et al., 2004). There is also evidence that defi cits in the genes 

controlling serotonin levels in the brain are associated with 

schizophrenia (Dubertret et al., 2004), another neurotrans-

mitter defi cit possibly contributing to the development of 

this disorder.   

 Genetic Explanations   The family patterns of individuals 

who have schizophrenia provide convincing evidence in favor 

of a biological explanation. The closer a relative is to an 

individual with schizophrenia, the greater the likelihood of 

concordance. Identical twins have the highest concordance, 

close to 48 percent (Wong, Gottesman, & Petronis, 2005), 

and increasingly more distant relatives have correspondingly 

lower concordance rates ( Figure 9.1 ). Overall, the heritabil-

ity of schizophrenia is very high, with some estimates reach-

ing 85 percent (Craddock, O’Donovan, & Owen, 2005). In 

other words, the chances of  schizophrenia emerging in a 

genetically predisposed person are 85 out of 100. 

  Having established that there is a high heritability to 

schizophrenia, researchers have since moved on to attempt-

ing to locate the specifi c genes involved and to understand-

ing the factors that increase the genetically vulnerable 

person’s chances of  actually developing the disorder. One 

gene that has attracted considerable attention is on chromo-

some 22. Researchers have attempted to establish the exis-

tence of a relationship between schizophrenia and a condition 

known as  chromosome 22 deletion syndrome  (Horowitz et al., 

2005). People with this condition are missing basic genetic 

information in a particular area near the middle region of 

chromosome 22. It is hypothesized that this syndrome is 

related to psychotic symptoms, impairments in cognition, 

and communication defi cits associated with schizophrenia 

(Zinkstok & van Amelsvoort, 2005). Another gene associ-

ated with higher risk of schizophrenia is on chromosome 

5 (Pimm et al., 2005). It is thought that this gene is involved 

in the transport of neurotransmitters, including serotonin. 

  Of course, identifying the gene or genes involved in 

schizophrenia will be key to gaining an understanding of the 

FIGURE 9.1 Grand average risks for developing schizophrenia, 
compiled from the family and twin studies conducted in European 
populations. The degree of risk correlates highly with the degree 
of genetic relatedness.
Source: From Schizophrenia Genesis: The Origins of Madness, by Irving 
L. Gottesman. Copyright © 1991 by Irving L. Gottesman. Used by permission of 
Worth publishers.
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biological basis for the disorder, but there are two cautions 

that must be taken into account. First, there must ultimately 

be a connection between the genes thought to be involved in 

passing along the disorder and biochemical processes that 

would translate the genetic information into faulty brain 

functioning. Second, even though there is high heritability 

of schizophrenia, there remains an environmental compo-

nent that must be explained. Even among monozygotic 

twins, whose genes are identical, the disorder may take dif-

ferent forms, run a different course, or even develop in one 

but not the other twin. 

  In their efforts to understand how and why people with 

schizophrenia differ from nonschizophrenic controls, research-

ers focus on the concepts of    endophenotypes    ,  biobehavioral 

abnormalities that are linked to genetic and neurobiological 

causes of  mental illness (Gottesman & Gould, 2003). In 

other words, they are heritable traits or characteristics that 

are not direct symptoms of the disorder (e.g., delusion or 

hallucination) but have been found to be associated with the 

condition (Heinrichs, 2005). In the section on the psycho-

logical perspective, we will discuss the fact that cognitive 

impairment has been found to be a characteristic that dif-

ferentiates people with schizophrenia from nonschizophrenic 

controls.   

 Biological Stressors and Vulnerability   Although we tend 

to think of stress as a psychological event, many events that 

happen within the body, especially during development, can 

be experienced as assaults with long-lasting consequences. 

Scientists are particularly interested in dramatic events during 

the prenatal period and delivery that may infl uence the devel-

opment of schizophrenia among people who have a genetic 

vulnerability. These events include the exposure of pregnant 

women to harmful environmental conditions or the expe-

rience of birth complications. For example, the women who 

lived through the invasion of the Netherlands by Germany 

during World War II were more likely to bear children who 

developed schizophrenia. Male offspring were particularly 

at risk (van Os & Selten, 1998). Other researchers examined 

the pregnancy and birth records of  adults diagnosed 

with schizophrenia and found higher rates of problems dur-

ing pregnancy, delivery, and the period immediately after 

birth (Ohman & Hultman, 1998). Presumably, these compli-

cations result in brain abnormalities that increase the like-

lihood of  schizophrenia. Researchers have also been 

especially interested in statistics documenting the develop-

ment of schizophrenia in the offspring of mothers who had 

infl uenza during the fi rst trimester of pregnancy. The risk of 

schizophrenia was increased seven times in women who 

developed infl uenza in the fi rst trimester of pregnancy (Brown 

et al., 2004). Seasonal variations in time of birth also appear 

to be related to the risk of developing schizophrenia, with 

higher rates among people born in May and June (Selten et 

al., 2000). 

      However, it is important to realize that birth or preg-

nancy complications, without an underlying vulnerability, are 

unlikely to cause schizophrenia. This is where the diathesis-

stress model becomes relevant. According to the diathesis-stress 

model, individuals may inherit a vulnerability to schizophre-

nia, which is expressed when the individual is exposed to 

stressors from the environment. This underlying vulnerability 

was called “schizotypy” by psychologist Paul Meehl (1962, 

1990). The concept of a diathesis, or inherited, vulnerability 

to schizophrenia underlies much of the current thinking 

regarding the causes of this complex disorder. 

            Psychological Perspective 

 There is no credible theory that suggests schizophrenia 

develops exclusively as the result of  psychological phenom-

ena, such as life experiences, developmental diffi culties, 

interpersonal problems, or emotional confl icts. Psycholo-

gists are increasingly accepting that schizophrenia is deter-

mined by a complex interaction of  genetics, altered brain 

functioning, and environmental processes, all of  which serve 

to cause changes in cognitive functioning and behavior 

(Beck & Rector, 2005). Impaired cognition in people with 

schizophrenia is evident in the form of  defects that they 

exhibit in attention, memory, language, and reasoning. 

Research on the cognitive functioning of  people with schizo-

phrenia is regarded as one of  the most important emerging 

avenues for understanding the phenomena of  this disorder; 
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their 20s, as they entered later adulthood, their symptoms changed 
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in fact, Heinrichs comments, “cognitive defi cits are not only 

part of  the schizophrenia syndrome; they are the primary 

expression of  the schizophrenic brain” (Heinrichs, 2005, 

p. 229). 

    Abnormalities in cognitive processes provide impor-

tant clues to the biological underpinnings of  schizophrenia 

and are used in studies of  biological markers. Researchers 

have used three measures of  electrophysiological function-

ing as a way of  identifying which individuals have inherited 

a vulnerability to schizophrenia: smooth pursuit eye move-

ments, antisaccade eye movements, and sensory gating 

(Martin et al., 2007). 

    In measures of  saccades, smooth pursuit eye move-

ments, participants visually follow a target, such as a small 

point of  light on a dark background, while researchers 

record their eye movements. In contrast to normal individ-

uals, people with schizophrenia show irregular pursuit of 

a moving target, along with many interruptions by extrane-

ous eye movements. First-degree relatives of  people with 

schizophrenia also show this abnormality in the smooth 

pursuit function and related eye movement tasks (Karoumi 

et al., 2001). 

    In the antisaccade task, the participant is instructed to 

look in the direction opposite the side in which a stimulus 

is presented. This task is highly associated with a genetic 

predisposition to schizophrenia, as indicated by the poorer 

performance of people who are in the acute stage of schizo-

phrenia and their fi rst-degree relatives (Curtis et al., 2001). 

    The third electrophysiological abnormality that can 

serve as a biological marker is a defect in the ability to fi lter, 

or tune out, auditory signals, a function known as sensory 

gating. This defi cit is demonstrated by exposing participants 

in the laboratory to repeated presentation of an auditory 

stimulus and measuring evoked brain potentials. People with 

schizophrenia do not show the sensory gating effect, mean-

ing that they are more likely to have diffi culty fi ltering out 

irrelevant distractions from the outside world (Sanchez-

Morla et al., 2008). There is some evidence that this dysfunc-

tion is genetically based, as it is observed both in people with 

schizophrenia and in their relatives (Adler et al., 1998). 

 Researchers are beginning to link this genetically based in-

ability to fi lter out irrelevant stimuli with defi cits in the hip-

pocampus that result in poorer short-term memory (Waldo 

et al., 2000). 

    Laboratory measures of sustained attention, the Continu-

ous Performance Test, involve having the person being tested 

make a response when a certain target stimulus is displayed. 

This target stimulus is presented along with other stimuli at 

unpredictable intervals. For instance, the researcher may 

instruct the person to push a button whenever the letter  A  

appears among a series of letters presented individually for 

very brief periods of time (on the order of milliseconds). This 

is a tedious task that requires constant vigilance by the par-

ticipant in order to receive a high score. The researcher can 

also make the task more complex by adding other demands, 

such as requiring that the person push the button only if the 

letter  A  is preceded by the letter  Q . Typically, people with 

schizophrenia do very poorly on these tasks, especially when 

the demands of the task are increased so that the individual’s 

cognitive capacities are stretched to their limits (Elvevag, 

Weinberger, Suter, & Goldberg, 2000). The biological relatives 

of people with schizophrenia also show defi cits on these tasks 

(Saoud et al., 2000). 

    Although we are discussing cognitive impairment in the 

context of the psychological perspective, it is important to 

understand that researchers look at cognitive variables as 

being determined by a complex set of infl uences including 

pathophysiology (i.e., illness-related brain disturbance), genes, 

chronic stress and distress, medication, education, gender, 

sociocultural infl uences, and the content and structure of the 

cognitive task itself. 

    The impairments in cognitive functioning experienced 

by people with schizophrenia are varied and in many cases 

so debilitating that the individual’s quality of  life can be 

profoundly affected, thus setting up an unfortunate inter-

action of  variables. Because of  this form of  impairment, 

people with schizophrenia are likely to encounter diffi cul-

ties functioning in the world, interacting with other people, 

and achieving personal goals. Researchers are trying to 

zero in on the specifi c phenomena of  cognitive impairment 

in people with schizophrenia. They are also trying to deter-

mine whether cognitive impairments refl ect symptoms of 

the disorder or are more central to the diagnosis of  schizo-

phrenia (Barch, 2005). In other words, are problems with 

working memory due to the severity of  disorganization in 

a person and to negative symptoms such as apathy? Or are 

such cognitive impairments attributable to specifi c brain 

pathways associated with memory defi cits, which in turn 

contribute to the development of  negative symptoms? As 

you can see from our discussion of  the psychological per-

spective, there is no easy way to tease out psychological 

factors from biological factors, a realization that reminds us 
Studying attentional defi cits in people with schizophrenia, a researcher 
records brain activity as the subject views stimuli on a monitor.



of the importance of  looking for ways to bring together the 

various perspectives.   

 Sociocultural Perspective 

 Researchers working within the family systems perspective 

focus on the system of roles, interactions, and patterns of 

communication in the family environment in which the person 

with schizophrenia grew up. In studies on modes of commu-

nication and behavior within families with a schizophrenic 

member, researchers attempt to document deviant patterns of 

communication and inappropriate ways that parents interact 

with their children. These disturbances in family relationships 

are thought to lead to the development of defective emotional 

responsiveness and cognitive distortions fundamental to the 

psychological symptoms of schizophrenia. 

    Contemporary researchers have approached the issue by 

trying to predict outcome or recovery in adults hospitalized 

for schizophrenia. Instead of regarding a disturbed family 

as the cause of  schizophrenia, these researchers view the 

family as a potential source of stress in the environment of 

the person who is trying to recover from a schizophrenic 

episode. The stress created by family members is refl ected in 

the index of  expressed emotion (EE),  which provides a mea-

sure of the degree to which family members speak in ways 

that refl ect criticism, hostile feelings, and emotional overin-

volvement or overconcern. People living in families high in 

EE are more likely to suffer a relapse, particularly if  they are 

exposed to high levels of criticism (Marom et al., 2005). 

    As mentioned earlier, EE may contribute to neuropsy-

chological defi cits in increasing the risk of schizophrenia in 

genetically susceptible individuals (Rosenfarb et al., 2000). 

An interactional, reciprocal relationship between EE and 

schizophrenia is also implied in research suggesting that EE 

is not simply the trigger for schizophrenic symptoms but also 

a response to unusual, disruptive, or poorly socialized behavior 

on the part of the schizophrenic individual (Woo, Goldstein, 

& Nuechterlein, 2004). Indeed, researchers are fi nding that 

EE seems to rise and fall along with the degree of burden 

represented by the disturbed child’s presence in the home 

(Scazufca & Kuipers, 1998). 

    Moving beyond the family environment, broader social 

factors, such as social class and income, have also been 

studied in relationship to schizophrenia. In perhaps the fi rst 

epidemiological study of  mental illness to be conducted in 

the United States, Hollingshead and Redlich (1958) observed 

that schizophrenia was far more prevalent in the lowest 

socioeconomic classes, and numerous investigators since that 

time have supported the connection between lower social 

class and higher rates of  schizophrenia (Gottesman, 1991). 

Over the years, this observation has been the source of  a 

great deal of  speculation about the role of  social factors in 

either causing schizophrenia or infl uencing its course. Two 

principal explanations have been proposed: (1) the social 

causation hypothesis and (2) the downward social drift 

hypothesis. 

    According to the social causation hypothesis, member-

ship in lower socioeconomic strata may actually cause 

schizophrenia. Members of  the lowest classes of  society 

experience numerous economic hardships and are often 

denied access to many of  society’s benefi ts, including high-

quality education, health care, and employment. Because 

many are also members of  ethnic or racial minorities, they 

may experience discrimination. These factors create a highly 

stressful environment, which might be conducive to the de-

velopment of  schizophrenia. Researchers in one study 

found that the poorer the socioeconomic conditions, the 

higher the risk for mental disability and psychiatric hospi-

talization. Using sophisticated statistical techniques, they 

found compelling support for the social causation hypoth-

esis, and concluded that the mental illness of  people in the 

sample could not be attributed to geographic or economic 

downward mobility (Hudson, 2005). It is important to note 

that the social causation hypothesis need not contradict 

the diathesis-stress model; rather, the stresses of  poverty 

and socioeconomic disadvantage may elicit schizophrenic 

symptoms at higher rates than in less disadvantaged social 

settings. 

        The other perspective, the downward social drift hypoth-

esis, downplays the effects of socioeconomic stressors in the 

development of  schizophrenia. Presumably, schizophrenia 

develops at equal rates across a variety of social, cultural, 

and economic backgrounds, but, once people develop the 

disorder, their economic standing declines precipitously. The 

debilitating symptoms of schizophrenia prevent individuals 

from pursuing economic success and preclude their living in 

more affl uent areas. This perspective, therefore, downplays 

the potential stressors of poverty and lower social status in 

favor of a more directly biological approach to the causes 

of schizophrenia: The symptoms of the disorder account for 

the declining economic and social fortunes of people diag-

nosed with schizophrenia. 
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    Overall, there is too little research to resolve the con-

trasting viewpoints of  the social causation and downward 

social drift hypotheses. Tentative evidence exists to support 

the downward social drift hypothesis that individuals with 

schizophrenia are unable to achieve economic and social 

success due to the severity of  their symptoms; however, if  

we return to the diathesis-stress model of  causation, poverty 

and social disadvantage would seem powerful stressors 

capable of  eliciting schizophrenic symptoms. These perspec-

tives might clarify the distribution of  schizophrenia within 

a society, but broader epidemiological studies have not indi-

cated a clear relationship between the prevalence of  schizo-

phrenia and the level of  economic development across 

societies. 

    A report on mental health by the U.S. surgeon general 

concludes that genetics are a stronger infl uence in the causa-

tion of schizophrenia than cultural and societal factors (U.S. 

Surgeon General, 2001). We are left to conclude that the 

relationship of schizophrenia to socioeconomic status may 

extend beyond these two competing perspectives to include 

broader factors, such as societal values and beliefs about 

mental illness, among others.   

 Treatment of Schizophrenia 

 The vulnerability model we have just discussed implies that 

schizophrenia has no single cause. Although a particular 

theory may appear to be dominant, treatment must be based 

on a multifaceted approach that incorporates various theo-

retical components. Current comprehensive models of care 

include biological treatments, psychological interventions 

primarily in the form of behavioral techniques, and socio-

cultural interventions that focus on milieu therapy and family 

involvement.  

 Biological Treatments   In the 1950s, effective medication 

was introduced for treating the symptoms of schizophrenia. 

This breakthrough had a massive impact on the mental 

health system, as you recall from our discussion in Chapter 1, 

helping to spur on the deinstitutionalization movement. The 

fact that medication could control the most debilitating 

symptoms of psychosis, at least to some extent, meant that 

hundreds of  thousands of  people could be treated on an 

outpatient basis rather than be confi ned and under constant 

supervision. 

  Prior to the 1950s, somatic interventions involved treat-

ments intended to alter brain functioning, including ECT. 

The most extreme somatic intervention was the prefrontal 

lobotomy. Although this procedure helped reduce aggressive 

behaviors in people who experienced hallucinations and 

delusions, lobotomies also had many unfavorable outcomes 

for the individual, including a signifi cant loss of motivation, 

creativity, and cognitive function. With the advent of anti-

psychotic medication in the 1950s, the procedure was all but 

abandoned. Similarly, medications have replaced the use of 

ECT in treating schizophrenia. 

  There are several categories of antipsychotic medication, 

also called major tranquilizers or    neuroleptics    (derived from 

the Greek words meaning “to seize the nerve”). In addition 

to their sedating qualities, neuroleptics reduce the frequency 

and severity of psychotic symptoms. The various neurolep-

tics differ in the dosage needed to achieve therapeutic effects, 

ranging from low-potency medications that require large 

dosages to high-potency medications that require compara-

tively smaller dosages. Low-potency medications include 

chlorpromazine (Thorazine) and thioridazine (Mellaril); 

middle-potency medications include trifl uoperazine (Stela-

zine) and thiothixine (Navane); high-potency medications 

include haloperidol (Haldol) and fl uphenazine (Prolixin). A 

physician would be more likely to prescribe a low-potency 

medication for a highly agitated patient, because low-potency 

medications tend to be more sedating than the high-potency 

ones. The high-potency medications may be preferable for a 

patient who is less agitated, but they do carry the risk of more 

serious side effects. 

  These traditionally prescribed antipsychotic medications 

have their effects through the blocking of dopamine recep-

tors. In other words, these medications contain chemical 

substances that become attached to the sites on the neurons 

that would ordinarily respond to the neurotransmitter dopa-

mine. This action has two behavioral results, one therapeutic 

and the other unintended and troublesome. The therapeutic 

result is reduced frequency and intensity of psychotic symp-

toms, as the dopamine receptors are deactivated in the sec-

tions of the brain that affect thoughts and feelings. On the 

negative side are consequences that can greatly interfere with 

the individual’s movements and endocrine function. People 

taking such medications may suddenly experience such 

symptoms as uncontrollable shaking, muscle tightening, and 

involuntary eye movements. These side effects occur when 

dopamine accumulates because it is not being taken up by 

neurons whose receptor sites have been blocked by the med-

ication. As the dopamine level rises, the neurons in the other 

areas of the brain that control motor movements are thrown 

into dysregulation. Interestingly, physicians treat people with 

Parkinson’s disease, a nervous disease that is caused by an 

insuffi ciency of dopamine, with a medication that enhances 

dopamine activity. Thus, a commonly reported side effect of 

this anti-Parkinsonian medication is psychotic-like behavior 

and thinking. 

  One of the most troubling effects from the long-term use 

of neuroleptics is an irreversible neurological disorder called 

 tardive dyskinesia,  which affects 10 to 20 percent of people 

who take some of the neuroleptics for a year or more. People 

with tardive dyskinesia experience uncontrollable movements 

in various parts of their bodies, including the mouth, tongue, 

lips, fi ngers, arms, legs, and trunk. As you can imagine, these 

involuntary movements can seriously impair the person’s 

ability to walk, breathe, eat, and talk, to say nothing of how 

embarrassing it is to be seen in this state. 

  Disturbed by the worrisome side effects of these tradi-

tional antipsychotic medications, as well as their ineffectiveness 



in treating negative symptoms, psychopharmacological re-

searchers set out to develop new medications. In recent years, 

medications called  second-generation antipsychotics  (previously 

referred to as “atypical antipsychotics”) have been more widely 

prescribed. Examples of second-generation antipsychotics 

(SGAs) include clozapine (Clozaril), amisulpride (Solian), 

 risperidone (Risperdal), olanzapine (Zyprexa), quetiapine 

 (Seroquel), and sertindole (Serlect). In a meta-analysis of stud-

ies comparing the effi cacy of fi rst-generation antipsychotics 

(FGAs) and second-generation antipsychotics, researchers 

found that some SGAs (i.e., clozapine, amisulpride, risperi-

done, olanzapine) are signifi cantly more effi cacious than FGAs, 

but some SGAs are no more effective than FGAs. Taking an 

even closer look at the particular symptoms that respond to 

specifi c medications, it was found that olanzapine and risperi-

done were slightly superior to FGAs for treating positive 

symptoms and moderately superior to FGAs for treating neg-

ative symptoms, thought disorder, mood disturbance, and im-

pulse control (Davis, Chen, & Glick, 2003). As you can see, 

despite signifi cant advances in psychopharamacological treat-

ment of the symptoms of schizophrenia, scientifi c understand-

ing remains limited about the most effective medications. What 

is known, sadly, is that these medications don’t cure schizo-

phrenia but are only effective in alleviating certain symptoms. 

  Complicating the issue about pharmacological interven-

tion for treating people with schizophrenia are disturbing 

reports about the side effects of the second-generation anti-

psychotics. Metabolic disturbances, particularly weight gain, 

hyperlipidemia (elevation of fats in the bloodstream), and 

hyperglycemia (increase in plasma glucose) have been reported 

as adverse side effects of taking SGAs. Because of these risks, 

as well as a range of other potential problems, clinicians 

know that it is extremely important that all individuals taking 

these medications be carefully monitored for the early emer-

gence of warning signs. 

  One dilemma that health care providers face when rec-

ommending antipsychotic medication is whether or not peo-

ple with schizophrenia should be maintained on full doses 

of  these medications when they are not experiencing the 

overt positive symptoms of the disorder. Some clinicians rec-

ommend to certain clients that they reduce or stop medica-

tion during extended periods of good functioning, as long 

as clients can be closely monitored for the reappearance of 

symptoms. Obviously, the clinician’s decision to interrupt 

medication should only be made following a careful evalua-

tion of the client’s symptoms and history (Nuechterlein, Gitlin, 

& Subotnik, 1995).   

 Psychological Treatments   The most common psychologi-

cal interventions for people with schizophrenia are those 

derived from the behavioral perspective, in which it is assumed 

that much of the diffi culty that many people with schizo-

phrenia face is due to their having acquired bizarre and mal-

adaptive behavior patterns. These treatments focus on the 

individual’s symptoms that interfere with social adjustment 

and functioning. 

  In a token economy (Ayllon & Azrin, 1965), most often 

used in institutional settings, individuals are rewarded with 

plastic chips, called tokens, for acting in socially appropriate 

ways ( Table 9.2 ). They either do not earn tokens or forfeit 

them when their behavior is inappropriate. The individual 

can use the tokens to acquire special privileges or opportuni-

ties. The expectation is that, over time, the new behaviors 

will become habitual and not dependent on being reinforced 

by tokens. 

  Consider the case of Cynthia, a woman with schizophre-

nia who is hospitalized and who has very poor personal 

hygiene and grooming. Her therapist might use a token econ-

omy system to encourage Cynthia to develop appropriate 

hygiene. For each privilege that she wishes to “purchase,” she 

must cash in a fi xed number of tokens. She may need 10 

tokens to go on a weekend pass or 2 tokens to go to the 

Sometimes a person with schizophrenia becomes so impaired that 
hospitalization is necessary.

TABLE 9.2 Example of a Token Economy Used 
in Treating a Person with Schizophrenia

Earn tokens for the following behaviors:
 Eat with proper utensils
 Brush hair in the morning
 Keep clothing on during the day
 Answer when spoken to
 Participate in therapeutic activities

Lose tokens for the following behaviors:
 Eat with hands
 Take off clothes in public
 Shout at other people
 Refuse to participate in therapeutic activities
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hospital snack shop. Taking a daily shower may earn her 2 

tokens, and combing her hair may be worth 1 token. The in-

centive to have these privileges would presumably be strong 

enough to motivate Cynthia to engage in appropriate groom-

ing behaviors. Eventually, these behaviors become established 

and are reinforcing in their own right, so that the tokens are 

no longer necessary. Additionally, the attention and praise 

Cynthia receives when she earns each token can add to the 

reinforcement value of the tokens themselves. She learns to 

value such positive attention, making it more likely that she 

will work to maintain her grooming skills. 

  Social skills training is another behavioral intervention 

that involves reinforcing appropriate behaviors, especially 

those involved in interpersonal situations. People with schizo-

phrenia often speak or act in ways that others regard as 

abnormal. In social skills training, an individual’s inappropri-

ate behaviors are identifi ed and targeted, and reinforcement 

becomes dependent on the individual’s acting in more socially 

acceptable ways. For example, a disturbed individual may 

speak loudly or with an unusual tone, move in peculiar ways, 

stare at others, or fail to maintain an appropriate distance 

when speaking to people. In social skills training, the thera-

pist provides feedback to the individual about the inappro-

priateness of each of these behaviors. This may take place 

in the context of role-playing exercises, direct instruction, or 

a group setting in which participants are encouraged to com-

ment openly on each other’s behaviors. 

  Clinicians who implement social skills training programs 

strive to do the following: (1) help the individual set specifi c, 

personally relevant, long- and short-term goals; (2) promote 

realistically favorable expectations; (3) help the individual cre-

ate interpersonal situations that may be encountered in the 

near future; (4) build scenes that parallel anticipated situa-

tions by asking questions about the emotion or communica-

tion the person wants to convey, and to whom, where, and 

when; (5) develop role-playing scenarios that provide oppor-

tunities for behavioral rehearsal; (6) provide the individual 

with positive as well as corrective feedback regarding verbal 

and nonverbal behaviors, conversational style, and social 

perception; (7) coach the individual in the behavioral re-

hearsal of the scene with prompting, encouragement, and 

acknowledgment of appropriate verbal and nonverbal behav-

iors; (8) use behavioral shaping techniques to help the indi-

vidual progress in small, attainable increments; (9) give 

specifi c, attainable, and functional homework assignments 

that the individual can practice in real-life situations; and 

(10) solicit reports from the individual about homework 

assignments, so that steps can then be made toward the attain-

ment of new goals, the practicing of previously set goals, or 

problem solving to remove obstacles encountered by the 

individual (Liberman, 2005). Although social skills training 

programs are customarily done in mental health settings, 

family members of  a person with schizophrenia can also 

receive training in techniques to help their relative acquire 

social skills that will enhance adjustment and interpersonal 

interactions. 

  Clinicians may also incorporate cognitive-behavioral 

techniques in helping the client to detect the early signs of 

a relapse, to take a more positive approach to evaluating the 

ability to cope with daily problems, and to develop a broader 

range of  ways to handle emotional distress and anxiety. 

Disordered thinking processes and even delusions may be 

reduced through cognitive-behavioral interventions (Beck & 

Rector, 2005). 

  Several large-scale analyses of published data suggest that 

cognitive-behavioral therapy can have positive effects above 

and beyond the reduction of symptoms due to medication. 

Zimmermann and colleagues (2005) analyzed the fi ndings from 

14 studies conducted between 1990 and 2004 on nearly 1,500 

clients, including those suffering from both acute and chronic 

schizophrenia. Cognitive-behavioral therapy was found to be 

effective as an adjunct to medication, particularly when clients 

were in the acute phase of the disorder. Moreover, the pos-

itive effects of therapy persisted over long-term follow-up. 

Although medication clearly is necessary to control many of 

the symptoms of this disorder, there are benefi ts to focusing 

on treating symptoms through psychotherapy. 

  Given that cognitive-behavioral therapy may be less effec-

tive for treating people with chronic schizophrenia than for 

those who are in the acute phase of the disorder, are there 

any interventions that would help long-term sufferers? For 

many years, social skills training was considered the only 

adjunct to medication that would help reduce the aberrant 

behaviors associated with schizophrenia, but it is not particu-

larly effective in reducing psychotic symptoms. Putting to-

gether cognitive-behavioral therapy with social skills training 

would combine the best of both worlds to provide clients with 

help in changing their thinking while improving their abilities 

to function in the world. Researchers have in fact found that 

even among a population of middle-aged and older adults 

with chronic schizophrenia and schizoaffective disorder seem-

ingly resistant to improvements from psychotherapy, the com-

bination of the two methods can result in more effective social 

functioning (Patterson et al., 2006). As challenging as this 

disorder can be to treat, it is nevertheless possible to see 

improvements by supplementing medication with psychother-

apeutic methods.   

 Sociocultural Treatments   From what you have read about 

schizophrenia, you can understand the way in which this 

disorder greatly involves other people in the life of the indi-

vidual. Other people are certainly affected by the disturbing 

symptoms of a person with this condition, just as the person 

with schizophrenia is profoundly affected by others. Central 

to an integrative treatment is a therapeutic approach that 

includes a focus on interactions and relationships. 

  Milieu therapy is a model that involves social processes 

as a tool for changing the individual’s behavior. In this 

approach, all staff  and clients in a treatment setting work 

as a therapeutic community to promote positive function-

ing in the clients. Members of  the community participate 

in group activities ranging from occupational therapy to 



training classes. The staff  encourages clients to work with 

and spend time with other residents, even when leaving on 

passes. The entire community is involved in decision mak-

ing, sometimes involving an executive council with elected 

members from units of  the treatment setting. Every staff  

person, whether a therapist, nurse, or paraprofessional, takes 

part in the overall mission of  providing an environment 

that supports positive change and appropriate social behav-

iors. The underlying idea of  milieu therapy is that the pres-

sure to conform to conventional social norms of  behavior 

discourages the individual with schizophrenia from express-

ing problematic symptoms. The normalizing effects of 

such an environment are intended to help the individual 

make a smoother and more effective transition to life outside 

the therapeutic community. Education about symptoms 

and treatments, clarifi cation of  goals, aftercare planning, 

and coordination with family and other community sup-

ports are benefi cial and therapeutic (Dhillon & Dollieslager, 

2000). 

  Considerable information is now available for clini-

cians, families, and clients to draw on in their efforts to 

cope with this mysterious and devastating illness. Treat-

ment programs that combine medication with psychosocial 

interventions appear to have the most promise for maximiz-

ing the day-to-day functioning of  individuals with this dis-

order. These programs include residential or community 

facilities that provide training in coping with the stress of 

the disorder and its symptoms, rehabilitation through occu-

pational training, and psychoeducation for families. Effec-

tive family programs, which usually last 6 months or more, 

provide information to families about the psychotic disor-

der and its management, strive to decrease tension and 

stress in the family, provide social support for the family, 

focus on the development of  strategies for the future, 

improve functioning among all family members, and work 

to form a collaborative relationship between the treatment 

team and the family (Mueser et al., 2003). 

  The coordination of  services is especially important in 

programs geared toward helping people with schizophre-

nia. One approach to integrating various services is Asser-

tive Community Treatment (ACT), in which a team of 

professionals from psychiatry, psychology, nursing, and 

social work reach out to clients in their homes and work-

places. A team of  a dozen or so professionals work together 

to help approximately 100 clients comply with medical rec-

ommendations, manage their fi nances, obtain adequate 

health care, and deal with crises when they arise. This 

approach involves bringing care to the clients, rather than 

waiting for them to come to a facility for help, a journey 

that may be too overwhelming for seriously impaired peo-

ple. Although approaches such as ACT are expensive, the 

benefi ts are impressive. Researchers have conducted dozens 

of  studies on the effectiveness of  ACT and have concluded 

that ACT has had signifi cant positive impact on reducing 

hospitalizations, stabilizing housing in the community, and 

lowering overall treatment costs. ACT is most benefi cial for 

  Schizophrenia: The Biopsychosocial 
Perspective 

  Schizophrenia is a disorder that has mystifi ed people for cen-

turies, although only within the past 100 years has the dis-

order had a name. As researchers attempt to gain a scientifi c 

understanding of the disorder, clinicians, family members, 

and individuals who have schizophrenia seek ways to cope 

on a daily basis with its many widespread effects. 

    Despite considerable scientifi c advances, relatively few 

conclusions about the causes of  schizophrenia are evident. 

One fact does stand out, however; people do not develop 

schizophrenia solely as the result of  troubled childhoods. 

Biology clearly plays a central role, although the precise 

nature and extent of  this role remain unclear. We do know 

that differences exist in the brain structure and functioning 

of  people with schizophrenia, compared with those with-

out. We also know that there is a strong likelihood that 

people with schizophrenia have relatives with this disorder, 

and, the closer the relative, the greater the rate of  concor-

dance. Scientists have delineated specifi c biological mark-

ers that have assisted their efforts to understand which 

factors and genes are implicated in the acquisition of  this 

disorder. 

    Even though few would contest the central role of  bio-

logical factors in determining schizophrenia, biology cannot 

tell the whole story. Events happen in the life of  a person 

predisposed to schizophrenia that trigger the disorder. Twin 

studies show us that environmental factors must play a role; 

otherwise, identical twins would have a 100 percent concor-

dance rate for this disorder. However, it is not yet known 

what factors in life increase vulnerability to schizophrenia. 

Numerous studies of  early life relationships have failed to 

pinpoint a causal connection between faulty parenting and 

the development of  this disorder. What does seem clear is 

that certain stresses might trigger the disorder, leading to a 

cycle of  disturbance. The diffi culty of  raising a child with 

schizophrenia can lead to tension in the parents, and this 

   REVIEW QUESTIONS  

  1.     are biobehavioral abnormalities linked to 

genetic and neurobiological causes of mental illness.  

  2.    What are three electrophysiological abnormalities used 

as biological markers for schizophrenia?  

  3.    What is the approach involved in cognitive-behavioral 

therapy for schizophrenia?     

more severely disturbed individuals with a history of  fre-

quent or long-term hospitalizations or who have extremely 

limited psychosocial functioning skills and require daily 

assistance to live in the community (Mueser et al., 2003; 

Lindenmayer et al., 2008).     

Schizophrenia: The Biopsychosocial Perspective 299



300 Chapter 9 Schizophrenia and Related Disorders

increased familial tension can exacerbate the child’s distur-

bance. 

    Although current understanding of the causes of schizo-

phrenia remains incomplete, scientists continue to look for 

ways to alleviate its symptoms. The consensus is that an inte-

grative intervention that includes medication, psychological 

treatment, and social support provides the best context for 

helping people with schizophrenia. Beginning with the bio-

logical approach, there is compelling evidence for the impor-

tant role of medication in alleviating the distressing symptoms 

of this disorder. At the same time, it is important to keep in 

mind that medication does not cure the disorder but only 

treats the symptoms. 

    Just as biology is an insuffi cient explanation for the dis-

order, medication is an incomplete intervention for treating 

people with schizophrenia. Individualized treatment plans 

range from tightly structured, institutionally affi liated programs 

to periodic psychotherapy that is provided when needed. 

Generally, those who are incapacitated by the disorder require 

comprehensive and permanent treatment and support. But 

many people with schizophrenia function adequately in the 

world and need active intervention only on occasion, when 

psychotic symptoms fl are up. 

    Despite the inadequacy of current knowledge about this 

disorder, the tremendous gains made during the past decade 

are certainly cause for optimism. New research techniques 

have provided scientists with access to the human brain, 

where many of the secrets of this perplexing disorder lie. Re-

fi nements in genetic research have also provided hope that 

scientists soon will learn why some relatives develop schizo-

phrenia, while others do not. In light of the speed of recent 

advances, it is possible that, within a decade, we will look 

back to the fi rst decades of  the twenty-fi rst century with 

disbelief  about our limited knowledge. 
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   David’s History 

  In part because they were so upset 

about David, Mr. and Mrs. Marshall 

found it diffi cult to remember many 

details about his early years. In re-

sponse to my initial questions about 

his childhood, the Marshalls re-

sponded that he was a “normal 

kid.” However, with further probing, 

they recalled that he was a “very 

quiet boy who kept most things to 

himself.” David’s subdued style 

stood in sharp contrast to the liveli-

ness of his brother, Michael, who 

was a year older. When I asked 

about the family environment dur-

ing David’s early years, Mr. and Mrs. 

Marshall admitted that their marital 

relationship had been fairly “stormy” 

during those years and that they 

had come close to divorce when 

David was about 2 years old. With 

the help of marriage counseling, 

they worked things out over the 

course of a year. 

  In recalling David’s childhood 

personality, Mrs. Marshall pointed 

out an interesting contrast with his 

adolescent years, in that he was an 

exceptionally neat and clean child. 

She remembered how angry he be-

came if for some reason he was un-

able to take his 7  P.M.  bath. By the 

time he was in his late teens, how-

ever, David’s fi nicky habits had 

changed entirely. He did not wash 

for several days at a time, and he fi -

nally did so only at the insistence of 

his mother, who practically had to 

drag him into the shower. Mrs. Mar-

shall said that she never would have 

believed that her formerly clean son 

would one day have greasy hair, un-

washed for weeks at a time. 

  The Marshalls told me of their 

dismay and horror as they wit-

nessed the almost total incapacita-

tion of a once healthy young man. 

They spoke of the impact on their 

own lives, as they had come to 

worry about the safety of having 

such a disturbed young man living 

with them. I asked them to elabo-

rate regarding this concern, and 

Mr. Marshall told me about David’s 

nightly rituals in his room. With his 

door shut and locked, David each 

night lit two dozen candles as part 

of a “communication exercise with 

Zoroaster.” Any use of fi re by a man 

so disturbed was worrisome to his 

parents; the proximity of fl ames to 

the many spray cans in David’s 

room increased their alarm even 

further. 

  Moving on to a discussion of 

family history, the Marshalls told me 

that the only relevant bit of informa-

tion that came to mind was the fact 

that Mrs. Marshall’s sister had a 

long history of psychological prob-

lems and had been hospitalized 

three times because she had “crazy 

beliefs, heard voices, and acted 

very strange.”    

 R E T U R N  T O  T H E  C A S E 
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 Assessment  

 In light of David’s severe distur-

bance, psychological testing was 

not viable. My assessment of David 

was, therefore, limited to a 30-minute 

mental status examination, in which 

his delusions and hallucinations were 

remarkable. Regardless of the ques-

tion being asked, most of David’s 

responses focused on his beliefs 

about Zoroaster and the aliens. His 

disorientation was apparent in his 

responses indicating that his name 

was “Brodo,” that the date was the 

“36th of Fruen” in the “year of the 

next heaven, 9912,” and that he was 

being held in a prison by the ene-

mies of Zoroaster. After giving these 

answers, David laughed in a sinis-

ter way and then waved his arms 

high over his head in a spraying mo-

tion, both behaviors to which his 

mother had referred. He then 

stopped, as if he had heard some-

thing, and looked at his watch. The 

time was 11 A.M. Muttering to him-

self, “It’s too early,” he seemed to 

go off into a reverie. At that point, I 

concluded that David was hearing 

voices. When I asked him if this was 

the case, he said it was not a voice 

but a message telling him what 

he must do next to proceed on his 

mission. Further questioning at this 

point revealed David’s beliefs about 

his secret mission and the daily 

messages he had been receiving 

from the television set. I asked David 

to carry out some simple calcula-

tions, which he did adequately, and 

to copy some simple geometric fi g-

ures. In the process of doing so, he 

wrote elaborate equations all over 

the piece of paper and drew pic-

tures of what he called “hollow soft 

forms.” He asked me if I knew the 

difference between these and “hol-

low hard forms,” which he illus-

trated on another sheet of paper. 

These drawings consisted of squig-

gles and letter-like symbols that 

 apparently contained a great deal 

of meaning to David but that made 

no  sense  to  others.  Despite  my 

best  efforts to communicate with 

David in a logical and clear manner, 

he did not tell me anything about 

himself other than to talk about his 

delusions.    

 Diagnosis  

 As I evaluated David’s personal his-

tory and current symptoms, all signs 

pointed to a diagnosis of schizo-

phrenia. In terms of personal his-

tory, David was in the age group 

during which schizophrenia most 

commonly surfaces, and he had a 

biological relative with a disorder 

suggestive of schizophrenia. Of 

course, these two facts were not 

suffi cient to conclude that David 

had schizophrenia. The course and 

symptoms of his disorder provided 

the most telling evidence. 

  David was a young man with a 

progressively worsening course of 

functioning. He had deteriorated mar-

kedly from his high-school years in 

his academic performance, personal 

habits, and interpersonal relations. 

During the years preceding his hos-

pitalization, David had become in-

creasingly symptomatic. 

  David’s symptoms were those of 

a person with psychosis. He had de-

lusions, hallucinations, loosening of 

associations, and bizarre behaviors. 

He was impaired in most areas of ev-

eryday functioning, living a life of 

social isolation, behaving in a bizarre 

and idiosyncratic manner, and failing 

to take care of himself, even in re-

gard to personal hygiene. 

  As for the particular kind of schizo-

phrenia David had, the most tenable 

diagnosis was undifferentiated type. 

I assigned this diagnosis because 

David was not catatonic or promi-

nently paranoid in his delusions, nor 

was his symptom presentation promi-

nently disorganized.       

   Axis I:   Schizophrenia, Undif-

ferentiated Type  

  Axis II:   Deferred  

  Axis III:   No physical disorders 

or conditions  

  Axis IV:   Problems related to the 

social environment 

(adjustment diffi cul-

ties)

 Occupational problems 

( unemployed)  

  Axis V:   Current Global 

 Assessment of 

Functioning: 30

 Highest Global Assess-

ment of Functioning 

(past year): 45       

  Case Formulation  

 There was little question that David 

Marshall had schizophrenia, but I 

wondered what had caused this 

tragic set of symptoms to unfold in a 

young man who, as a child, was noth-

ing other than a quiet and reserved 

boy, and I wondered what had taken 

place biologically and psychologi-

cally that had caused the transition 

from shyness to schizophrenia over 

the course of his adolescent years. I 

thought of the important biological 

fact that David’s aunt, in all likelihood, 

had schizophrenia. The signifi cance 

of this one fact, of course, lies in the 

current understanding of the criti-

cally important role that genetics 

plays in the etiology of this disorder. 

At the same time, experts know that 

biological predisposition is generally 

insuffi cient to determine whether or 

not a person will develop schizophre-

nia. Consequently, I turned to David’s 

personal history for clues. 

  Throughout his early life, David 

was reticent and withdrawn, com-

pared with his active and outgoing 

brother. On the one hand, David’s 

behavior made him a target of his 

parents’ scrutiny as they attempted 

to fi nd out what he was feeling and 

thinking. On the other hand, David’s 

parents clearly devoted most of 

their attention to his older brother, 

communicating to David the mes-

sage that they really were less 

 concerned with his well-being. I 

also wondered about the impact on 

David of the discord between his 

parents during the early years of 

his life.    

 Treatment Plan  

 The plan that I implemented for 

 David took into account the need for 

decisive intervention over the short 

term and continued treatment for the 

years ahead. I realized that, even 

(continued)
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when his psychotic symptoms were 

under control, he would have resid-

ual problems requiring monitoring 

and treatment. David’s parents con-

curred with me that his overt psy-

chotic symptoms needed to be 

brought under control and that this 

could best be accomplished by med-

ication, but they worried whether 

David would take the medication 

voluntarily. Much to their surprise, 

David did agree to give it a try. His 

decision to comply led me to wonder 

whether David, on some level, had 

come to recognize the seriousness 

of his problem and had become more 

willing to accept help. 

  I recommended that David re-

main in the hospital for 3 months, 

during which time he could be stabi-

lized on his medication and the two 

of us could develop a working rela-

tionship. Ideally, we would continue 

to meet on an outpatient basis fol-

lowing his discharge. Our therapeu-

tic work would center on several 

tasks. First, I wanted to help David 

develop an understanding of his dis-

order, as well as impress on him the 

importance of maintaining an ongoing 

relationship with a mental health pro-

fessional. Second, I wanted to help 

him develop coping strategies to use 

in his everyday life. He needed to learn 

how to care for himself and to work on 

beginning to lead a more normal life. 

  During the initial weeks of David’s 

hospitalization, the antipsychotic 

medication began to reduce the se-

verity of his symptoms. As he be-

came more lucid, he was able to 

carry on conversations without the 

intrusion of ideas about Zoroaster 

and a secret mission of saving the 

world. David told me of the despair 

he experienced about his symptoms 

and how incapable he felt of ever 

getting anywhere in his life. Gradu-

ally, David interacted more with 

other patients on the unit, though his 

preference was clearly to stay in his 

room alone, listening to rock music. 

At fi rst, this preference for being 

alone caused his parents some dis-

tress, and they wondered whether 

he was really getting better or not. 

However, I felt less concerned, be-

cause his behavior seemed mark-

edly different from his actions prior 

to his hospitalization. David clearly 

cherished his privacy, and being 

alone did not necessarily mean that 

he was lost in a delusional world. 

  After David had stabilized and 

his symptoms were under control, 

he and I talked about discharge 

from the hospital. I recommended 

to David that, instead of returning 

home, he should reside in a halfway 

house. He rejected this idea out-

right, on the grounds that such fa-

cilities do not afford much privacy. 

We arrived at a compromise that he 

would return home but attend a day 

treatment program for at least 6 

months. In such a program, David’s 

daily activities would be supervised, 

and he would have an opportunity 

to socialize and take part in voca-

tional training. I agreed to continue 

seeing him in weekly psychother-

apy sessions.    

 Outcome of the Case  

 Following David’s discharge from the 

hospital, he moved back home and 

followed my recommendation that 

he participate in the hospital’s day 

treatment program, where he thrived 

with the support of the treatment 

staff. As I might have predicted, he 

remained a withdrawn young man 

who could feel content sitting alone 

in a corner and thinking. To the relief 

of his parents, David agreed to con-

tinue taking his medication, despite 

the fact that he complained about 

minor hand tremors. 

  After 12 months in the day treat-

ment program, the treatment staff 

decided that David was ready for a 

trial run in a real job. He was placed 

in a position at a library, where he 

shelved books. He liked this job, be-

cause it involved so little contact 

with the public, and there was an or-

derliness about it that he found com-

forting. After a few months, David’s 

supervisor noted his excellent per-

formance and promoted him to a job 

at the circulation desk, which in-

volved more contact with the public. 

This proved to be a mistake. The 

stress of exposure to many people 

over the course of the day was too 

much for David to handle, and within 

2 weeks he had relapsed into a full-

blown psychotic episode. 

  After a short hospital stay, in 

which he was restabilized on his 

medications, David returned to the 

day treatment program, where he 

remained for another 6 months. By 

this time, there was an opening in a 

group home, and David was fi nally 

able to move out of his parents’ 

house. He now lives in this setting 

and has gone back to his former job 

at the library. 

  I have continued to see David 

over these past few years, but at 

present we meet only once a month, 

which seems most comfortable for 

David. Although we have worked to-

gether for more than 4 years, I have 

never gotten a clear message from 

David that he values our work or that 

he even cares about coming to psy-

chotherapy. Nevertheless, it has be-

come part of his life routine, and I 

hold on to the belief that our work 

together has played a role in his re-

maining relatively healthy for this 

long period.   

    Sarah     Tobin  ,   PhD         

 R E T U R N  T O  T H E  C A S E 
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   SUMMARY  

■    Schizophrenia is a disorder with a range of symptoms involv-

ing disturbances in content of thought, form of thought, per-

ception, affect, sense of  self, motivation, behavior, and 

interpersonal functioning. Essential to the diagnosis is a 

marked disturbance lasting at least 6 months. During this 

6-month period is an active phase of symptoms, such as delu-

sions, hallucinations, disorganized speech, disturbed behav-

ior, and negative symptoms. The active phase is often preceded 

by a prodromal phase and followed by a residual phase. 

The prodromal phase is characterized by maladaptive behav-

iors, such as social withdrawal, inability to work productively, 

eccentricity, poor grooming, inappropriate emotionality, 

peculiar thought and speech, unusual beliefs, odd perceptual 

experiences, and decreased energy and initiative. The residual 

phase involves continuing indications of disturbance similar 

to the behaviors of the prodromal phase.  

■    Several types of schizophrenia have been delineated. Cata-

tonic type is characterized by bizarre motor behaviors, while 

disorganized type consists of symptoms including disorga-

nized speech, disturbed behavior, and fl at or inappropriate 

affect. People with schizophrenia, paranoid type, are preoc-

cupied with one or more bizarre delusions or have audito-

ry hallucinations related to a theme of being persecuted or 

harassed, but without disorganized speech or disturbed behav-

ior. The diagnosis of undifferentiated type is used when a 

person shows a complex of schizophrenic symptoms but does 

not meet the criteria for paranoid, catatonic, or disorganized 

type. R esidual type  applies to people who have been diag-

nosed with schizophrenia and show lingering signs of the 

disorder other than psychotic symptoms.  

■    In addition to being categorized into types, schizophrenia is 

also viewed in terms of dimensions: (1) psychotic, (2) nega-

tive, and (3) disorganized. The psychotic factor is relevant 

in cases in which the individual experiences prominent delu-

sions and hallucinations; the negative factor applies to those 

conditions characterized by negative symptoms (e.g., affec-

tive fl attening, alogia, and avolition). The disorganized fac-

tor includes disorganized speech, disorganized behavior, and 

inappropriate affect.  

■    There are several disorders with symptoms like those of schizo-

phrenia, including brief psychotic disorder, schizophreniform 

disorder, schizoaffective disorder, delusional disorders, and 

shared psychotic disorder. Brief psychotic disorder is charac-

terized by a sudden onset of psychotic symptoms lasting 

between 1 day and 1 month; this disorder is specifi ed as either 

with marked stressor, without marked stressor, or with post-

partum onset. Schizophreniform disorder is a condition in 

which people experience a psychotic episode lasting 1 to 6 

months. The diagnosis of schizoaffective disorder is given to 

people with a serious mood disturbance (major depressive 

episode, manic episode, or mixed episode) concurrent with 

at least two schizophrenic symptoms. Delusional disorder 

(erotomanic, grandiose, jealous, persecutory, somatic, mixed, 

or unspecifi ed) is diagnosed in people who have nonbizarre 

delusions lasting at least 1 month, and whose functioning is 

not otherwise impaired. Shared psychotic disorder is a condi-

tion in which a person develops a delusion similar to an 

already established delusion held by a person with whom he 

or she shares a close relationship.  

■    Theories about the cause of  schizophrenia focus on the 

interaction between biology and experience, with particular 

attention to the notion of  vulnerability. Schizophrenia has 

a high degree of  heritability, and researchers are actively 

attempting to identify the particular genes that lead to a vul-

nerability to the disorder. Biological researchers have focused 

on abnormalities of  brain structure and function, genetic 

predispositions, biological markers, and biological stressors. 

Defi cits in cognitive processing have been identifi ed among 

people with schizophrenia, including abnormalities in sus-

tained attention, sensory gating, and antisaccade eye move-

ments. The most common psychological interventions for 

people with schizophrenia are those derived from the behav-

ioral perspective, in which it is assumed that much of the 

diffi culty that many people with schizophrenia face is due 

to their having acquired bizarre and maladaptive behavior 

patterns. Researchers working within the family systems 

 perspective focus on the system of roles, interactions, and 

patterns of communication in the family environment in which 

the person with schizophrenia grew up. Current comprehen-

sive models of care include biological treatments, psycho-

logical interventions primarily in the form of  behavioral 

techniques, and sociocultural interventions that focus on 

milieu therapy and family involvement.     
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 ANSWERS TO MINI CASE QUESTIONS   

 Schizophrenia, Catatonic Type (p. 282) 

A:  Maria had become completely unresponsive to other 

people and has maintained rigid posturing of her body.   

 Schizophrenia, Disorganized Type (p. 283) 

A:  His sobbing miserably and his shrieks of laughter with-

out provocation would be considered examples of inap-

propriate affect.   

 Schizophrenia, Paranoid Type (p. 283) 

A:  Esther’s false belief  is an example of a delusion.   

 Schizophrenia, Undifferentiated Type (p. 284) 

A:  Bruce does not show evidence of all the requisite symp-

toms for disorganized schizophrenia; specifi cally, he does 

not have fl at or inappropriate affect.   

 Schizophrenia, Residual Type (p. 284) 

A:  Joyce periodically shows signs of schizophrenia such as 

preoccupation with the idea that her former mother-in-law 

is sending her poisoned envelopes. These symptoms do not 

last long, though, and she is able to function normally.   

 Brief Psychotic Disorder (p. 287) 

A:  Anthony’s condition would be specifi ed “with marked 

stressors” due to the intense academic pressures he was 

experiencing.   

 Schizophreniform Disorder (p. 288) 

A:  Edward’s condition has lasted more than 1 month, 

which is the maximum duration for brief  psychotic dis-

order.   

 ANSWERS TO REVIEW QUESTIONS   

 Characteristics of Schizophrenia (p. 286)  

1.    Positive symptoms involve exaggerations or distortions of 

normal thoughts, emotions, and behavior. Negative symp-

toms involve functioning below the level of  behavior 

regarded as normal.  

2.    Undifferentiated  

3.    Acute onset at a later age, being female, and having brief  

duration of active phase symptoms     

 Other Psychotic Disorders (p. 291)  

1.    Schizophreniform disorder lasts from 1 to 6 months; 

schizophrenia is diagnosed when symptoms last longer 

than 6 months.  

2.    (1) Each is a form of psychosis. (2) The condition is not 

caused by a disorder of cognitive impairment. (3) Mood 

disturbance is not the primary symptom.  

3.    Grandiose     

 Theories and Treatment 
of Schizophrenia (p. 299)  

1.    Endophenotypes  

2.    Sustained attention, antisaccade eye movements, and sen-

sory gating  

3.    In cognitive-behavioral therapy, schizophrenic clients are 

taught to identify mistakes in thinking and gain insight into 

the relationships among thoughts, feelings, and behaviors.       
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 Schizoaffective Disorder (p. 289) 

A:  Hazel experienced accelerated speech and bodily activity, 

sleepless nights, and erratic behavior.   

 Delusional Disorder (p. 289) 

A:  Paul has delusional disorder, jealous type.   

 Shared Psychotic Disorder (p. 290) 

A:  Their false belief that others think ill of them, their mis-

construing of comments, and their refusal to use the com-

puter out of fear that there is a plot against them all 

constitute pathological behavior.    
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  My fi rst interaction with Harold 

Morrill involved his phone call to 

schedule an intake session. Prior to 

initial sessions, it is common for pro-

spective clients to ask about my clini-

cal approach and to inquire about 

such issues as billing and scheduling. 

Although I was expecting such ques-

tions, I was not prepared for the kind 

of encounter we had in that 20-minute 

telephone exchange. Harold began 

the call by stating, “Dr. Tobin, I want to 

begin therapy with you as soon as 

possible. I’ve heard about your repu-

tation from several people, so I know 

that you are probably the most skilled 

and sensitive therapist in the area.” 

After speaking on the phone for only 

10 or 15 minutes, Harold enthusiasti-

cally exclaimed, “Yes, you are exactly 

the kind of therapist I’ve been looking 

for. You seem like a person who is 

genuinely caring and would be able to 

understand all that I’ve been through 

in this miserable life. Please, please 

take me as your patient!” 

  As I listened to Harold’s lush 

praise, I had to resist the temptation 

to be fl attered, realizing that this kind 

of idealization is often a signal that 

there will be trouble in the relation-

ship later on. I could think of a dozen 

clients whom I had treated over the 

years who began therapy with simi-

lar idealizing words but whose emo-

tional responsiveness to me was at 

the other end of the continuum after 

only a session or two. I couldn’t be 

sure, of course, if Harold would show 

such extremes in his dealings with 

me, but I knew that it would be im-

portant for me to watch out for this 

possibility. As a matter of fact, I 

caught a glimpse of this style of split-

ting as I explained to Harold that I 

had no openings until the following 

week. He responded with a tone of 

annoyance: “Busy little bee, aren’t 

you?” Rather than take offense at 

Harold’s comment, I tried to assure 

him that I was committed to working 

with him. 

  When I approached Harold Morrill 

in the waiting room, I immediately no-

ticed the large silver hoop dangling 

from his nostrils. His appearance 

caught my attention in other ways as 

well. Perhaps it was his shaggy, un-

kempt look or the fact that he appeared 

to be so much younger than 29, which 

was the age listed on his intake form. 

  Harold’s initial description of his 

distress gave me a fi rst glimpse into 

his confused state: “I feel lost and 

empty. I can’t stand being alone, and 

yet I’m furious that people can’t ac-

cept me for what I am. Sometimes I 

just want to kill myself to make other 

people feel some of the pain I feel all 

the time!” He then shared his long 

history of emotional problems—a 

life he characterized as fi lled with 

depression, anxiety, irritability, and 

uncontrollable anger. He spoke of 

the “emotional roller coaster” of his 

life, which had left others, as well as 

himself, feeling bewildered. 

  As Harold spoke of his dealings 

with other people, I found myself af-

fected by the intensity of his interac-

tions with others. When I asked about 

his numerous job changes, he de-

scribed a series of bitter disputes 

with co-workers, most of which cul-

minated in his abrupt departures from 

jobs, either because Harold was fi red 

or because he stormed out in anger. 

In each situation, Harold rationalized 

his sudden departure by placing 

blame on an “airhead” supervisor or 

a “screwed-up” company. To com-

pensate for what he perceived to be 

his unjust treatment at each termi-

nated job, Harold typically stole items 

from the workplace. Some items were 

relatively inexpensive offi ce supplies, 

but Harold boasted that on one occa-

sion he walked off with a laptop com-

puter. He laughed as he explained, 

“Not only did they lose the computer, 

but I managed to walk away with 

some important inventory information 

that existed only on this computer. 

Guess they should’ve made a backup, 

and I guess they’ll learn that it’s a 

good idea to treat their employees 

better than they treated me.” 

  His intimate relationships were 

similarly unstable. Moving from part-

ner to partner every few months, 

Harold had a long string of relation-

ships, most of which ended when he 

became enraged over seemingly 

small matters. Often, these episodes 

of rage were followed by violent out-

bursts. In discussing his most recent 

lover, for instance, Harold told me 

gleefully about the time he punc-

tured the tires on her car in a fi t of 

rage when she told him that she 

planned to take a vacation without 

him. Harold also described an expe-

rience during this incident that left 

him feeling a bit frightened that 

things were really getting out of 

 control—he believed that a voice in 

his thoughts was telling him that his 

partner was a “she-demon who 

should be punished.” 

  Although recognizing that des-

perate behaviors such as those had 

chased away previous lovers, Harold 

dreaded the pain of not being in an 

intimate relationship. Driven to panic 

and despair by these feelings of 

emptiness, Harold found himself 

rushing into new relationships with 

people whom he instantaneously 

idealized in his mind. Each time, the 

infatuation quickly deteriorated into 

vicious animosity. 

  When I asked Harold about his 

sexual orientation, he acknowledged 

that he was not sure whether he pre-

ferred intimate relationships with 

men or with women. He explained 

his ambivalence by stating that the 

gender of his partner was less im-

portant than was the person’s ability 

to make a commitment to him. 

  After listening to Harold describe 

his chaotic and unsatisfying relation-

ships,  I  became  increasingly  con-

cerned about his ability to commit 

himself to a psychotherapy relation-

ship. I also felt concerned about his 

capacity to act in abusive ways to-

ward his therapist. My concerns in-

tensifi ed as Harold told me about his 

three prior experiences with psycho-

therapy, each of which he ended 

abruptly because of the “incompe-

tence” of the professionals who were 

treating him. When I asked whether 

he could make a commitment to long-

term therapy, Harold tried to assure 

me that he was now ready to get 

the help he needed to become hap-

pier in life. 

    Sarah     Tobin  ,   PhD     
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   T
 hink about a few people you know, and then think of 

four or fi ve adjectives that describe each of their per-

sonalities. You might describe a well-adjusted friend 

as enthusiastic, talkative, pleasant, warm, and cooperative. 

Another acquaintance annoys everyone, because all she seems 

to care about is herself. You might describe her as egocentric, 

manipulative, selfi sh, and attention-seeking. These adjectives 

may not convey the subtle distinctions between these two 

people, but they give you a sense of the fundamental charac-

teristics of each person—what psychologists call personality 

traits. A    personality trait    is an enduring pattern of perceiving, 

relating to, and thinking about the environment and others, 

a pattern that is ingrained in the matrix of the individual’s 

psychological makeup. In this chapter, you will read about 

people whose patterns of behavior are so rigid and maladap-

tive that they experience signifi cant psychological problems 

and interpersonal diffi culties.      

 The Nature of Personality Disorders  

 A    personality disorder    involves a long-lasting maladaptive 

pattern of  inner experience and behavior, dating back to 

adolescence or young adulthood, that is manifested in at 

least two of the following areas: (1) cognition, (2) affectivity, 

(3) interpersonal functioning, and (4) impulse control. This 

infl exible pattern is evident in various personal and social 

situations, and it causes distress or impairment. The person-

ality disorders represent a collection of diverse and complex 

patterns of behavior. The expression of psychological distur-

bance is quite different for each, yet the problems that peo-

ple with personality disorders experience are present every 

day and in most of their interactions with others. Whether 

their problems involve excessive dependency, overwhelming 

fear of intimacy, intense worry, exploitative behavior, or  un-

controllable rage, these individuals are usually unhappy and 

maladjusted. They become caught in a vicious cycle in which 

their disturbed personal style alienates others, thus intensify-

ing their problematic styles of relating. Because personality 

disorders involve the whole fabric of an individual’s being, 

clinicians typically perceive them as being the most challeng-

ing of the psychological disorders to treat. 

    In evaluating whether an individual has a personality 

disorder, a clinician considers the person’s life history. Have 

the person’s problems been long-term and pervasive through-

out life? Or are they related to a particular event or relation-

ship? If  the problems appear to be deeply entrenched and 

long-standing, characteristic ways of feeling and acting, this 

person may have a personality disorder. 

    Consider a sensitive young woman who worries about 

whether the co-workers at her new job like her or not; she 

fears that they may be making critical comments about her 

work when she is out of the offi ce. Assuming this is a one-

time occurrence, she would not be considered to have a per-

sonality disorder. In contrast, if  the woman has lifelong 

concerns that others might talk about her, ridicule her, harm 

her, or try to stand in the way of her succeeding, this would 

be considered a rigid and maladaptive pattern indicative of 

a personality disorder. 

    As you can see in  Figure 10.1 , the lifetime prevalence of 

personality disorders in the general U.S. population ranges 

from 1 to 3 percent, with higher prevalence in people seen 

in clinical settings. However, estimates of  prevalence vary 

according to age and sociodemographic factors. In one na-

tional survey of more than 500 adults, personality disorders 

were diagnosed in younger individuals,  students, and unem-

ployed homemakers (Ekselius, Tillfors, Furmark, &  Fredrikson, 

2001). The prevalence of  personality disorders is higher 

among individuals who have alcohol and drug abuse dis-

orders. A national sample of  over 43,000 individuals con-

ducted in the United States in 2001–2002 revealed 12-month 

prevalence rates of 26 percent among those with an alcohol 

use disorder and 48 percent with a current drug use disorder 

(Grant et al., 2004). 

    Diagnosing a personality disorder is diffi cult because 

many personality disorders have similar features (Grant et al., 

2005). In addition, the U.S. prevalence study (Ekselius et al., 

2001) found that there are high comorbidity rates of certain 

personality disorders. Although the authors of the  DSM-IV

used large-scale empirical studies to provide clearly delin-

eated diagnostic criteria (Widiger & Shea, 1991), the reli-

ability and validity of personality disorder diagnoses remain 

matters of concern, and specifi c criteria are defi ned in a vari-

ety of ways. For example, the  DSM-IV-TR  specifi es “inap-

propriate, intense anger or diffi culty controlling anger” as 

a  criterion for diagnosing borderline personality disorder, 

Harold Morrill’s condition. As you might imagine, one clini-

cian might see outrageous acts of revenge (puncturing tires 

and stealing a computer) as expressions of  inappropriate 

anger, while another clinician might see these behaviors as 

criminal behaviors that would relate more to a diagnosis of 

FIGURE 10.1   The lifetime prevalence of personality disorders in the 
general U.S. population and those in clinical samples.   
Source: From M. T. Tsuang, M. Tohen, and G. E. P. Zuhner in  Textbook in Psychiatric 
Epidemiology.  John Wiley & Sons, Inc. 1995, p. 423, Figure 1. Reproduced with 
permission of John Wiley & Sons, Inc.  
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antisocial personality disorder. Further complicating issues 

of diagnosis is the fact that an individual may have an Axis 

I disorder that interacts with the symptoms of the personal-

ity disorder. What if  Harold Morrill also suffers from a 

severe depression? It might be diffi cult to determine whether 

certain symptoms are due to Harold’s depression or to long-

lasting characteristics of his personality. Yet another prob-

lem is the fact that individuals tend to change over the adult 

years, as they adapt their personality traits to various life 

demands. As the symptoms change, the individuals may no 

longer meet the diagnostic criteria for the disorder. For ex-

ample, people who are exploitative and impulsive during 

youth and the middle years of  life may change as they 

develop a more mature understanding of the negative con-

sequences of their behavior. We will discuss age-related shifts 

in personality disorder symptoms in more detail later in this 

chapter. 

    As we discussed in Chapter 2, considerable controversy 

exists over whether personality disorders should be concep-

tualized in terms of dimensions. In arguing in favor of a 

dimensional approach to personality disorders, some   re-

searchers point to the fact that the most commonly assigned 

Axis II diagnosis is “personality disorder not otherwise 

specifi ed.” This highlights the point that clinicians are much 

more likely to encounter clients with a composite of  symp-

toms and characteristics that do not fi t neatly into the 

DSM-IV-TR  categories (Widiger & Trull, 2007). Researchers 

are also developing new instruments that would make it pos-

sible to investigate these dimensions in a systematic fashion 

(Coolidge, Segal, & Cahill, 2008). At present, though, the 

categorical system is being used and forms the basis for 

organizing this chapter. The  DSM-IV-TR  includes sets of 

separate diagnoses grouped into three clusters based on 

shared characteristics. Cluster A includes paranoid, schizoid, 

and schizotypal personality disorders, which share the fea-

tures of odd and eccentric behavior. Cluster B includes anti-

social, borderline, histrionic, and narcissistic personality 

disorders, which share overdramatic, emotional, and erratic 

or unpredictable attitudes and behaviors. Cluster C includes 

avoidant, dependent, and obsessive-compulsive personality 

disorders, which share anxious and fearful behaviors. We will 

begin our discussion with Cluster B disorders—specifi cally, 

antisocial and borderline personality disorders. For each 

of  these disorders, there is a relatively specifi c set of  theo-

retical perspectives and treatment   approaches. They are 

also the most extensively researched. Therefore, we will 

devote full sections to these two personality disorders before 

going on to describe the disorders that fall into Clusters 

A and C. 

    Antisocial Personality Disorder  

 When you hear a news story about a shocking crime in 

which the perpetrator has a long history of criminal behav-

ior, you may wonder whether that individual has any sense 

of morality. Chances are that the people who commit these 

crimes have personality traits consistent with a diagnosis of 

antisocial personality disorder    ,  which is characterized by a 

lack of regard for society’s moral or legal standards.  

 Characteristics of Antisocial Personality Disorder 

 Although you may never have heard the label “antisocial 

personality disorder,” you may have heard of people called 

psychopaths or sociopaths, terms commonly used to refer to 

   Ted Bundy, one of the most notorious serial killers in the United States, 
was a person with an extreme antisocial personality disorder. Some 
clinicians still use the term psychopath or sociopath to describe a 
person with this behavior. 

      Diagnostic Features of Personality Disorder

■      An enduring pattern of inner experience and behavior 
that differs markedly from what is expected in the person’s 
culture. This pattern is manifested in at least two of the 
following areas:

◆     Cognition—ways of perceiving self, other people, 
and events  

◆    Affectivity—range, intensity, and appropriateness 
of emotional expression  

◆    Interpersonal functioning  

◆      Impulse control     

■    The pattern is infl exible and pervasive across a range of 
personal and social situations.  

■    The pattern causes distress or impairment.  

■    The pattern is stable and of long duration, with an onset that 
can be traced back to adolescence or early adulthood.    

 Antisocial Personality Disorder  309
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people with a pattern of traits that would currently be labeled 

antisocial personality disorder. In 1801, Philippe Pinel fi rst 

recognized this disorder as a form of madness in which the 

individual exhibited impulsive and even destructive behav-

iors while maintaining rational thought—“la folie raison-

nante.” Several decades later, this disorder was labeled  moral 

insanity  (Millon et al., 2000). 

        Widespread publicity still is given to this disorder, par-

ticularly when it is refl ected in violent crime. Consider the 

case of Ted Bundy, who sexually assaulted and ruthlessly 

murdered several dozen women from 1974 to 1978. Despite 

his brutal behavior, Bundy was able to deceive people with 

his charm. He showed no concern for right or wrong, or any 

remorse for his crimes. 

    The typical case of antisocial personality disorder is far 

less extreme than that of serial killers such as Ted Bundy, 

yet all share a lack of concern for what is right or wrong. 

People with this disorder wreak havoc in our society, and for 

this reason they have been the focus of a great deal of re-

search. Antisocial personality disorder is disturbingly com-

mon, with an estimated lifetime prevalence of 4.5 percent of 

the adult males and .8 percent of the adult females in the 

United States (Robins & Regier, 1991). 

    The diagnosis of antisocial behavior used today in the 

 DSM-IV-TR  has its origins in the work of Hervey Cleckley, 

whose 1941 book,  The Mask of Sanity,  represented the fi rst 

scientifi c attempt to list and categorize the behaviors of the 

“psychopathic” personality, a work that appeared in its most 

recent edition more than 30 years later (Cleckley, 1976). 

Cleckley developed a set of criteria for    psychopathy    ,  a person-

ality type characterized by a cluster of traits that constitutes 

the core of what is now called antisocial personality disorder. 

He outlined more than a dozen characteristics of psychopa-

thy, which have provided the foundation for current diagnostic 

criteria. Cleckley’s characteristics include lack of remorse or 

shame for harmful acts committed to others; poor judgment 

and failure to learn from experience; extreme egocentricity 

and incapacity for love; lack of emotional responsiveness to 

others; impulsivity (“fantastic and uninviting behavior”); 

absence of “nervousness”; and unreliability, untruthfulness, 

and insincerity. Cleckley used the term  semantic dementia  

to capture the psychopath’s inability to react appropriately to 

expressions of  emotionality. Cloaking these socially offen-

sive behaviors is a veneer of  superfi cial charm and seeming 

intelligence. 

    Cleckley’s notion of psychopathy remains a key concept 

in descriptions of antisocial personality disorder. Building on 

Cleckley’s work, Canadian psychologist Robert D. Hare devel-

oped an assessment instrument known as the Psychopathy 

Checklist–Revised (PCL-R; Hare, 1997), which has two fac-

tors: (1) core psychopathic personality traits and (2) antisocial 

lifestyle. The core personality traits include glibness and 

superfi cial charm, a grandiose sense of self-worth, a tendency 

toward pathological lying, a lack of empathy for others, a lack 

of  remorse, and an unwillingness to accept responsibility 

for one’s actions. The antisocial-lifestyle trait revolves around 

impulsivity, a characteristic that can lead to behaviors ex-

pressed in an unstable lifestyle, juvenile delinquency, early 

behavioral problems, lack of realistic long-term goals, and a 

need for constant stimulation (Hare & Neumann, 2005). There 

is also evidence to support Cleckley’s notion that psychopaths 

are intelligent in terms of their verbal abilities and their abil-

ity to apply their intelligence to practical problems (Salekin, 

Neumann, Leistico, & Zalot, 2004). 

   When Dennis Rader was arrested in 2005 for the murder of 10  peo-
ple over the course of several decades, the world was shocked not 
only by the gruesomeness of his murders but by his complete lack of 
emotion in describing his crimes. Lack of remorse is one of the most 
common criteria for a diagnosis of antisocial personality disorder. 

   Much research has focused on the relationship between juvenile 
delinquency and antisocial personality disorder. 



        The diagnostic criteria in the  DSM-IV-TR  go beyond 

the central traits of psychopathy and include the behavioral 

aspects of the disorder as refl ected in a long list of chronic 

disreputable or manipulative behaviors. Consequently, not 

all individuals with psychopathic personalities meet the diag-

nostic criteria for antisocial personality disorder. These cri-

teria involve a pervasive disregard for the rights of others as 

shown by such behaviors as unlawfulness, deceitfulness, and 

impulsivity. Individuals with this disorder may behave impul-

sively, aggressively, and recklessly without showing signs of 

remorse. At times, they may feign remorse with the intention 

of extricating themselves from a diffi cult situation. Rather 

than being outwardly aggressive, as indicated above, some 

e smooth talkers who are able to get what they want by 

esenting themselves in a favorable light. For example, a 

man with this disorder may persuade others to give him 

money by using manipulative sales tactics, or he may play 

on their sympathy by convincing them that he is a victim of 

cumstances and, in the process, get them to do something 

special for him. 

    It is important to distinguish between antisocial person-

ality disorder and    adult antisocial behavior    ,  which refers to 

illegal or immoral behavior, such as stealing, lying, and 

ting. A further distinction should be made between the 

ms  antisocial  and  criminal.  The term  criminal  has meaning 

in the legal system but is not a psychological concept. Nev-

ertheless, many individuals who are sent to prison meet the 

chological criteria for antisocial personality disorder. Es-

tes within prison populations of individuals with this 

der range from 40 to 75 percent (Hare, 1993; Widiger 

& Corbitt, 1995). Although some people tend to think only 

 men when discussing antisocial personality disorder, it is 

important to recognize that a signifi cant number of women 

also have this condition, and many of them spend lengthy 

prison terms as convicted felons (Jordan, Schlenger, Fairbank, 

& Caddell, 1996). However, not all individuals with antisocial 

personality disorder are criminals. For many, the qualities of 

an antisocial personality disorder are refl ected in acts that 

ould not be considered violations of the law, such as job 

oblems, promiscuity, and aggressiveness. 

    As is the case with all personality disorders, the problem-

tic characteristics of people with antisocial personality dis-

der are enduring. That is, their problems begin in childhood 

and continue throughout most of their adulthood. In one fas-

ting study, researchers who assessed individuals at age 3 

gain at age 21 found that undercontrolled young chil-

en (i.e., children who are impulsive, restless, and distractible) 

e more likely to meet the diagnostic criteria for antisocial 

personality disorder and to be involved in crime as adults 

(Caspi, Moffi tt, Newman, & Silva, 1996). As you will read in 

pter 11, problems with impulse control are common 

among children with conduct disorder, a condition that pre-

disposes young people to develop antisocial personality dis-

order. Children and adolescents with conduct disorder get in 

trouble at home, in school, and in their neighborhoods. The 

more frequent and diverse the childhood antisocial acts are, 

the more likely the individual is to have a lifelong pattern of 

antisocial behavior (Lynam, 1997). 

    Although we have a good understanding of predisposing 

factors, we know less about the long-term prospects of indi-

viduals with antisocial personality disorder. Crime statistics 

suggest a reduction of antisocial behavior with age (Moran, 

1999). The number of homicides committed by people over 

50 is dramatically lower than the number committed by 

people under 34 (Bureau of Justice Statistics, 2005). Overall, 

the rates for violent crime drop from approximately 1,000 

per 100,000 for people ages 35–39 to 93 per 100,000 for 

people 60 and older (Federal Bureau of  Investigation, 2004). 
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  Mini Case 

 ANTISOCIAL PERSONALITY DISORDER 

 Tommy was the leader of a teenage street gang that was re-
puted to be the most vicious in the neighborhood. He grew up 
in a chaotic home atmosphere, his mother having lived with a 
series of violent men who were heavily involved in drug deal-
ing and prostitution. At age 18, Tommy was jailed for the 
brutal mugging and stabbing of an older woman. This was 
the fi rst in a long series of arrests for offenses ranging from 
drug traffi cking to car thefts to counterfeiting. At one point, 
between jail terms, he met a woman at a bar and married her 
the next day. Two weeks later, he beat her when she com-
plained about his incessant drinking and involvement with 
shady characters. He left her when she became pregnant, 
and he refused to pay child support. From his vantage point 
now as a drug traffi cker and leader of a child prostitution 
ring, Tommy shows no regret for what he has done, claiming 
that life has “sure given me a bum steer.”  

 Diagnostic Features 
 This diagnosis is assigned to adults who as children showed evi-
dence of conduct disorder and who, from age 15, have shown 
a pervasive pattern of disregard for and violation of the rights of 
others, as indicated by three or more of the following:

 ■    Repeated engagement in behaviors that are grounds for 
arrest  

■      Deceitfulness, such as lying, using false identities, or conning 
others for personal profi t or pleasure  

■      Impulsivity, or failure to plan ahead  
■      Irritability and aggressiveness, such as repeated fi ghts or 

assaults  
■      Reckless disregard for the safety of self or others  
■      Consistent irresponsibility, such as repeated failure to keep 

a job or honor fi nancial obligations  
■      Lack of remorse, such as being indifferent to or rationalizing 

one’s hurtful or dishonest behavior    

 Q:  What characteristic of Tommy’s case exemplifi es his 
 impulsivity?   
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About 1 percent of all prisoners, federal and state, are over 

65; 2 percent of state and 6 percent of federal prisoners are 

55 to 64 (Bureau of Justice Statistics, 2000). 

    The components of psychopathy involving impulsivity, 

social deviance, and antisocial behavior are less prominent 

in prison inmates who are midforties and older (Harpur & 

Hare, 1994). Perhaps antisocial individuals experience burn-

out or have just become more adept at avoiding detection. 

Or perhaps some of the more extreme cases are eliminated 

from the population, because these people are killed or ar-

rested in the course of their criminal activities. 

    It has been hypothesized that aging brings with it a 

reduction of Cluster B traits of acting out, impulsivity, and 

extreme behaviors; this is referred to as the    maturation hypoth-

esis    (Segal, Coolidge, & Rosowsky, 2000). People with anti-

social and the other Cluster B disorders, according to this 

view, become better able to manage their behaviors as they 

age. Supporting this hypothesis was a longitudinal study of 

men from adolescence to middle adulthood; personality traits 

related to antisocial behavior decreased in a large majority 

of men in midlife (Morizot & Le Blanc, 2005).   

 Theories and Treatment of 
Antisocial Personality Disorder 

 As you have seen, antisocial personality disorder represents 

a deeply entrenched pattern of behavior, with wide-ranging 

effects on both the individual and the people with whom the 

individual comes into contact. In this section, we will con-

sider the most compelling explanations for the development 

of this personality disorder. It is important to remember that 

some of these investigations pertain to criminals, who may 

or may not have been diagnosed specifi cally with antisocial 

personality disorder.  

 Biological Perspectives   When you hear about a terrible 

crime, such as a vicious mugging or ruthless murder, you 

probably don’t presume that a biologically based disorder 

caused the perpetrator to commit this act. You may be sur-

prised, then, to learn that there are a number of biological 

hypotheses about criminal behavior. Various brain abnor-

malities are cited as possible causes of antisocial personality 

disorder, including defects in the prefrontal lobes of the cere-

bral cortex (Goethals et al., 2005), areas of the brain involved 

in planning future activities and in considering the moral 

implications of one’s actions. In tasks that require interpret-

ing affective stimuli, people with high psychopathy scores 

show altered responsiveness in parts of the brain responsible 

for interpreting emotion (Gordon, Baird, & End, 2004). 

MRI studies also reveal that they have diffi culty processing 

conceptually abstract verbal information (Kiehl et al., 2004). 

Defi cits in emotional processing are evident even in juveniles, 

supporting the notion that these are stable components of 

the psychopathy dimension that underlies antisocial person-

ality disorder (Lynam & Gudonis, 2005). 

  These abnormalities in the brain may have genetic causes. 

It has been observed for decades that criminal behavior runs 

in families. As with other behaviors found to show such a 

pattern, scientists have questioned whether antisocial behav-

ior is learned or is genetically acquired. We will turn next to 

adoption studies and the studies of family inheritance pat-

terns used in research on criminal behavior as clues to under-

standing the roots of antisocial personality disorder. 

  Studies of family inheritance patterns show that there is a 

modest heritability of criminality and psychopathy (Kendler, 

Davis, & Kessler, 1997). Strong evidence in favor of the inher-

itance of antisocial personality disorder comes from a study 

of more than 3,200 male twin pairs (Lyons et al., 1995). The 

researchers assessed the relative contributions of sharing an 

environment and sharing the same genotype. Although the 

environment seemed to play a role in determining the antiso-

cial behavior of these people as juveniles (under age 15), the 

expression of antisocial behaviors in the adults refl ected the in-

fl uence of inheritance. In other words, adults who engage in 

antisocial behavior are expressing a genetic predisposition.  

Juveniles who engage in antisocial behavior on the other hand, 

refl ect the infl uence of external factors, such as peers and home 

life. 

  Although the study of twins provides an important per-

spective, adoption studies are able to control more effectively 

for the infl uence of  shared environments on estimates of 

heritability. In a study of almost 200 male and female adoptees 

who had been separated shortly after birth from their bio-

logical parents, researchers found that the children of parents 

with documented antisocial personality disorder were more 

likely to develop this disorder, particularly if  they were raised 

in an adverse adoptive home environment. However, the 

children without a biological predisposition for the disorder 

did not develop symptoms, even if  they were raised in simi-

larly adverse settings (Cadoret et al., 1995). 

  On the basis of  these and other studies, experts have 

concluded that genetics can explain more than 50 percent of 

the gene-environment equation, with one heritability esti-

mate reaching as high as 56 percent (O’Connor et al., 1998). 

People who are genetically predisposed to antisocial person-

ality disorder may be particularly vulnerable to family dysfunc-

tion, supporting the notion of gene-environment interactions 

(Button et al., 2005).   

 Psychological Perspectives   Closely related to the biological 

perspective is the hypothesis that antisocial personality disor-

der is caused by neuropsychological defi cits refl ected in ab-

normal patterns of learning and attention. Following along 

the lines of Cleckley’s characterization of the psychopath as 

lacking emotional reactivity was a pivotal study conducted 

by David Lykken (1957), in which psychopathic individuals 

failed to show the normal response of anxiety when they 

were subjected to aversive stimuli. Lykken’s (1995) hypothesis 

that the psychopath is unable to feel fear or anxiety has 

 continued to gather support (Day & Wong, 1996; Patrick, 

Bradley, & Lang, 1993; Patrick, Cuthbert, & Lang, 1994). 



Studies of function of the hippocampus, a brain area involved 

in learning, suggest that there may be a biological basis for 

this psychological defi cit. In a sample of habitually violent 

offenders, high Psychopathy Checklist (PCL-R) scores were 

strongly related to hippocampal brain volumes (Laakso et al., 

2001). Further evidence in support of this notion comes from 

studies showing amygdala dysfunction in antisocial men who 

were especially aggressive. The amygdala is a part of the 

brain involved in processing emotion that plays a role in aver-

sive conditioning (Blair, 2004). 

  The fearlessness hypothesis has evolved into a more general 

proposition called the response modulation hypothesis, which 

proposes that psychopaths are unable to process any informa-

tion that is not relevant to their primary goals (Bernstein, 

 Newman, Wallace, & Luh, 2000). According to the response 

modulation hypothesis, psychopaths are able to learn to avoid 

punishment when this is their main goal. However, if their 

attention is focused elsewhere, they ignore information that 

would allow them to avoid aversive consequences. This hypoth-

esis would explain many aspects of the core psychopathic traits 

Cleckley identifi ed, such as the inability to think about someone 

else’s needs when focused on one’s personal needs. It might also 

explain the lack of remorse when causing pain to victims. 

  Another psychological perspective based on social cog-

nitive theory regards low self-esteem as a causal factor in 

antisocial personality disorder. As children, people who 

develop this disorder feel the need to prove their competence 

by engaging in aggressive acts (Lochman & Dodge, 1994).   

 Sociocultural Perspectives   Sociocultural perspectives on 

antisocial personality disorder focus on factors in the family, 

early environment, and socialization experiences that can lead 

individuals to develop a psychopathic lifestyle. It is clear that 

the transmission of antisocial personality disorder occurs over 

multiple generations. Children who are aggressive themselves 

are more likely to fail in school, become involved in high-risk 

behavior including adolescent pregnancy, and then place their 

children at risk due to poverty and poor parenting (Serbin & 

Karp, 2004). One of the landmark studies investigating the 

role of early life infl uences was a 30-year follow-up study of 

juvenile delinquents carried out by Washington University 

psychologist Lee Robins (1966). Although it is commonly 

assumed that children of divorce later develop problems 

because of a lack of adequate discipline, Robins found that 

it is not the divorce itself  but disharmony between parents 

that precede the child’s development of antisocial behavior. 

According to Robins, this may be because the type of parents 

who are likely to argue excessively, especially fathers, may have 

psychological diffi culties, including antisocial tendencies. 

  In the research by Robins and others on the effect on a 

child of different kinds of childrearing, inconsistent discipline 

appears to be especially problematic. When parents vacillate 

between unreasonable harshness and extreme laxity, they send 

confusing messages to the child about what is right and what 

is wrong, or what is acceptable and what is unacceptable. Chil-

dren with such parents fail to make a connection between 

their actions, bad or good, and the consequences. 

  The relationship between childhood abuse and the devel-

opment of antisocial personality disorder has become the 

focus of some very important research. Luntz and Widom 

(1994) tracked more than 400 individuals with substantiated 

histories of having been abused or neglected during child-

hood. When they interviewed and assessed these people in 

early adulthood, they found that the experiences of child-

hood victimization played a major role in infl uencing the 

likelihood that they would become antisocial adults. In a 

   One of the most graphic expressions of 
antisocial behavior is refl ected in the wan-
ton violence that has become all too com-
mon in American schools. 
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related study, Widom found that adults who had been ne-

glected during childhood went on to have 50 percent more 

arrests for violent crimes than did matched subjects. Even 

more startling was the fi nding that physical abuse during 

childhood led to a rate that was double that of those in the 

comparison group. Malnutrition in early life may serve as 

another risk factor for the development of antisocial person-

ality disorder. In a study of children tested from ages 3 to 

17, those who experienced poor nutrition at age 3 showed 

more aggressiveness and motor activity as they grew up; by 

age 17 they had a higher likelihood of conduct disorder (Liu, 

Raine, Venables, & Mednick, 2004). 

          In summing up the research on the impact of life experi-

ences on the development of sociopathic behavior, Lykken 

(2000) views many of the parents of sociopathic individuals to 

have been overburdened, incompetent, and sociopathic them-

selves. To compensate for parental inadequacy, greater atten-

tion could be given to placement in foster care, group homes, 

and boarding schools. The suggestion has been raised that par-

ents should be licensed, or at least given greater training in 

childrearing, especially when dealing with high-risk children.   

 Treatment of Antisocial Personality Disorder   From our 

discussion of antisocial personality disorder, you could con-

clude that people with this disorder do not change easily. For 

that matter, they are unlikely to seek professional help vol-

untarily, because they see no reason to change (Hare, 1993; 

Widiger, 1998). If  they do see a clinician, it is often because 

treatment is mandated by a court order. Furthermore, by 

attending therapy sessions, the client may simply be attempt-

ing to impress a judge or a probation offi cer of a serious 

intent to reform. In such a situation, the clinician may have 

diffi culty knowing whether to believe the client. Without 

 giving up on the client or operating on the basis of precon-

ceived biases, the clinician must be careful not to become 

unduly optimistic. 

  Given the diffi culty of working with people with antisocial 

personality disorder, how can a clinician achieve a satisfactory 

treatment goal? Experts maintain that these people change 

their behavior only when they realize that what they have done 

is wrong. Therefore, the goal of therapy, ironically, is not to 

help these individuals feel better but, rather, to get them to feel 

worse about themselves and their situation. To do so, the clini-

cian must initially adopt a confrontational approach, showing 

disbelief regarding the client’s presumed fabrications, while 

continually refl ecting back to the client the selfi sh and self-

defeating nature of such behavior. Group therapy can be help-

ful in this process, because feedback from peers, who cannot be 

easily deceived, can have a forceful impact. 

  When the therapeutic process is successful, the client 

begins to feel remorse and guilt about his or her behavior, 

followed by feelings of hopelessness and despondency, which, 

it is hoped, will lead to behavior change. Keep in mind, 

though, that such a positive outcome is extremely diffi cult 

to achieve.      

 REVIEW QUESTIONS  

  1.    How does the concept of antisocial personality disorder dif-

fer from criminal behavior and adult antisocial behavior?  

  2.    According to the ______________ hypothesis, people 

with antisocial behavior become better able to manage 

their behaviors as they age.  

  3.    What makes group therapy especially helpful in treating 

people with antisocial personality disorder?       

   Inmates participating in group therapy, such as the Lifeline Recovery 
Program, confront each other while openly admitting their own prob-
lems and maladaptive behaviors. 

 Borderline Personality Disorder  

 The names of most of the personality disorders include words 

that convey the essence of the disorder, such as “antisocial” and 

“paranoid.” What does it mean to be “borderline”? In the cur-

rent  DSM-IV-TR  terminology,    borderline personality disorder    is 

characterized by a pervasive pattern of instability, most evident 

in relationships, mood, and sense of identity (Burgmer, Jessen, 

& Freyberger, 2000). Because this is a somewhat elusive diag-

nosis, the authors of the  DSM-IV-TR  have specifi ed observable 

behaviors and symptoms that characterize the disorder.  

   Characteristics of Borderline 
Personality  Disorder 

 When the term  borderline  fi rst became popular in psychiatry, 

it was used as a catchall for the most diffi cult and treatment-

resistant clients (Stern, 1938). These individuals were felt to 

be functioning somewhere at the border between neurosis 

and psychosis, on the edge of schizophrenia (Knight, 1953). 



Despite the vagueness of the concept of borderline, the term 

remained in use because it described a subgroup of clients 

that did not seem to fi t into the existing diagnostic categories. 

Efforts to clarify and defi ne the nature of the disorder con-

tinued through the 1980s. Some researchers have maintained 

that borderline personality disorder is a variant of schizo-

phrenia, or mood disorder, or possibly a hybrid. However, by 

the time the  DSM-IV  was in its fi nal stages of preparation, 

most experts had come to regard it as a singular personality 

disorder (Berelowitz & Tarnopolsky, 1993). 

    The female character Alex in the movie  Fatal Attraction  

is a good example of what a person with borderline personal-

ity is like. In a very dramatic scene in the movie, Alex becomes 

overwhelmingly distraught following a one-night sexual en-

counter, and she slashes her wrists at the moment her sexual 

partner is preparing to leave. In the weeks that follow, Alex 

obsessively pursues this man. Her intense emotionality and 

rage terrify him, as she acts out many outrageous and disturb-

ing behaviors, such as boiling the pet rabbit that belongs to the 

man’s family. The intensity of this relationship, even one so 

brief, gives you a glimpse into a central characteristic of people 

with this disorder—unstable interpersonal relationships. 

    People with borderline personality disorder often experi-

ence a distinct kind of  depression that is characterized 

by feelings of emptiness and variable negative emotionality 

(Southwick, Yehuda, & Giller, 1995; Westen & Cohen, 1993). 

Although they rarely go as far as to harass other people, 

they tend to be deeply affected by interpersonal incidents 

that most other people would let pass. It is common for 

people with this disorder to form suddenly intense, demand-

ing relationships with others and to perceive other people as 

being all good or all bad—a phenomenon referred to as 

splitting    .  The inappropriate intensity of their relationships 

results in recurrent experiences of distress and rage. In fact, 

anger and hostility are enduring characteristics found in 

many people with this disorder. 

    In addition to having disturbed relationships, people 

with borderline personality disorder are often confused 

about their    identity    ,  or concept of who they are. Even after 

they have passed through the customary time of  identity 

questioning in adolescence, they are unsure of  what they 

want out of life and, at a deeper level, lack a fi rm grasp of 

their sense of self. Their uncertainty about who they are may 

be expressed in sudden shifts in life choices, such as career 

plans, values, goals, and types of friends. This identity con-

fusion may reach a point at which they become unclear 

about the boundaries between themselves and others. For 

example, in close relationships, they may have diffi culty dis-

tinguishing between their feelings and the feelings of  the 

other person. Other identity problems appear in the area of 

sexual orientation; these individuals may shift between 

identifying as homosexual or heterosexual, perhaps going 

through phases in which they abruptly redefi ne their sexu-

ality (Munich, 1993). 

 BORDERLINE PERSONALITY DISORDER 

 Lisa is a 28-year-old account executive with a long history of in-
terpersonal problems. At the offi ce, her co-workers see her as 
being intensely moody and unpredictable. On some days, she is 
pleasant and high-spirited, but on others she exhibits uncontrol-
lable anger. People are often struck by her inconsistent attitudes 
toward her supervisors. She vacillates between idealizing them 
and devaluing them. For example, she may boast about the bril-
liance of her supervisor one day, only to deliver a burning criti-
cism the next day. Her co-workers keep their distance from her, 
because they have become annoyed with her constant demands 
for attention. She has also gained a reputation in the offi ce for 
her promiscuous involvements with a variety of people, male and 
female. On several occasions, she has been reprimanded for 
becoming inappropriately involved in the personal lives of her 
clients. One day, after losing one of her accounts, she became 
so distraught that she slashed her wrists. This incident prompted 
her supervisor to insist that Lisa obtain professional help.  

 Diagnostic Features 
 This diagnosis is assigned to people who show recurrent impulsiv-
ity and a pervasive pattern of instability of interpersonal relation-
ships, self-image, and affects, as indicated by fi ve or more of the 
following:

   ■    Frantic efforts to avoid real or imagined abandonment  
■      A pattern of unstable and intense interpersonal relationships 

characterized by changes between idealizing and devaluing 
others  

■      Identity disturbance—unstable self-image or sense of self  
■      Impulsivity in at least two areas, such as spending, sex, sub-

stance abuse, and reckless driving  
■      Recurrent suicidal behavior, gestures, or threats or self-mutilating 

behavior  
■      Emotional instability, such as intense episodes of sadness, 

irritability, or anxiety, usually lasting a few hours and some-
times several days  

■      Chronic feelings of emptiness  
■      Inappropriate, intense anger or diffi culty controlling anger, 

such as frequent displays of temper, constant anger, or recur-
rent physical fi ghts  

■      Occasional stress-related paranoid thinking or dissociative 
symptoms    

 Q:  The fact that Lisa boasts about the brilliance of her supervisor 
one day only to deliver a burning criticism the next day ex-
emplifi es which diagnostic criterion?  

 Mini Case 
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    Chronic feelings of boredom lead people with borderline 

personality disorder to seek stimulation. In part, the drama 

of their relationships refl ects this search for intense emotional 

experiences. In their attempt to fend off boredom, they may 

engage in impulsive behaviors, such as promiscuity, careless 

spending, reckless driving, binge eating, substance abuse, 

or shoplifting. The excitement from these activities makes 

them feel alive. Furthermore, their moods are as unstable as 

their behavior. They may vacillate between extreme emotional 

states, one day feeling on top of the world and the next feel-

ing depressed, anxious, and irritable. 

    The extremes of feelings that people with borderline per-

sonality disorder experience may drive them precipitously 

into a state of suicidal thinking and self-injurious behavior. 

Sometimes they are not intent on killing themselves, and 

their behavior—called    parasuicide   —is considered a gesture 

to get attention from family, a lover, or professionals (as dis-

cussed in Chapter 8, p. 267). In other cases, they may actually 

hurt themselves with a knife or razor in an act of  self-

directed aggression. For people with borderline personality 

disorder, such behavior sometimes serves as a test of whether 

they are actually alive, a concept that most people take for 

granted but one that becomes a source of uncertainty for 

these individuals. The sight of blood and the physical pain 

reassure them that their bodies have substance. Some of 

these individuals do not experience pain while cutting them-

selves. These individuals seem to constitute a subtype of 

borderline personality disorder involving especially severe 

symptoms of  depression, anxiety, impulsiveness, and dis-

sociation; furthermore, many in this high-risk group have 

histories of  early abuse. It is not surprising that the inten-

sity of  emotional pain leads to serious suicide attempts 

(Kemperman, Russ, & Shearin, 1997; Russ, Shearin, Clarkin, 

& Harrison, 1993). The risk of  suicide is especially high in 

individuals with defi cient problem-solving ability, who may see 

suicide as the only way out of  a diffi cult situation (Kehrer 

& Linehan, 1996), and is also especially high in borderline 

disordered individuals with poor social adjustment (Kelly 

et al., 2000). 

    Many individuals with borderline personality disorder 

seem intensely angry much of the time. Even without provo-

cation, they fl y into a fury. A friend’s seemingly innocent 

comment may cause them to lash out sarcastically or to 

become bitter for an unreasonable length of time. A common 

trigger for their rage is the feeling that they have been ne-

glected or abandoned by a lover or another important per-

son. At times, their intense anger may lead them to express 

physical violence against others. After their angry outbursts, 

they may feel ashamed and guilty and become convinced of 

their inherent evil nature. 

    Stress is particularly problematic for people with border-

line personality disorder. During stressful experiences, their 

vulnerability intensifi es, causing them to feel highly suspicious 

and untrusting of others to the point of being paranoid. They 

may also develop dissociative symptoms, such as feeling dis-

connected from others and even from their conscious self. 

    The range of emotional disturbances seen in people with 

borderline personality disorder can be characterized by the 

term    emotional dysregulation    :  lack of awareness, understand-

ing, or acceptance of emotions; an inability to control the 

intensity or duration of emotions, an unwillingness to expe-

rience emotional distress as an aspect of pursuing goals; and 

an inability to engage in goal-directed behaviors when expe-

riencing distress (Gratz et al., 2006). 

    Although many aspects of  their functioning are dis-

turbed, most people with this disorder can manage the 

responsibilities of everyday life. Some are actually successful 

in various contexts. However, for many there is a constant 

undercurrent of interpersonal confl ict and the risk that their 

unpredictability, dependency, and moodiness may drive away 

people they are close to. At times, the demands of their lives 

may become overwhelming. They may experience a transient, 

psychotic-like state, possibly characterized by delusional 

thinking or dissociative symptoms, which can necessitate 

hospitalization.   

 Theories and Treatment of 
Borderline Personality Disorder 

 Tremendous effort has been devoted to the development of 

theories and treatment for people with this condition, per-

haps because these individuals create so much chaos in the 

lives of everyone with whom they interact. It is also an inher-

ently fascinating disorder, because it revolves around a dis-

turbance in the very essence of self-defi nition. 

    The biopsychosocial model is particularly well-suited to 

understanding this disorder. Researchers are increasingly rec-

ognizing that the disorder evolves from a combination of a 

vulnerable temperament, traumatic early experiences in child-

hood, and a triggering event or set of events in adulthood 

(Zanarini & Frankenburg, 1997). Together, these infl uences 

interact to create the volatile behaviors and diffi culties in ident-

ity and relationships that plague the life of the individual 

with the disorder.  

 Biological Perspectives   Researchers studying possible bio-

logical contributors to this disorder are trying to identify 

physiological markers that distinguish borderline personality 

disorder from mood disorders and schizophrenia. Although 

most theories regarding this disorder are psychological, some 

investigators have examined the possibility that some of the 

psychological factors thought to be involved in the develop-

ment of this disorder have biological correlates, such as neu-

rotransmitter dysregulation (Gurvits, Koenigsberg, & Siever, 

2000). As you will see, early childhood trauma in the form 

of sexual abuse is regarded as a prime suspect in the search 

for psychological factors. The possibility that such abuse 

leaves an imprint on the individual’s brain led researchers to 

suggest that sexual abuse in childhood may make the norad-

renergic (sympathetic nervous system) pathways hypersensi-

tive, so that the individual is constantly primed to overreact 

to experiences of any kind later in adulthood. This altered 



sympathetic functioning may interact with a predisposition 

toward impulsivity, due to abnormalities in serotonergic 

receptors in the brain. The self-destructive and impulsive 

behaviors of people with this disorder, combined with the 

distress they experience due to their tendency to overreact 

to life events, may produce the characteristics of borderline 

personality disorder (Figueroa & Silk, 1997). 

 Researchers using magnetic resonance imaging (MRI) 

techniques have uncovered some intriguing differences in the 

brains of people diagnosed with borderline personality disorder 

R E A L  S T O R I E S

  SUSANNA KAYSEN: BORDERLINE SYMPTOMS 

  T
 he case which you began reading 
at the start of this chapter gives you 
a glimpse into the life and behav-

iors of a person with borderline person-
ality disorder. Rarely do people who 
have been given this diagnosis speak 
publicly about their symptoms, because 
the diagnosis implies that the person 
has many negative characteristics. 
 Susanna Kaysen chose to speak openly 
about her experience of borderline 
symptoms in her best-selling book,  Girl, 
Interrupted,  a compelling autobiograph-
ical account of harrowing emotional ex-
periences during her 2-year inpatient 
stay at a psychiatric hospital outside 
of Boston. The book was subsequently 
made into a highly successful movie. 
 Although Kaysen’s symptoms might not 
meet current diagnostic criteria for bor-
derline personality disorder, her story 
captures the essence of the emotional 
turmoil experienced by people with this 
personality disorder. 
  Kaysen grew up in a middle-class 
family. Her father was a successful 
 economics professor. Although it was 
 assumed that Kaysen, like most of her 
peers, would immediately go on to a 
prestigious college following high school 
graduation, she had an intense disdain 
for school at the time and instead chose 
to go live in a commune. At age 18, 
Kaysen tried to kill herself by swallowing 
50 aspirins. She was placed in McLean 
Hospital, where she was told she would 
need just a few weeks’ rest. A few 

weeks turned into 2 years of barred win-
dows, vinyl  armchairs, constant observa-
tions and examinations, and a ban on 
sharp objects. 
          Following her 2-year hospital stay, 
Kaysen found a job as a copy editor 
with aspirations to become a writer, a 
goal that she achieved with great suc-
cess. For the most part, Kaysen has re-
sisted becoming involved in debates 
about mental health issues, preferring to 
remain more private. 
  In  Girl, Interrupted  Kaysen discusses 
her diagnosis of borderline personality 
disorder:

  So these were the charges against 
me. I didn’t read them until twenty-
fi ve years later. A “character disor-
der” is what they’d told me then. 
  I had to fi nd a lawyer to help me 
get my records from the hospital . . . 
then I had to locate a copy of the 
  Diagnostic and Statistical Manual 
of Mental Disorders  and look up 

Borderline Personality to see what 
they really thought of me. 
  It’s a fairly accurate picture of me 
at eighteen, minus a few quirks like 
reckless driving and eating binges. 
It’s accurate but it isn’t profound. Of 
course, it doesn’t aim to be profound. 
It’s not even a case study. It’s a set of 
guidelines, a generalization. 
  I’m tempted to try refuting it, but 
then I would be open to the further 
charges of “defensiveness” and 
“resistance.” 
  All I can do is give particulars: an 
annotated diagnosis. 
  “Uncertainty about several life is-
sues, such as self-image, sexual orien-
tation, long-term goals or career 
choice, types of friends or lovers to 
have. . . .” I still have that uncertainty. 
Is this the type of friend or lover I 
want to have? I ask myself every time 
I meet someone new. Charming but 
shallow; good-hearted but a bit con-
ventional; too handsome for his own 
good; fascinating but probably unreli-
able; and so forth. I guess I’ve had 
my share of unreliables. More than 
my share? How many would consti-
tute more than my share? 
  Fewer than somebody else— 
somebody who’d never been called 
a borderline personality? 
  “Self-mutilating behavior (e.g. wrist 
scratching) . . .” I’ve skipped forward 
a bit. This is the one that caught me 
by surprise as I sat on the fl oor of the 
bookstore reading my diagnosis. Wrist 
scratching! I thought I’d invented it.   

 Source: From  Girl, Interrupted  by Susanna Kaysen. 
Copyright © 1993 by Susanna Kaysen. Used by 
permission of Turtle Bay Books, a division of Ran-
dom House, Inc.  

Susanna Kaysen
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(Driessen et al., 2000). For instance, a study of 21 women with 

borderline personality disorder found that in these women the 

hippocampus was 16 percent smaller than in healthy control 

subjects, and the amygdala was 8 percent smaller.   

 Psychological Perspectives   A growing body of research 

evidence points to the fact that extreme negative experiences 

within the family are very common in the childhood histories 

of most adults with borderline personality disorder. Three 

classes of variables have emerged as especially compelling 

predictors for the development of borderline personality dis-

order: disturbed childhood family environment, parental psy-

chopathology, and childhood abuse. Of  these variables, 

childhood sexual abuse is the most signifi cant predictor of 

borderline symptomatology, with childhood physical abuse 

showing a trend in the same direction (Bradley, Jenei, & 

Westen, 2005). It is important to keep in mind, of course, 

that abuse would typically take place within the context of a 

disturbed home and be perpetrated by dysfunctional parents 

or guardians, thus making it challenging to tease out specifi c 

causal factors. Theories regarding the basis for the relation-

ship between early abuse and neglect and the development of 

borderline personality disorder propose that these experi-

ences cause children to expect that others will harm them 

(Silk, Lee, Hill, & Lohr, 1995). As adults, people with bor-

derline personality disorder report that their caretakers with-

drew from them emotionally, treated them inconsistently, 

denied the validity of their thoughts and feelings, and did not 

carry out their roles as parents in terms of providing them 

with protection from abuse (Zanarini et al., 1997). 

  Clinical observations led the psychodynamic theorists 

who fi rst described the characteristics of borderline personal-

ity disorder to propose a different model of parent-child rela-

tionships to explain the development of borderline pathology 

(Gunderson, 1984; Kernberg, 1967; Masterson, 1981). These 

theorists believed that defi cits in the formation of the self were 

the underlying pathology of this disorder. One disturbed pat-

tern of parenting they identifi ed is that of a mother who is 

overinvolved with her child but also inconsistent in her emo-

tional responsiveness. By failing to bolster the child’s indepen-

dent sense of self, she sets the stage for her child’s later lack 

of an identity or a sense of commitment to life goals. The 

child fails to develop a healthy, independent self that can form 

the basis for intimate, sharing, and committed relationships 

with others or that can be creative, spontaneous, and assertive. 

The individual perceives other people in a distorted way and 

builds a false self that is fused with these distorted perceptions 

of others (Masterson & Klein, 1989). 

  In contrast to theories that emphasize abnormalities in 

parenting, cognitive-behavioral approaches to understanding 

people with borderline personality disorder focus on their mal-

adaptive thoughts. According to Beck’s cognitive approach 

(Beck, Freeman, & Davis, 2004), people with this disorder have 

a tendency to dichotomize their thinking about themselves and 

other people; they think in terms of “all or nothing.” Such 

thinking could account for the individual’s tendency to shift 

moods so readily and to use splitting in relationships with 

others. For example, if  an individual with borderline person-

ality disorder originally perceives someone as all good, and 

that person then fails to follow through on a promise, the 

person immediately is perceived as all bad. People with bor-

derline personality disorder also apply this limited set of 

standards when evaluating themselves; when they perceive 

themselves as falling short, even on minor grounds, their 

entire self-evaluation becomes negative. Further, a low sense 

of self-effi cacy related to their weak identity causes a lack 

of  confi dence in their decisions, low motivation, and an 

inability to seek long-term goals.   

 Sociocultural Perspectives   Millon contends that the pres-

sures of contemporary society that have placed a strain on 

families and individuals may exacerbate the defi cient parenting 

that can give rise to this disorder (Millon & Davis, 1996). 

People with borderline personality disorder are particularly 

vulnerable to the diminished cohesion in society that is associ-

ated with urbanization and modernization in contemporary 

culture. Their lack of psychic cohesion refl ects the instability 

within society and a lack of clearly defi ned cultural norms and 

expectations. Further contributing to their development of this 

disorder is a pattern of instability within their family. A child 

who is subjected to parental confl ict comes to feel internally 

divided and, furthermore, starts to question basic assumptions 

about life’s predictability and stability. From another perspec-

tive, family diffi culties, including depression, substance abuse, 

and antisocial behavior, can lead to the development of this 

disorder through the perpetuation of childrearing patterns that 

   Becky, a woman diagnosed with borderline personality dis-
order, acknowledges that she struggles with inappropriate 
and intense anger, fear of being abandoned, and urges to 
cut herself. 



are carried from generation to generation (Goldman, D’Angelo, 

& DeMaso, 1993). An adult with borderline personality disor-

der who was abused as a child passes on this pattern of parent-

ing to the next generation, who then become vulnerable to 

de veloping the disorder (Stone, 1990).   

 Treatment of Borderline Personality Disorder   Clinicians 

working with clients who have borderline personality disorder 

face a number of treatment challenges. Treatment diffi culties 

are usually apparent from the very outset of therapy, in part 

due to the confusing nature of the client’s initial presentation. 

Individuals with borderline personality disorder “often appear 

more healthy at fi rst glance than they really are” (Millon et al., 

2000, p. 445). Consequently, clinicians are likely to focus on 

some apparently simple issue, only to realize over time the very 

complex nature of the client’s problems. 

  Due to their volatility, inconsistency, and intensity, peo-

ple with borderline personality disorder have diffi culty re-

maining in therapy long enough to make progress. Also, 

these individuals commonly become pathologically depen-

dent on their therapist; as a result, they may feel uncontrol-

lably enraged when the therapist fails to live up to their 

idealizations. Consequently, therapists are watchful of their 

own emotional reactions, recognizing that these clients may 

evoke intense feelings of anger or helplessness. Furthermore, 

since these clients are prone to distort their relationship with 

the therapist, it is necessary to try to keep the client grounded 

in reality (Kernberg et al., 1989). 

  Especially important in the treatment of clients with bor-

derline personality disorder is the establishment of a clear 

treatment framework (Goin, 2001). In setting up this frame-

work, the clinician discusses and clarifi es the goals of treat-

ment and the roles that the client and the therapist are expected 

to play. Explicit goals, such as improvement in relationships 

and reduction of symptoms, are formulated. In this treat-

ment framework, the client is expected to discuss inner 

thoughts, problems in functioning, and anticipated behavior. 

Within the treatment framework the therapist commits to 

efforts to provide understanding, consistency, and empathic 

feedback. Practical matters are also specifi ed, such as the 

time and place of sessions, procedures for handling emergen-

cies, and methods of billing and payment. 

      One of the challenges of treating people with borderline 

personality disorder is to determine the extent to which they 

need support or confrontation. Consider the situation in the 

case study at the beginning of  the chapter, when Harold 

Morrill made a sarcastic comment to Dr. Tobin about her 

inability to schedule an immediate appointment. When Harold 

stated, “Busy little bee, aren’t you?” Dr. Tobin felt that it 

would be therapeutically wiser for her to assure Harold of her 

commitment to helping him than to confront his sarcasm. In 

the course of therapy, a client may make derogatory remarks 

about the therapist, which the therapist can then use as oppor-

tunities to show the client the inappropriateness and destruc-

tiveness of misdirected anger. The therapist, then, would 

respond to the client’s anger with concern and understand-

ing. This approach is based on the assumptions that the 

client’s disorder is the result of poor parenting and that the 

therapist can provide a positive parental role. 

  The most compelling therapeutic approach for treating 

people with borderline personality disorder is    dialectical 

behavior therapy (DBT)    ,  developed by psychologist Marsha 

Linehan. This approach integrates supportive and cogni-

tive behavioral treatments to reduce the frequency of  self-

destructive acts and to improve the client’s ability to handle 

disturbing emotions, such as anger and dependency. The 

term  dialectical  refers to systematically combining opposed 

ideas with the goal of  reconciling them (Heard & Linehan, 
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   People with borderline personality disorder 
often have a diffi cult time with good-byes. 
Reluctant to end a session, the client may 
bring up an “important” issue, ignoring the 
therapist’s cues that it is time to go. 
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1994; Linehan, 1993a). Thus, the therapist’s strategy is to alter-

nate between accepting clients as they are and confronting their 

disturbing behavior to help them change. In a detailed man-

ual, Linehan (1993b) provides guidelines for therapists work-

ing with clients who have borderline personality disorder. 

These guidelines are based on the underlying principle that 

therapists should move between acceptance and change 

within the context of a supportive therapeutic relationship. 

Much of Linehan’s work is based on therapy with suicidal 

individuals, in which the relationship becomes a crucial fac-

tor, not only for keeping the client in therapy, but also for 

keeping the client alive. In her work with suicidal clients, 

Linehan applies the dialectical approach by reframing sui-

cidal behaviors as dysfunctional, maladaptive efforts to solve 

problems. This reframing constitutes acceptance or an attempt 

to understand the origins of the behavior. At the same time, 

she focuses therapy on new ways to analyze the problem and 

to develop healthier solutions, a process that stimulates 

change. Specifi c methods used within this framework are 

regulating emotions, developing interpersonal effectiveness, 

learning to tolerate emotional distress, and developing self-

management skills. One process, called core mindfulness, 

teaches clients to balance emotions, reason, and intuition in 

their approach to life’s problems. 

  A considerable body of research supports the effectiveness 

of DBT. Clients who participate in DBT show considerable 

improvement in symptoms of depression, dissociation, anxiety, 

and anger. Quite important, they are also much less prone to 

engage in suicidal or parasuicidal behaviors than are individ-

uals with this disorder who are participating in other forms 

of treatment (Bohus et al., 2000; Shearin & Linehan, 1994). 

The DBT clients describe themselves as more emotionally ad- 

justed, describe their interpersonal relationships in more posi-

tive terms, and experience fewer problems in social and vo-

cational settings. Moreover, the DBT clients remain in therapy 

for longer periods of time, are hospitalized less frequently, and 

maintain improved functioning for 1 year after treatment. 

  Because DBT often involves a considerable amount of 

staff  resources, variations have been developed in which the 

program is provided in an intensive, briefer format. In one 

study of 87 patients admitted to a 3-week intensive outpa-

tient program following suicidal or parasuicidal behavior, 

signifi cant therapeutic benefi ts were evident in the majority 

of participants, particularly on measures of depression and 

hopelessness (McQuillan et al., 2005). 

  DBT is not the only treatment approach that is effec-

tive   in treating people with borderline personality disorder. 

Transference-focused psychotherapy attends to dominant 

affect-laden themes that emerge in the relationship between 

the client and the therapist. In this approach, the therapist 

uses techniques of clarifi cation, confrontation, and interpreta-

tions of the transference in the here and now of the therapeu-

tic relationship (Levy, Clarkin, & Yeomans, 2006). In one 

major study, 90 clients diagnosed with borderline personality 

disorder were randomly assigned to groups using transference-

focused   psychotherapy,   dialectical   behavior   therapy,   or 

 supportive treatment. Interestingly, clients being treated in 

each of these groups showed positive changes in multiple 

domains across 1 year of outpatient treatment. Although DBT 

continues to be regarded as the method of choice, aspects of 

other therapeutic models can also be benefi cial depending on 

the specifi c symptoms being targeted. 

  As an adjunct to the psychological treatment of  people 

with borderline personality disorder, some clinicians recom-

mend medication. Although no medication can effectively 

treat borderline personality disorder, several pharmacologi-

cal interventions have been shown to be effective in treating 

specifi c symptoms. The group of  medications used to target 

borderline symptoms includes antidepressants, antipsychot-

ics, anticonvulsants, lithium, and minor tranquilizers. Physi-

cians realize that these medications must be prescribed with 

careful assessment of  the specifi c symptoms that are most 

problematic for the client. For example, serotonergic medi-

cations, such as fl uoxetine (Prozac), have been shown to be 

especially effective in controlling depression and impulsive 

aggression while helping the client manage anxiety, sensitiv-

ity about possible rejection, psychotic-like thinking, and 

obsessive-compulsive symptoms (Coccaro & Kavoussi, 1997). 

Clinical evidence has been emerging about the possible 

effectiveness of  second-generation antipsychotic medica-

tions, particularly with individuals who have psychotic-like, 

extremely impulsive, or suicidal symptoms (Grootens & 

Verkes, 2005). 

  Clearly, both the symptoms and the treatment of people 

with borderline personality disorder are challenging and 

complex. In severe cases, successful treatment can be under-

taken only in an inpatient or partial hospitalization setting. 

This is particularly true when clients are suicidal, experience 

psychotic-like episodes, or threaten harm to other people. 

The hospital or partial care program provides a safe and 

secure setting in which limits are established and maintained. 

Day treatment partial hospitalization is sometimes preferable 

to inpatient care because it provides intensifi ed treatment 

that is less likely to cultivate too much dependency (Bateman 

& Fonagy, 2001; Miller, 1995). 

  In exploring which factors are most predictive of 

 outcome, Gunderson and colleagues (2006) concluded that, 

not surprisingly, clients who are more seriously disturbed at 

the outset of therapy are most likely to have poor therapy 

outcomes. Clients with borderline personality disorder who 

are less likely to experience interpersonal instability and 

impaired relationships with current family members and 

with children are more responsive to positive therapeutic 

outcomes. This conclusion is especially helpful to clinicians, 

because it provides a possible focus that can be incorporated 

into a treatment plan. The overall benefi t of therapy can be 

enhanced by developing a treatment strategy that tries to 

address troubled relationships and help the client improve 

the quality and experience of those relationships. Clinicians 

are urged to conduct a thorough examination of  current 

relationships and past relational history, attending specifi -

cally to a history of early childhood maltreatment.      



 REVIEW QUESTIONS  

  1.    The phenomenon of ____________ involves the percep-

tion of people as being all good or all bad.  

  2.    How is the concept of emotional dysregulation used to 

understand borderline personality disorder?  

  3.    What therapeutic approach involves alternating between 

accepting clients as they are and confronting their dis-

turbing behavior?       
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 Mini Case 

 HISTRIONIC PERSONALITY DISORDER 

 Lynnette is a 44-year-old high-school teacher who is notorious 
for her outlandish behavior and inappropriate fl irtatiousness. 
Several of her students have complained to the principal about 
her seductive behavior during individual meetings. She often 
greets students with overwhelming warmth and apparent con-
cern over their welfare, which leads some to fi nd her appealing 
and engaging at fi rst; however, they invariably become disen-
chanted when they realize how shallow she is. To her col-
leagues, she brags about her minor accomplishments as if they 
were major victories, yet if she fails to achieve a desired objec-
tive, she sulks and breaks down into tears. She is so desperate 
for the approval of others that she will change her story to suit 
whomever she is talking to at the time. Because she is always 
creating crises and never reciprocates the concern of others, 
people have become immune and unresponsive to her frequent 
pleas for help and attention.  

 Diagnostic Features 
 This diagnosis is given to people who show a pervasive pat-
tern of excessive emotionality and attention seeking, as indi-
cated by fi ve or more of the following:
■      Discomfort when not the center of attention  
■    Interactions characterized by inappropriate sexually seduc-

tive or provocative behavior  
■    Rapid shifts and shallow expression of emotions  
■    Use of physical appearance to draw attention  
■      Speech that is excessively impressionistic and lacking in 

detail  
■      Self-dramatization, theatricality, and exaggerated expres-

sion of emotion  
■      High suggestibility  
■      Misinterpretation of relationships as being more intimate 

than they are    

 Q:  What aspect of Lynnette’s behavior justifi es the fact that her 
personality disorder is one of the diagnoses in Cluster B?  

    Cognitive-behavioral theorists propose that people with 

this personality disorder suffer from mistaken assumptions 

underlying their approach to life (Freeman, Pretzer, Fleming, 

& Simon, 1990). One basic belief  of the person with this 

disorder is that “I am inadequate and unable to handle life 

on my own,” which leads to the next step of assuming that 

it is necessary to fi nd someone else to make up this defi cit 

(Millon, 1991; Millon et al., 2000). These individuals seek 

attention and approval by acting in ways that are stereotypes 

of hyperfemininity or hypermasculinity, believing that this will 

elicit admiration and support from others. Given the cognitive-

behavioral  position  that  emotions  are  a  product  of   one’s 

thoughts, it follows that the global nature of the histrionic 

individual’s thinking style leads also to diffuse, exaggerated, 

 Histrionic Personality Disorder  

 Some people tend to express themselves in very dramatic 

ways. When carried to an extreme, these tendencies form the 

basis for    histrionic personality disorder    .  The term  histrionic

is derived from a Latin word meaning “actor.” People with 

this disorder display theatrical qualities in their everyday 

behavior. For example, someone with this disorder may put 

on a show of being overwhelmed with tears and sentimental-

ity at the wedding of a distant relative or may greet an ac-

quaintance at a party with ostentatious and attention-getting 

hugs and exclamations of affection. What differentiates peo-

ple with this disorder from those who show appropriate 

emotionality is the fl eeting nature of their emotional states 

and their use of  excessive emotions to manipulate others 

rather than to express their genuine feelings. This disorder is 

more commonly diagnosed in women, though it is not clear 

whether this is because the disorder is more common in 

women or because those who are assigning the label regard 

histrionic behaviors as stereotypically feminine. 

    People with histrionic personality disorder enjoy being 

the center of attention and behave in whatever way necessary 

to ensure that this happens. They are excessively concerned 

with their physical appearance, often trying to draw atten-

tion to themselves in such extreme ways that their behavior 

seems ludicrous. Furthermore, they are likely to be seen as 

fl irtatious and seductive, demanding the reassurance, praise, 

and approval of others and becoming furious if  they don’t 

get it. They want immediate gratifi cation of their wishes and 

overreact to even minor provocations, usually in an exagger-

ated way, such as by weeping or fainting. Although their 

relationships are superfi cial, they assume them to be intimate 

and refer to acquaintances as “dear friends.” They are easily 

infl uenced by others, lack analytical ability, and see the world 

in broad, impressionistic terms.  

     You can imagine how such histrionic behaviors would 

cause others to keep their distance; being in a relationship 

with a person with a histrionic personality disorder can be 

exasperating and unsatisfying. The result, of course, is that 

people with this disorder have few, if any, close and reciprocal 

relationships. In keeping with this clinical picture, individuals 

with histrionic personality disorder are likely to have an inse-

cure attachment type. They constantly seek support and 

approval from their partners (Lopez & Brennan, 2000). 
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and rapidly changing emotional states. The way these indi-

viduals evaluate people and situations is equally imprecise 

and subject to distortion; therefore, their opinions can change 

on a daily basis from one extreme to another. 

        A therapist using cognitive-behavioral techniques would 

help the client develop more effective ways of approaching 

problems and situations, would work with the client to focus 

on goals, and would teach the client how to think more pre-

cisely and objectively. By taking this approach, the therapist 

models good problem-solving behavior and gives the client 

practical help in dealing with various life issues. Clients also 

learn self-monitoring strategies to keep their impulsive ten-

dencies in check, as well as assertiveness skills to improve 

interpersonal relationships.    

 Narcissistic Personality Disorder  

 People with    narcissistic personality disorder    have an unrealis-

tic, infl ated sense of their own importance, a trait known as 

grandiosity.      The name of this disorder comes from the Greek 

legend of Narcissus, the youth who fell in love with his refl ec-

tion in a pond. Although people with this disorder expect 

others to compliment them and gratify all their wishes and 

demands, they lack sensitivity to the needs of others. Because 

they perceive themselves as being so special, they feel that 

only high-status people can appreciate their special needs 

and problems. They possess excessive aspirations for their 

own lives and intense resentment for others whom they per-

ceive as more successful, beautiful, or brilliant. They are 

preoccupied with and driven to achieve their own goals and 

think nothing of exploiting others in order to do so. Despite 

their show of grand self-importance, they are often troubled 

by self-doubt. Relationships with others, whether social, occu-

pational, or romantic, are distorted by the perception of other 

people as tools for self-gratifi cation. Furthermore, they can be 

haughty and arrogant, characteristics that interfere with their 

interpersonal relationships. 

    Noting the many types of behaviors incorporated into the 

defi nition of narcissistic personality disorder, Millon and his 

colleagues (2000) proposed subtypes: the elitist, the amorous, 

the unprincipled, and the compensatory narcissist. Elitists feel 

privileged and empowered and tend to fl aunt their status and 

achievements. Usually upwardly mobile, the elitist desperately 

engages in self-promotion and tries to cultivate special status 

and any opportunity to be recognized. The amorous narcissist 

tends to be sexually seductive, yet avoids real intimacy. Such 

individuals are especially drawn to tempting naive and emo-

tionally needy people, with whom they play a game in which 

they deceptively imply that they are interested in pursuing a 

close relationship; however, their only real interest is tempo-

rarily exploiting the other’s warm body. Unprincipled narcis-

sists are much like antisocial individuals in that they tend to 

be unscrupulous, deceptive, arrogant, and exploitive. Even 

when found guilty of illegal behavior, they convey an attitude 

of nonchalance, acting as if the victim were to blame for not 

having caught on to what was happening. Compensatory nar-

cissists tend to be negativistic, seeking to counteract their deep 

feelings of inferiority. They try to create illusions of being 

superior and exceptional. 

    The construct of narcissism is an interesting one and has 

stimulated some important theoretical analyses regarding its 

origins and development. The traditional Freudian psycho-

analytic approach regards narcissism as the failure to prog-

ress beyond the early stages of psychosexual development. 

More current object relations conceptualizations focus on 

the effect of disturbances in the parent-child relationship on 

the developing child’s sense of self. Every child needs parents 

to provide reassurance and positive responses to accomplish-

ments. Without these, the child becomes insecure. This inse-

curity is expressed, paradoxically, in an infl ated sense of 

self-importance that can be understood as the individual’s 

attempt to make up for what was missing earlier in life (Kohut, 

1966, 1971). Lacking a fi rm foundation of a healthy self, these 

individuals develop a false self that is precariously based on 

grandiose and unrealistic notions about their competence and 

desirability (Masterson & Klein, 1989). Narcissistic personal-

ity disorder can be understood, then, as the adult’s expression 

of this childhood insecurity and need for attention. 

   Trying to catch other people’s attention is a common characteristic 
of people with histrionic personality disorder. 



    Cognitive-behavioral theorists (Beck et al., 2004) contend 

that people with narcissistic personality disorder hold mal-

adaptive ideas about themselves, including the view that they 

are exceptional people who deserve to be treated far better 

than ordinary humans. They lack insight into or concern for 

the feelings of other people, because they consider themselves 

to be superior to others. These beliefs hamper their ability to 

perceive their experiences realistically, and they encounter 

problems when their grandiose ideas about themselves clash 

with their experiences of failure in the real world. 

        The psychodynamic approach to treating people with 

narcissistic personality disorder is based on the notion that 

they lack early experiences of admiration for their positive 

qualities. Therapy is intended to provide a corrective devel-

opmental experience, in which the therapist uses empathy to 

support the client’s search for recognition and admiration 

but, at the same time, attempts to guide the client toward a 

more realistic appreciation that no one is fl awless. Somewhat 

paradoxically, the more recognition and support the therapist 

gives the client, the less grandiose and self-centered the client 

becomes (Kohut, 1971). 

    Cognitive-behavioral therapy for narcissistic personality 

disorder also is oriented toward reducing the client’s grandios-

ity and enhancing the client’s ability to relate to others. In work-

ing toward this goal, the therapist structures interventions that 

work with, rather than against, the client’s self-aggrandizing 

and egocentric tendencies. For example, rather than try to 

convince the client to be less selfi sh, the therapist might try to 

show that there are better ways to reach important personal 

goals. At the same time, the therapist avoids giving in to the 

client’s demands for special favors and attention. When the 

 NARCISSISTIC PERSONALITY DISORDER 

 Chad is a 26-year-old man who has been desperately trying to 
succeed as an actor. However, he has had only minor acting jobs 
and has been forced to support himself by working as a waiter. 
Despite his lack of success, he brags to others about all the roles he 
rejects because they aren’t good enough for him. Trying to break 
into acting, he has been selfi shly exploitive of any person whom he 
sees as a possible connection. He has intense resentment for ac-
quaintances who have obtained acting roles and devalues their 
achievements by commenting that they are just lucky, yet, if anyone 
tries to give him constructive criticism, Chad reacts with outrage, 
refusing to talk to the person for weeks. Because of what he re-
gards as his terrifi c looks, he thinks he deserves special treatment 
from everyone. At the restaurant, Chad has recurrent arguments 
with his supervisor, because he insists that he is a “professional” 
and that he should not have to demean himself by clearing dirty 
dishes from the tables. He annoys others, because he always seeks 
compliments on his clothes, hair, intelligence, and wit. He is so 
caught up in himself that he barely notices other people and is 
grossly insensitive to their needs and problems.  

 Diagnostic Features 
 This diagnosis applies to people who show a pervasive pattern 
of grandiosity, need for admiration, and lack of empathy, as evi-
denced by fi ve or more of the following:

 ■      Grandiose sense of self-importance  
■      Preoccupation with fantasies of success, power, brilliance, 

beauty, or ideal love  
■      Belief that they are so “special” that they should associate only 

with other special people, who can understand them  
■      Need for excessive admiration  
■      Sense of entitlement  
■      Exploitive interpersonal style  
■      Lack of empathy  
■      Envy of others or belief that others are envious  
■      Arrogant behaviors and attitudes    

 Q:  Which of Millon’s subtypes of narcissistic personality disor-
der best characterizes Chad?   

  Mini Case 

   A person with narcissistic personality disorder is preoccupied with 
appearance and extremely concerned about impressing others with 
an attractive and suave presentation. 
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therapist establishes and follows an agenda with clear treat-

ment goals, the client may learn how to set limits in other areas 

of life (Freeman et al., 1990).    

 Paranoid Personality Disorder  

 The term  paranoia,  as you have already learned, means sus-

piciousness, guardedness, and vigilance toward other people

based on the belief  that others intend harm. As discussed in 

Chapter 9, paranoid thinking is present in various psycho-

logical disorders. In this section, we will look at the person-

ality disorder that is primarily characterized by paranoia. 

    People with    paranoid personality disorder    are extremely 

suspicious of others and are always on guard against poten-

tial danger or harm. Their view of the world is very narrowly 

focused, in that they seek to confi rm their expectations tha

others will take advantage of them, making it virtually impos-

sible for them to trust even their friends and associates. They 

may accuse a spouse or partner of being unfaithful, even if  

no substantiating evidence exists. For example, they may 

believe that an unexplained toll call that appears on a tele-

phone bill is proof of an extramarital affair. They are unab

to take responsibility for their mistakes and, instead, project 

blame onto others. If  others criticize them, they become hos-

tile. They are also prone to misconstrue innocent comments 

and minor events as having a hidden or threatening meaning. 

They may hold grudges for years, based on a real or an imag-

ined slight by another person. Although individuals with this 

disorder may be relatively successful in certain kinds of jobs 

requiring heightened vigilance, their emotional life tends to 

be isolated and constrained.  

     As you can imagine, people with paranoid personality 

disorder have problematic relationships. They keep other 

people at a distance because of irrational fears that others 

will harm them, and they are particularly sensitive to people 

in positions of power. Supporting this clinical evidence, peo-

ple with paranoid personality disorder are characterized by 

a fearful attachment style (Lopez & Brennan, 2000). 

    A certain amount of paranoid thinking and behavior 

might be appropriate in some situations, such as in dangerous 

political climates in which people must be on guard just to stay 

alive; however, people with paranoid personality disorder think 

and behave in ways that are unrelated to their environment. 

    Particularly frustrating to relatives and acquaintances of 

these people is their refusal to seek professional help, because 

they don’t acknowledge the nature of their problem. In the 

unlikely event they do seek therapy, their rigidity and defen-

siveness make it very diffi cult for the clinician to make progress 

and work toward any kind of lasting change. 

    Psychodynamic theorists have explained paranoid per-

sonality disorder as a style of viewing the world in which 

the individual relies heavily on the defense mechanism of pro- 

jection, meaning that other people, rather than the self, are 

perceived as having negative or damaging motives (Shapiro, 

1965). In contrast to this perspective, cognitive-behavioral 

theorists (Beck et al., 2004) regard the person with paranoid 

personality disorder as someone who suffers from mistaken 

assumptions about the world and who attributes personal 

problems and mistakes to others. 

    The cognitive-behavioral perspective (Freeman et al., 

1990) emphasizes three basic mistaken assumptions that 

people with paranoid personality disorder hold: “People are 

malevolent and deceptive,” “They’ll attack you if  they get 

the chance,” and “You can be OK only if  you stay on your 

toes.” The diffi culty these assumptions create is that the 

behavior of others inevitably causes them to conclude that 

their impressions are correct. If  a woman is primed to sus-

pect other people’s motives, she is likely to interpret what 

they do as proof. For instance, Caroline believes that retail 

merchants deliberately take advantage of  consumers. The 

next time a salesperson gives her the wrong change, she will 

interpret this not as a casual error but as confi rmation of 

 Mini Case 

 PARANOID PERSONALITY DISORDER 

 Anita is a computer programmer who constantly worries that 
other people will exploit her knowledge. She regards as “top 
secret” the new database management program she is writ-
ing. She even fears that, when she leaves the offi ce at night, 
someone will sneak into her desk and steal her notes. Her 
distrust of others pervades all her interpersonal dealings. Her 
suspicions that she is being cheated even taint routine transac-
tions in banks and stores. Anita likes to think of herself as 
 rational and able to make objective decisions; she regards 
her inability to trust other people as a natural reaction to a 
world fi lled with opportunistic and insincere corporate ladder 
climbers.  

 Diagnostic Features 
 People with this personality disorder show pervasive distrust 
and suspiciousness of others whose motives they interpret as 
malevolent, as indicated by four or more of the following: 
■      Unjustifi ed suspicion that others are exploiting, harming, or 

deceiving them  
■      Preoccupation with unjustifi ed doubts about others’ loyalty 

or trustworthiness  
■      Reluctance to confi de in others for fear that the information 

will be used against them  
■      Tendency to read hidden demeaning or threatening mean-

ings into harmless remarks or events  
■      Tendency to bear grudges  
■      Perception of personal attacks that are not apparent to oth-

ers and tendency to respond with angry counterattacks  
■      Recurrent unjustifi ed suspicions about the faithfulness of 

spouse or sexual partner    

 Q:  Even though Anita is paranoid, why would she not be 
considered delusional?  



her fears. According to the cognitive-behavioral view, the 

assumption that people have to be vigilant to avoid being 

harmed is related to feelings of  low self-effi cacy, leading 

paranoid people to believe that they cannot detect the harm-

ful intentions of others and, therefore, must perpetually sta

on guard. 

    The treatment of paranoid personality disorder that fol-

lows from the cognitive-behavioral perspective (Freeman et al., 

1990) involves countering the client’s mistaken assumptions 

in an atmosphere aimed at establishing a sense of trust. The 

therapist attempts to increase the client’s feelings of   self-

effi cacy, so that the client feels able to handle situations with-

out resorting to a defensive and vigilant stance. Because the 

client with paranoid personality disorder is likely to enter 

therapy feeling distrustful of the therapist, the therapist must 

make a special effort to help the client feel that therapy is a 

collaborative process. Direct confrontation with the para-

noid client usually backfi res, because the client is likely to 

construe this as yet another attack (Millon et al., 2000). 

Other benefi cial interventions involve helping the client 

become more aware of other points of view and develop a 

more assertive approach to confl ict with others. These in-

creased interpersonal skills improve the quality of  the cli-

ent’s interactions outside therapy and eventually contribute 

to  disproving the client’s mistaken assumptions.  

     Schizoid Personality Disorder  

 The term  schizophrenia,  as discussed in Chapter 2, refers to a 

psychological disorder in which the individual experiences 

severe disturbances in thought, affect, and behavior. Two per

sonality disorders, schizoid and schizotypal, involve distur

bances in personality that have schizophrenia-like qualities 

but do not take on the psychotic form seen in schizophrenia. 

As you saw in Chapter 9, researchers are studying the relation-

ship between these personality disorders and schizophrenia. 

In fact, some researchers refer to these three disorders as 

schizophrenia spectrum disorders    ,  implying that all three are 

on a continuum of psychological disturbance and may be re-

lated. For the present, we will describe the characteristics of the 

two personality disorders that share some aspects of the symp-

toms found in schizophrenia. 

       Schizoid personality disorder    is characterized by an indif-

ference to social and sexual relationships, as well as a very 

limited range of emotional experience and expression. Indi-

viduals with this disorder prefer to be by themselves rather 

than with others, and they appear to lack any desire to be 

accepted or loved, even by their families. Sexual involvement 

with others holds little appeal. As you might expect, others 

perceive them as cold, reserved, withdrawn, and seclusive, 

yet the schizoid individual is unaware of, and typically insen-

sitive to, the feelings and thoughts of others. 

    Throughout their lives, people with schizoid personal-

ity disorder seek out situations that involve minimal inter-

action with others. Employment is problematic for these 
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 Mini Case 

 SCHIZOID PERSONALITY DISORDER 

 Pedro, who works as a night security guard at a bank, likes his 
job because he can enter the private world of his thoughts 
without interruptions from other people. Even though his nu-
merous years of service make him eligible for a daytime secu-
rity position, Pedro has repeatedly turned down these op - 
portunities, because daytime work would require him to 
deal with bank employees and customers. Pedro has resided 
for more than 20 years in a small room at a boarding house. 
He has no television or radio, and he has resisted any attempts 
by other house residents to involve him in social activities. He 
has made it clear that he is not interested in small talk and that 
he prefers to be left alone. Neighbors, co-workers, and even 
his family members (whom he also avoids) perceive Pedro as a 
peculiar person who seems strikingly cold and detached. When 
his brother died, Pedro decided not to attend the funeral be-
cause he did not want to be bothered by all the carrying on 
and sympathetic wishes of relatives and others.  

 Diagnostic Features 
 This diagnosis applies to people who show a pervasive pat-
tern of detachment from relationships and a restricted emo-
tional range, as indicated by four or more of the following:

 ■      Lack of desire for or enjoyment of close relationships  
■      Strong preference for solitary activities  
■      Little or no interest in sexual experiences with another 

person  
■      Lack of pleasure in all or most activities  
■      Lack of close friends or confi dants, other than immediate 

relatives  
■      Indifference to praise or criticism  
■      Emotional coldness, detachment, or fl at emotionality    

 Q:  How does Pedro’s choice of a job reinforce his schizoid 
tendencies?  

individuals, and they are unlikely to retain jobs for more 

than a few months (Fulton & Winokur, 1993). Those who 

are able to tolerate work are usually drawn to jobs in 

which they spend all of  their work hours alone. They 

rarely marry but, rather, choose solitary living, possibly in 

a single room, where they guard their privacy and avoid 

any dealings with neighbors. Although they are not par-

ticularly distressed or a risk to others, their self-imposed 

isolation and emotional constriction can be considered 

maladaptive. They take pleasure in few, if  any, activities. 

As maladaptive as their behavior may seem, people with 

schizoid personality disorder are not likely to seek psycho-

therapy. If  they do enter therapy, perhaps for another psy-

chological disorder, such as a mood disorder or substance 

abuse, these people are diffi cult to treat because of  their 

lack of  interest in interpersonal relationships. 
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    The construct of schizoid personality disorder is closely 

tied to the schizophrenia spectrum concept (Rodriguez 

Solano & Gonzalez De Chavez, 2000). In an interesting 

examination of possible risk factors for the development of 

this particular personality disorder, a team of researchers 

investigating the effect of early life experiences found that 

nutritional defi ciency during the prenatal period was a risk 

factor for the development of schizoid personality disorder 

by age 18. This study was conducted in the Netherlands on 

men born during the famine of 1944–1946. Schizophrenia 

was also more prevalent in men whose mothers suffered 

through the famine (Hoek et al., 1996). 

    Treating people with schizoid personality disorder is 

extremely diffi cult because they lack the normal patterns of 

emotional responsiveness that play a role in human com-

munication. The therapist must be careful to avoid setting 

unrealistically high goals for therapy, because progress with 

these individuals is likely to be slow and limited in scope. 

Most promising is an approach geared toward helping them 

work on their styles of  communication (Freeman et al., 

1990). To accomplish this goal, the therapist might 

use role playing and in vivo exposure techniques (Millon 

et al., 2000).  

     Schizotypal Personality Disorder  

 People with    schizotypal personality disorder    are peculiar, 

eccentric, and oddly bizarre in the way they think, behave, and 

relate to others, even in how they dress. Their peculiar ideas 

may include magical thinking and beliefs in psychic phenom-

ena, such as clairvoyance and telepathy. They may have 

unusual perceptual experiences in the form of illusions. 

Though their speech is not incoherent, the content sounds 

strange to others. Their affect is constricted and inappropriate. 

They are often suspicious of other people and may have ideas 

of reference: beliefs that the behavior of others or a random 

object or event refers to them. Unable to experience pleasure, 

their lives are characterized by a sense of blandness that robs 

them of the capacity for enthusiasm. Like people with schiz-

oid personality disorder, these individuals fi nd it diffi cult to 

establish close relationships, because they experience discom-

fort around others—in part, due to their suspiciousness. In 

fact, oddness, aloofness, and social withdrawal have been 

found by researchers to be the most striking characteristics  

defi ning this disorder (Fossati et al., 2001). 

    The social isolation, eccentricity, peculiar communica-

tion, and poor social adaptation associated with schizotypal 

personality disorder place it within the schizophrenic spec-

trum (Camisa et al., 2005). According to this view, the symp-

toms of schizotypal personality disorder represent a    latent

form of schizophrenia, meaning that people with schizotypal 

symptoms are vulnerable to developing a full-blown psycho-

sis if  exposed to diffi cult life circumstances that challenge 

their ability to maintain contact with reality. This position 

was fi rst developed in the early 1980s after the publication 

   Odd behavior and appearance are characteristics of people with 
schizotypal personality disorder. 

of a 15-year follow-up study of people who met the criteria 

for schizotypal personality disorder, schizophrenia, or bor-

derline personality disorder. At the end of  the follow-up 

period, the schizotypal individuals were functioning more 

like people diagnosed with schizophrenia than like those 

with borderline personality disorder (McGlashan, 1983). 

Two decades later, researchers continue to look at the rela-

tionship between schizotypal symptoms and the subsequent 

development of schizophrenia, with particular attention to 

learning why these individuals do not initially develop full-

blown psychosis in the form of  schizophrenia (Seeber & 

Cadenhead, 2005).  

 There is also evidence that people with schizotypal per-

sonality disorder have some of the same biological anoma-

lies as people with schizophrenia, such as memory defi cits 

(Roitman et al., 2000), enlarged brain ventricles (Kurokawa 

et al., 2000), and abnormalities of eye movements (Larrison, 

Ferrante, Briand, & Sereno, 2000). Subtle differences appear, 

however, in the thalamic area of the brain within specifi c 

structures involved in the transmission of sensory informa-

tion to corresponding areas in the cortex (Byne et al., 2001). 

  Evidence in support for the schizophrenia spectrum con-

cept also comes from genetic studies. In one investigation, 

the offspring of women with schizophrenia were found to be 



 Mini Case 

 SCHIZOTYPAL PERSONALITY DISORDER 

 Joe is a college junior who has devised an elaborate system for 
deciding which courses to take, depending on the course num-
ber. He will not take a course with the number 5 in it, because 
he believes that, if he does so, he might have to “plead the Fifth 
Amendment.” Rarely does he talk to people in his dormitory, 
believing that others are intent on stealing his term paper ideas. 
He has acquired a reputation for being kind of fl aky because 
of his odd manner of dress, his reclusive tendencies, and his 
ominous drawings of sinister animals displayed on the door of 
his room. The sound of the nearby elevator, he claims, is actu-
ally a group of voices singing a monastic chant.  

 Diagnostic Features 
 This diagnosis is given to people who show a pervasive pat-
tern of social and interpersonal defi cits marked by acute dis-
comfort with, and reduced capacity for, close relationships 
and who experience cognitive or perceptual distortions and 
behavioral eccentricities, as indicated by fi ve or more of the 
following:

 ■      Ideas of reference  
■      Odd beliefs or magical thinking, which infl uence their be-

havior (e.g., belief in mind reading)  
■      Unusual perceptual experiences, including bodily illusions  
■      Odd thinking and speech  
■      Suspiciousness or paranoid ideation  
■      Inappropriate or constricted affect  
■      Behavior or appearance that is odd or eccentric  
■      Lack of close friends or confi dants other than immediate 

relatives  
■      Excessive social anxiety that tends to be associated with 

paranoid fears    

 Q:  Why would Joe not be considered to have schizoid personal-
ity disorder?  

more likely to have schizotypal personality disorder along 

with other disorders along the theoretical schizophrenia 

spectrum (Tienari et al., 2000). In another large investigation 

of the relatives of individuals with an onset of schizophrenia 

in childhood, schizotypal personality disorder was found to be 

more prevalent in patients’ parents (Asarnow et al., 2001). 

  Treatment for people with schizotypal personality disor-

der parallels the interventions commonly used in treating 

schizophrenia. For example, many individuals with schizo-

typal personality disorder experience cognitive and perceptual 

distortions, symptoms that seem to respond to neuroleptic 

antipsychotic medications (Coccaro, 1998). Clinicians work-

ing with these clients strive to establish a therapeutic alliance 

before confronting their distortions of reality (Millon et al., 

2000) or before trying to persuade them to take antipsychotic 

medication.      

   Although wanting to do so, a person with avoidant personality dis-
order cannot join in a lively conversation, due to the fear of saying 
something embarrassing. 
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 Avoidant Personality Disorder  

 Most people feel some degree of shyness on occasion—for 

example, in an unfamiliar situation in which they do not 

know other people. They may be concerned about commit-

ting a social blunder and appearing foolish; however, if  a 

person is always intimidated by social situations, fearful of 

any kind of involvement with others, and terrifi ed by the 

prospect of being publicly embarrassed, he or she may have 

avoidant personality disorder    .  

        People with avoidant personality disorder refrain al-

most entirely from social encounters, especially avoiding 

any situation with the potential for personal harm or em-

barrassment, and they steer clear of  an activity that is 

not part of  their usual, everyday routine. Sometimes they 

imagine terrible calamities resulting from novel activities 

and use this concern as a reason to avoid new situations 

where they can be seen by other people. Convinced that 

they are socially inferior to others, they become extremely 

sensitive to rejection and ridicule, interpreting the most 

innocent remark as criticism. As a result of  their desire to 

avoid the imagined disapproval of  others, they tend to be 

loners. Their job preferences refl ect this desire to keep away 

from others; they avoid occupations that would involve 

interacting with people. If  they can be assured of  uncon-

ditional acceptance, they can enter into close and even inti-

mate relationships. However, they remain restrained in their 

relationships, guarding against possible criticism, embar-

rassment, or rejection. 
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    This disorder shares some characteristics with schizoid 

personality disorder. In both disorders, the person tends to 

stay away from intimate relationships. However, the person 

with the avoidant disorder truly desires closeness and feels a 

great deal of emotional pain about the seeming inability to 

make connections with others. In contrast, the schizoid indi-

vidual prefers to be alone and lacks a sense of distress about 

being uninvolved with others. 

    Avoidant personality disorder is thought to exist along a 

continuum extending from the normal personality trait of 

 Mini Case 

 AVOIDANT PERSONALITY DISORDER 

 Max is a delivery person for a large equipment corporation. 
His co-workers describe Max as a loner, because he does not 
spend time in casual conversation and avoids going out to 
lunch with others. Little do they know that every day he strug-
gles with the desire to interact with them but is too intimidated 
to follow through. Recently, he turned down a promotion to 
become manager, because he realized that the position would 
require a considerable amount of day-to-day contact with oth-
ers. What bothered him most about this position was not just 
that it would require interaction with people but also that he 
might make mistakes that would be noticed by others. Al-
though he is 42, Max has hardly ever dated. Every time he 
feels interested in a woman, he becomes paralyzed with anx-
iety over the prospect of talking to her, much less asking her 
for a date. When female co-workers talk to him, he blushes 
and nervously tries to end the conversation as soon as 
 possible. 

 Diagnostic Features 
 This diagnosis applies to people with a pattern of social inhibi-
tion, feelings of inadequacy, and hypersensitivity to negative 
 evaluation, as indicated by four or more of the following: 
■      Avoidance of activities that involve signifi cant interpersonal 

contact because of fears of criticism, disapproval, or rejection  
■      Unwillingness to get involved with others unless certain of 

being liked  
■      Restraint within intimate relationships due to fear of being 

shamed or ridiculed  
■      Preoccupation with being criticized or rejected in social 

situations  
■      Inhibition in new interpersonal situations because of feel-

ings of inadequacy  
■      Self-view as socially inept, personally unappealing, or infe-

rior to others  
■      Reluctance to take personal risks or try new activities due to 

fear of being embarrassed    

 Q:  How does Max’s avoidant personality disorder differ from 
schizoid personality disorder? 

shyness to the anxiety disorder known as social phobia (which 

we discussed in Chapter 5). According to this view, avoidant 

personality disorder is a more severe form of social phobia 

(Rettew, 2000), possibly distinguished from social phobia by 

the presence of introversion and depressive symptoms (van 

Velzen, Emmelkamp, & Scholing, 2000). Data from the rela-

tives of people with social phobia further support the notion 

of a link with avoidant personality disorder. In a study that 

explored genetic links among these disorders, relatives of 

people with social phobia with and without avoidant person-

ality disorder were at higher risk for experiencing excessive 

social anxiety (Tillfors, Furmark, Ekselius, & Fredrikson, 

2001). Avoidant personality disorder was also found to be 

more prevalent in the parents of  people who developed 

schizophrenia in childhood (Asarnow et al., 2001). 

    Contemporary psychodynamic explanations of this dis-

order emphasize the individual’s fear of attachment in rela-

tionships (Sheldon & West, 1990), while cognitive-behavioral 

approaches regard the individual as hypersensitive to rejec-

tion, due to childhood experiences of extreme parental criti-

cism (Beck et al., 2004; Freeman et al., 1990). According to 

this approach, the dysfunctional attitudes these individuals 

hold center around the core belief that they are fl awed and 

unworthy of other people’s regard. Because of their perceived 

unworthiness, they expect that people will not like them; 

therefore, they avoid getting close to others to protect them-

selves from what they believe to be inevitable rejection. Con-

tributing to their dilemma are their distorted perceptions of 

experiences with others. Their sensitivity to rejection causes 

them to misinterpret seemingly neutral and even positive re-

marks. Hurt by this presumed rejection, they retreat inward, 

placing further distance between themselves and others. 

    The main goal of cognitive-behavioral therapy is to break 

the negative cycle of avoidance. The client learns to articulate 

the automatic thoughts and dysfunctional attitudes that are 

interfering with interpersonal relations and to see the irratio-

nality of these beliefs, but in a supportive atmosphere. These 

interventions are most successfully accomplished after the cli-

ent has come to trust the therapist. Other therapeutic measures 

based on a cognitive-behavioral model include graduated ex-

posure to increasingly threatening social situations and train-

ing in specifi c skills to improve intimate relationships. The very 

nature of the avoidant condition makes the treatment progno-

sis poor, primarily because these clients tend to be intensely 

sensitive to the possibility of any form of negative evaluation. 

Therapists, regardless of orientation, must be extremely patient 

in their attempts to build a therapeutic relationship, because it 

is only within a context of trust that there is any hope of mak-

ing therapeutic progress (Millon et al., 2000).    

 Dependent Personality Disorder  

 Unlike people with avoidant personality disorder, individuals 

with    dependent personality disorder    are strongly drawn to 

others. However, they are so clinging and passive that they 



may achieve the opposite of their desires as others become 

impatient with their lack of autonomy. Convinced of their 

inadequacy, they cannot make even the most trivial decisions 

on their own. For example, a man may feel incapable of 

selecting his clothes each day without consulting his live-in 

partner. In more important spheres, he may rely on his part-

ner to tell him what kind of job to seek, whom he should 

be friends with, and how he should plan his life. 

    Others may characterize individuals with this disorder as 

“clingy.” Without others near them, people with dependent 

personality disorder feel despondent and abandoned. They 

become preoccupied with the fear that close ones will leave 

them. They cannot initiate new activities on their own, because 

they feel that they will make mistakes unless others guide their 

actions. They go to extremes to avoid being disliked—for 

example, by agreeing with other people’s opinions, even when 

they believe these opinions to be misguided. Sometimes they 

take on responsibilities that no one else wants, so that others 

will approve of and like them. If anyone criticizes them, they 

feel shattered. They are likely to throw themselves wholeheart-

edly into relationships and, therefore, become devastated when 

relationships end. This extreme dependence causes them to 

urgently seek another relationship to fi ll the void.  

    Psychodynamic theory has traditionally regarded individ-

uals with dependent personality disorder as having regressed 

to or become fi xated at the oral stage of development because 

of parental overindulgence or parental neglect of dependency 

needs. Object relations theorists regard such individuals as 

being insecurely attached, constantly fearing abandonment 

(West & Sheldon, 1988). Because of their low self-esteem, 

they rely on others for guidance and support (Livesley, 

Schroeder, & Jackson, 1990). Consistent with these theories, 

researchers using the Family Environment Scale have found 
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Mini Case

 DEPENDENT PERSONALITY DISORDER 

 Betty has never lived on her own; even while a college student, 
30 years ago, she commuted from home. She was known by 
her classmates as someone who was dependent on others. 
Relying on others to make choices for her, she did whatever 
her friends advised, whether it involved the choice of courses 
or the clothes she should wear each day. The week after grad-
uation, she married Ken, whom she had dated all senior year. 
She was particularly attracted to Ken because his domineering 
style relieved her of the responsibility to make decisions. As 
she has customarily done with all the close people in her life, 
Betty goes along with whatever Ken suggests, even if she does 
not fully agree. She fears that he will become angry with her 
and leave her if she rocks the boat. Although she wants to get 
a job outside the home, Ken has insisted that she remain a 
full-time homemaker, and she has complied with his wishes. 
However, when she is home alone, she calls friends and des-
perately pleads with them to come over for coffee. The slight-
est criticism from Ken, her friends, or anyone else can leave 
her feeling depressed and upset for the whole day.  

 Diagnostic Features 
 People with this disorder have a pervasive and excessive need 
to be taken care of, which leads to their submissive, clinging 
behavior and fears of separation, as indicated by fi ve or more 
of the following:
■      Diffi culty making everyday decisions without advice and 

reassurance  
■      Need for others to assume responsibility for most major areas 

of life  
■      Diffi culty expressing disagreement with others due to fear of 

loss of support or approval  
■      Diffi culty initiating projects or tasks because of low self-

confi dence in judgment or abilities  
■      Tendency to go to excessive lengths to obtain nurturance 

and support, to the point of volunteering to do things that are 
unpleasant  

■      Feelings of discomfort or helplessness when alone due to 
fear of being unable to care for themselves  

■      Pursuit of another relationship as a source of care and sup-
port immediately following the end of a close relationship  

■      Preoccupation with fears of being left to take care of them-
selves    

Q:  What is an example of Betty’s submissive and clingy 
behavior?  

   When waiting to meet a late-arriving friend, a person with dependent 
personality disorder may feel helpless, not knowing what to do. 
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that the families of people with dependent personality dis-

order tend to have high ratings on the factor of control but 

low ratings on the factor of independence (Baker, Capron, 

& Azorlosa, 1996). 

    A cognitive-behavioral approach to dependent personal-

ity disorder maintains that resting at the heart of the disor-

der are unassertiveness and anxiety over making independent 

decisions. Dependent individuals believe that they are inad-

equate and helpless and, therefore, are unable to deal with 

problems on their own. For them, the natural solution is to 

fi nd someone else who will take care of them and relieve 

them of the obligation to make independent decisions. Hav-

ing arrived at this solution, they dare not act in assertive 

ways that might challenge the relationship’s security. 

    Unlike most of the other personality disorders, there is 

much greater cause for optimism regarding treatment of 

people with dependent personality disorder. Most people 

with this condition are motivated to change (Millon et al., 

2000). In psychotherapy based on cognitive-behavioral prin-

ciples, the therapist provides structured ways for the client 

to practice increasing levels of independence in carrying out 

daily activities. The client also learns to identify actual areas 

of skill defi cits and then to acquire the abilities necessary to 

perform these skills. However, while helping the client, the 

therapist avoids becoming an authority fi gure to the client. 

Clearly, it would be counterproductive for the client to 

become as dependent on the therapist as on others in his or 

her life (Beck et al., 2004; Freeman et al., 1990). 

        Obsessive-Compulsive 
Personality Disorder  

 People with obsessive-compulsive personality disorder strug-

gle continuously with an overwhelming concern about neat-

ness and the minor details of everyday life. You can probably 

think of instances in your life when you found it diffi cult to 

make a decision. Perhaps you worried about the matter for 

days, going back and forth between two choices, somewhat 

tormented by the process of evaluating the pros and cons 

of  each choice. Imagine what it would be like to go through 

life this way. People with    obsessive-compulsive personality 

disorder    feel immobilized by their inability to make a deci-

sion. (The words  obsessive  and  compulsive  in this context have 

a different meaning from the way they are used for obsessive-

compulsive disorder, a condition in which the individual has 

diagnosable obsessions or compulsions). In addition, people 

with obsessive-compulsive personality disorder are intensely 

perfectionistic and infl exible and express these attributes in 

a number of maladaptive ways. In striving for unattainable 

perfection, they become caught up in a worried style of 

thinking, and their behavior is infl exible to the point of 

being rigid. 

    The disturbance of  people with obsessive-compulsive 

personality disorder is also evident in how they act. They 

have an inordinate concern with neatness and detail, often 

to the point of losing perspective on what is important and 

what is not. This style is both irksome to others and ineffi -

cient for the individual with the disorder, because it makes 

it impossible to complete a project. Every single detail must 

come out just right, and, by the time these details are han-

dled, the person has run out of time or resources. Similarly, 

these individuals’ daily lives are ruled by a fanatical concern 

with schedules. For example, they might refuse to start a 

meeting until precisely the second it is scheduled to begin, 

or they might insist on seating each person in a room in 

alphabetical order. They are stingy with time and money and 

tend to hoard even worn-out and worthless objects. People 

with this disorder have a poor ability to express emotion, 

and they have few intimate relationships. Their intense 

involvement in their work contributes to this pattern, because 

they have little time for leisure or socializing. When they do 

interact with other people, they tend to be so rigid that they 

will not concede or compromise when there is disagreement. 

Others may regard them as excessively moralistic or prudish 

because of their narrow views on social, religious, and polit-

ical issues.   

    It is important to keep in mind that there is a difference 

between the hard-working, well-organized person with high 

standards and a concern about getting a job done right and 

the person with an obsessive-compulsive personality disor-

der. People with this disorder are unproductive, and their 

pursuit of  perfection becomes self-defeating rather than 

 constructive. Obsessive-compulsive personality disorder is 

one of the more common personality disorders (Weissman, 

1993), and it is more common in men than women (Golomb, 

Fava, Abraham, & Rosenbaum, 1995). 

    Freud believed that the obsessive-compulsive style rep-

resented fi xation at or regression to the anal stage of psy-

chosexual development. Psychodynamic thinking about this 

disorder has advanced somewhat from the time of Freud, 

however, with more attention given to cognitive factors and 

prior learning experiences as central in its development. 

    From the standpoint of  cognitive-behavioral theory, 

people with this disorder have unrealistic expectations about 

being perfect and avoiding mistakes (Beck et al., 2004; Free-

man et al., 1990). Their feelings of  self-worth depend on 

their behaving in ways that conform to an abstract ideal of 

perfectionism; if  they fail to achieve that ideal (which, inev-

itably, they must), they regard themselves as worthless. In 

this framework, obsessive-compulsive personality disorder is 

based on a problematic way of viewing the self. Supporting 

the importance of cognitive factors, researchers have identi-

fi ed among people with this disorder a greater tendency to 

be distracted by small details unimportant to the processing 

of visual stimuli (Yovel, Revelle, & Mineka, 2005). 

    Cognitive-behavioral treatment can be made more dif-

fi cult due to characteristic features of  this personality 

 dis order. The person with obsessive-compulsive personality 

disorder tends to intellectualize (Millon et al., 2000), to go 

over past actions constantly, and to consider further actions 

in light of whether or not there is a danger of making a 



mistake. Cognitive-behavioral therapy, with its focus on exam-

ining the client’s thought processes, may reinforce this rumina-

tive tendency. Consequently, some therapists use more tradi- 

tional behavioral techniques, such as thought stopping— 

instructing the client to reduce the amount of time spent in 

ruminative worry (Millon et al., 2000).    

 REVIEW QUESTIONS  

  1.    In which personality disorder does the individual show a 

pervasive pattern of grandiosity and need for admiration?  

  2.    Schizoid, schizotypal, and schizophrenia comprise the 

_________________.  

  3.    Cognitive-behavioral therapy of  avoidant personality 

disorder emphasizes which approach?       

 Personality Disorders: The 
Biopsychosocial Perspective  

 Now that you have read about the wide variety of ingrained 

patterns represented in the personality disorders, you can 

appreciate the diffi culty of making general statements about 

the causes and treatment of this diverse group. As we have 

seen throughout this chapter, researchers working in the fi eld 

of  personality disorders have struggled with the issue of 

overlap among these disorders (Bornstein, 1998). The jury is 

still out on whether the  DSM-IV-TR  has brought about 

greater refi nement. 

    While researchers continue to investigate the best system 

for diagnosing personality disorders, clinicians continue to 

look for the most effective methods for treating people whose 

symptoms have endured over many years and whose prob-

lems have been resistant to change. Not surprisingly, clini-

cians working with people who have personality disorders, 

particularly borderline, make extensive use of interventions 

ranging from medications to various forms of therapy (Bender 

et al., 2001). Given the uncertainties regarding the causes 

and nature of  these personality disorders, clinicians focus 

their therapeutic efforts on the primary causes of the client’s 

current distress, a more realistic goal than bringing about 

total change. Although some clinicians follow a set of spe-

cifi c ideas about treatment, most individualize their treat-

ment to respond to the particular problems of each client. 

For example, when treating a person with a dependent per-

sonality disorder, the clinician can help the client understand 

the roots of this dependency and then intervene in ways to 

reinforce autonomy. In contrast, when treating a client with 

avoidant personality disorder, the therapist focuses on help-

ing the client develop more satisfying interpersonal relations. 

Some theorists recommend particular attention to the thera-

peutic alliance when working with personality disordered 

individuals, especially in light of the fact that impairment in 

 OBSESSIVE-COMPULSIVE PERSONALITY DISORDER 

 For as long as he can remember, Trevor has been preoccupied 
with neatness and order. As a child, his room was meticulously 
clean. Friends and relatives chided him for excessive organiza-
tion; for example, he insisted on arranging the toys in his toy 
closet according to color and category. In college, his rigid 
housekeeping regimens both amazed and annoyed his room-
mates. He was tyrannical in his insistence on keeping the room 
orderly and free from clutter. Trevor has continued this pattern 
into his adult life. He is unhappy that he has not found a woman 
who shares his personal habits but consoles himself by becoming 
immersed in his collection of rare record albums featuring music 
of the 1940s. Trevor, a fi le clerk, prides himself on never having 
missed a day of work, regardless of health problems and family 
crises. However, his boss will not offer Trevor a promotion be-
cause she feels he is overattentive to details, thus slowing up the 
work of the offi ce as he checks and rechecks everything he does. 
He enhances his sense of self-importance by looking for opportu-
nities in the offi ce to take control. For example, when his co- workers 
are planning a party, Trevor tends to slow down matters because 
of his annoying concerns about every detail of the event. More 
often than not, his co-workers try to avoid letting him get  involved, 
because they object to his rigidity even in such trivial matters.  

 Diagnostic Features 
 This diagnosis applies to people with a pervasive pattern of 
preoccupation with orderliness, perfectionism, and mental and 
interpersonal control, at the expense of fl exibility, openness, and 
effi ciency, as indicated by four or more of the following:

■       Preoccupation with details, rules, order, organization, or 
schedules to such an extent that the major point of the activity 
is lost  

■      Perfectionism that interferes with task completion  
■      Excessive devotion to work and productivity to the exclusion of 

leisure activities and friendships (not due to economic necessity)  
■      Tendency to be overconscientious, scrupulous, and infl exible 

about matters of morality, ethics, or values (not due to culture 
or religion)  

■      Inability to discard worn-out or worthless objects  
■      Reluctance to delegate tasks to others unless they agree to an 

exact way of doing things  
■      Miserly spending style toward self and others  
■          Rigidity and stubbornness    

 Q:  How does Trevor’s behavior differ from that of a person who 
is extremely careful and conscientious.  

 Mini Case 
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interpersonal relationships is so central to the disturbance 

of these individuals. Specifi cally, those with Cluster A per-

sonality disorders (schizotypal, schizoid, and paranoid) have 

a profound impairment in interpersonal relationships. Those 

with Cluster B personality disorders (antisocial, borderline, 

histrionic, and narcissistic) tend to push the limits, thus 

requiring clinicians to exercise great care to avoid crossing 

inappropriate lines in their efforts to build an alliance. Those 

with Cluster C personality disorders (avoidant, dependent, 

and obsessive-compulsive) are emotionally inhibited and 

averse to interpersonal confl ict; they are prone to feelings 

of  guilt and tend to internalize blame for situations. Clini-

cians working with these clients may fi nd it easier to build 

an alliance because of  their greater willingness to engage 

(Bender, 2005). 

    At times, the clinician may rely more heavily on particu-

lar theoretical perspectives if  they seem pertinent to the cli-

ent’s history and current symptoms. For example, when treat-

ing clients with borderline personality disorder, more and more 

clinicians are fi nding that cognitive-behavioral approaches, 

such as dialectical behavior therapy, are quite helpful. Even 

clinicians who identify with other approaches may incorporate 

some of these techniques in treating clients with this person-

ality disorder. 

    Another feature of the personality disorders refl ecting 

biopsychosocial factors is that they evolve over the period 

of adulthood.  Table 10.1  presents a summary of the main 

features of these disorders as they are thought to appear in 

later adulthood. These are important to keep in mind in 

attempting to understand and treat individuals with these 

disorders as age.  

     Because of  the chronic and persistent nature of  per-

sonality disorders, as well as the diffi culty in precisely iden-

tifying their qualities, these disorders are likely to remain 

a challenging area for researchers and clinicians. It is also 

quite likely that the diagnostic criteria for these disorders, 

and even their names, will undergo continued revision in 

future editions of  the  DSM,  as theorists and researchers 

continue to refi ne and elaborate on their scientifi c base. In 

this process, mental health professionals will develop, not 

only a better understanding of  this form of  disturbance, 

but also perhaps a richer appreciation for the factors that 

contribute to normal personality growth and change 

through life.  

 TABLE 10.1   Theorized Patterns in Later Life of Axis II Disorders of the  DSM-IV-TR        

  Disorder   Theorized Patterns in Later Life  

    Antisocial personality disorder    Underlying trait of psychopathy does not seem to change with age. There is a reduction 
of impulsive and deviant behaviors.  

  Borderline personality disorder    Prevalence in older adults not well-established. Risky behaviors and suicide of individuals 
when young may lead to apparent decline in prevalence.  

  Histrionic personality disorder    Physical changes that signify to them a loss of attractiveness and sexuality may lead to 
diffi cult adaptation to aging.  

  Narcissistic personality disorder    “Narcissistic injuries” due to loss of power and prestige and general ageism in society 
may lead to increases in symptoms.  

  Paranoid personality disorder    Age-related defi cits in vision and hearing, along with cognitive changes, may lead to 
 isolation as the individual grows to believe that others are threatening or talking about 
him or her in negative ways.  

  Schizoid personality disorder    The need to depend on others for care with physical or cognitive infi rmities creates stress 
due to lifelong patterns of social isolation.  

  Schizotypal personality disorder    No clear prevalence data. However, odd and disorganized behavior in a person who 
does not have dementia may indicate the presence of this disorder.  

  Avoidant personality disorder    People with this disorder resist applying for and receiving needed social and supportive 
services. Without such support, they can become lonely, anxious, and frightened.  

  Dependent personality disorder    Older adults with this disorder experience extreme diffi culty adjusting to widowhood. They 
become helpless, lost, and vulnerable and might turn to children to replace the spouse.  

  Obsessive-compulsive personality    This disorder can become worse in later adulthood due to a greater need for control over
 disorder   the environment in the face of physical, cognitive, and social losses.  

   Source: From D. L. Segal, F. L. Coolidge, and E. Rosowsky in S. K. Whitbourne (Ed.)  Psychopathology in Later Life,  John Wiley & Sons, Inc., 2000, pp. 89–116. 
Reproduced with permission of John Wiley & Sons, Inc. 
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 Harold’s History  

 The story Harold told about his life 

helped me make sense of the turmoil 

of the past few years. The only child of 

middle-class parents, Harold spent 

much of his childhood seeking a com-

promise between his mother’s de-

mands that he stay “out of trouble” 

and his own desires to play and ex-

plore in his backyard and neighbor-

hood. When explaining even relatively 

minor incidents that occurred, the 

words he used to describe his mother 

refl ected the intensity of his feelings 

about her, as well as his pained am-

bivalence toward her. She was a 

“bitch . . . always yelling at me for any-

thing I did. She controlled my every 

move, yelled at me for playing too long 

with my friends, going too far from the 

house, leaving her home all alone. If I 

stayed in the backyard and near her, I 

was the good boy, and she praised me 

and rewarded me with candy and 

cookies. But, if I strayed for an hour, 

even when I was a teenager, she 

yelled down the street and humiliated 

me. Maybe it was her way of showing 

she loved me and worried about me, 

but it was a tough thing to deal with.” 

  Harold’s description of his father 

was certainly no more positive than 

that of his mother. He spoke of his re-

sentment about the fact that his father 

was hardly ever home and that, when 

he was there, he virtually ignored Har-

old. The message his mother repeated 

so often to Harold haunts him to the 

present day. She told him that she 

needed him to be the “man of the 

house.”  According  to  Harold,  this 

was how she rationalized her need for 

him to stay so close to her—he had 

“important responsibilities, after all.” 

  Harold told me that during adoles-

cence he desperately tried to fl ee his 

mother’s clutches. He became caught 

up in substance abuse, which seemed 

like his only chance “to escape.” In-

troduced to the world of street drugs, 

Harold became involved in a promis-

cuous and dangerous lifestyle, as he 

became caught up in drug traffi cking 

and petty thievery. He fi nally moved 

out of his mother’s apartment to a 

squalid room in a boarding house, 

and he hasn’t spoken to his mother in 

more than 5 years. Occasionally, he 

sees his father but is not interested in 

maintaining a relationship with him. 

  Throughout most of his twenties, 

Harold drifted from job to job, with-

out any sense of purpose. He tried 

college several times but dropped 

out because the “teachers were 

such losers.” Harold contended that 

his employment instability was due 

mostly to a series of health problems. 

He told me about three hospitaliza-

tions, each of which resulted from a 

serious motorcycle accident. He de-

scribed a long list of broken bones, 

concussions, and internal injuries he 

had sustained and, with a laugh in his 

voice, commented, “You’d think I was 

trying to kill myself, wouldn’t you?” 

  Relationships have been terribly 

unhappy for Harold. Throughout ado-

lescence and adulthood, he has 

moved from one relationship to an-

other, abruptly walking out on people 

who have been unable to satisfy his 

insatiable demands for love and af-

fection. As Harold described the many 

stormy relationships of his life, he 

found it diffi cult to acknowledge the 

possibility that he might have played a 

role in their failure.    

 Assessment  

 I told Harold that a psychological as-

sessment battery would help me de-

rive a clearer understanding of the 

nature of his problem. Initially, he re-

sponded with irritation, but he fi nally 

agreed. This ambivalence was evi-

dent throughout the testing sessions. 

At times, he was cooperative and 

pleasant, but he became irascible 

and impatient a short while later. 

  Harold’s IQ is above average, but 

his  IQ  score  alone  did  not  tell  the  whole 

story about Harold’s intelligence. The 

variability among the WAIS-IV subtest 

scores refl ected the unevenness in 

his cognitive functioning, with impres-

sive strengths on certain tasks (such 

as vocabulary) but notable defi cits 

on others (such as comprehension). 

Harold’s problem with comprehension 

tasks revealed his inadequate under-

standing of appropriate behavior in 

common situations. For instance, he 

responded to a question about why 

stoplights are needed by saying, “So 

that people won’t murder each 

other.” Although the essence of Har-

old’s response to this question sug-

gested that he understood the issue, 

I noted the angry content of what he 

said and how he said it. 

  Harold’s profi le on the MMPI-2 

revealed serious personality disor-

ganization, with some psychotic-like 

features. This impression was sup-

ported by his performance on the 

Rorschach test, in which he gave 

many unusual responses, describing 

images that are rarely reported by 

others who take the test. In the color 

cards, Harold saw fi re, explosions, 

and bursts of ammunition, coupled 

with sadistic human destruction: “a 

grenade blowing up in the middle of 

a Sunday picnic.” Themes of rage in 

the face of abandonment were par-

ticularly pronounced in Harold’s TAT 

stories. He described people’s moods 

as changing suddenly and chaoti-

cally, and the plots of his stories were 

similarly disorganized.    

 Diagnosis  

 Most striking about Harold’s story is 

the chaos that has permeated most 

facets of his life. His relationships 

have been turbulent and unfulfi lling, 

his emotions volatile, his behavior 

self-destructive and impulsive, and 

his sense of self seriously confused. 

  My initial interaction with Harold 

left me with a fairly certain diagnos-

tic impression of borderline personal-

ity disorder. In part, my inference was 

based on his presenting problems 

and history, but I was also deeply 

 affected by my personal reactions to 

Harold. I found myself feeling sympa-

thetic toward him at times and at 

times feeling disturbed by his abu-

sive responses to my efforts to un-

derstand and help him. 

  I was tuning in to the process by 

which Harold was “splitting” in his 

dealings with me, at times compli-

menting me about my clinical skillful-

ness but soon thereafter questioning 

my competence and ability to estab-

lish rapport with him. 

  As I considered the diagnostic 

criteria for borderline personality 
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disorder, I confi rmed my initial diag-

nostic hunch. Harold has a history of 

unstable and intense interpersonal 

relationships in which he responded 

to people in dramatically different 

ways, vacillating between idealization 

and devaluation of anyone close to 

him. This was commonly intertwined 

with affective instability, in which he 

felt tossed from one emotional state to 

another, feeling extremes of depres-

sion, anxiety, and irritability. At times, 

his mood escalated into inappropriate 

and intense expressions of anger in 

the form of temper tantrums and vic-

timizing behavior. At other times, the 

anger was self-directed and took the 

form of impulsive and self-destructive 

pursuits—such as reckless motorcy-

cle driving, promiscuity, and drug 

abuse. Never really sure about his 

own identity, he wandered from life-

style to lifestyle, from lover to lover, 

and from job to job, in a desperate at-

tempt to fi ll the void that he painfully 

carried with him everywhere.        

  Axis I:   Rule out cocaine 

 dependence  

  Axis II:   Borderline personality 

disorder  

  Axis III:   History of motorcycle 

injury that may in-

clude head trauma  

  Axis IV:   Problems with primary 

support group (lack 

of contact with 

 parents) 

 Occupational problems 

(discord and job 

 instability)  

  Axis V:   Current Global 

 Assessment of 

 Functioning: 32 

 Highest Global Assess-

ment of Functioning 

(past year): 32  

       Case Formulation  

 My diagnosis of Harold seemed clear 

and accurate, in that he met the cri-

teria for borderline personality disor-

der. But how did Harold develop this 

personality structure? By putting to-

gether the information from my inter-

view, the psychological assessment, 

and Harold’s history and current 

 presenting problems, I was able to 

formulate hypotheses based on what 

clinicians and researchers know 

about this personality disorder. 

  When trying to understand the eti-

ology of an individual’s personality 

disorder, it is common to consider the 

family’s contributions, both genetic and 

environmental. According to Harold, 

both   his   parents   were   “troubled 

people.” We can see this disturbance 

in his mother’s overprotective and 

anxious interactions with Harold and 

in his father’s aloofness and emotional 

unavailability. Could these personality 

disturbances have been transmitted 

genetically? Scientifi c understanding 

of this possibility remains limited, but 

it is reasonable to conclude that, as a 

result of his parents’ disturbance, 

Harold grew up in an emotionally un-

healthy home environment. 

  Looking at these issues more 

closely, we see a family system ripe 

for the development of a personality 

disorder. Harold’s father was distant, 

rejecting, and ineffective in moder-

ating his wife’s overcontrol of their 

son. Moreover, at a time when chil-

dren need to be able to exercise 

some autonomy, Harold’s mother 

was overcontrolling. She punished 

him by withdrawing her love if he ven-

tured away from her. The only way he 

could gain her love was by not leaving 

her in the fi rst place. Harold’s mother 

exerted similar pressure on him dur-

ing his adolescence. Under these 

circumstances, Harold’s ability to 

differentiate himself psychologically 

from his mother would have been ex-

tremely impeded, contributing to his 

current identity confusion. 

  Behavioral and systems perspec-

tives help augment this understanding 

of Harold’s problems. For example, it 

is reasonable to imagine that Harold 

modeled his interpersonal relation-

ships after the disturbed relationships 

he observed in his home life. Perhaps 

Harold learned negative attitudes about 

himself and inadequate strategies for 

coping with stresses, particularly 

those his mother imposed on him. 

  Harold’s diffi culties may also be 

seen as resulting from a disturbed 

family system in which an overin-

volved mother formed a unit with 

Harold that excluded his father. Her 

overinvolvement continued into ado-

lescence, a time when he should have 

been allowed to break away from the 

family. His involvement in the world of 

street drugs could be seen as the re-

sult of his mother having placed him in 

an impossible situation of not being 

able to satisfy her and his own needs 

simultaneously. Perhaps he saw 

drugs as the only escape from this 

dilemma. In addition, Harold’s inability 

to develop an adult identity refl ects 

his mother’s reluctance to let Harold 

grow up. He went on to substitute 

dependence on lovers for the patho-

logical relationship with his mother.    

 Treatment Plan  

 After my initial evaluation of Harold, I 

felt that intervention should involve an 

attempt at restructuring his personal-

ity, while attending to his current 

stresses and self-defeating behaviors. 

Had Harold been suicidal or more se-

riously self-destructive, I might have 

recommended that he admit himself 

to an inpatient treatment program, 

which is sometimes benefi cial for 

people with borderline personality 

disorder. This is especially true for 

those who seem to need the security 

and stability of the milieu. Although I 

considered this for Harold, his limited 

fi nancial resources made hospitaliza-

tion impossible. Therefore, I recom-

mended outpatient psychotherapy. 

  Harold asked me if I would be his 

psychotherapist, stating that I was 

the “only person to seem to under-

stand” his problems. Having treated 

a number of people with borderline 

personality disorder, I was alert to 

the probability that Harold’s positive 

response involved idealization, com-

monly noted in people with this per-

sonality disorder. At the same time, I 

found myself feeling interested in 

treating Harold. Something about him 

affected me deeply. Perhaps I was 

moved by the belief that I could help 

him undertake major life changes. 

Some might call this a rescue fan-

tasy—the notion that psychothera-

pists can rescue clients from the 

unhappiness that has become so 

R E T U R N  T O  T H E  C A S E
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much a part of their lives. With a bit 

of apprehension, and following a 

consultation with my colleagues 

about the wisdom of my treating 

Harold, I agreed to accept him into 

treatment and recommended that we 

schedule two sessions weekly for the 

fi rst 3 months. I believed that the in-

creased frequency of sessions would 

facilitate the development of rapport. 

  The treatment approach I have 

found to be most effective in treating 

people like Harold involves an integra-

tion of psychodynamic and cognitive-

behavioral approaches. Within the 

psychodynamic perspective, I planned 

an intense psychotherapy, in which 

the pattern of Harold’s early life rela-

tionships could be brought to the sur-

face and re-examined. I was not so 

naive as to consider such an approach 

with Harold to be simple. I expected 

that his initial laudatory comments 

about my clinical expertise would very 

likely be replaced by devaluing cri-

tiques of my “incompetence.” I was 

prepared for the likelihood that he 

would act and speak in provocative 

ways, perhaps testing me to see if I 

would angrily reject him, thereby prov-

ing that I wasn’t really concerned 

about him. I knew that there was a 

strong possibility that he would end 

treatment precipitously and go to an-

other therapist, to whom he might de-

scribe me in very unfl attering ways. In 

addition to the psychodynamic frame-

work, I planned to incorporate some 

cognitive-behavioral techniques with 

which Harold could learn appropriate 

styles of interacting with others, more 

constructive ways of perceiving him-

self, and more effective strategies for 

dealing with ordinary life stresses.    

 Outcome of the Case  

 To no one’s surprise, including mine, 

Harold’s treatment did not go very 

well. The fi rst few months were diffi -

cult and, frankly, fairly stressful for 

me. Harold became increasingly de-

manding of my attention and time, 

making emergency telephone calls on 

weekends, asking for extra sessions, 

and ruminating in therapy sessions 

about how frustrating it was not to be 

able to fi nd out more about my per-

sonal life. One incident troubled me 

greatly. It took place on a Friday after-

noon as I was leaving my offi ce, sev-

eral hours after a session with Harold. 

As I got into my car, I noticed in the 

rearview mirror that Harold was sit-

ting in his car across the parking lot, 

ostensibly ready to follow me home. 

Feeling both alarmed and angry, I 

walked over and spoke to Harold; he 

acknowledged that my hunch was 

correct but became very angry with 

me when I pointed out the inappropri-

ateness of this plan. When he didn’t 

show up for either of our sessions the 

following week, I felt greatly relieved. 

At the same time, I recognized my re-

sponsibility to reach out to Harold in a 

therapeutic manner, so I decided to 

drop him a note, urging him to come to 

our regularly scheduled sessions. 

  Harold returned to therapy, but 

his response to me remained trou-

bling from that point on. His expres-

sions of anger were more aptly 

characterized as rage, as he derided 

many of my efforts to help. In con-

trast, there were numerous times 

when he seemed responsive, and he 

made temporary changes in his life 

that refl ected a more healthy way of 

thinking and acting. We continued 

our therapy sessions for another 

year, during which our work could 

best be described as rocky. 

  Another crisis unfolded when I in-

formed Harold that I would be taking 

a 3-week vacation several weeks 

hence. Once again, he failed to show 

up for our sessions, and I tried to 

reach out to him by urging him to re-

sume therapy sessions. A week after 

I mailed my letter to him, I received a 

disturbing phone call from the emer-

gency room physician in the hospital 

where I worked. Harold had taken an 

overdose of heroin and wanted to 

see me. I did see Harold and made 

arrangements for him to be admitted 

to the inpatient psychiatric unit. He 

told me how grateful he felt about my 

expression of concern and how re-

lieved he felt that our sessions would 

resume, this time on the inpatient unit. 

I wondered whether he had manipu-

lated me, but I felt that the serious-

ness of his self-destructive behavior 

warranted inpatient treatment. 

  Harold remained on the unit for 2 

weeks and seemed to stabilize, both 

physically and emotionally. However, 

in our session just prior to his dis-

charge from the hospital, Harold an-

grily told me of his plans never to 

return to therapy with me. He stated 

that he wanted to fi nd a therapist 

who would be “more giving” than I 

was. My efforts to work through this 

issue with Harold failed, and I never 

did see him again. Several months 

after our termination, I read in the 

newspaper that Harold had been ar-

rested and charged with reckless 

driving while intoxicated. The photo-

graph accompanying the newspaper 

story showed Harold staring into the 

camera with knifelike intensity. I 

could see the rage in his eyes, yet at 

the same time I knew that underlying 

his rage were feelings of confusion, 

loneliness, and desperation. 

    Sarah     Tobin  ,   PhD       

       SUMMARY  

■      A personality disorder involves a long-lasting, maladaptive 

pattern of  inner experience and behavior, dating back to 

adolescence or young adulthood, that is manifested in at 

least two of the following areas: (1) cognition, (2) affectivity, 

(3) interpersonal functioning, and (4) impulse control. This 

infl exible pattern is evident in various personal and social situ-

ations, and it causes distress or impairment. Because person-

ality disorders involve the whole fabric of  an individual’s 
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being, clinicians typically perceive these as being the most 

challenging of  the psychological disorders to treat. Person-

ality disorders cause major intrapsychic and interpersonal 

diffi culty, leading to long-lasting impairment. The diagno-

sis of  personality disorders is diffi cult, because many per-

sonality disorders share similar features, causing some 

concerns about the reliability and validity of  these diag-

noses. The  DSM-IV-TR  uses separate diagnoses that are 

grouped into three clusters based on shared characteristics. 

Cluster A comprises paranoid, schizoid, and schizotypal 

personality disorders, which share features of  odd and 

eccentric behavior. Cluster B includes antisocial, border-

line, histrionic, and narcissistic personality disorders, which 

share overdramatic, emotional, erratic, or unpredictable 

attitudes and behaviors. In Cluster C are avoidant, depen-

dent, and obsessive-compulsive personality disorders, which 

share anxious and fearful behaviors.  

■        People with antisocial personality disorder lack regard for 

society’s moral or legal standards. This diagnosis has its ori-

gins in Cleckley’s notion of psychopathy, a personality type 

characterized by several features, such as lack of remorse, 

extreme egocentricity, lack of  emotional expressiveness, 

impulsivity, and untruthfulness.  DSM-IV-TR  diagnostic cri-

teria add behavioral aspects involving disreputable and 

manipulative behaviors. Biological theories have focused on 

brain abnormalities, such as defects in the prefrontal lobes 

of the cerebral cortex. There is considerable support for the 

notion that genetic makeup plays an important, though not 

exclusive, role. Psychological theories have focused on the 

notion that these individuals are unable to feel fear or anx-

iety or to process any information that is not relevant to 

their immediate goals. Sociocultural theories focus on fam-

ily, early environment, and socialization experiences. As for 

treatment, experts recommend confrontation, especially in 

group therapy.  

■        Borderline personality disorder is characterized by a perva-

sive pattern of poor impulse control, fl uctuating self-image, 

and unstable mood and interpersonal relationships. Many 

people with this condition engage in splitting and parasui-

cidal behavior. An interesting biological theory focuses on 

brain differences, particularly hypersensitive noradrenergic 

pathways, that may have evolved as a result of earlier trauma. 

Psychological theories have dwelled on trauma and abuse as 

predisposing factors. Sociocultural theories focus on the 

possibility that many people develop this disorder as a result 

of  diminished cohesion in contemporary society. As for 

treatment, clinicians try to balance levels of  support and 

confrontation while giving special attention to issues of sta-

bility and boundaries. Linehan’s dialectical behavior therapy 

involves components of acceptance and confrontation. As 

an adjunct to psychological treatment, some clinicians rec-

ommend medication.  

■        In addition to antisocial and borderline personality disor-

ders, which have received extensive attention in the research 

and clinical literature, there are eight other personality 

disorders. The diagnosis of  histrionic personality disorder 

is given to people who show a pattern of  excessive emo-

tionality and attention seeking, while narcissistic personal-

ity disorder applies to people who show a pervasive pattern 

of  grandiosity, need for admiration, and lack of  empathy. 

Paranoid personality disorder is characterized by extreme 

suspiciousness of  others. People with schizoid personality 

disorder show a pattern of  detachment from relationships 

and a restricted range of  emotional expression in their 

dealings with others. Those with schizotypal personality 

disorder show a pattern of  social and interpersonal defi cits 

marked by acute discomfort with, and reduced capacity for, 

close relationships; they also experience cognitive or per-

ceptual distortions and behavioral eccentricities. Avoidant 

personality disorder is characterized by a pattern of  social 

inhibition, feelings of  inadequacy, and hypersensitivity to 

negative evaluation. People with dependent personality dis-

order have an excessive need to be taken care of, which 

leads to their submissive and clinging behavior and fears 

of separation. Obsessive-compulsive personality disorder is 

characterized by a preoccupation with orderliness, perfec-

tionism, and mental and interpersonal control, at the expense 

of fl exibility, openness, and effi ciency. Given the lack of cer-

tainty about the causes of personality disorders, clinicians 

tend to focus efforts on improving the client’s current life 

experiences, rather than attempts to bring about total change; 

consequently, most therapists individualize treatments to 

respond to the needs and diffi culties of each client.     
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 ANSWERS TO REVIEW QUESTIONS   

 Antisocial Personality Disorder (p. 314)  

1.        Criminal is a legal term, not a psychological concept. 

Adult antisocial behavior refers to illegal or immoral be-

havior, such as stealing, lying, or cheating. Neither term 

suffi ciently characterizes antisocial personality  disorder.  

2.         Maturation  

3.          In group therapy, people with antisocial personality dis-

order receive feedback from their peers, who cannot be 

easily deceived.     

 Borderline Personality Disorder (p. 321)  

1.        Splitting  

2.         Inability to regulate emotional distress along with a lack 

of  insight into one’s emotions can interfere with the 

ability to pursue goal-directed behaviors and cope with 

stressful feelings.  

3.        Dialectical behavior therapy     

 Personality Disorders (p. 331)  

1.        Narcissistic  

2.        Schizophrenic spectrum  

3.          Transforming client’s feelings of  inadequacy and help-

lessness so that they feel better able to handle their prob-

lems and their inability to assert themselves with other 

people        
ANSWERS TO MINI CASE QUESTIONS   

 Antisocial Personality Disorder (p. 311) 

A:   Marrying a woman less than 24 hours after meeting her 

is an example of impulsive behavior.   

 Borderline Personality Disorder 
(p. 315) 

A:   Lisa’s behavior refl ects a pattern of unstable and intense 

interpersonal relationships that vacillate between ideal-

izing and devaluing others.   

 Histrionic Personality Disorder (p. 321) 

A:   Lynnette’s histrionic condition refl ects the characteristics 

of being overdramatic, emotional, and unpredictable.   

 Narcissistic Personality Disorder 
(p. 323) 

A:   Chad seems most aligned with the elitist subtype in that 

he feels privileged and engages in self-promotion.   

 Paranoid Personality Disorder (p. 324) 

A:   Anita’s suspiciousness and distrust of  others do not 

refl ect deeply entrenched false beliefs that would repre-

sent a break with reality.   

 Schizoid Personality Disorder (p. 325) 

A:   Because Pedro works as a night security guard, he can 

be in his own private world of thoughts without having 

to interact with others.   

 Schizotypal Personality Disorder (p. 327) 

A:   Joe’s thinking refl ects cognitive and perceptual distortions 

including ideas of reference and loose associations.   

 Avoidant Personality Disorder (p. 328) 

A:   Max yearns to be in relationships with other people, 

whereas individuals with schizoid personality disorder 

prefer being alone.   

 Dependent Personality Disorder (p. 329) 

A:   Betty goes along with her husband’s suggestions even 

when she doesn’t agree, fearing that he will become angry 

with her and leave her.   

 Obsessive-Compulsive Personality Disorder (p. 331) 

A:   Trevor is tyrannical in his insistence about keeping things 

orderly and is overly attentive to details to such an extent 

that his work performance is impaired.       

 INTERNET RESOURCE 

 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6e .

There you will fi nd more information, resources, and links to topics of interest.                                            
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  From the moment I entered the wait-

ing room to greet 8-year-old Jason 

Newman and his parents, I could tell 

that my intake session would be a 

challenge. Jason’s father, Marvin, 

was kneeling on the fl oor, trying to 

sponge up several gallons of water 

leaking from the water cooler that 

Jason had just knocked over. His 

mother, Janet, stood nearby and, 

with audible exasperation, scolded 

Jason for his carelessness. With a 

mixture of tearfulness and rage, 

Mrs. Newman sternly lashed out at 

Jason with the words “Why can’t 

you be more careful? Get over there 

and help your father clean up the 

mess you just made!” Instead of 

paying any attention to her, however, 

Jason was intensely committed to 

playing a game on his handheld 

video game system. He made pop-

ping noises with his mouth, inter-

spersed with cheers about his video 

accomplishments. Feeling like an in-

truder in a tense family scene, I awk-

wardly introduced myself. Even be-

fore responding to my introduction, 

Mrs. Newman crisply commented, 

“I’m glad you arrived when you did, 

so that you can see fi rsthand the 

kind of frustrations we face with 

 Jason a dozen times every day!” I 

tried to offer calming and reassuring 

words, but I realized how upsetting 

such experiences must be for the 

entire family, including Jason. 

  As soon as we began the inter-

view, Jason’s parents eagerly pro-

ceeded to tell me the ways in which 

Jason had been creating havoc for 

most of his life. Neighbors had com-

plained about his behavior for years, 

each of his classroom teachers had 

urged the Newmans to get help for 

him, and most of their relatives had 

explicitly conveyed their concern 

about Jason’s behavior during family 

gatherings. 

  Mrs. Newman’s voice was tense 

as she described her years of strug-

gling with Jason’s problems. She ex-

plained that, although he had been a 

quiet child during his infancy, this 

began to change around Jason’s 

fi rst birthday. As soon as he began 

walking, Jason became a “terror.” 

When describing a day at home with 

Jason, Mrs. Newman said she often 

felt as though she were locked up 

with an unmanned motorcycle that 

roared through the house, wrecking 

everything in its path. Although I had 

heard many descriptions of attention-

defi cit/hyperactivity disorder, the 

words Janet Newman chose had 

tremendous power, leaving me with 

the sense that this was an exhausted 

and exasperated parent. 

  Mrs. Newman frequently used 

the term  hyper  in describing her son. 

Jason was a fi dgeter, always squirm-

ing in his seat, frequently jumping up 

and running around, regardless of 

whether they were in church, at a 

movie, or eating dinner at home. 

Jason was a constant source of ag-

gravation to his playmates, because 

he caused trouble in any game they 

were playing. Even in the simplest of 

games, such as basketball, Jason 

broke the rules, stole the ball from 

other children, refused to wait his 

turn, or intentionally provoked oth-

ers to the point that all the children 

on the playground yelled at him and 

told him to go home. 

  Mrs. Newman had lost count of 

the number of special teacher con-

ferences to which she had been 

summoned. In every meeting, the 

story was the same: Jason did not 

pay attention in school; he disrupted 

virtually every classroom activity; 

he threw things at other children; he 

played tricks on the teachers; and 

he talked out loud even during quiet 

reading time. Each of Jason’s teach-

ers had observed that Jason was 

bright, but they could not get him to 

do his assignments, either for class-

room activities or homework. Even 

when Jason did complete his home-

work, he usually lost it on his way to 

school, along with his books and 

pencils. The teachers had developed 

several intervention plans that in-

cluded behavioral strategies, but the 

effectiveness of these attempts was 

limited. As Mr. Newman admitted, 

“We never followed through with the 

plan when Jason was home, so I 

guess that’s why he hasn’t changed 

very much.” 

  The Newmans then explained 

what fi nally prompted them to seek 

professional help for Jason. His be-

havior had gotten so out of control 

that he was risking the safety of 

others. At school one day during the 

previous week, Jason was caught 

setting fi res. Taking a box of wooden 

matches he had brought from home, 

Jason went into the boys’ lavatory, 

ignited a roll of toilet paper and 

some paper towels, and threw a lit 

match into the wastebasket. The 

smoke detector set off the school 

fi re alarm, and everyone was evac-

uated. This was the fi nal straw for 

the school principal, who called the 

Newmans and made it clear that 

Jason could not return to school 

until a professional treatment plan 

was in place. 

  After talking with the Newmans, 

I asked Jason to meet with me for 

15 minutes alone. This was a diffi -

cult session, but it gave me the op-

portunity to interact with Jason in a 

way that would reduce distractions 

and interruptions. He answered 

some of my questions, ignored oth-

ers, and often abruptly changed the 

topic. I did get the sense that Jason 

was upset about his lack of friends. 

He told me that his teachers were 

boring and that he would rather stay 

home and practice basketball, be-

cause he wanted to play profes-

sional basketball when he grew 

up. After our talk, I could under-

stand the ambivalence that clearly 

characterized his own mother’s re-

sponse to him. He was an attractive 

child with some very endearing 

qualities. At the same time, he en-

gaged in many annoying behaviors 

that made even brief interactions 

with him feel exhausting. 

    Sarah     Tobin  ,   PhD     
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  T
he disorders discussed in this chapter are conceptu-

ally related, because they fi rst appear at birth or dur-

ing youth. Because they strike so early, disorders that 

begin in childhood are of great concern to the adults who 

have a role in the child’s life. Imagine what it would be like 

if, as a parent, you faced problems like Jason’s on a daily 

basis. You would probably feel a great deal of personal dis-

tress as you struggled to deal with his needs. The emotional 

burden of having a disturbed child can be great for those 

who are close to the child, and the pain that the atypical 

child experiences can last throughout life. Some cases of dis-

turbance are so serious that even the best efforts to bring 

these children into the mainstream of society have limited 

positive impact. In recent years, the mental health problems 

of children have become such a focus of concern that the 

U.S. surgeon general convened a national conference to 

develop a national action agenda from which specifi c recom-

mendations emerged ( Report of the Surgeon General’s Con-

ference on Children’s Mental Health,  2000).      

 Introductory Issues  

 As you are reading about the conditions described in this 

chapter, you may wonder at times why mental retardation and 

learning disabilities, for example, are considered psychological 

disorders. Some would contend that it is inappropriate to 

include these conditions in a list of disorders. Along related 

lines, some so-called disorders may actually represent devel-

opmental aberrations rather than psychiatric abnormalities. 

For example, you will read about  oppositional defi ant disorder ,

which involves a pattern of disruptive and uncooperative 

behavior. You may question whether it is right to give a psy-

chiatric diagnosis to a boy who frequently loses his temper, 

argues with his parents, refuses to obey rules, acts in annoying 

ways, swears, and lies. However, it is important to keep in 

mind that these are conditions that result in maladjustment 

or experiences of distress. Consequently, it makes sense that 

these conditions are included in the  DSM-IV  for many of the 

same reasons that other disorders are included. 

        Mental Retardation  

Mental retardation    ,  a condition present from childhood, is 

characterized by signifi cantly below average general intellec-

tual functioning (an IQ of 70 or below). Approximately 1 per-

cent of the population has mental retardation, and it is more 

common in males. Mental retardation is a broad term that en-

compasses several gradations of intellectual functioning and 

adaptive behavior, which are refl ected in the categorization sys-

tem developed by the American Association of Mental Defi -

ciency and incorporated into the psychiatric nomenclature.  

 Characteristics of Mental Retardation 

 In addition to intellectual defi cits, people with mental retar-

dation have signifi cant impairments in various abilities in-

volved in adapting to everyday life. For example, they may 

lack social skills and judgment, have diffi culty communicat-

ing, or be unable to care for themselves. Although some indi-

viduals with mental retardation are able to function in-

dependently, many depend on others for their personal care 

and well-being.  Table 11.1  summarizes the common social 

and academic capabilities at each level of retardation.  

 Theories and Treatment 
of Mental Retardation 

 Mental retardation may result from an inherited condition 

or from an event or illness that takes place during the 

course of  development at any point from conception through 

adolescence.  

 Inherited Causes   Some forms of mental retardation are 

genetically transmitted. For example, infants with  phenylke-

tonuria  (PKU) are born with an inability to utilize phenyl-

alanine, an amino acid essential to the manufacturing of 

proteins. Phenylalanine builds up in the body’s tissues and 

blood, leading to severe neural damage.  Tay-Sachs disease  is 

a metabolic disorder caused by the absence of a vital enzyme 

Most children are stubborn at times, but chronically diffi cult behavior 
can contribute to family disharmony.



(hexosamindase A, or hex-A), which leads to the accumula-

tion of lipid in nerve cells, leading to neural degeneration and 

early death, usually before age 5. Tay-Sachs disease is most 

commonly found in descendants of Eastern European (Ash-

kenazi) Jews.  Fragile X syndrome , which derives its name 

from the fact that it is transmitted through the Fragile X gene 

(FMR1) on the X chromosome, is associated with severe 

forms of retardation, particularly in males. 

      Other forms of inherited disorders are the result of a 

chromosomal aberration during conception.    Down syndrome    

(named after the English physician who fi rst described the dis-

order) is the best known of these forms of mental retardation. 

As we pointed out in Chapter 4, Down syndrome is caused by 

an extra twenty-fi rst chromosome. People with Down syn-

drome have a characteristic facial structure and one or more 

physical disabilities. All individuals with Down syndrome have 

mental retardation, generally ranging from mild to moderate. 

Compared with other children, their motor, cognitive, and 

social skills develop at a slower rate. Early in the twentieth 

century, people with Down syndrome were fated to live in insti-

tutions and rarely lived past age 9. Improvements in therapeu-

tic and educational interventions, such as better medical 

treatment and the integration of children into schools and 

communities, have contributed to increases in life expectancy. 

Currently, most people with Down syndrome live into their 

fi fties. However, the health of those living to this age is usually 

poor, and nearly all develop brain changes resembling those of 

Alzheimer’s disease (see Chapter 12).  

    Environmental Causes   Environmental hazards are another 

cause of mental retardation. These include exposure to certain 

drugs or toxic chemicals, maternal malnutrition, and infections 

in the mother during critical phases of fetal development. For 

example, researchers have determined that mothers who con-

tract rubella (“German measles”) during the fi rst 3 months of 

pregnancy are likely to have a child with mental retardation. 

Problems during the baby’s delivery that can cause mental 

retardation include infections, anoxia (loss of oxygen, leading 

to brain damage), and injury to the brain. Premature birth can 

TABLE 11.1 Classifi cation of Mental Retardation by IQ Scores and Behavioral Competencies

 Behavioral Competencies

Degree of
Retardation IQ Range Preschool (0–5) School Age (6–19)

Mild 50/55–70 Can develop social and communication Can learn academic skills up to
   skills; minimal retardation in sensory-  sixth-grade level; can be guided
   motor area; often not distinguished   toward social conformity
   until later ages

Moderate 35/40–50/55 Can talk or learn to communicate; poor Can profi t from training in social
   social awareness; fair motor skills;   and occupational skills; unlikely
   profi ts from self-help skill training;   to progress beyond second-
   requires some supervision  grade level; some independence
    in familiar places possible

Severe 20/25–35/40 Poor motor development and minimal  Can learn to talk or communicate;
   language skill; generally cannot   can be trained in elemental self-
   profi t from training in self-help; little   help skills; profi ts from systematic
   communication  habit training

Profound Under 20 or 25 Gross retardation, with minimal capacity Some motor development present; 
   for functioning in sensory-motor areas;  may respond to very limited
   requires intense care  range of training in self-help

Source: From E. J. Mash & L. G. Terdal (Eds.), Behavioral Assessment of Childhood Disorders, 2nd ed. Copyright © Guilford Publications, Inc. Reprinted by permission.

Fragile X syndrome. This is a micrograph of two X chromosomes of 
a female (left ) and an X and a Y chromosome of a male (right ). The 
two arrows point to the region known as a fragile site. Note that the 
indentation at the bottom of each looks as if it is ready to break.
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also be associated with mental retardation. After birth and 

during childhood, mental retardation can result from diseases, 

head injuries caused by accidents or child abuse, and exposure 

to toxic substances such as lead or carbon monoxide. 

     Fetal alcohol syndrome (FAS)    is a set of physical and 

mental birth defects that results from a mother’s alcohol con-

sumption during pregnancy. FAS is considered by some to be 

the leading cause of mental retardation, affecting approxi-

mately 1 of every 1,000 live births. The condition is of par-

ticular concern among certain high-risk groups, such as 

African Americans, Native Americans, and Canadian Indians 

(Centers for Disease Control and Prevention, 2007). 

  At birth, infants with fetal alcohol syndrome are smaller 

in weight and length, and these defi ciencies persist into child-

hood. Typically, their IQ is in the mildly retarded range, 

although some are severely retarded. Many have a charac-

teristic set of facial abnormalities involving the eyes, nose, 

jaw, and middle region of the face. Their internal organs may 

also be affected, particularly the cardiovascular system. Motor 

and cognitive defi cits are also associated with the syndrome, 

including a lack of coordination, an inability to concentrate, 

and impairments in speech and hearing. Furthermore, they 

may be unable to form friendships, and they can become 

socially withdrawn and isolated. 

  There appears to be a direct connection between the 

amount of alcohol ingested by the mother and the degree 

of physical and behavioral problems in the child. It is not 

clear just how much alcohol is needed to cause this condi-

tion, though researchers have determined that drinking even 

relatively moderate amounts of  alcohol during pregnancy 

can result in lower birth weight and can place the newborn 

at risk of dying (National Institute of Alcoholism, 2005). 

Heavy alcohol intake during pregnancy can also cause a 

wide range of neuropsychological defi cits, including dysfunc-

tions in visuospatial processing, verbal and nonverbal learn-

ing, attention, and executive control processes (Riley & 

McGee, 2005). To refl ect the fact that the disorders caused 

by prenatal exposure to alcohol run along a continuum from 

mild to severe, experts in the fi eld are now referring to FAS 

as a spectrum disorder (Hoyme et al., 2005). Other sub-

stances can also have detrimental effects on the developing 

fetus. For example, cocaine exposure negatively affects motor 

development (Miller-Loncar et al., 2005). 

MENTAL RETARDATION

Juanita is a 5-year-old girl with Down syndrome. Her mother 
was 43 when she and her husband decided to start their family. 
Because of her age, Juanita’s mother was advised to have pre-
natal testing for any abnormalities in the chromosomal makeup 
of the developing fetus. Juanita’s parents were shocked and 
distressed when they learned the test results. When Juanita was 
born, her parents were prepared for what to expect in terms of 
the child’s appearance, behavior, and possible medical prob-
lems. Fortunately, Juanita needed no special medical attention. 
Very early in Juanita’s life, her parents consulted with educa-
tional specialists, who recommended an enrichment program 
designed to maximize cognitive functioning. From age 6 months, 
Juanita attended a program each morning in which the staff 
made intensive efforts to facilitate her motor and intellectual 
development. Now that she is school-age, Juanita will enter 
kindergarten at the local public school, where efforts will be 
made to bring her into the mainstream of education. Fortunately, 

Juanita lives in a school district in which the administrators rec-
ognize the importance of providing resources for pupils like 
Juanita, so that they will have the opportunity to learn and grow 
as normally as possible.

Diagnostic Features

■  With an onset prior to age 18, people with mental retardation 
have subaverage intellectual functioning, as demonstrated by 
such measures as IQ, which is approximately 70 or below.

■  They have concurrent defi cits or impairments in adaptive func-
tioning in at least two of the following areas: communication, 
self-care, home living, social/interpersonal skills, use of com-
munity resources, self-direction, functional academic skills, 
work, leisure, health, and safety.

■  Degree of severity is either mild, moderate, severe, or  profound.

Q:  Assuming that Juanita lives beyond age 60, what kind of 
health problems would she likely encounter?

Mini Case

Children born with fetal alcohol syndrome have a constellation of 
behavioral and physical characteristics refl ecting the detrimental effects 
of alcohol on their prenatal development.



      As you can see, the developing human is vulnerable to 

toxic infl uences and requires adequate nutrition and nurtur-

ance for normal development to take place. In addition, 

many other factors can impair normal development during 

childhood and can play a role in causing mental retardation. 

Poor nutrition in the early years, particularly the fi rst year 

of life, can cause mental retardation, leading to long-term 

defi cits in cognitive and behavioral functions. Inadequate 

prenatal care or grossly inattentive parenting also can con-

tribute to    failure to thrive    ,  a condition in which the child fails 

to grow physically and cognitively at a normal rate.   

 Treatment   Although there is no cure for mental retar-

dation, early intervention can enrich the intellectual and 

physical development of  people with this condition. Some 

people with mental retardation can learn the skills needed 

to live in a productive way in society. With educative inter-

ventions early in life, they can develop better motor abili-

ties, coordination, language usage, and social skills. Through 

the process of     mainstreaming    ,  in which people with cog-

nitive and physical disabilities are integrated with non-

disabled individuals, they participate in ordinary school 

classrooms, where they are provided with assistance geared 

to their particular needs. 

  Behavioral interventions are the most useful in produc-

ing motor, language, social, and cognitive gains. Parents 

can participate in this process by rewarding a child for 

appropriate behaviors and by responding negatively to 

inappropriate behaviors. Family-based interventions pro-

vide parents with a context within which to discuss family 

problems and issues related to the family member who has 

mental retardation. Such interventions can provide an im- 

portant source of  support. 

  To see how a combined behavioral-family approach 

might work, consider the case of  Lucy’s parents, who are 

reluctant to take her out of  the house, even to go grocery 

shopping. When they do, she pulls things off  the shelves, 

cries when food items are taken away from her, and sits in 

the aisle, refusing to get up. A behavioral approach to treat-

ing the problem would involve training the parents to 

respond immediately to undesirable behaviors with verbal 

reprimands and to provide positive reinforcement for desir-

able behaviors. They might be instructed to yell forcefully 

when Lucy sits in the aisle and to touch and praise her when 

she acts appropriately. 

  Because of increased public awareness, more attention 

is being given to preventing the physical disorders that lead 

to mental retardation. The most straightforward form of 

prevention is the early detection of PKU by testing the baby 

for this disorder immediately after delivery, a test that is 

required by law in most states. If  the baby tests positive, 

steps are taken to correct the disorder by means of a special 

diet. The other genetic causes of mental retardation, how-

ever, cannot be reversed. 

  In contrast to genetically caused mental retardation, 

many environmentally caused forms of  mental retardation 

can be prevented. In fact, fetal alcohol syndrome is the most 

preventable form of  mental retardation (Miller-Loncar et 

al., 2005). In recent years, attempts have been made to 

teach people ways to improve conditions of  prenatal devel-

opment and to make the birth process safer. For example, 

alcoholic beverage containers and cigarette packages now 

have warning labels about the relationship between con-

genital disabilities and drinking alcohol or smoking during 

pregnancy. Community education programs within specifi c 

populations can be infl uential in changing alcohol-related 

behaviors among pregnant women in high-risk groups 

(Boulter, 2007). Counseling pregnant women who abuse or 

are dependent on alcohol or other substances can also help 

limit the damage to the developing fetus. Important tech-

nological advances have brought about improved condi-

tions for childbirth, such as more-effective measures for 

preventing oxygen deprivation during the birth process. 

Parents are also being alerted to the importance of protect-

ing children from head injuries; for example, using bicycle 

helmets, children’s car seats, and automobile seat belts can 

prevent potentially debilitating traumas to the brain. In 

recent years, psychologists have been called on to raise aware-

ness that environmental toxins play a major role in causing 

a variety of  developmental disabilities (Koger, Schettler, & 

Weiss, 2005). 

REVIEW QUESTIONS

        1.    A child with an IQ with 60 would be classifi ed as having 

____________ mental retardation.  

  2.    What is the cause of Down syndrome?  

  3.    What is mainstreaming?       

Public legislation in 1975 set a federal mandate for children with 
serious developmental disorders to be integrated into regular class-
rooms in the public schools.
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 Pervasive Developmental Disorders  

 In this section, we will turn our attention to conditions that 

seem to permeate every facet of a child’s existence. Because 

of the all-encompassing nature of these conditions, they are 

referred to as    pervasive developmental disorders    and are char-

acterized by severe impairment in several areas of develop-

ment (e.g., social interaction or communication skills) or the 

presence of extremely odd behavior, interests, and activities. 

We will focus primarily on the most common of these condi-

tions,    autistic disorder    ,  which is characterized by a massive 

impairment in an individual’s ability to communicate and 

relate emotionally to others.  

 Characteristics of Autistic Disorder 

 Before age 3, and often in infancy, individuals with autistic 

disorder show oddities in several spheres that other people 

easily detect, such as unresponsiveness. Although, in approx-

imately 20 percent of cases, autistic disturbance is not evi-

dent during the fi rst or even second year of life, the more 

common picture involves notable abnormalities from the 

early months of infancy, with parents of these infants becom-

ing aware that the child seems somehow different (American 

Psychiatric Association, 2000). The parents might mistak-

enly attribute the child’s unresponsiveness to deafness. In 

time, however, they come to realize that their child is able to 

hear but lacks the ability to respond like other children of 

the same age. At this point, they are likely to turn to a pedi-

atrician or clinician with developmental expertise. Clinicians 

assign the diagnosis of autistic disorder based on symptoms 

that fall into three groups: impairment in social interaction; 

impairment in communication; and oddities of behavior, in-

terests, and activities.  

 Impairment in Social Interaction   Individuals with autis-

tic disorder show impaired social interaction in several ways. 

Their nonverbal behaviors convey a sense of emotional dis-

tancing, which is evidenced by avoiding eye contact, making 

odd facial expressions, posturing, and using gestures as a 

way of controlling interactions. Unlike most children, who 

are inclined to play with other children, children with autis-

tic disorder refrain from peer relationships. Further, they 

seem to lack the ability to share thoughts, feelings, or inter-

ests with others. Their world is characterized by a preference 

for isolation, in which they lack an awareness of others, pos-

sibly even being oblivious to their parents and siblings. As 

infants, they resist the cuddling or tickling of  a parent. 

Unlike nonautistic babies, who smile when they are happy 

or in response to an adult’s laughter, the autistic child re-

mains aloof and unresponsive. To the extent that they do in-

teract with people, they lack emotion and sensitivity.   

 Impairment in Communication   Communication for the 

individual with autistic disorder is abnormal in several ways, 

both verbally and nonverbally. Many with the disorder either 

are unable to speak or show serious delays in language 

acquisition. Those who do speak are unlikely to initiate a 

conversation or remain involved in one. The language they 

use and the style of  their speech make them sound very 

strange, because the tone, pitch, rate, and rhythm are unusual. 

For example, they may speak in a monotone voice and end 

sentences with a questionlike rise; grammar may be of the 

sort that one would expect from a much younger child; and 

they may repeat words or phrases. They may confuse pro-

nouns, such as  I  and  you,  saying, “You am hungry,” for 

instance. Their speech is often characterized by    echolalia    ,  or 

the repetition of words or phrases that they hear. In response 

to the question, “What is your name?” the person might say, 

“Your name, your name, your name.” In less severe cases, 

the person with autistic disorder may be able to use speech 

normally but be unable to maintain a normal conversational 

exchange, instead speaking incessantly in a monologue. Even 

in inner communication, usually evidenced in the make-

believe play of most children, the child with autistic disorder 

lacks the ability to engage in play that is age-appropriate. 

       Oddities of Behavior, Interests, and Activities   Several 

behavioral oddities are characteristic of individuals with autis-

tic disorder. They may be intensely preoccupied with one or 

more fi xed interests, possibly to the exclusion of just about 

anything else. They may be particularly interested in the parts 

of objects, such as the buttons on sweaters, or moving objects, 

such as the rotating blades of an electric fan. Many adhere to 

rituals and rigid daily routines, and they may become very 

disturbed at the slightest change. For example, when opening 

a can of soda, a boy with autistic disorder may insist that the 

tab be at a particular position and, if it is not, refuse to drink 

the soda. Bodily movements are often bizarre and include 

repetitive mannerisms. People with autism may shake their 

arms, spin around repetitively, rock back and forth, or engage 

in harmful, self-damaging behavior, such as head-banging. 

This 7-year-old boy with autistic disorder is seen with his aide, who 
is assisting him with classroom activities.



Regressive behaviors are very common, such as temper tan-

trums, childish expressions of anger, and the soiling of clothes 

by defecating or urinating. 

  The unusual characteristics of autistic disorder become 

more prominent as the infant grows into the toddler and 

school-age years, and this disorder continues throughout the 

individual’s life, taking one of a number of forms varying in 

symptoms and severity. However, the particular areas affected 

and the severity of symptoms vary from childhood to ado-

lescence and then again from adolescence to adulthood. In 

one large cross-sectional study comparing these three age 

groups, the ability to interact with others was less impaired 

among the adolescents than among the adults and the adults 

were less impaired in the area of repetitive, restricted behav-

iors (Seltzer et al., 2003). 

  In a multi-site surveillance study in 14 states using 

records from educational and health settings, the Centers for 

Disease Control and Prevention reported an estimated prev-

alence rate averaging 0.66 percent or 1 out of  approximately 

150 children, a large increase from previously reported rates 

(CDC, 2007). The publication of this report drew a great deal 

of media attention to what the authors regarded as a public 

health crisis. In the wake of  this report, researchers have 

been trying to understand the reasons for the apparent 

increase in prevalence. Several possibilities stand out. One is 

that there have been changes in the way in which the diag-

nostic criteria are interpreted. Another pertains to the over-

lap between mental retardation and autistic disorder. Pre-

viously, it was estimated that 75 percent of individuals with 

autistic disorder were also mentally retarded; however, in 

the CDC study, the percentage ranged from 33 percent to 

64 percent. This change refl ects the fact that children with a 

certain constellation of dysfunctional communication behav-

iors are evaluated under current systems of categorization 

differently than in previous decades. Another possible rea-

son for the increase in estimated prevalence is that, although 

the  DSM  criteria were used in identifying autistic indi-

viduals, the evaluations were conducted using case records 

rather than in-person evaluations. It is possible that case 

records might be interpreted differently than face-to-face 

evaluations. 

  An unusual variant of this disorder, called  autistic savant 

syndrome , occurs in people with autism who possess an 

extraordinary skill, such as the ability to perform extremely 

complicated numerical operations—for example, correctly 

naming the day of the week on which a date thousands of 

years away would fall (Thioux, Stark, Klaiman, & Schultz, 

2006). The autistic savant syndrome typically appears at an 

early age, when the young child with autistic disorder appears 

to have exceptional musical skills, artistic talent, or the abil-

ity to solve extremely challenging puzzles. It is perhaps due 

to their tendency to focus intensely on the physical attributes 

of objects rather than the implications of these attributes: 

seeing the trees but not the forest. For example, they can 

solve jigsaw puzzles with pieces facing down, attending solely 

to the shapes of the pieces (Rimland, 2003).    

 Theories of Autistic Disorder 

 The theory that autistic disorder is biologically caused is 

supported by evidence pointing to patterns of  familial in - 

heritance. Based on these investigations, the heritability of 

autistic disorder is estimated to be approximately 90 percent, 

with genetic abnormalities suspected to exist on chromo-

somes 7, 2, and 15. No clear evidence exists regarding 

 specifi c defi cits in brain structure, but researchers have 

focused on the cerebellum, frontal cortex, hippocampus, 

and amygdala. There is some evidence that overall brain 

size is increased in some individuals with autistic disorder 

(Santangelo & Tsatsanis, 2005). Abnormalities exist in the 

neural circuitry of  people with autistic disorder, as refl ected 

by their particular diffi culty in processing facial stimuli 

(Dalton et al., 2005). These brain alterations may account 

for the fact that people with autistic disorder are less likely 

to gaze into other people’s eyes when communicating with 

them and less able to use emotional cues when processing 

information from other people’s facial expressions (Bayliss 

& Tipper, 2005; Dawson et al., 2004). Although it is evident 

that neurological differences exist between people with and 

without autistic disorder, the basis for these differences and 

their implications are not clear. Some researchers suggest 

that there is a continuum or spectrum of  autistic disorders, 

with different causes and distinct patterns of  symptoms 

and neurological defi cits. According to this view, Asperger’s 

disorder (described later in this chapter) is regarded as a 

variant of  so-called high-functioning autism. 

    The earliest psychological explanations of autistic disor-

der focused on psychodynamic processes as being at the root 

of the disturbance in the child’s attachment to the parents 

(Bettelheim, 1967; Kanner, 1943). The term  refrigerator mother  

was used to describe the cold and detached type of parenting 

theorized to cause autistic disorder. In the 1970s, psycholo-

gists shifted to a more cognitive explanation of autistic disor-

der, regarding it as a disorder of language, attention, and 

perception (Rutter, 1984). 

    According to the behavioral perspective, the primary 

issue is not what causes autistic disorder but how to reduce 

the parents’ frustration as well as the emotional distance 

between the child and caregivers that the child’s symptoms 

create. A cycle becomes established, in which the caregivers 

fi nd it diffi cult to interact positively with the child, who 

recoils from their touch and their attempts to establish emo-

tional warmth. The child’s self-injurious behaviors are rein-

forced by attention from adults or by the escape such 

behaviors provide from situations the child fi nds even more 

aversive.   

 Treatment of Autistic Disorder 

 Although the treatment of autistic disorder, with its severe and 

broad range of defi cits, can appear to hold little promise, clini-

cians are making progress on fi nding ways that the behavior of 

these children can be successfully modifi ed through medication 
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and behavioral treatment programs (Eikeseth, Smith, Jahr, & 

Eldevik, 2007). The underlying premise of behavioral treat-

ments for autistic disorder is that, when the child can com-

municate his or her needs more effectively, some of the dis-

ruptive and self-stimulatory behaviors will decrease (Jensen 

& Sinclair, 2002). If  children with autistic disorder are given 

reinforcement for appropriate behaviors, such as asking for 

help or feedback, they are less likely to engage in self-

 injurious or aggressive behaviors. In this type of  treatment, 

clinicians fi nd it more useful to focus on changing pivotal 

behaviors, with the goal of  bringing about improvements in 

other behaviors, rather than focusing on changing isolated 

behavioral disturbances. The therapist may also help the 

child develop new learning skills that will give him or her 

some experiences of  success in problem solving; for exam-

ple, the therapist might teach the child to break down a 

large problem, such as getting dressed, into smaller tasks 

that the child can accomplish. This is an important aspect 

of  treatment, because the child with autistic disorder, when 

frustrated, is likely to regress to problem behaviors, such as 

rocking and head-banging. Clinicians also focus on the need 

to motivate the child to communicate more effectively. 

Within this framework, increasing the child’s motivation to 

respond to social and environmental stimuli is seen as the 

key to treatment (Koegel, Koegel, & McNerney, 2001). Such 

an approach is most effective if  children with autism can be 

encouraged to regulate and initiate behaviors on their own. 

Simple changes can increase motivation, such as having chil-

dren choose the materials, toys, and activities that are used 

in the intervention rather having the clinician choose. 

    Other behavioral strategies that clinicians use to treat 

people with autistic disorder are self-control procedures, 

such as self-monitoring of language, relaxation training, and 

covert conditioning. As simple as it seems, it also may be 

possible to help children with autistic disorder perform behav-

ioral sequences such as touching an icon to indicate dis-

pleasure rather than engaging in more aggressive ways to 

indicate displeasure (Martin, Drasgow, & Halle, 2005). 

    The best-known—and, in some ways, radical—interven-

tions were developed by psychologist Ivar Lovaas (2003), 

whose behavioral treatments are intended to eliminate all odd 

behaviors, including those that involve self-harm. Clinicians 

teach children with autistic disorder appropriate eye contact 

and responsiveness to instructions as necessary precondi-

tions for other therapeutic and educational interventions. 

This program targets undesirable behaviors and then reduces 

them through the operant conditioning methods of positive 

reinforcement, extinction, negative reinforcement, and, in 

some cases, punishment. The principles and techniques of 

Lovaas’s method can be applied in a variety of settings in 

addition to the laboratory, including the home and the 

school (Lovaas, 2003). 

    To illustrate the way in which behavioral principles can 

be applied, consider the case of Dexter, a young boy who is 

aggressive toward other people and engages in disruptive 

behaviors such as shouting. The therapist might ignore 

Dexter (extinction), thereby withdrawing the attention that 

has presumably reinforced his engaging in these behaviors. 

At the same time, the therapist gives Dexter positive rein-

forcement for engaging in desirable behaviors, such as inter-

acting with other children and playing appropriately with 

toys. If  extinction does not produce results, the therapist 

may remove Dexter from the play area and send him to a 

time-out room. For more resistant and dangerous behaviors, 

such as head-banging, the therapist may give verbal punish-

ment (a loud “no”) or, in extreme cases, a slap on the thigh. 

The important point about this kind of treatment is that the 

consequence of the child’s behavior occurs very soon after 

the behavior is performed. Shaping is another operant prin-

ciple used in this therapy; it involves positive reinforcement 

for behaviors that increasingly approximate the desirable tar-

get behaviors. A child who cannot sit still in a chair must be 

rewarded fi rst for sitting before the therapist can move on to 

more complex interactive skills. 

    An important fact to realize is that, for these behavioral 

programs to be effective, they must be carried out intensively 

for a long period of time, beginning early in the child’s life 

(younger than age 4). Intervention to improve language and 

communication during the early years of a child’s life are 

particularly important. The fi ndings of a longitudinal study 

conducted at UCLA tracing children starting between ages 

2 and 6 showed that those children who had better skills in 

the areas of communication and play had better language 

and social skills in their early preteen years (Sigman et al., 

1999). Teaching adaptive skills that will help children man-

age everyday tasks and interactions is also an important 

early intervention. To be most effective, such treatment 

should focus on generalizing across social contexts to give 

children the tools they need to interact across a wider range 

of settings. 

    Another approach to intervention is to have peers rather 

than adults interact with the child. This approach is based on 

the belief that children with autistic disorder can derive some 

very important benefi ts from appropriate interactions with 

other children. This situation approximates a more normal 

type of social environment, in which children typically serve 

a powerful role in modifying a peer’s behavior. In contrast to 

interventions in which adults provide the reinforcement, peer-

mediated interventions have the advantage of allowing chil-

dren to carry on with their ordinary activities without adult 

interruption (Kohler, Strain, & Goldstein, 2005). Playgroups, 

in which children with autism interact under adult guidance, 

can also be benefi cial in helping these children normalize their 

interactions (Wolfberg & Schuler, 1999). 

    Given the complexity and seriousness of autistic disorder, 

its treatment requires a comprehensive program of interven-

tion. This program must involve work with the family, peers, 

and the schools, as well as the individual with the disorder. In 

addition, institutional placement may be required, at least until 

the more dangerous behaviors are brought under control.  



    Other Pervasive Developmental Disorders 

 Although we will not discuss other pervasive developmental 

disorders in as much detail as we did autism, you should be 

familiar with some of the conditions that have received con-

siderable scientifi c attention. 

    In    Rett’s disorder    ,  which occurs almost exclusively in 

females, the child develops normally through the fi rst 5 months 

of life; however, between 5 months and 4 years, some changes 

indicative of neurological and cognitive impairments occur. 

The growth of the child’s head slows; this is accompanied by 

a loss of hand skills, followed by odd hand movements (e.g., 

hand-wringing), a loss of social engagement with others, 

poorly coordinated walking and bodily movements, psycho-

motor retardation, and severely impaired language. A child 

with    childhood disintegrative disorder    develops normally for 

the fi rst 2 years but, before age 10, starts to lose language and 

motor skills as well as other adaptive functions, including 

bowel and bladder control. Serious deterioration also becomes 

evident in the child’s social interaction and communication, 

which is accompanied by repetitive and stereotyped patterns 

of behavior, interests, and activities.  

 Asperger’s Disorder   Children with    Asperger’s disorder

maintain adequate cognitive and language development 

but become severely impaired in social interaction. In 

addition, they develop restricted, repetitive, and stereo-

typed patterns of  behavior, interests, and activities. From 

their earliest years, people with Asperger’s disorder com-

monly have disturbed interpersonal experiences that result 

in maladjustment and impaired relationships. This condi-

tion has received increasing attention in recent years, as 

experts have come to recognize that there are marked dif-

ferences between Asperger’s disorder and autistic disorder. 

They have also realized that if  parents and professionals 

understand the experiences of  children with Asperger’s 

disorder, they can initiate specialized interventions to 

reduce the impact of  social dysfunction. The interpersonal 

disturbance that is part of  the very nature of  the disorder 

results in social exclusion, sometimes so extreme that even 

AUTISTIC DISORDER

Brian is a 6-year-old child being treated at a residential school 
for mentally disabled children. As an infant, Brian did not re-
spond well to his parents’ efforts to play with and hold him. His 
mother noticed that his whole body seemed to stiffen when she 
picked him up out of his crib. No matter how much she tried, 
she could not entice Brian to smile. When she tried to play 
games by tickling his toes or touching his nose, he averted his 
eyes and looked out the window. Not until Brian was 18 months 
old did his mother fi rst realize that his behavior refl ected more 
than just a quiet temperament—that he, in fact, was developing 
abnormally. Brian never did develop an attachment to people; 
instead, he clung to a small piece of wood he carried with him 
everywhere. His mother often found Brian rocking his body in 
a corner, clinging to his piece of wood. Brian’s language, 
though, fi nally indicated serious disturbance. At an age when 
most children start to put together short sentences, Brian was 
still babbling incoherently. His babbling did not sound like that 
of a normal infant. He said the same syllable over and over 
again—usually the last syllable of something that had just been 
said to him—in a high-pitched, monotone voice. Perhaps the 
most bizarre feature of Brian’s speech was that it was not di-
rected at the listener. Brian seemed to be communicating in a 
world of his own.

Diagnostic Features
With onset prior to age 3, individuals with this disorder experi-
ence serious delays or abnormal functioning in social interac-
tion, communicative language, or play; furthermore, they show 
at least six symptoms from the following three groups:

■  Qualitative impairment in social interaction manifested by at 
least two of the following:
◆  Impairment in the use of several nonverbal behaviors, such 

as facial expression, body postures, and eye contact
◆  Failure to develop appropriate peer relationships
◆  Lack of spontaneous sharing of enjoyment, interests, or 

achievements with others
◆  Lack of social or emotional reciprocity

■  Qualitative impairments in communication as manifested by at 
least one of the following:
◆  Delay in or lack of spoken language development
◆  Impairment in the ability to initiate or sustain a conversation
◆  Stereotyped and repetitive use of language or idiosyncratic 

language
◆  Lack of spontaneous make-believe play or social imitative 

play
■  Restricted repetitive and stereotyped patterns of behavior, 

interests, and activities manifested by at least one of the 
 following:
◆  Preoccupation with stereotyped or restricted patterns of 

interest
◆  Infl exible adherence to nonfunctional routines or rituals
◆  Stereotyped and repetitive motor mannerisms (e.g., hand 

fl apping or complex body movements)
◆  Preoccupation with parts of objects

Q:  What is the term used to describe Brian’s repetition of the last 
syllable of something just said to him?

Mini Case
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children in early grades of  primary school are cruelly 

 victimized by peers. 

  Children with this pervasive developmental disorder main-

tain adequate cognitive and language development but become 

severely impaired in social interaction as they grow up. Despite 

the fact that these children develop restricted, repetitive, and 

stereotyped patterns of behavior, interests, and activities, 

Asperger’s disorder can go undetected in the fi rst years of life 

due to the unremarkable development of language and cogni-

tive functioning. However, by the time the child reaches school, 

the child’s social dysfunction becomes so prominent that social 

exclusion becomes a distressing fact of life. 

  This disorder is named after Hans Asperger, a Viennese 

physician who, during World War II, described a group of boys 

who possessed rather good language and cognitive skills but 

had marked social problems because they acted like pompous 

“little professors” and were physically awkward. Many indi-

viduals with this condition have a remarkable interest in and 

knowledge about a very specifi c topic that is so all-consuming 

for them that it interferes with their overall development. 

  In one case described in the literature (Volkmar et al., 

2000), an 11-year-old boy, Robert, had the verbal abilities 

of  a 17-year-old but the social skills of  a 3-year-old. Al-

though Robert had a remarkable knowledge about the stars, 

planets, and time, his exclusive intellectual devotion to these 

subjects kept him from acquiring other kinds of  knowledge. 

Peers rejected him because of  his one-sided and naive over-

tures. The case of  Robert serves to highlight the complex 

nature of  this diagnosis. In the early years of  life, parents 

are more likely to view their child as being especially gifted 

rather than as suffering from a serious impairment. As these 

children develop, their problems become more prominent. 

Parents and educators with responsibility for children with 

Asperger’s  disorder can focus on the acquisition of  more 

adaptive interpersonal skills early in life. Otherwise, these 

children are at increased risk for profound discrimination 

and extremely demeaning social experiences, ranging from 

name-calling and pranks to alarming forms of  abuse and 

victimization. 

  Learning about people with Asperger’s is crucially im-

portant for professionals who are trying to understand the 

various expressions of  pervasive developmental disorder. 

With the knowledge that Asperger’s disorder is markedly dif-

ferent from autistic disorder, appropriate assessment and 

intervention protocols can be developed as soon as there is 

diagnostic evidence of Asperger’s disorder. 

   REVIEW QUESTIONS       

  1.    In most cases, the symptoms of autistic disorder are fi rst 

evident at what age?  

  2.    Children with ____________ maintain adequate cogni-

tive and language development but in time become 

severely impaired in social interaction.  

  3.    What abnormality of eye contact is shown by autistic 

individuals when they interact with other people?       

 Attention Defi cit and Disruptive 
Behavior Disorders  

 Think back to your days in grade school and try to recall 

classmates whom your teachers and peers regarded as con-

stant nuisances. Perhaps they were so restless that they 

could not stay seated, or perhaps they were always getting 

   Children who have Asperger’s disorder 
demonstrate disturbances in communication 
and social interaction. 



into fi ghts and causing trouble. Quite possibly these youths 

had one of  the behavior disorders that we will discuss in 

this section. Children with these disorders commonly act in 

ways that are so disruptive and provocative that caretakers 

and peers respond with anger, impatience, punishment, or 

avoidance.  

 Attention-Defi cit/Hyperactivity 
Disorder  (ADHD) 

    Attention-defi cit/hyperactivity disorder (ADHD)    is a disorder 

involving inattentiveness and hyperactivity-impulsivity. Each 

of  these two components of  the disorder is defi ned in terms 

of  several behavioral criteria.  Inattentiveness  is character-

ized by such behaviors as carelessness, forgetfulness in daily 

activities, and other attentional problems. Inattentive chil-

dren commonly lose their belongings, are easily distracted, 

cannot follow through on instructions, and have diffi culty 

organizing tasks. The hyperactive-impulsive component can 

be divided into the subtypes of  hyperactivity and impul-

sivity.    Hyperactivity    is characterized by fi dgeting, restless-

ness, running about inappropriately, diffi culty in playing 

quietly, and talking excessively.    Impulsivity    is evident in indi-

viduals who blurt out answers, cannot wait their turn, and 

interrupt or intrude on others. Children can be diagnosed 

as having ADHD with a predominant characteristic of  inat-

tentiveness, hyperactivity-impulsivity, or a combination of 

the two. Not surprisingly, the children with the predomi-

nantly inattentive type develop serious academic defi cits and 

school-related problems, whereas those with the predomi-

nantly hyperactive-impulsive type experience more peer 

rejection and accidental injuries (American Psychiatric 

Association, 2000). 

    The recognition that a child has ADHD usually occurs 

fairly early in the child’s life. Prior to school age, children 

with ADHD are regarded as diffi cult by their parents, rela-

tives, and friends, who are responding to the child’s impulsiv-

ity and hyperactivity. During the grade school years, children 

with ADHD show defi cits in educational performance, have 

repeated discipline problems, are commonly held back, and 

often require tutoring and placement in special classes 

(Wilens, Faraone, & Biederman, 2004). Although it was once 

thought that ADHD symptoms subside by adolescence, this 

view has been discarded as increasing attention has been 

given to the ways in which ADHD is experienced during 

adolescence and adulthood. The symptom picture changes 

from childhood to adolescence, such that the hyperactivity 

that is so evident during preschool and early childhood years 

declines by adolescence, yet attentional problems remain, 

and overt diffi culties in executive functions become promi-

nent. Executive functions include tasks such as self-refl ec-

tion, self-control, planning, forethought, delay of gratifi cation, 

affect regulation, and resistance to distraction (Wasserstein, 

2005). Adults with ADHD are more likely to have defi cits 

in working memory, sustained attention, verbal fl uency, and 

processing speed, problems that resulted in their having 

lower academic achievement than adults without ADHD 

(Biederman et al., 2006). 

    Teenagers with ADHD can have a wide range of 

behavioral, academic, and interpersonal problems that cre-

ate emotional havoc for them and serious diffi culties in 

their relationships with family, friends, and educators. 

They tend to be especially immature, likely to engage in 

confl ict with their parents, have strikingly poor social 

skills, and engage in more high-risk activities such as sub-

stance abuse, unprotected sex, and reckless driving (Resn-

ick, 2005). The diagnosis of  ADHD in teenage girls is 

especially complicated and is often missed by educators 

and clinicians because their symptoms tend to be less overt 

than the symptoms of  boys, possibly taking the form of 

forgetfulness, disorganization, low self-esteem, and demor-

alization; their tendency to internalize symptoms may 

cause them to become anxious, depressed, and socially 

withdrawn. Alternatively, some teenage girls show a symp-

tom picture in which they are hypertalkative or emotion-

ally overreactive (Quinn, 2005), characteristics that can be 

mistaken as refl ecting typical adolescent volatility. Teenage 

girls with ADHD often experience an intensifi cation of 

symptoms because of  hormonal changes at puberty, and 

they are likely to act out in ways different from male coun-

terparts and put themselves at risk for unplanned and 

unwanted pregnancies (Resnick, 2005).  

 ADHD in Adults   Now that it is known that ADHD con-

tinues into adulthood, a considerable amount of  research 

has been conducted in an effort to assess the specifi c ways 

in which this condition manifests itself  beyond the adoles-

cent years. Experts believe that there are no cases in which 

ADHD fi rst emerges during adulthood, but there are many 

instances in which it is fi rst accurately diagnosed at this stage 

of  life; the assumption is that childhood symptoms were 

overlooked or misdiagnosed, particularly in those individu-

als who, as children, had inattentive but not disruptive symp-

toms. It is estimated that 4 percent of American adults meet 

the diagnostic criteria for this disorder, with nearly equal 

numbers of men and women having this condition (Kessler 

et al., 2006). 

  Adults with ADHD tend to be chronic procrastinators 

who are repeatedly forgetful and grossly disorganized regard-

less of the task, even activities that they fi nd enjoyable. They 

tend to be intolerant of  stress, emotionally volatile, and 

almost incapable of meeting deadlines. Hyperactivity is likely 

to be experienced as a sensation of tension or restlessness, 

and interpersonal communication as brief  and intense 

(Resnick, 2005). They may fi dget, pace, shake their legs, play 

with nearby objects, or rustle papers (Wasserstein, 2005). 

Multitasking is common but is usually ineffi cient, error-laden, 

and exasperating for others with whom they are interacting. 

  Because of  all their psychological and interpersonal 

problems, adults with ADHD have tremendous diffi culty 

with routines, are haphazard in their management of time 

and money, and have a very hard time completing academic 
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R E A L  S T O R I E S

EDWARD HALLOWELL: ATTENTION DEFICIT SYMPTOMS

A
t the beginning of this chapter 
you began reading about Jason 
Newman, a child whose hyper-

activity and impatience caused great 
frustration for his parents and made it 
diffi cult for him to form friendships with 
other children. The case of Jason involves 
the story of a child with attention-defi cit/
hyperactivity disorder, or ADHD (some-
times referred to as ADD). Although 
most people have known or heard 
about individuals with such conditions, 
the usual picture involves a troubled 
child who continues to experience chal-
lenges and frustrations throughout life. 
It might surprise you to learn that some 
prominent and successful individuals 
have struggled with ADHD but have 
found ways to manage their problem-
atic symptoms. Such has been the expe-
rience of Dr. Edward Hallowell, a highly 
respected physician who is a member 
of the Harvard Medical School faculty. 
Hallowell has been able to use his own 
diffi cult life experiences to help others 
understand and treat people with ADHD. 
He has also brought attention to the 
fact that ADHD is a condition that lasts 
beyond the childhood years and contin-
ues to cause havoc in the lives of thou-
sands of adults.
 Edward Hallowell’s childhood could 
be referred to as turbulent, at best. His 
mother was an alcoholic and was di-
vorced twice. His father, who had bipo-
lar disorder requiring hospitalization, 
left the family when Hallowell was only 
3 years old. Hallowell’s mother then 
married a man whom he describes as a 
“sadistic alcoholic” who antagonized 
him and abused his mother.
 At age 10, Hallowell was sent to 
a boarding school. Here he struggled 
 academically because he had diffi culties 

concentrating, but nevertheless he felt 
 relieved to be away from his turbulent 
home life. He remembers lying awake 
at night, wondering if he would ever 
fi nd happiness in his life and fearing 
that the answer would probably be no, 
considering his troubles at home and 
in school.
 In the years that followed, however, 
Hallowell’s life unfolded in ways that 
were much more positive than he had 
ever anticipated. Although his child-
hood was less than perfect, he received 
love and support from many people, in-
cluding friends, teachers, and extended 
family. Hallowell went on to a successful 
college career followed by admission to 
medical school and a prominent career 
as an instructor at Harvard Medical 
School and as director of the Hallowell 
Center for Cognitive and Emotional 
Health in Massachusetts.
 Here, Edward  Hallowell describes 
some of his diffi culties in school and 

some of the people who helped him 
through the rough times:

The fi rst teacher I can remember is 
Mrs. Eldridge, whom I met when I 
was six and in fi rst grade in Chatham. 
I was unable to learn to read. As 
my classmates started to catch on to 
phonics and the sounds that letters 
stand for, I didn’t catch on. I was 
 unable to look at letters and make 
words. I was unable to keep up with 
the other children in class.
 In another classroom, I might 
have been labeled stupid or slow 
or even retarded. After all, during 
the years of my growing up—the 
1950’s and 1960’s—there were 
only two descriptors of a child’s 
mental ability: “smart” and “stupid.” 
Because I was very slow to read, 
I qualifi ed as stupid. In a  public 
school in a small town in Cape Cod 
in those days, people didn’t know 

Edward (Ned) Hallowell, M. D.



work or holding down jobs. They miss appointments, even 

dates with their own partners, and they forget to pay bills or 

follow through on commitments. Because of their craving for 

stimulation, they are likely to engage in high-risk behaviors, 

some of which have serious consequences, such as automo-

bile accidents (Wasserstein, 2005). A small percentage of 

adults with ADHD manage to channel their excessive energy 

and restlessness into creative endeavors, such as entrepre-

neurial ventures (Weiss & Murray, 2003), although the like-

lihood of their succeeding for any extended period of time 

is slim due to their inability to sustain their attention and 

commitment to a project. 

  The symptom picture in women with ADHD differs 

from that most commonly found in men. Rather than showing 

the kinds of conduct problems that are more evident in men, 

women are more likely to experience dysphoria, organization 

problems, impulsivity, and inattention, characteristics that 

are of particular concern if  they interfere with consistent 

parenting (Quinn, 2005). 

  Adults with ADHD typically have serious problems in 

relationships, whether the relationship is with an intimate 

partner, a co-worker, an acquaintance, or even a stranger. 

Somewhat ironically, because they are always seeking stimu-

lation, they may do so by provoking confl ict in their interac-

tions with others by starting arguments, refusing to end 

arguments, or insisting that they have the last word. They 

fi nd it diffi cult to listen to others, they may hear only parts 

of a conversation, they are prone to interrupting, and they 

speak while others are trying to speak. They tend to be very 

high-strung, which is evident in their tendency to be hyper-

sensitive and overreactive, expressed at times in outbursts 

and intense moodiness. Their intimate partners become exas-

perated by their impulsivity, propensity for overcommitment, 

poor decision making, and inept management of  money. 

Confl icts and arguments often arise because of their disor-

ganization, forgetfulness, chronic lateness, repeated misplace-

ment of  keys and other important items, and overall un-

dependability (Robbins, 2005). 

    Conduct Disorder 

 You have probably read or heard stories about teenage gang 

wars, juvenile delinquency, criminal behavior, and drug use. 

Many of the youths involved in these criminal activities have 

conduct disorder    ,  a condition characterized by the repetitive 

and persistent violation of the rights of other people. 

much about diagnosing children 
 beyond identifying them as smart 
or stupid, good or bad. Along with 
stupid and bad, came the standard 
treatments of shame, pain, and hu-
miliation. But Mrs. Eldridge was not 
a shamer. . . .
 She made it safe for me to fail. 
She made it safe for me to have the 
brain I had.1

 Throughout his often-troubled grade 
school years, Hallowell was unaware 
that he had both dyslexia and ADHD. 
Here, he describes his great feeling of 
relief when, much later in his life, he 
discovered that there was a reason he 
had diffi culty concentrating:

I discovered I had ADD when I was 
thirty-one years old, near the end of 
my training in child psychiatry at the 
Massachusetts Mental Health Center 
in Boston. As my teacher in neuro-
psychiatry began to describe ADD 

in a series of morning lectures dur-
ing a steamy Boston summer, I had 
one of the great “Aha!” experiences 
of my life.
 “There are some children,” she 
said, “who chronically daydream. 
They are often very bright, but they 
have trouble attending to any one 
topic for very long. They are full of 
energy and have trouble staying put.
They can be quite impulsive in say-
ing or doing whatever comes to 
mind, and they fi nd distractions 
 impossible to resist.”
 So there’s a name for what I am! 
I thought to myself with relief and 
mounting excitement. There’s a term 
for it, a diagnosis, an actual condi-
tion, when all along I’d just thought 
I was slightly daft. . . . I wasn’t all 
the names I’d been called in grade 
school—“a daydreamer,” “lazy,” “an 
underachiever,” “a space-shot,”—and 
I didn’t have some repressed uncon-

scious confl ict that made me impa-
tient and action-oriented. . . . At last 
there was a term to explain the con-
versations I tuned out of, involun-
tarily, for apparently no reason. For 
the rage I felt and the times I threw 
books and pencils around the room 
when I didn’t immediately grasp a 
concept in grade school. For the 
seven attempts it can take me to read 
a page of a novel . . . Now with a 
name rooted in neurobiology I could 
make sense of, in a forgiving way, 
parts of myself that had often scared 
or frustrated me.2

Sources: 1From Human Moments. How to Find 
Meaning and Love in Your Everyday Life by 
 Edward M. Hallowell. Copyright © 2001 Health 
Communications, Inc. Reprinted with permission. 
2From Driven to Distraction by Edward M. Hallowell, 
M.D., and John J. Ratey, M.D. Copyright © 1994 
by Edward M. Hallowell, M.D., and John J. Ratey, 
M.D. Used by permission of Pantheon Books, a 
 division of Random House, Inc.
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ATTENTION-DEFICIT/HYPERACTIVITY DISORDER

Joshua’s mother has just had a conference with her son’s teacher, 
who related that Joshua, age 7, has been extremely restless and 
distractible in class. Every few minutes, he is out of his desk, ex-
ploring something on a bookshelf or looking out the window. 
When he’s in his seat, he kicks his feet back and forth, drums his 
fi ngers on the table, shifts around, and generally keeps up a 
constant high level of movement. He may ask to go to the bath-
room three times in an hour. He speaks very quickly, and his 
ideas are poorly organized. During recess, Joshua is aggressive 
and violates many of the playground rules. Joshua’s mother cor-
roborated the teacher’s description of Joshua with similar stories 
about his behavior at home. Although Joshua is of normal intel-
ligence, he is unable to sustain concentrated attention on any 
one activity for more than a few minutes.

Diagnostic Features

■  With an onset of serious symptoms before age 7 that cause 
impairment in at least two settings, individuals with this con-
dition show either a pattern of inattention or hyperactivity-
 impulsivity.

■  Inattention is characterized by a pattern consisting of at least 
six of the following symptoms, which have persisted for at 
least 6 months: (1) makes careless mistakes or fails to attend 

to details; (2) has diffi culty sustaining attention; (3) doesn’t listen 
when spoken to; (4) doesn’t follow through on instructions or 
responsibilities; (5) has diffi culty organizing activities; (6) avoids 
tasks requiring sustained mental effort; (7) loses items necessary 
for tasks; (8) is easily distracted; (9) is often forgetful.

■  Hyperactivity-impulsivity is characterized by at least six of the 
following symptoms, which have persisted for at least 6 months 
and which fall in the subgroup of hyperactivity or the subgroup 
of impulsivity.
◆  Hyperactivity is characterized by symptoms including 

(1) often fi dgets or squirms; (2) often leaves seat inappro-
priately; (3) often runs about or climbs excessively when it 
is inappropriate; (4) often has diffi culty playing or engag-
ing in leisure activities; (5) is often “on the go” or acts as if 
“driven by a motor”; (6) often talks excessively.

◆  Impulsivity is characterized by symptoms including (1) often 
blurts out answers before questions have been completed; 
(2) often has diffi culty awaiting turn; (3) often interrupts or 
intrudes.

■  Types include (1) combined type, (2) predominantly inatten-
tive type, and (3) predominantly hyperactive-impulsive type.

Q:  What diagnostic label would be used to characterize the 
type of ADHD illustrated by the case of Joshua?

Mini Case

    Individuals with conduct disorder violate the rights of 

others and society’s norms or laws. Their delinquent behav-

iors include stealing, truancy, running away from home, 

lying, fi resetting, breaking and entering, physical cruelty to 

people and animals, sexual assault, and mugging. These indi-

viduals, many of whom also abuse drugs or alcohol, may act 

alone or in groups. When caught, they deny their guilt, shift 

blame onto others, and lack remorse about the consequences 

of their actions. 

    Clinicians differentiate between conduct disorder with 

childhood onset (prior to age 10) and conduct disorder with 

adolescent onset (Brown et al., 2008b). Conduct disorder is 

one of the most frequently diagnosed disorders in both out-

patient and inpatient treatment programs for children; esti-

mates range from 1 percent to more than 10 percent of the 

general population, with prevalence rates higher among 

males than among females (American Psychiatric Associa-

tion, 2000). There are differing degrees of conduct disorder, 

with more serious cases involving arrest and stable delinquent 

behavior. Mild cases of  conduct disorder involve pranks, 

insignifi cant lying, or group mischief. 

    Researchers attempting to understand the causes of con-

duct disorder focus on gene-environment interactions based 

on the assumption, as is true for antisocial personality dis-

order, that a genetic predisposition heightens the individu-

al’s risk when exposed to certain harsh environments. The 

development of conduct problems in over 1,100 5-year-old 

twin pairs and their families was studied as a function of the 

contributions of genetics and physical maltreatment by par-

ents. Among identical twins whose co-twin had conduct 

problems (i.e., those at high genetic risk), the probability of 

a conduct disorder diagnosis was nearly 25 percent when 

their parents physically maltreated them. In contrast, those 

children at low genetic risk who were subject to physical 

maltreatment had only a 2 percent chance of  developing 

conduct disorder (Jaffee et al., 2005). 

    Unfortunately, we know that aggressive and antisocial 

children are likely to have serious problems as adults. In a 

classic longitudinal study, only one-sixth of  the original 

sample was completely free of  psychological disorders in 

adulthood; more than one-fourth had antisocial personality 

disorder (Robins, 1966). Subsequent studies have confi rmed 

this pessimistic outlook, with results indicating that at least 

50 percent of children with conduct disorder develop  antiso-

cial personality disorder  (see Chapter 10), a likelihood that is 

increased further in the presence of other diagnoses, such as 

major depressive disorder (Fombonne et al., 2001).   

 Oppositional Defi ant Disorder 

 Most children go through periods of  negativism and mild 

defi ance, particularly in adolescence, and most parents 



complain of  occasional hostility or argumentativeness in 

their children; however, what if  such behaviors are present 

most of the time? Children and adolescents with    oppositional 

defi ant disorder    show a pattern of negative, hostile, and defi -

ant behavior that results in signifi cant family or school prob-

lems. This disorder is much more extreme than the typical 

childhood or adolescent rebelliousness, and it is more than a 

phase. Youths with this disorder repeatedly lose their temper, 

argue, refuse to do what they are told, and deliberately annoy 

other people. They are touchy, resentful, belligerent, spiteful, 

and self-righteous. Rather than seeing themselves as the cause 

of their problems, they blame other people or insist that they 

are a victim of circumstances. Some young people who behave 

in this way are more oppositional with their parents than 

with outsiders, but most have problems in every sphere. To 

the extent that their behavior interferes with their school per-

formance and social relationships, they lose the respect of 

teachers and the friendship of peers. These losses can lead 

them to feel inadequate and depressed. 

    Oppositional defi ant disorder typically becomes evident 

between ages 8 and 12. Preadolescent boys are more likely 

to develop this disorder than are girls of the same age, but 

after puberty it tends to be equally common in males and 

females. In some cases, oppositional defi ant disorder pro-

gresses to conduct disorder; in fact, most children with con-

duct disorder have histories of  oppositional defi ance. 

However, many children with oppositional defi ant disorder 

grow out of the disorder by the time they reach adolescence,  

as long as they do not have another disorder such as ADHD 

(Mannuzza, Klein, Abikoff, & Moulton, 2004).   

 Theories and Treatment of ADHD 
and Disruptive Behavior Disorders 

 The search for what causes some children to develop ADHD 

and disruptive behavior disorders is complicated by many 

factors, the most central of which involves the diffi culty of 

separating environmental from biological infl uences on devel-

opment. In our discussion of theories and treatment, we will 

focus on ADHD, because this condition has received the great-

est amount of research attention.  

 Theories   The attentional defi cit and hyperactivity associ-

ated with ADHD refl ect the fact that these problems involve 

an abnormality of brain functioning. The biological determi-

nation of ADHD is well established, as indicated by family, 

twin, adoption, and molecular genetic studies. The heritabil-

ity of ADHD is approximately 70 percent and is among the 

highest rates of all psychiatric disorders. Studies of individu-

als with ADHD have found evidence for the involvement of 

several genes related to dopamine. Structural brain abnor-

malities in people with ADHD have also been found, and 

researchers believe that a network of interrelated brain areas 

is involved in the impairment of attentional-executive func-

tions of these individuals (Wilens et al., 2004). Neuroimaging 

studies have found structural brain abnormalities such as 

smaller volumes in the frontal cortex, the cerebellum, and sub-

cortical structures. Adding more weight to theories pointing 

to brain abnormalities are functional imaging studies suggest-

ing abnormal functioning in the circuits that provide feedback 

to the cortex for the regulation of behavior (Seidman, Valera, 

& Bush, 2004). 

      Although researchers have found functional and structural 

abnormalities in the brains of people with ADHD, they are 

uncertain about causal factors other than genetics. Research 

continues to focus on other biological factors such as birth 

complications, acquired brain damage, exposure to toxic sub-

stances, and infectious diseases. Researchers also suspect that 

there may be subtypes of ADHD, depending on whether it 

occurs with other disorders, such as mood or anxiety disorders, 

learning disabilities, or conduct or oppositional defi ant disor-

der. Each of these subtypes may have a different pattern of 

family inheritance, risk factors, neurobiology, and responses to 

medications (Biederman, Mick, Faraone, & Burback, 2001). 

  In trying to explain the relationship between biological 

abnormalities and behavioral problems in ADHD, Barkley 

(1998) focuses on impaired self-control. This impairment is 

evidenced in four realms of  functioning: (1) nonverbal 

working memory, (2) the internalization of  self-directed 

speech, (3) the self-regulation of  mood, motivation, and 

level of  arousal, and (4) reconstitution—the ability to break 

down observed behaviors into component parts that can be 

recombined into new behaviors directed toward a goal. 

Consider how each of  these impairments is expressed in a 

child’s behavior. Problems with working memory cause the 

child to have diffi culty keeping track of  time or remember-

ing such things as deadlines and commitments. Having an 

impaired internalization of  self-directed speech means that 

these children fail to keep their thoughts to themselves or 

engage in private self-questioning or self-guidance. Their 

impaired self-regulation of  mood and motivation causes 
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Neuroimaging techniques, such as positron emission tomography (PET), 
highlight the way in which the brain of a person with ADHD differs 
from that of a person without this condition.
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them to display all their emotions outwardly without cen-

sorship, while being unable to self-regulate their drive and 

motivation. An impaired ability to reconstitute results in a 

limited capacity to solve problems, because they are unable 

to analyze behaviors and synthesize new behaviors. 

  In addition to biological and psychological factors, so-

ciocultural infl uences play a role in the aggravation of the 

ADHD symptom picture. Many children with ADHD have 

grown up in a disturbed family environment and have had 

failure experiences in school. However, the disruptive behav-

ior of this disorder may contribute to family and school pro-

blems. Raising a child with ADHD is more diffi cult than 

raising a non-ADHD child, and this stress on the family 

could lead to family disturbances. Similarly, the child’s expe-

riences of failure in school may be the result, rather than the 

cause, of attentional disturbances. 

  By the time that individuals with ADHD reach adult-

hood, they have experienced so many frustrations in life, 

particularly in relationships, that they become caught in a 

vicious trap of dysfunction. The very nature of their disor-

der causes them to have diffi culty relating to others, even 

those to whom they are closest. Partners become exasper-

ated and may give up on the relationship, causing the indi-

vidual with ADHD to become even more depressed and 

more inclined to seek self-energizing behaviors that ulti-

mately prove to be counterproductive.   

 Treatment   Treatment typically includes medications which 

are effective in helping a large proportion of people with 

ADHD. Although there are more than a dozen brand names 

under which prescriptions are written, most medications are 

based on methylphenidate (Ritalin). Over the past few decades, 

pharmaceutical companies have made signifi cant advances in 

developing effective medications for ADHD, such that more 

recently produced medications, in extended-release formula-

tions, are longer lasting. The fi rst class of  stimulant medica-

tions, which included methylphenidate, was effective for 

brief  durations (3 to 5 hours) and required multiple, well-

timed doses throughout the day. The extended-release formu-

lations work in one of two ways: back-loaded delivery systems 

and beaded 50-50 delivery systems. Concerta is a back-loaded 

product; 22 percent of the dose is in the immediate release 

overcoat, and 78 percent of the dose is delivered about 4 hours 

after ingestion; Adderall XR is a 50-50 beaded delivery prod-

uct and mimics the patient taking two equal doses at the 

right time; the duration of action is 7 to 9 hours in adults 

(Dodson, 2005). 

  As an alternative to methylphenidate, antidepressant 

medications are sometimes prescribed for people with 

ADHD. These include buproprion (Wellbutrin SR), pemoline 

(Cylert), atomoxetine (Strattera), and imipramine. These med-

ications are used to treat mild to moderate ADHD, with some 

effects apparent in 2 to 3 days, long before antidepressants 

would be expected to be effective; full benefi ts develop over 

8 to 10 weeks. This group of medications would typically be 

considered for individuals with mild ADHD symptoms and 

co-existing symptoms, such as anxiety or depression; for indi-

viduals with medical conditions that contraindicate stimulant 

use; for individuals with tic disorder or Tourette’s syndrome 

(discussed later in this chapter); and for people with drug 

abuse histories (Dodson, 2005). 

  Some people are understandably concerned about the 

side effects associated with stimulant use. For example, some 

children on the medication have trouble sleeping and have a 

reduced appetite. More serious side effects involve the devel-

opment of uncontrollable bodily twitches and verbalizations, 

as well as temporary growth suppression. 

  Although the use of medication has been well established 

for treating individuals with ADHD, its use is not without 

controversy. Some critics contend that such medications are 

overprescribed and that medication is being used as the pri-

mary, and often only, intervention for dealing with individuals, 

particularly children, with behavior problems (Breggin, 2002). 

Most experts agree that interventions for individuals with 

ADHD should involve far more than medication. Put yourself  

in the place of parents trying to decide whether to follow the 

recommendation of putting a hyperactive child on medications 

that have worrisome side effects. In agreeing to go along with 

such a recommendation, parents are hoping that the benefi ts 

of the child’s improved attentional control and decreased hy-

peractive behavior will make such a choice worthwhile. Experts 

in this fi eld (Barkley & Edwards, 1998) believe that the benefi ts 

of medication clearly outweigh the costs, in that children who 

feel more in control of themselves tend to be happier, to be 

more academically successful, and to behave in more socially 

appropriate ways. Further, they are more likely to have positive 

interactions with their parents, because the medications make 

it more likely that they will behave themselves. 

  In the nonpharmacological realm, a number of interven-

tions are effective in reducing the symptoms of ADHD and 

helping individuals with this condition function better inter-

personally and feel better about themselves. Murphy (2005) 

enumerates a multipronged approach to psychosocial treat-

ment. Although he focuses on the treatment of teens and 

adults with ADHD, some of  the strategies can also be 

applied in families of children with ADHD. Murphy’s strat-

egies are described below.

   1.    Psychoeducation is the starting point, because the 

more people with ADHD know about their condition 

and how it affects them, the better they will be able 

to understand the impact of this disorder on their 

daily functioning and to develop coping strategies. 

Psychoeducation instills hope and optimism as the 

individual frames the condition as treatable and 

begins to expect that life will become better once he 

or she begins making changes.  

  2.    Psychological therapies, such as individual therapy, 

provide a context in which treatment goals can be set, 

confl icts can be resolved, problems can be solved, life 



transitions can be managed, and co-existing problems 

such as depression and anxiety can be treated. Spe-

cifi c techniques, such as cognitive-behavioral strate-

gies, can help clients change maladaptive behavior 

and thought patterns that interfere with daily func-

tioning. Maladaptive thought patterns have com-

monly become entrenched as the result of recurrent 

negative messages from teachers, parents, and peers.  

  3.    Compensatory behavioral and self-management 

training provides the opportunity to build skills by 

incorporating more structure and routine into one’s 

life. Simple strategies can make day-to-day tasks and 

responsibilities more manageable. These include 

making to-do lists, using appointment books, keep-

ing notepads in useful locations, having multiple sets 

of  keys, and so on.  

  4.    Other psychological therapies, such as marital coun-

seling, family therapy, career counseling, group ther-

apy, and college planning also provide opportunities 

to assess the various ways in which ADHD symp-

toms affect life choices and the people with whom the 

individual is involved.  

  5.    Coaching, a more recently developed intervention, 

involves consulting with a professional who can assist 

the individual with ADHD to focus on the practical 

implementation of goals; in other words, the coach 

helps the person fi nd ways to get things done through 

a pragmatic, behavioral, results-oriented approach.  

  6.    Technology (e.g., computer programs or personal 

digital assistants [PDAs]) can be used to help indi-

viduals with ADHD access tools and devices that 

help them communicate more effectively, write, spell, 

stay organized, remember information, stay on sched-

ule, and keep track of time.  

  7.    School and workplace accommodations can be sought 

that facilitate productivity and minimize distraction. 

Students or employees with ADHD usually work better 

in quiet, nondistracting environments. They are also 

more likely to succeed when they receive more frequent 

performance reviews to help shape their performance 

and establish priorities. Tasks may be restructured in 

ways that capitalize on their strengths and talents.  

  8.    Advocacy, particularly in the form of advocating for 

oneself, is especially important in attaining success. 

Although it is diffi cult for most people to disclose the 

disabling aspects of ADHD to others, they may fi nd 

that explaining their condition to others improves the 

situation for everyone involved.    

  This multipronged approach is obviously most appropri-

ate for teens and adults who can take more managerial 

responsibility for their lives. Some of these strategies can be 

adapted by clinicians, parents, and teachers who are dealing 

with children with ADHD. 

      A therapist working with a child might use self-

 reinforcement to encourage the child to regulate behaviors 

such as settling into a task, delaying gratifi cation, maintain-

ing self-motivation, and monitoring progress toward goals. 

Implicit in the behavioral approach is the notion that the 

family must learn to use behavioral methods and be directly 

involved in helping the child reduce disruptive behaviors. 

Coordinating these efforts with comparable intervention by 

classroom teachers improves the odds for helping the child 

gain better self-control. Again, no one method is necessarily 

going to provide all the solutions; a multifaceted treatment 

approach involving medication, educational interventions, 

behavior modifi cation, social skills training, and counseling 

is likely to produce the most successful outcomes. 

  Some of the interventions used for treating young peo-

ple with ADHD are also applied when working with indi-

viduals with oppositional defi ant disorder or conduct dis-

order. Conduct disorder commonly provides even greater 

challenges than ADHD because the home environment of 

many children with conduct disorder is characterized by 

severe problems such as alcoholism and abuse. The children 

and adolescents themselves are often involved in serious 

drug abuse and subsequently may develop antisocial person-

ality disorder (Myers, Stewart, & Brown, 1998). 

  A combination of behavioral, cognitive, and social learn-

ing approaches appears to be the most useful strategy in 

working with youths with disruptive behavior disorders 

(Brown et al., 2008a). The goal of treatment is to help the 

youth learn appropriate behaviors, such as cooperation and 

self-control, and to unlearn problem behaviors, such as 
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   David, an adolescent with ADHD, realizes that his high 
energy level makes him feel out of control at times. Ironically, 
as is the case with many individuals with ADHD, David can 
concentrate on video games for hours. 
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aggression, stealing, and lying. Therapy focuses on reinforce-

ment, behavioral contracting, modeling, and relaxation train-

ing and may take place in the context of peer therapy groups 

and parent training. Unfortunately, intervention with youths 

who have disruptive behavior disorders is often initiated dur-

ing adolescence, a developmental stage that some experts in 

this fi eld consider to be too late. Behavioral interventions that 

begin during childhood are usually more promising.      

 REVIEW QUESTIONS  

  1.    How is hyperactivity in adults with ADHD most likely 

to be evidenced?  

  2.    Most medications for treating ADHD in childhood are 

based on ___________.  

  3.    What are the three types of ADHD?       

 Learning, Communication, 
and Motor Skills Disorders  

 Perhaps you know someone who has a block about math. 

Even doing simple calculations causes this person to feel 

frustrated. Or you may have a classmate who has trouble 

reading and needs assistance with course assignments. In 

extreme forms, these problems may refl ect a specifi c devel-

opmental disorder: a delay or defi cit in a specifi c area of 

functioning, such as academic skills, language and speech, 

or motor coordination. 

    You may wonder why a person’s diffi culty with math or 

reading is regarded as a psychological disorder. This is actu-

ally a controversial issue. Some clinicians feel it is inappropri-

ate to include learning diffi culties in a classifi cation system 

designed for the diagnosis of psychological disorders. How-

ever, the rationale for including these diffi culties is that they 

are often associated with emotional distress, and they may 

seriously interfere with the person’s everyday life and social 

relationships. For example, an eighth-grader who is having 

diffi culty completing his homework assignments because of a 

reading disorder will probably feel ashamed and anxious. 

Over time, these emotions will have a cumulative impact on 

the individual’s self-esteem and sense of well-being.  

 Learning Disorders 

 A    learning disorder    is a delay or defi cit in an academic skill 

that is evident when an individual’s achievement on stan-

dardized tests is substantially below what would be expected 

for others of comparable age, education, and level of intel-

ligence. These disorders, which cause signifi cant impairment 

in functioning, are estimated to affect 2 to 10 percent of 

Americans, and approximately 5 percent of  public school 

children are currently diagnosed (American Psychiatric 

Association, 2000). Learning disorders are evident in three 

areas, each associated with a given academic skill: mathe-

matics, writing, and reading. 

    The individual with    mathematics disorder    has diffi culty 

with mathematical tasks and concepts. Impairment may be 

evident in linguistic skills, such as understanding mathematical 

terms, symbols, or concepts; perceptual skills, such as reading 

arithmetic signs; attention skills, such as copying numbers cor-

rectly; and mathematical skills, such as learning multiplication 

tables. A school-age child with this disorder may have problems 

completing homework. An adult with this disorder might be 

unable to balance a checkbook because of diffi culty  performing 

simple mathematical calculations. In a    disorder of written expres-

sion    ,  writing is characterized by poor spelling, grammatical or 

punctuation errors, and disorganization of paragraphs, which 

creates serious problems for children in many academic sub-

jects. For adults, this disorder can be very embarrassing, per-

haps limiting the person’s range of job opportunities.    Reading 

disorder    ,  commonly called    dyslexia    ,  is a learning disorder in 

which the individual omits, distorts, or substitutes words when 

reading and reads in a slow, halting fashion. This inability to 

read inhibits the child’s progress in a variety of school subjects. 

As with the disorder of written expression, adults with dyslexia 

face embarrassment and restrictions in the type of employment 

for which they may qualify. Epidemiological studies show that, 

at least in English-speaking countries, boys are more likely than 

girls to develop reading disability (Rutter et al., 2004). 

Children with learning disorders fi nd the classroom a frustrating place 
when they are unable to follow directions or to understand what they 
are reading.



        Adolescence is the peak time during which behavioral 

and emotional problems associated with learning disor-

ders are particularly evident. Many people with learning 

disorders drop out of  school before fi nishing high school. 

Even outside the school context, though, many people 

with learning disorders have low self-esteem and feelings 

of  incompetence and shame. However, a learning disorder 

does not necessarily sentence a person to a life of  failure; 

in fact, some extremely famous people overcame child-

hood learning disorders, including Winston Churchill, 

Charles Darwin, Thomas Edison, Albert Einstein, John F. 

Kennedy, George Patton, Nelson Rockefeller, and Woodrow 

Wilson ( Table 11.2 ).  

    Communication Disorders 

 If  you have ever tried to communicate an idea that others 

couldn’t understand or have been so inarticulate that even 

your speech was incomprehensible, you can imagine the 

experiences of people with disturbances in speech and lan-

guage. What is diffi cult to imagine, however, is the emotional 

pain and frustration that people with communication disor-

ders confront on a daily basis.    Communication disorders    are 

conditions characterized by impairment in the expression or 

understanding of language. 

       Expressive language disorder    is a developmental disorder 

characterized by obvious problems of  verbal expression. 

Children with this disorder do not have the ability to express 

themselves in ways appropriate to their age group. This may 

be evident in a language style that includes using limited and 

faulty vocabulary, speaking in short sentences with simpli-

fi ed grammatical structures, omitting critical words or 

phrases, and putting words together in peculiar order. A per-

son with this disorder may, for example, always use the pres-

ent tense, referring to activities of the previous day by saying, 

“I have a good time yesterday.” For some children, expres-

sive language disorders are developmental conditions in 

which speaking abilities occur at a later age than average and 

progress more slowly than average. Others acquire this dis-

order, perhaps as a result of a medical illness or a neuro-

logical problem resulting from a head trauma. 

    Children with    mixed receptive-expressive language disor-

der    have diffi culty in both expressing and understanding 

certain kinds of words or phrases, such as directions, or, in 

more severe forms, basic vocabulary or entire sentences. 

Even simple directions, such as “take the third door on the 

right,” might confuse an individual with this disorder. When 

speaking, children with this disorder show some of the same 

communication problems as children with expressive lan-

guage disorder. Mixed receptive-expressive language disorder 

can also be either developmental or acquired. 

    The expressive diffi culties of some people are character-

ized not by their inability to understand or express language 

but by diffi culties specifi c to speech. A person with    phono-

logical disorder    substitutes, omits, or incorrectly articulates 

speech sounds. For example, a child may use a  t  sound for 
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TABLE 11.2 Famous People Who Had Problems in School

Winston Churchill (1874–1965)  Described as a “dull youth” by his father, who thought he would not be able to make 
a living, this legendary British statesman was also seen as hyperactive in childhood. 
Although Churchill enjoyed history and literature, he refused to study Latin, Greek, or 
math, and he repeatedly failed his school exams.

Charles Darwin (1809–1882)  When Darwin was a child, his father told him that he cared for nothing but “shooting, 
dogs, and rat-catching.” Darwin failed in his medical studies and marked time in 
 college until he took the trip on the H.M.S. Beagle that changed his life.

Thomas Edison (1874–1931)  In school, Edison’s performance was so poor that his headmaster warned that he 
“would never make a success of anything.” His mother helped him learn to read, 
and he soon began inventing.

Albert Einstein (1879–1955)  Einstein’s parents feared that he was retarded because of his delayed speech and lan-
guage development. His school performance on all subjects except mathematics was 
dismal, and he failed his college entrance exams. While in the process of develop-
ing his relativity theory, he had trouble holding down a job.

Henry Ford (1863–1947)  A poor reader in school, Ford always preferred working with machines. He achieved 
early prowess in fi xing tools and building waterwheels and steam engines.

Isaac Newton (1642–1727)  Described as an “idler” and “mechanical dabbler,” Newton proved to be so ineffi cient 
that he could not run the family farm. A poor student, he suddenly came to life after 
a fi ght with a bully motivated him to advance himself.

Source: From Wallace, Wallechinsky, Wallace, & Wallace in The Book of Lists 2 (1980). Copyright © 1980 David Wallechinsky. 
Reprinted by permission of David Wallechinsky.
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the letter  k,  saying  tiss  rather than  kiss.  People often regard 

the mispronunciations of  children as cute; however, these 

childhood speech patterns are likely to cause academic prob-

lems as the child grows older and may evoke ridicule from 

peers. 

       Stuttering    involves a disturbance in the normal fl uency 

and patterning of speech that is characterized by verbalizations 

such as sound repetitions and prolongations, broken words, the 

blocking out of sounds, word substitutions to avoid problem-

atic words, and words expressed with an excess of tension.   

 Motor Skills Disorders 

 The primary form of motor skills disorder is    developmental 

coordination disorder    ,  which is characterized by marked 

impairment in the development of motor coordination. Chil-

dren with this disorder encounter problems in academic 

achievement and daily living because of their severe lack of 

coordination, unassociated with another developmental dis-

ability (for example, cerebral palsy). In the early stages of 

life, children with developmental coordination disorder have 

trouble crawling, walking, and sitting. As they develop, their 

performance on other age-related tasks also is below average. 

They may be unable to tie their shoelaces, play ball, com-

plete a puzzle, or even write legibly. This disorder is relatively 

common, with as many as 6 percent of children between ages 

5 and 11 meeting the diagnostic criteria (American Psychiatric 

Association, 2000).   

 Theories and Treatment of Learning, 
Communication, and Motor Skills Disorders 

 The most widely accepted explanation of the learning, com-

munication, and motor skills disorders involves neurological 

abnormalities. Experts believe that damage to various brain 

sites responsible for the affected functions has occurred dur-

ing fetal development, during the birth process, or as a result 

of a neurological condition caused by physical trauma or a 

medical disorder. 

    One possible cause of certain kinds of developmental 

disorders is that the brain areas involved in vision, speech, 

and language comprehension cannot integrate information. 

For example, a child whose ability to remember sequences 

of letters or words is impaired may have diffi culties in com-

prehending speech. An 8-year-old child should be able to 

remember the following sentences: “Joe asked his mother to 

take him to see the cows in the barn.” “Luis carved a hand-

some statue out of wood with his sharp knife.” However, an 

8-year-old child with auditory memory problems would most 

likely confuse the sequence of events and forget most of the 

details. Impairment in the central nervous system that results 

in defi cits in cognitive processing can result in serious social 

and emotional disturbance. 

    School is usually the primary site of  treatment for 

specifi c developmental disorders. A treatment plan is designed 

by an interdisciplinary team consisting of various professionals, 

such as a school psychologist, a special education teacher, the 

classroom teacher, a speech language therapist, and possibly 

a neurologist. Typically, children with these disorders require 

more structure, fewer distractions, and a presentation of new 

material that uses more than one sensory modality at a time. 

For example, the instructor may teach math concepts by using 

oral presentation combined with hands-on manipulation of 

objects. Perhaps most important is building on the child’s 

strengths, so that he or she can feel a sense of accomplishment 

and increased self-esteem.     

 Separation Anxiety Disorder  

 Every child experiences anxiety. If  you think back to your 

own childhood, you can probably remember times when you 

felt nervous or fearful. Perhaps you felt apprehensive on the 

fi rst day of school or extremely shy when you met a new 

playmate. These are common childhood reactions. For some 

children, though, anxiety becomes a powerful and disruptive 

force. They cannot leave home without panicking, they cling 

to their parents, they are mute with strangers, or they worry 

obsessively about being hurt. In most cases, anxiety in children 

is diagnosed according to the same criteria as in adults (see 

Chapter 5). One anxiety disorder, separation anxiety disorder, 

is diagnosed only in children, with a prevalence rate of approx-

imately 4 percent of  children and adolescents (American 

Psychiatric Association, 2000).  

 Characteristics of Separation Anxiety Disorder 

 Children with    separation anxiety disorder    have intense and 

inappropriate anxiety concerning separation from home or 

caregivers. To understand the nature of this disorder, let’s take 

a look at the role of separation anxiety in normal childhood 

development. From the moment of birth, any infant’s cries 

usually evoke caregiving behavior in adults. As infants develop 

in the fi rst year of life, they are able to communicate their 

needs to caregivers in new ways, as they learn to reach, crawl, 

grasp, and use verbal utterances. At the same time, children 

begin to develop a psychological attachment to their parents 

and become distressed when their parents are not present 

(Ainsworth, 1989). Although most children maintain a strong 

attachment to their parents, they become less distressed 

at separation at around 18 months (Emde, Gaensbauer, & 

Harmon, 1976). However, a small percentage of children do 

not overcome the experience of separation anxiety but go on 

to develop symptoms of separation anxiety disorder. For 

example, Jennie wavers briefl y and then skips happily into the 

classroom of her day care center when her father drops her 

off in the morning. In contrast, Emily is terrifi ed when her 

parents leave her for any period of time. 

    Children like Emily experience severe reactions when 

confronted with the prospect of being apart from their par-

ents. They become upset and often physically ill when facing 

a normal separation, such as when a parent leaves for work 



or when they go to a relative’s house for a visit. Some may 

refuse to sleep overnight at a friend’s house or to go to camp 

or school. When separated, they fear that something terrible 

will happen to their parents or to themselves—for example, 

that they will be kidnapped. When separated from their care-

taker, they are likely to complain of physical maladies, such 

as headaches or stomachaches. Even going to sleep may rep-

resent a traumatic separation. They may insist that a parent 

stay with them until they fall asleep or may plead to sleep 

in their parents’ bed because of nightmares involving separa-

tion. When not with an attachment fi gure, they become pan-

icky, miserable, homesick, socially withdrawn, and sad. They 

are also demanding, intrusive, and in need of constant atten-

tion. Sometimes they cling so closely to a parent that they 

will not let the parent out of their sight.   

 Theories and Treatment of Separation 
Anxiety Disorder 

 As you know, anxiety is an experience that involves both 

physical and psychological factors. Recalling our discussion 

from Chapter 5, in which we explored anxiety disorders in 

adults, it is important to consider both of these factors in 

trying to explain and treat anxiety disorders in children. 

When looking at the biological factor of anxiety, investiga-

tors have turned to sources of information such as familial 

patterns and responsiveness to antianxiety medication. As is 

the case in other areas of research, familial patterns provide 

information about the possible role of genetics. 

    Some children with separation anxiety disorder have a 

family history of anxiety (Bernstein, Layne, Egan, & Nelson, 

2005). A large-scale study of nearly 1,200 female twin pairs 

yielded evidence of strong heritability (Cronk et al., 2004). 

However, the same study produced evidence that there are 

also important environmental contributions to the develop-

ment of this disorder. The loss or threat of loss of a father 

from the home was signifi cantly associated with separation 

anxiety regardless of  socioeconomic status. Children may 

also develop this disorder in response to natural or man-

made disasters. In the aftermath of the September 11 terror-

ist attacks, estimates were that nearly 13 percent of New York 

City schoolchildren had a probable diagnosis of separation 

anxiety disorder (Hoven et al., 2005). It is possible that tem-

peramental differences rooted in biology cause some children 

to experience heightened reactivity in these kinds of situa-

tions. From the psychodynamic and family systems perspec-

tives, childhood anxiety disorders are the result of failing to 

learn how to negotiate the normal developmental tasks of 

separating from parents. 

    The majority of  children diagnosed with separation 

anxiety disorder experience remission and are completely 

free of  any psychological symptoms within as short a period 

as 18 months (Foley et al., 2004). For those who do not, 

the clinician’s primary task is to help the child gain control 

over anxiety-provoking situations. As with most childhood 

disorders, behavioral treatments have been demonstrated to 

be particularly effective. Behavioral techniques used for 

treating fears and anxieties in children include systematic 

desensitization, prolonged exposure, and modeling. Contin-

gency management and self-management are also useful in 

teaching the child to react more positively and competently 

to a fear-provoking situation. Behavioral techniques may be 

applied either individually or in combinations. For example, 

a child with separation anxiety disorder may learn relax-

ation techniques along with cognitive strategies for thinking 

more positively about separation (Jurbergs & Ledley, 2005). 

For several years, SSRIs such as fl uoxetine were the psycho-

pharmacological treatment of  choice for children with sep-

aration anxiety disorder (Birmaher et al., 2003). Recently, 

however, serious concerns have been raised about prescrib-

ing these medications to children, particularly in light of 

several reports of  extreme impulsive reactions, including 

suicidal attempts, among a small number of  children taking 

SSRIs (Ramchandani, 2004). 

    Regardless of  the specifi c modality, at some point par-

ents become involved in the child’s treatment. Family ther-

apists, in particular, give the greatest emphasis to the 

parents’ role in helping the anxious child, but therapists 

from all perspectives recommend that treatment involve the 

family.     

 Other Disorders That 
Originate in Childhood  

 A set of relatively rare and unusual disorders are limited to 

the childhood years. For the most part, these disappear by 

adulthood, but the effects may linger and have a profound 

impact on the individual’s psychological well-being and 

social functioning.  

 Childhood Eating Disorders 

 Children with    pica    ,  a condition commonly associated with 

mental retardation, eat inedible substances, such as paint, 

string, hair, animal droppings, and paper. In contrast, in 

feeding disorder of infancy or early childhood    ,  the individual 

persistently fails to eat, leading to a loss of weight or failure 

to gain weight. Another form of eating disorder is    rumina-

tion disorder    ,  in which the infant or child regurgitates and 

rechews food after it has been swallowed. Each of these eat-

ing disorders lasts at least 1 month and is not associated with 

transient stomach distress.   

 Tic Disorders 

 A    tic    is a rapid, recurring involuntary movement or vocaliza-

tion. There are several kinds of tic disorders involving bodily 

movements or vocalizations. Examples of motor tics include 

eye blinking, facial twitches, and shoulder shrugging. Vocal 

tics include coughing, grunting, snorting,    coprolalia    (the 

uttering of obscenities), and tongue clicking. 
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    The tic disorder you are most likely to hear about is 

Tourette’s disorder    ,  a combination of  chronic movement 

and vocal tics that is much more commonly reported in 

males. For most, the disorder begins gradually, usually 

with a single tic, such as eye blinking, which over time 

grows into more complex behaviors. People with Tourette’s 

disorder usually make uncontrollable movements of  the 

head and sometimes parts of  the upper body. In some 

cases, individuals engage in complex bodily movements 

involving touching, squatting, twirling, or retracing steps. 

At the same time, they utter vocalizations that sound very 

odd to others; for example, an individual may have a com-

plex tic behavior in which he rolls his head around his neck 

while making sniffi ng and barking noises. In only a small 

percentage of  cases do people with Tourette’s disorder 

utter obscenities. This is not a passing condition but, 

rather, one that is usually lifelong, with onset in childhood 

or adolescence. Young people with this disorder commonly 

have other psychological symptoms as well, the most com-

mon of  which are obsessive-compulsive symptoms, speech 

diffi culties, and attentional problems. Defi cits in brain 

inhibitory mechanisms in the prefrontal cortex are thought 

to be involved in Tourette’s disorder, a feature that is 

shared with obsessive-compulsive disorder and ADHD 

(Wright et al., 2005). 

       Elimination Disorders 

 Children with elimination disorders have not become toilet 

trained, long past the time when they were physiologically 

capable of maintaining continence and using the toilet prop-

erly. In    encopresis    ,  a child who is at least 4 years old repeatedly 

has bowel movements either in clothes or in another inap-

propriate place. Children with    enuresis    urinate in clothes or in 

bed after the age when they are expected to be continent; this 

is not an infrequent event but, rather, one that takes place at 

least twice a week for a minimum of 3 consecutive months in 

children who are at least 5 years old.   

 Reactive Attachment Disorder 

Reactive attachment disorder of infancy or childhood    is a 

severe disturbance in the child’s ability to relate to others. 

Some children with this disorder do not initiate social inter-

actions or respond when it is appropriate; they may act 

extremely inhibited and avoidant. Other children show a 

very different symptom picture, in that they do not dis-

criminate in their sociability but show inappropriate famil-

iarity with strangers. This disturbed style of  interpersonal 

relating arises from pathological caregiving; perhaps the 

parent or caregiver disregarded the child’s emotional or 

physical needs during the early years of  development. 

Alternatively, there might be so many changes in primary 

caregivers during early development that the child fails to 

develop stable attachments.   

 Stereotypic Movement Disorder 

 Children with    stereotypic movement disorder    engage in repet-

itive, seemingly driven behaviors, such as waving, body rock-

ing, head-banging, self-biting, and picking at their bodies. 

These behaviors interfere with normal functioning and some-

times cause bodily injury.   

 Selective Mutism 

 In    selective mutism    ,  the child consciously refuses to talk in 

certain situations, usually when there is an expectation for 

interaction, such as at school. The condition is evident for 

an extended period of time, at least 1 month, and interferes 

signifi cantly with normal functioning. Children with this dis-

order may speak spontaneously in some situations but refuse 

to speak in other settings.     

 REVIEW QUESTIONS  

  1.    Reading disorder is also called ____________.  

  2.    What fi ve behavioral techniques can be used in treating 

separation anxiety disorder?  

  3.    What is the difference between pica and rumination 

disorder?       

 Development-Related Disorders: 
The Biopsychosocial Perspective  

 Now that you have read about the various forms of child-

hood disorders, you can appreciate our opening comments 

about the complexities involved in diagnosing and treating 

   Ben’s symptoms of Tourette’s disorder include uncontrollable 
head movements and vocalizations, which cause him to expe-
rience profound embarrassment and distress. 



children. Perhaps you have also gained some insight into 

how painful it is for parents and teachers to see a child expe-

rience such problems. You can also understand the dilemmas 

faced by the adults in a child’s life about the best course of 

action to follow in making treatment decisions. 

    In some ways, the disorders of  childhood are like a 

microcosm of all abnormal psychology. In fact, there is con-

siderable debate among researchers and clinicians about 

whether separate diagnostic categories should exist for chil-

dren in the areas of schizophrenia and depression. The ques-

tion of  overlap between childhood and adult forms of 

psychological disorder is one that is likely to remain unre-

solved for some time, as researchers continue to explore 

whether these really are separate disorders. 

    Questions might also be raised about the origin of  a 

child’s referral for psychological evaluation or treatment. A 

parent’s reporting of  a child’s symptoms may be a cry for 

help from an overburdened parent of  a normal but diffi cult 

child, or it may be the refl ection of  a disturbance that lies 

outside the child and instead within the parent, the family, 

the school, or the larger social milieu. Nevertheless, when 

children experience these symptoms, they are real, painful, 

and a legitimate cause of  concern. If  they are not treated 

seriously, the problems can accompany the child into 

adulthood, causing many years of  prolonged unhappiness. 

Because of  the relationship between early life diffi culties 

and later adjustments, researchers are actively pursuing a 

number of  intriguing leads for understanding and inter-

vening in the disorders of  childhood. Fortunately, thera-

peutic interventions, particularly behavioral methods, can 

have positive and signifi cant effects on reducing many child-

hood symptoms.  
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   Jason’s History  

 At the second intake session, I met 

fi rst with Jason and his parents, then 

discussed Jason’s history alone with 

Mr. and Mrs. Newman. I also spent 

some time alone with Jason. At fi rst, 

Mr. Newman expressed reserva-

tions about going into detail, be-

cause I had told the Newmans in the 

initial meeting, before having a grasp 

of Jason’s problem, that I might not 

continue as the clinician following 

the intake. I explained that I could 

take the case if family therapy would 

be suffi cient; however, I would rec-

ommend another therapist if Jason’s 

needs would be better served by a 

specialist in child treatment. In re-

sponse to Mrs. Newman’s urgings, 

however, he agreed. They proceeded 

to share with me the pain and dis-

tress of the past 7 years. 

  Although only 8 years old, Jason 

had for most of his life been unable 

to control his behavior. He had an-

tagonized every important person in 

his life, time and time again. The 

older of two children, Jason had a 

7-year-old sister, Anna, who showed 

none of the disturbance that was so 

much a part of Jason. 

  Jason’s father was 34 years old; 

he owned and managed a small but 

successful local card store, where 

32-year-old Mrs. Newman worked 

as a part-time salesperson while 

the children were in school. The 

Newmans had been married for 10 

years, and they had been relatively 

happy prior to the onset of Jason’s 

problems. For the past 7 years, how-

ever, the tension between Mr. and 

Mrs. Newman had intensified 

greatly. From what I could tell, it 

seemed as though Mr. Newman had 

denied the seriousness of Jason’s 

problems, usually minimizing the trou-

bles by making comments such as 

“He’s just a typical boy.” Alternatively, 

Mr. Newman blamed teachers for 

not having enough structure in the 

classroom. 

  As Jason’s problems grew, 

Mr. Newman spent less and less time 

at home, contending that it was nec-

essary to devote his energy to the 

family business. Thus, Mrs. Newman 

often felt isolated. She tried to turn to 

her friends, but over time she began 

to sense that they did not want to 

maintain the relationship because 

they also found it diffi cult to interact 

with Jason. Mrs. Newman told me 

how she prayed every day that Jason 

would become normal. She knew he 

was an intelligent child but that ac-

quaintances had come to detest him 

and teachers to dread him.    

 Assessment  

 Because Jason had recently taken 

an IQ test in school, it was not nec-

essary to repeat intelligence testing. 

The report from the school psychol-

ogist indicated that Jason’s IQ, as 
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assessed with the WISC-III, placed 

him in the above-average range of 

intelligence for both verbal and per-

formance IQ. I felt that it would be 

helpful to have some quantitative 

data about Jason’s behavioral prob-

lems, however, so I asked his par-

ents to complete a child behavior 

checklist and I provided them with 

some other scales to be completed 

by Jason’s teachers. Both assess-

ment instruments confi rmed the pic-

ture that Mr. and Mrs. Newman had 

conveyed in our discussions. Jason’s 

scores were those found in hyper-

active children. For example, on 

the Conners Ratings Scale-Revised 

(CRS-R) Jason received scores that 

were more than a full standard devi-

ation above the mean of the sub-

scales of Learning Problems and 

Impulsivity-Hyperactivity, as well as 

the Hyperactivity Index.    

 Diagnosis  

 There was little question in my 

mind that Jason met the criteria for 

attention-defi cit/hyperactivity disor-

der. His current behaviors and his 

long history of behavioral distur-

bance made such a conclusion fairly 

obvious. No one involved with Jason 

was surprised with this diagnosis—

including parents, teachers, and 

mental health professionals.

     Axis I: Attention-Defi cit/ 

Hyperactivity 

 Disorder, Com-

bined Type   

   Axis II: None   

   Axis III: No physical disorders 

or conditions   

   Axis IV: Problems with primary 

support group 

( family tension)

  Educational problems   

   Axis V: Current Global 

 Assessment of 

Functioning: 55   

    Highest Global 

  Assessment of 

 Functioning (past 

year): 55       

 Case Formulation  

 Although in all likelihood biological 

factors played an important role in 

Jason’s problem, there was cer-

tainly more to the picture. Jason’s 

disruptive behavior was serving a 

function, both at home and in 

school. Perhaps, somewhat uncon-

sciously, Jason was trying to seek 

attention. Feeling unable to control 

his own behavior or thoughts, Jason 

became increasingly hurt by his 

lack of friends, but at the same time 

he felt incapable of modifying his 

behavior in positive directions. His 

failure to obtain the nurturance that 

he craved led Jason to an escal-

ation of his behavior, which culmi-

nated in the dangerous fi re-setting at 

school. Jason’s problem was not lim-

ited to his behavior alone; it had be-

come a family and school problem and 

required intervention in both contexts.    

 Treatment Plan  

 Focusing fi rst on Jason, I recom-

mended that he participate in indi-

vidual therapy with Dr. Clara Hill, a 

child psychiatrist highly regarded for 

her expertise in treating hyperactive 

children. My recommendation was 

based on two assumptions. First, I 

believed that Jason would benefi t 

from medication. Second, I felt that 

Jason would respond  positively to 

the idea that he would have his own 

private therapist, who would spend 

time alone with him each week. 

 Regarding Mr. and Mrs. Newman, 

I suggested that they meet with 

Dr. Hill’s colleague, psychologist Dr. 

Albert  Kennedy, who would develop 

a contingency management program 

that could be  implemented both at 

home and in school. Dr. Kennedy had 

ample experience with hyperactive 

children, and he was respected by 

the local school administrators and 

teachers for the interventions he had 

developed for other children. Dr. 

Kennedy would also meet with Mr. 

and Mrs. Newman on a regular ba-

sis to help them through the process 

and to give them an opportunity to 

work on their own relationship, fo-

cusing on the ways in which Jason’s 

problem had affected both of them.    

 Outcome of the Case  

 Two years have passed since I fi rst 

evaluated Jason, and the news so 

far has been promising. Jason 

started taking Ritalin shortly after 

seeing Dr. Hill, and the changes in his 

behavior were dramatic and quick. 

He settled down both at school and 

at home in ways that caused every-

one who knew him to sigh with relief. 

Of course, he did not turn from ur-

chin to angel overnight. In fact, he 

continued to be provocative and 

somewhat disruptive at times, but 

rarely to the extreme of his pretreat-

ment days. Mr. and Mrs. Newman 

learned from Dr. Kennedy the impor-

tance both of being swift with reper-

cussions for inappropriate behavior 

and of rewarding positive changes. 

Through meetings with the New-

mans and consultations with school 

staff, Dr. Kennedy developed a com-

prehensive intervention program that 

was consistent and clear. Dr. Hill in-

formed me that, after 6 months of 

weekly sessions with Jason, she re-

duced the frequency to bimonthly 

and then monthly meetings. At the 

point of each reduction in frequency, 

Jason’s disruptive behaviors fl ared 

up temporarily, but in time he settled 

into his new routine. 

  I was glad to learn of Jason’s 

progress and felt confi dent that his 

prognosis could now be considered 

improved. It is diffi cult to know, 

however, what scars will remain 

with this boy from the turbulent 

years that preceded his treatment. I 

am hopeful that Jason’s positive 

personality traits will serve as re-

sources to help him continue to 

grow, unburdened by the hurts of 

his childhood years.   

    Sarah     Tobin  ,   PhD     
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       SUMMARY  

■         The category of  development-related disorders comprises 

several sets of disorders that fi rst appear at birth or during 

youth. Mental retardation is characterized by signifi cantly 

below average general intellectual functioning, indicated by 

an IQ of 70 or below. In addition to intellectual defi cits, 

people with mental retardation have signifi cant impairments 

in various abilities, such as social skills, judgment, commu-

nication, and capacity for self-care. Mental retardation can 

result from an inherited condition or from an event or illness 

that takes place during development. Although there is no 

cure, early intervention can enrich the intellectual and phys-

ical development of people with this condition.  

■         Pervasive developmental disorders are characterized by severe 

impairment in several areas of  development (e.g., social 

interaction or communication skills) or the presence of 

extremely odd behavior, interests, and activities. The most 

common of these conditions is autistic disorder, which is 

characterized by massive impairment in an individual’s abil-

ity to communicate and relate emotionally to others. The 

theory that autistic disorder is biologically caused is sup-

ported by evidence pointing to patterns of  familial inheri-

tance, as well as studies of  brain size and structure. Although 

psychological theories cannot explain the causes of  autistic 

disorder, these approaches are valuable in regard to inter-

ventions, particularly those aimed at providing parents and 

teachers with the tools needed for modifying the maladap-

tive behaviors of  autistic individuals.  

■         Attention-defi cit/hyperactivity disorder (ADHD) involves 

inattentiveness and hyperactivity-impulsivity. Inattentiveness 

is characterized by behaviors such as carelessness, forgetful-

ness in daily activities, and other attentional problems. The 

hyperactive-impulsive component is further divided into the 

subtypes of hyperactivity and impulsivity. Hyperactivity is 

characterized by fi dgeting, restlessness, inappropriate running 

about, diffi culty in playing quietly, and excessively talking. 

Impulsivity is evident in individuals who blurt out answers, 

cannot wait their turn, and interrupt or intrude on others. 

Theories holding that children outgrow ADHD have been 

discarded in light of recognition of this condition in approx-

imately 4 percent of adults. Although many of the symptoms 

of ADHD typically found in children are also found in 

adults, other symptoms also emerge, such as procrastination, 

problems with management of time and money, and diffi cul-

ties fulfi lling work and personal commitments. Other condi-

tions that involve children’s disruptive behavior include 

conduct disorder and oppositional defi ant disorder. Young 

people with conduct disorder repeatedly and persistently vio-

late the rights of others, while those with oppositional defi ant 

disorder show a pattern of negativistic, hostile, and defi ant 

behavior that results in family or school problems. Extensive 

research has focused on the causes and interventions for 

ADHD, with special attention given to neurological abnor-

mality, possibly associated with genetic factors. Neurologi-

cal abnormality presumably results in impaired behavioral 

inhibition and self-control. Over time, the individual expe-

riences a number of  failures and interpersonal disturbances, 

which aggravate personal diffi culties. Treatment typically 

includes medications, the most common of which is methyl-

phenidate. Psychological techniques, especially those based 

on behavioral and cognitive principles, are also regarded as 

important aspects of  interventions aimed at helping indi-

viduals with ADHD gain control over their behavior and 

attention.  

■         Another set of development-related disorders comprises con-

ditions characterized by problems with learning, communica-

tion, or motor skills. A learning disorder is a delay or defi cit 

in an academic skill that is evident when an individual’s 

achievement on standardized tests is substantially below 

what would be expected for others of comparable age, educa-

tion, and level of intelligence. Communication disorders are 

conditions characterized by impairment in the expression or 

understanding of language. The primary form of motor skills 

disorder is developmental coordination disorder, a condition 

characterized by marked impairment in the development of 

motor coordination. Most developmental disorders in these 

categories are viewed as neurologically based, with various 

causes, such as damage during fetal development or birth or 

as the result of physical trauma or a medical disorder. The 

school setting is the most likely context for intervening with 

children who have these conditions.  

■         Several other psychological disorders have received extensive 

attention by researchers and clinicians. Separation anxiety 

disorder involves the experience of intense and inappropriate 

anxiety concerning separation from home or caregivers. 

Childhood eating disorders include conditions such as pica, 

feeding disorder of infancy or early childhood, and rumina-

tion disorder. Tic disorders, such as Tourette’s disorder, in-

volve bodily movements or vocalizations. Elimination dis-

orders, such as encopresis and enuresis, are characterized by 

a failure to maintain continence at an age-appropriate stage. 

Selective mutism involves a refusal to talk in certain situa-

tions, such as at school.     

 KEY TERMS 

  Autistic disorder  344    

  Childhood disintegrative 

disorder  347    

  See Glossary for defi nitions   

  Asperger’s disorder 347  

  Attention-defi cit/hyperactivity disorder 

(ADHD)  349    

  Communication disorders  357    

  Conduct disorder  351    

  Coprolalia  359    
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 ANSWERS TO MINI CASE QUESTIONS   

 Mental Retardation (p. 342) 

A:   Down syndrome is often associated in later life with poor 

health and the development of brain changes that resem-

ble those of Alzheimer’s disease.   

 Autistic Disorder (p. 347) 

A:   The term echolalia refers to the symptom of autistic dis-

order in which words or phrases are repeated.   

 Attention-Defi cit/Hyperactivity Disorder (p. 352) 

A:   Because Joshua has symptoms of  inattention and 

hyperactivity-impulsivity, he would receive the diagnostic 

label of combined type.     

 ANSWERS TO REVIEW QUESTIONS   

 Mental Retardation (p. 343)  

1.      Mild  

2.      An extra twenty-fi rst chromosome  

3.      The process in which people with cognitive and physical 

disabilities are integrated with non-disabled individuals in 

ordinary school classrooms     

 Pervasive Developmental Disorders (p. 348)  

1.      The early months of infancy  

2.      Asperger’s disorder  

3.      They are less likely to gaze into the eyes of others.     

 Attention Defi cit and Disruptive Behavior 
Disorders (p. 356)  

1.      Sensation of tension or restlessness and an interpersonal 

style that is brief  and intense  

2.      Methylphenidate  

3.      Combined type, predominantly inattentive type, and pre-

dominantly hyperactive-impulsive type     

 Learning, Communication, and Motor Skills 
Disorders; Separation Anxiety Disorder; 
Other  Disorders That Originate in Childhood 
(p. 360)  

1.      Dyslexia  

2.      Systematic desensitization, prolonged exposure, model-

ing, contingency management, and self-management  

3.      Children with pica eat inedible substances, whereas chil-

dren with rumination disorder regurgitate and rechew 

their food after it has been swallowed.       

  Fetal alcohol syndrome (FAS)  342    
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  Learning disorder  356    

  Mainstreaming  343    
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  Enuresis  360    

  Expressive language 

disorder  357    

  Failure to thrive  343    

  Feeding disorder of infancy or early 
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  Reactive attachment disorder of infancy 

or childhood  360    

  Reading disorder  356    

  Rett’s disorder  347    

  Rumination disorder  359    

  Selective mutism  360    

  Separation anxiety 

disorder  358    
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  As I prepared to leave my offi ce to 

meet Irene Heller, the receptionist 

called on the intercom to tell me that 

this new client was “causing a stir in 

the waiting room.” Irene was report-

edly yelling at her son that he had no 

business taking her to the clinic. 

When I entered the waiting room, 

however, there was no turmoil but, 

rather, the sight of a serene-looking 

gray-haired woman sitting next to a 

man in his mid-forties. 

  It seemed a sad irony that it was 

on her sixty-seventh birthday that 

Irene Heller was brought to the men-

tal health clinic by her son Jonathan. 

As I went to meet her, my eyes were 

drawn immediately to the corsage 

pinned to her jacket; amid the small 

bouquet emerged a sign reading 

“Happy Birthday.” Realizing that my 

attention was drawn to the fl owers, 

Irene commented, “Aren’t they a 

beautiful expression of my son’s 

thoughtfulness?” 

  After some small talk, I suggested 

that we proceed to my offi ce. Every-

thing seemed relatively routine until 

Irene asked me if I was the same 

Sarah Tobin who had stolen her bi-

cycle when she was 8 years old. 

Since we were in the middle of the 

hallway, I was perplexed about how 

to respond. The question was absurd 

in several ways, not the least of 

which was the fact that I was nearly 

two decades younger than Mrs. Heller. 

My initial response was to suggest 

that we wait until we reached my of-

fi ce to discuss her concerns, but 

Mrs. Heller didn’t give me the oppor-

tunity to complete my sentence. In-

stead, she angrily threw her purse 

on the fl oor and shouted, “I will not 

move another step until you ac-

knowledge what you did to me!” At 

that point, her son pleaded with his 

mother to cooperate. In a soothing 

voice, he tried to reassure her by 

saying, “Mother, this is Dr. Tobin. She 

is a psychologist who wants to help 

us fi nd ways to make you feel better. 

Let’s go to her offi ce and tell her 

what has been going on.” Fortu-

nately, Irene agreed and began 

walking toward my offi ce. On enter-

ing, she noticed my diploma hanging 

on the wall. In a matter-of-fact man-

ner, she quickly translated the fi ve 

lines of Latin as if she were a fl uent 

speaker of the language. At that 

point, Jonathan interjected by men-

tioning that Mrs. Heller had, in re-

cent years, taken up the study of 

Latin and Greek as a pastime. He 

then went on to explain that her abil-

ity to retain classical Greek and Latin 

vocabulary and grammar was re-

markable, especially in light of the 

fact that she couldn’t recall her ad-

dress, phone number, or the names 

of her grandchildren. 

  As Jonathan attempted to tell 

me the sad story of Irene’s debilitat-

ing condition, she launched into a 

monologue, trying to convince me 

that nothing was wrong with her. 

Fortunately, she agreed to permit 

 Jonathan to continue to explain his 

version of events before interrupting 

again. According to Jonathan, his 

mother had changed over the past 

few years from an intellectually alert, 

vibrant, and active woman who 

loved teaching into a forgetful, easily 

distracted, unhappy individual. Her 

memory problems had become so 

serious that Jonathan worried about 

her safety. Would she remember to 

lock her door at night, to turn off the 

gas stove, or to take her medicine? 

He knew that, despite regular phone 

calls from him and from her friends, 

Irene was unable to stay on top of 

things. In fact, she was often unable 

to recall what a person had said just 

moments earlier, much less attend to 

her personal needs. 

  Jonathan explained that he had 

noticed alarming changes in his 

mother during the previous several 

months. Recently, Jonathan had 

been expecting his mother to visit his 

family in their new home. When she 

failed to show up at the appointed 

time, he telephoned her and she in-

dignantly responded that he was try-

ing to trick her. Apparently, Irene had 

gone to his former residence, seem-

ingly oblivious to the fact that he had 

moved nearly 2 months earlier. De-

spite his insistence that he had re-

minded her of his new address just 

the day before, Irene claimed to 

have no recollection and insisted 

that he must be trying to free himself 

from any obligations to her. The fol-

lowing day, Irene called Jonathan as 

if nothing unusual had taken place 

between the two of them. Clearly, 

she had forgotten all the turmoil that 

had taken place less than 24 hours 

before. 

  Jonathan went on to describe 

other situations in which Irene’s loss 

of memory was accompanied by 

 increasingly disruptive and unchar-

acteristic behaviors. For example, 

one day the manager of a local de-

partment store called Jonathan to 

complain that Irene was roaming 

aimlessly through the store, mutter-

ing the phrase, “a stitch in time, a 

stitch in time.” When the manager 

asked if he could be of help, Irene be-

gan to yell obscenities at him and 

tried to assault him. As the manager 

attempted to take her to the offi ce, 

she screamed, “Murderer! Take your 

hands off me!” In anguish and em-

barrassment, Jonathan rushed to the 

store to fi nd his mother sobbing qui-

etly in a corner of the offi ce. Although 

occasional peculiar events involving 

his mother had occurred during the 

year, none had been this extreme. 

Jonathan had downplayed each one 

until it became obvious that Irene 

needed professional attention. 

  When I asked Irene about her un-

derstanding of what Jonathan was 

talking about, she acknowledged 

that she had become “a bit forget-

ful.” To Jonathan’s surprise, as well 

as mine, Irene then said, “Perhaps it 

would be a good idea for someone to 

help me, so that I don’t do something 

dangerous.” I was relieved to hear 

Irene say this, because her comment 

gave me reason to feel confi dent 

that she would go along with my rec-

ommendation that we conduct a 

comprehensive assessment of her 

condition. 

    Sarah     Tobin  ,   PhD     
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  W
hat would you think if  someone in your life were 

to begin acting in the ways that Irene Heller did? 

Like Jonathan, you might fi rst assume that she had 

an emotional problem, possibly related to an upsetting event 

in her life. Few people consider that a person’s behavioral 

diffi culties might be caused by brain damage or a disease that 

affects the nervous system, yet, as you will learn in this chap-

ter, there are many ways in which neurological disorders can 

cause people to experience major changes in their intellectual 

functioning, mood, and perceptions. You will also see that a 

variety of physical conditions can cause cognitive impair-

ments through damage to the central nervous system.      

 The Nature of Cognitive Disorders  

 Cognitive functions include the processing of thoughts, the 

capacity of memory, and the ability to be attentive. In the 

disorders we will discuss in this chapter, the impairment of 

thoughts, memory, and attention are central characteristics. 

This kind of impairment arises from various causes, includ-

ing brain trauma, disease, or exposure to toxic substances 

(possibly including drugs). In the  DSM-IV-TR,  the formal 

name for the group of disorders characterized by this set of 

symptoms is  delirium, dementia, amnestic, and other cognitive 

disorders.  For the sake of brevity, we will use the term  cogni-

tive disorders  as a comprehensive label. 

    It may not be obvious that physical abnormalities can 

cause a set of presumably psychological symptoms, such as 

hallucinations and delusions. In fact, various physically 

based syndromes mimic schizophrenia, mood disorders, and 

personality disorders. People can develop delusions, halluci-

nations, mood disturbances, and extreme personality changes 

due to abnormalities in the body resulting from disease, reac-

tions to medication, and exposure to toxic substances. People 

with disorders involving the brain are frequently found to be 

suffering from depression either due to the disabling effects 

of  the illness or as a result of  physiological changes that 

underlie both the physical and psychological abnormalities. 

As you will see in Chapter 13, drugs and alcohol can also 

cause a person to think, feel, and act in ways that mimic 

serious psychological disturbances. 

    Neuropsychological testing and the development of new 

neuroimaging technologies have facilitated the assessment of 

disorders of cognitive impairment. However, even in an age 

of sophisticated diagnostic technology, determining whether a 

person’s psychological problems are attributable to physical 

factors can sometimes be very diffi cult. Consider the case of 

Flora, a 59-year-old woman who had been hospitalized many 

times for what appeared to be bipolar disorder. Her symptoms 

included suicide attempts, extreme belligerence toward her fa-

mily, and grandiose beliefs about herself. Only after several 

psychiatric hospitalizations did an astute clinician determine 

that Flora’s symptoms were caused by an endocrine disorder. 

After only a few weeks of treatment, Flora’s medical condi-

tion improved, and her “psychiatric” symptoms diminished.    

 Delirium  

 You have probably heard the term  delirious  used many times, 

possibly to describe someone who is in a state of uncontrolled 

excitement. Or perhaps you have personally experienced delir-

ium in a different form while in the grip of a high fever or 

following an injury. You may have awakened from your sleep, 

not knowing where you were or what time it was. Family 

members may have been perplexed by your inability to respond 

to them in conversation. Perhaps you had some strange 

thoughts or perceptions that you later realized were hallucina-

tions. If  you have ever had such an experience, you know 

fi rsthand how a bodily disturbance can result in an altered 

state of consciousness accompanied by bizarre symptoms. 

       Delirium    is a temporary state in which individuals ex-

perience a clouding of consciousness, in which they are un-

aware of what is happening around them and are unable to 

focus or pay attention. In addition, they experience cogni-

tive changes in which their memory is foggy and they are 

disoriented. A person in a state of delirium may forget what 

he or she had eaten for lunch only an hour earlier or be 

unaware of the day of the week or even the season of the 

year. The speech of individuals experiencing delirium may 

be rambling or incoherent as they shift from one topic to 

another. These individuals may also experience delusions, il-

lusions, or hallucinations, as well as emotional disturbances 

such as anxiety, euphoria, or irritability. As you can imagine, 

such symptoms can be very frightening, both for the person 

who is experiencing them and for anyone who is observing. 

Not surprisingly, delirious individuals may do things that are 

physically dangerous, such as walking into traffi c or falling 

down stairs. Health professionals are therefore concerned 

about the possibility that the delirious medical patient will 

get out of  bed, unaware of  being connected to medical 

equipment, such as a respiratory tube or urinary catheter. 

    Delirium is caused by a change in the brain’s metabolism 

and usually refl ects something abnormal occurring in the body. 

A variety of factors can cause delirium, including substance 

intoxication or withdrawal, head injury, high fever, and vitamin 

defi ciency. People of any age can experience delirium, but it is 

more common among medically or psychiatrically hospitalized 

older adult patients, particularly among surgical patients with 

pre-existing cognitive impairment and depressive symptoms 

(Minden et al., 2005). The higher incidence among older peo-

ple is due to the fact that they are more prone to falls and are 

more likely to have undergone surgery, experiences that can 

provoke a state of delirium (Curyto et al., 2001; Marcantonio, 

Flacker, Wright, & Resnick, 2001). Older adults are also more 

susceptible to experiencing adverse reactions from medications 

due to noncompliance and omission or early cessation of treat-

ment (Chan, Nicklason, & Vial, 2001). Even after the symp-

toms of delirium subside, older hospitalized patients who 

experience this condition are more likely to experience medical 

complications that can cause rehospitalization and a higher 

risk of mortality (Marcantonio et al., 2005). 



        Although delirium has no typical course, it follows some 

general trends. Delirium typically has a rapid onset, develop-

ing over a period of a few days at most and lasting for a brief  

period. Rarely does delirium last for more than a month. 

Some individuals do show a slower, more subtle manifestation 

of symptoms, however. Over the course of a day, a delirious 

individual may experience a variety of emotional disturbances, 

such as anxiety, fear, depression, irritability, euphoria, restless-

ness, diffi culty in thinking clearly, and hypersensitivity to au-

ditory and visual stimuli. As the delirium continues, these 

symptoms can fl uctuate considerably by time of day, dimin-

ishing in the morning and worsening during the nights, when 

sleep may be disturbed by vivid dreams or nightmares. 

    Health care professionals differentiate psychomotor dis-

turbances commonly associated with delirium as either 

hyperactive or hypoactive. Hyperactive individuals manifest 

restless and agitated behavior, possibly groping or picking at 

bedclothes, trying to get out of bed when it is unsafe, and 

making sudden bodily movements. Hypoactive individuals 

are slowed down, acting in ways that refl ect their feelings of 

lethargy and stupor. Sometimes there is a shift from one ex-

treme to the other. Hallucinations, delusions, and agitation are 

most likely during a hyperactive phase (American Psychiatric 

Association, 2000). 

    Testing does not usually reveal distinct neurological def-

icits in a person with delirium, but abnormal bodily move-

ments, such as tremor or shaking, are often evident. Signs 

of  autonomic nervous system disturbance are often present, 

such as tachycardia (rapid heartbeat), sweating, fl ushed 

 face, dilated pupils, and elevated blood pressure. The individ-

ual either naturally recovers, is effectively treated, develops 

a progressive neurological defi cit, or dies from the underlying 

physical condition. 

    Interventions that follow a multidimensional approach 

may help foster recovery from delirium. Such an approach 

focuses on educating staff in assessment, prevention, treat-

ment, and attending to the individual needs of the patient 

with delirium (Lundstrom et al., 2005). Educating medical 

and psychiatric personnel about the symptoms of delirium is 

particularly important for prevention and early detection, 

both of which can reduce the negative consequences for the 

older patient (Weber, Coverdale, & Kunik, 2004).  

 Amnestic Disorders  

 As you have learned from our discussion of dissociative am-

nesia in Chapter 6, psychological factors can cause mem-

ory loss. There are biological causes for loss of memory as 

well; such conditions are referred to as    amnestic disorders    .

A person in a state of delirium experiences numerous cognitive, emo-
tional, and behavioral disturbances. Elderly hospital patients are 
particulary prone to delirium.

MINI CASE

DELIRIUM

Jack is a 23-year-old carpenter whose co-workers brought him 
to the emergency room when he collapsed at work with a fever 
that seemed to be burning up his body. Although Jack was not 
visibly injured, it was obvious to Jack’s co-workers that some-
thing was wrong. When they asked whether he was hurt, Jack 
repeatedly responded with the nonsensical answer, “The ham-
mer’s no good.” Jack’s co-workers were startled and perplexed 
by his bizarre suggestions that they were trying to steal his tools 
and by his various other paranoid-sounding remarks. Grabbing 
at things in the air, Jack insisted that objects were being thrown 
at him. Jack couldn’t remember the names of anyone at the site; 
in fact, he was unsure of where he was. Initially, he resisted his 
co-workers’ attempts to take him to the hospital because of his 
concern that they had formed a plot to harm him.

Diagnostic Features

■  People in this state experience a disturbance of conscious-
ness with a reduced ability to focus, sustain, or shift their 
attention that develops over a short period of time (hours to 
days) and fl uctuates during the day.

■  They experience a change in cognition (e.g., memory 
 problems, disorientation, language disturbance), or they 
develop a perceptual disturbance not better accounted for 
by dementia.

■  The delirium is specifi ed as being due to either a medical 
condition, substance intoxication, substance withdrawal, or 
multiple causes.

Q:  What is the most likely cause of Jack’s delirium?

Amnestic Disorders 369
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People with amnestic disorders are unable to recall previ-

ously learned information or to register new memories. This 

inability to incorporate recent events into memory or to 

recall important information can be very disturbing, because 

the individual loses a sense of personal identity. The indi-

vidual may try to cover up the social problems caused by 

memory loss through denial or confabulation, the fabrica-

tion of facts or events to fi ll a memory void. However, these 

tactics cannot compensate for the feeling of a lack of con-

nectedness with one’s own daily and past experiences. 

    The  DSM-IV-TR  includes two major categories of 

amnestic disorders: those due to a general medical condition 

and those that are substance-induced. Amnestic disorders 

due to medical conditions may be chronic (lasting a month 

or more) or transient. They can result from a wide variety 

of medical problems, including head trauma, loss of oxygen, 

or herpes simplex. When drugs or medications cause serious 

memory impairment, the condition is referred to as     substance-

induced persisting amnestic disorder    .  This condition may be 

caused by an array of substances, including medications, il-

licit drugs, or environmental toxins such as lead, mercury, 

insecticides, and industrial solvents. The most common cause 

 amnestic disorder is chronic alcohol use, as you will see 

in Chapter 13. Note the use of the word  persisting  in the 

gnosis to distinguish this condition from the passing 

fects of  substance intoxication or substance withdrawal. 

hen assigning this diagnosis, the clinician indicates the 

oblematic substance (for example, “barbiturate-induced 

persisting amnestic disorder”). 

    Regardless of the specifi c reason for the amnesia, memory 

loss is the result of damage to the subcortical regions of the 

ain responsible for consolidating and retrieving memories. 

or some people, especially chronic abusers of alcohol, amnes-

tic disorder persists for life, and impairment is quite severe, pos-

ly requiring custodial care. For others, such as those whose 

condition results from medications, full recovery is possible.   

  raumatic Brain Injury  

 Damage to the brain caused by exposure to trauma, known 

  traumatic brain injury (TBI)    ,  is increasingly being recog-

ed as an important cause of mental and physical dysfunc-

tion. It is estimated that 1.4 million people a year in the 

United States experience TBI (National Center for Injury 

evention and Control, 2007). Brain tissue is highly sensi-

ve to damage caused by intense pressure to the head, such 

as that which occurs in an automobile accident, a fall, or 

injury sustained in contact sports or combat. In the 

 Afghanistan and Iraq wars, it is estimated that as many as 

22 percent of  wounded soldiers have suffered TBI (Okie, 

2005). Although a similar number of soldiers in the Vietnam 

ar received brain injuries, more of the soldiers fi ghting in 

Afghanistan and Iraq have survived because of the improve-

ments in treatment that have occurred in the decades since 

the Vietnam War. Furthermore, modern-day helmets made 

out of Kevlar provide greater protection, contributing to the 

higher survival rates. However, the victims of combat brain 

injuries are now more likely to suffer closed brain injuries 

when exposed to the blasts produced by improvised explo-

sive devices (IEDs). Injuries caused by IED blasts include 

concussions, contusions, cerebral infarctions (cutting off  of 

blood), and the intrusion into the brain of fragments of weap-

onry, bodies, or even vehicles. 

    Although the victims of TBI receive immediate treatment 

on the battlefi eld and then further care in military hospitals, 

symptoms persist and can involve permanent damage. Symp-

toms may include headaches, sleep disturbances, sensitivity to 

light and noise, and diminished cognitive performance on tests 

of attention, memory, language, and reaction time. These sol-

diers may also suffer depression, anxiety, emotional outbursts, 

mood changes, or inappropriate affect. 

    When TBI victims return to their communities, they also 

face challenges in daily life as they continue to cope with cog-

nitive, affective, and personality changes. Some of these changes 

may produce subtle effects that are not immediately observable 

(Vanderploeg, Curtiss, & Belanger, 2005); in some ways, these 

changes are more insidious because they are not as obvious as 

MINI CASE

AMNESTIC DISORDER

Harvey is a 57-year-old music teacher in a public high school. 
While bicycling to work one day, he was struck by a car and 
was rushed to the emergency room. In addition to receiving a 
broken leg, Harvey suffered a head injury and was unable to 
remember anything that had happened during the preceding 
2 weeks. Furthermore, he had no idea how old he was, where 
he was born, or whether he was married. This inability to re-
member his personal past was a source of great distress to 
Harvey. In contrast, Harvey had no trouble remembering the 
ambulance ride to the hospital or the name of the emergency 
room physician who fi rst examined him. Following a 3-day 
hospital stay, Harvey was transferred to a rehabilitation facility 
for 3 months, where memory therapy helped him learn mne-
monic strategies for recalling important information.

Diagnostic Features

■  People with this condition develop memory impairment evi-
denced by an inability to recall previously learned informa-
tion or by an impaired ability to learn new information.

■  The memory disturbance causes signifi cant impairment and 
represents a decline from a previous level of functioning.

■  The memory disturbance does not occur exclusively during 
the course of delirium or dementia.

■  The condition is specifi ed as being due to a medical condi-
tion, the use of a substance, or uncertain cause.

Q:  What is the difference between amnestic disorder and psy-
chogenic amnesia (covered in Chapter 6)?



injuries to other parts of the body. Although many veterans 

are actively working to rehabilitate themselves, there is concern 

among public health offi cials about those veterans who are 

either less motivated or less able, due to the nature of their 

injuries, to recover their lost functions (Okie, 2005). 

    Milder forms of TBI, referred to as concussions, are 

typically caused by a blow to the head. Increasing attention 

has been given to    post-concussion syndrome    ,  a disorder in 

which a constellation of physical, cognitive, and emotional 

symptoms persists from weeks to years. Physical symptoms 

include headache, dizziness, sleep disturbance, and sensitivity 

to light and noise. Cognitive symptoms include confusion, 

concentration diffi culty, impaired judgment, and, in some 

cases, amnesia. Emotional symptoms of post-concussion syn-

drome include irritability, mood swings, and depression. This 

condition has been brought to light in recent years by profes-

sional athletes who have raised public awareness about the 

residual effects of head injuries sustained in contact sports. 

In a study of over 750 retired professional football players, 

as shown in  Figure 12.1 , researchers found that among those 

players who had suffered a concussion, the rates of depression 

were signifi cantly elevated. With recurrence of concussion, 

the risk for depression increases. Individuals who reported 

having had three concussions were three times as likely to be 

diagnosed with depression (Guskiewicz et al., 2007).  
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FIGURE 12.1 Percentage of retired players 
with known diagnoses of clinical depression by 
number of previous concussions.
Source: Guskiewicz, K. M., Marshall, S. W., Bailes, J., 
McCrea, M., Harding, H. P., Jr., Mathews, A., et al. 
(2007). Recurrent concussion and risk of depression in 
retired professional football players. Medicine and Sci-
ence in Sports and Exercise, 39, 903–909. Reproduced 
with permission.

Football star Ted Johnson of the New England Patriots brought public 
attention to the devastating psychological effects of brain injuries. 
Johnson, who contributed to three Superbowl championships, contends 
that the severe depression with which he has struggled was caused 
by numerous concussions while playing the game.

   REVIEW QUESTIONS  

  1.    What is the major difference between the ways that de-

lirium and dementia emerge?  

  2.    What are the two major categories of amnestic disorders?  

  3.    What characterizes post-concussion syndrome?      

  Dementia  

 The word  dementia  comes from the Latin words  de  (meaning 

“away from”) and  mens  (meaning “mind”).    Dementia    is a 

form of cognitive impairment involving generalized progres-

sive defi cits in a person’s memory and learning of  new in-

formation, ability to communicate, judgment, and motor co- 

ordination. In addition to experiencing cognitive changes, 

people with dementia undergo changes in their personality 

and emotional state. As you might guess, such disturbances 

have a profound impact on a person’s ability to work and in-

teract normally with other people. 

    The main cause of dementia is profuse and progressive 

brain damage. Other physical conditions that can cause de-

mentia include vascular (circulatory) diseases, AIDS, head 

trauma, psychoactive substances, and various neurological 

disorders that we will discuss later in this chapter. Dementias 

are found in people of all ages, including children, but the 

best known is Alzheimer’s disease, which we will discuss in 

detail shortly.  
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 Characteristics of Dementia 

 The symptoms of dementia may begin with mild forgetful-

ness that is only slightly noticeable and annoying. However, 

if  the underlying brain disorder that causes the dementia can-

not be treated, the person’s symptoms will become increas-

ingly obvious and distressing. As the condition of people 

with dementia worsens, they gradually lose their capacity to 

care for themselves, to stay in touch with what is going on 

around them, and to live a normal life.  

 Memory Loss   The fi rst sign of  dementia is slight memory 

impairment. Eventually the person is incapable of  retaining 

any new information. In a period that can span from 1 year 

to as long as 10 years, people with dementia become unable 

to remember even the basic facts about themselves and 

their lives.   

 Aphasia, Apraxia, and Agnosia   The term    aphasia    refers to 

a loss of the ability to use language. Aphasia is caused by 

damage to the brain’s speech and language area, and this 

damage infl uences the production and understanding of lan-

guage. Two forms of aphasia are Wernicke’s aphasia and 

Broca’s aphasia, both named after the people who discovered 

them. In    Wernicke’s aphasia    ,  the individual is able to produce 

words but has lost the ability to comprehend them, so that 

these verbalizations have no meaning. In contrast to the per-

son with Wernicke’s aphasia, the person with    Broca’s aphasia    

has a disturbance of language production, but comprehen-

sion abilities are intact. In other words, the individual knows 

the rules of sentence construction and can grasp the meaning 

of language, but he or she is unable to produce complete 

sentences; verbal production is reduced to the fundamental 

communication of content with all modifi ers left out. 

  A person with    apraxia    has lost the ability to carry out 

coordinated bodily movements that he or she could previ-

ously perform without diffi culty. This impairment is not due 

to physical weakness or decreased muscle tone but, rather, to 

brain deterioration.    Agnosia    is the inability to recognize fa-

miliar objects or experiences, despite the ability to perceive 

their basic elements.   

 Disturbance in Executive Functioning      Executive  functioning    

includes cognitive abilities, such as abstract thinking, plan-

ning, organizing, and carrying out behaviors. Executive dys-

function is evident in many everyday activities. Consider the 

case of Max. The relatively simple task of boiling a pan of 

water becomes a frustrating event each day, because Max fails 

to turn on the burner. When the phone rings, he does not 

know which end of the phone to speak into. When asked to 

write down a phone number, he confuses the digits. In addi-

tion to obvious behavioral manifestations of executive dys-

function, the individual’s abstract thinking is impaired. For 

example, when asked, “In what way are a watermelon and a 

honeydew alike?” Max responds, “I’m not sure, but I guess 

it’s because water and dew are both wet.”   

  Alzheimer’s Disease (Dementia 
of the Alzheimer’s Type) 

 Many people fear as they get older that they will lose control 

of their mental functioning. In fact, a common but insensi-

tive joke made by many people whose memory occasionally 

falters is that they must have Alzheimer’s disease. Fortu-

nately, most people who fear they are developing Alzheimer’s 

disease are likely to be wrong. Only a very small percentage 

of older adults develop the form of dementia known as Alz-

heimer’s disease, or dementia of the Alzheimer’s type. The 

term  senile  is sometimes mistakenly used to refer to this dis-

order, or more generally to the process of growing old. This 

is an unfortunate misnomer, as it implies that the aging pro-

cess involves a complete loss of  cognitive functions. The 

odds are actually low that a person will develop Alzheimer’s 

disease later in life, but for those who do, the disorder has 

tragic consequences. 

    Alzheimer’s disease was fi rst reported in 1907 by a 

German psychiatrist and neuropathologist, Alois Alzheimer 

(1864–1915), who documented the case of  a 51-year-old 

woman complaining of poor memory and disorientation 

regarding time and place (Alzheimer, 1907/1987). Eventually, 

the woman became depressed and began to hallucinate. She 

showed the classic cognitive symptoms of dementia, including 

loss of language and lack of recognition of familiar objects, 

as well as an inability to perform voluntary movements. 

Alzheimer was unable to explain this process of deterioration 

until after the woman died, when an autopsy revealed that 

most of the tissue in this woman’s cerebral cortex had degen-

erated. On examining the brain tissue under a microscope, 

Alzheimer also found that individual neurons had degener-

ated and had formed abnormal clumps of neural tissue. 

Caring for an ill and aging parent is emotionally burdensome, even 
in the most loving of families.



Ninety years later, a discovery of  brain slides from this 

woman confi rmed that the changes seen in her brain were 

similar to those typically found in current cases of the disease 

(Enserink, 1998). Although there is still no explanation for 

what causes the process of brain deterioration that forms the 

core of this disease, the term    Alzheimer’s disease    has come to 

be associated with this severe cerebral atrophy, as well as the 

characteristic microscopic changes in brain tissue. 

    Several subtypes of Alzheimer’s disease are identifi ed by 

the prominent feature of the clinical presentation. When cli-

nicians diagnose Alzheimer’s disease, they specify one of the 

following subtypes: with delirium, with delusions, with de-

pressed mood, or uncomplicated (for cases in which none of 

these other characteristics apply). 

    The prevalence of Alzheimer’s disease is widely but in-

accurately reported in the popular press as 5 to 5.5 million, 

amounting to 12 percent of the population over age 65 and 

50 percent of those over age 85. These fi gures are intended 

to document the seriousness of this disorder, but recent ef-

forts at more precise prevalence estimates indicate a much 

lower number of people with the disorder. The World Health 

Organization (2001) estimates the prevalence of Alzheimer’s 

disease worldwide of  people over age 60 as 5 percent of 

men and 6 percent of  women. The incidence rate of  new 

cases is less than 1 percent a year in those age 60 to 65 or 

possibly as high as 6.5 percent in those 85 and older (Kawas 

et al., 2000). 

    Autopsy studies confi rm the lower estimate. In one rural 

Pennsylvania community, Alzheimer’s disease was found to 

be the cause of death in 4.9 percent of people age 65 and 

older (Ganguli et al., 2005). Of course this estimate includes 

only those whose deaths are confi rmed to have resulted from 

Alzheimer’s disease; in many cases, another disease, such as 

pneumonia, is actually the immediate cause of death in people 

with advanced Alzheimer’s disease. Nevertheless, this percent-

age is substantially lower than what would be expected on 

the basis of fi gures published in the media. Perhaps some-

what amazingly, among centenarians (people who live to 100 

and older), approximately 90 percent were symptom-free until 

age 92 (Perls, 2004). 

    Part of the reason for the overestimation of Alzheimer’s 

disease is the misconception held by many people that older 

relatives experiencing cognitive changes are suffering from 

the disease when in fact the changes are normal age-related 

phenomena. Some loss of short-term memory is to be ex-

pected, although once people become self-conscious about 

their memory, even small losses tend to be exaggerated in 

their minds because they believe the media’s sensationalizing 

of cognitive declines in later life. 

    In authentic cases of  Alzheimer’s disease, the dementia 

progresses in stages marked by the deterioration of  cogni-

tive functioning, along with changes in personality and in-

terpersonal relationships. As you can see from  Table 12.1 , 

the behavioral symptoms of  dementia due to Alzheimer’s 

TABLE 12.1 The Stages of Alzheimer’s Disease

Not Alzheimer’s Early-stage Middle-stage Late-stage

■  Forgetting things 
occasionally

■  Misplacing items, like 
keys, eyeglasses, bills, 
paperwork

■  Forgetting the names or 
titles of some things, like 
movies, books, people’s 
names

■  Some reduction in ability  
to recall words when 
speaking

■  Being “absent-minded” or 
sometimes hazy on details

■  “Spacing things out,” such 
as appointments

■  Short-term memory loss, 
usually minor

■  Being unaware of the mem-
ory lapses

■  Some loss, usually minor, 
in ability to retain recently 
learned information

■  Forgetting things and 
unable to dredge them up, 
such as the name of a 
good friend or even family 
member

■  Function at home normally 
with minimal mental confu-
sion, but may have prob-
lems at work or in social 
situations

■  Symptoms may not be 
noticeable to all but spouse 
or close relatives/friends

■  Short-term memory loss 
deepens, may begin to for-
get conversations completely 
or name of street where 
you live, names of loved 
ones or how to drive a car

■  Mental confusion deepens, 
trouble thinking logically

■  Some loss of self-awareness

■  Friends and family notice 
memory lapses

■  May become disoriented, 
not know where you are

■  Impaired ability to perform 
even simple arithmetic

■  May become more aggres-
sive or passive

■  Diffi culty sleeping

■  Depression

■  Severe cognitive impairment 
and short-term memory loss

■  Speech impairment

■  May repeat conversations 
over and over

■  May not know names of 
spouse, children, or care-
givers, or what day or 
month it is

■  Very poor reasoning ability 
and judgment

■  Neglect of personal 
hygiene

■  Personality changes, may 
become abusive, highly 
anxious, agitated, delu-
sional, or even paranoid

■  May need extensive assis-
tance with activities of 
daily living

Source: Copyright © 2008 by Consumers Union of U.S., Inc., Yonkers, NY 10703-1057, a nonprofi t organization. Reprinted with permission for educational purposes 
only. No commercial use or reproduction permitted. http://www.consumerreports.org/health/best-buy-drugs/index.htm.
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disease are memory loss, disorientation, decline of judgment, 

deterioration of social skills, and extreme fl atness or change-

ability of affect. Other psychological symptoms include agi-

tation, wandering, hallucinations, delusions, aggressiveness, 

insomnia, demandingness, and an inability to adapt to new 

routines or surroundings. 

    These symptoms evolve over time, but their rate of prog-

ress varies from person to person and according to the stage 

of the disease, with the most rapid deterioration occuring 

during the middle phase. The progression from early to late 

dementia in people with Alzheimer’s usually occurs over a 

5- to 10-year period, as shown in  Figure 12.2 , ending in 

death through the development of  complicating diseases, 

such as pneumonia.  

  Dementia Caused by Other Conditions 

 Clinicians attempting to diagnose Alzheimer’s disease are 

faced with the diffi cult task of determining whether the cog-

nitive impairment shown by the individual is caused by other 

physical disorders producing similar symptoms. In addition, 

depression may produce cognitive impairment in older peo-

ple that causes them to appear to have Alzheimer’s disease 

when in fact they have a treatable psychological disorder.  

 Physical Conditions   Dementia can result from a variety 

of physical conditions, including infectious diseases such as 

neurosyphilis, encephalitis, tuberculosis, meningitis, or local-

ized infections in the brain. People who experience kidney 

failure may have symptoms of dementia as a result of the 

toxic accumulation of substances that the kidneys cannot 

cleanse from the blood. People with certain kinds of brain 

tumors also experience cognitive impairments and other 

symptoms of dementia. 

  Dementia can also result from anoxia (oxygen depriva-

tion to the brain), which may occur during surgery under 

general anesthesia or may result from carbon monoxide poi-

soning. Anoxia can have severe effects on many brain func-

tions, because neurons quickly die if  they are deprived of 

oxygen. Because neurons in the brain do not replace them-

selves, the loss of a signifi cant number of neurons can lead 

to impairments in concrete thinking and functions such as 

new learning ability, attention, concentration, and tracking. 

The emotional effects of brain damage due to anoxia can 

include affective dulling and disinhibition, as well as depres-

sion. The person’s ability to plan, initiate, and carry out 

activities can be drastically reduced. 

  Even substances that a person ingests, such as drugs, 

and exposure to environmental toxins such as industrial 

chemicals, intense fumes from house paint, styrene used in 

plastics manufacturing, and fuels distilled from petroleum, 

MINI CASE

DEMENTIA OF THE ALZHEIMER’S TYPE

Ellen is a 69-year-old woman who was taken to her family 
physician by her husband, who was becoming increasingly 
concerned by her failing memory and strange behavior. Ellen’s 
husband had fi rst become concerned a few months earlier 
when Ellen couldn’t remember the names of basic household 
items, such as spoon and dishwasher. Her day-to-day forgetful-
ness became so problematic that she would repeatedly forget 
to feed or walk the dog. As the weeks went by, Ellen seemed 
to get worse; she would leave food burning on the stove and 
water overfl owing the bathtub. A review of Ellen’s medical 
history found no physical problems that could account for her 
deterioration, nor could her physician or a neurologist deter-
mine any current medical basis for her behavior.

Diagnostic Features
■  People with this disorder develop multiple cognitive defi cits 

manifested by memory impairment and at least one of the 
following cognitive disturbances: (a) language disturbance; 
(b) impaired ability to carry out motor activities; (c) failure 
to recognize or identify objects; (d) disturbance in executive 
functioning, such as planning, organizing, or abstracting.

■  The course is characterized by gradual onset and continu-
ing cognitive decline.

■  The cognitive defi cits cause signifi cant impairment and rep-
resent a decline from the previous level of functioning.

■  The defi cits are not due to other disorders, medical condi-
tions, or substance use and do not occur exclusively during 
the course of a delirium.

Q:  How does dementia of the Alzheimer’s type differ from 
Traumatic Brain Injury?

FIGURE 12.2 Charting the course of healthy aging, MCI, 
and AD
Source: http://www.nia.nih.gov/Alzheimers/Publications/ADProgress2004_2005/
Part3/part3a.htm.
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R E A L  S T O R I E S

JOHN BAYLEY AND IRIS MURDOCH: CARING 

FOR A PERSON WITH ALZHEIMER’S DISEASE

T
he case of Irene Heller, which opens 
this chapter, tells the story of a 
woman affected by forgetfulness, dis-

tractibility, and unhappiness—symptoms 
that pointed to her developing  dementia. 
The lives of people with dementia dra-
matically change as symptoms worsen. 
The lives of those who are closest to 
them change as well. In Elegy for Iris, 
John Bayley, an eminent literary critic 
and  Oxford professor, wrote about his 
experience of caring for his beloved 
wife, Iris Murdoch, who developed 
 Alzheimer’s disease in her mid-seventies.
 The early years of John’s relationship 
with Iris seem much like the story of 
many couples of the era. John recalls 
that when he fi rst caught sight of Iris as 
she rode her bicycle one day through 
Oxford, he felt an immediate sense of 
intrigue regarding this special woman, 
who at the time was a philosophy pro-
fessor. When they began seeing each 
other, John was 28 and Iris 34 years 
old. Iris went on to become a successful 
novelist, writing 26 works of fi ction in 
addition to her publications in the fi eld 
of philosophy.
 John initially became concerned 
about Iris’ cognitive functioning in 1994 
when Iris was giving a talk at a univer-
sity in Israel. During this speech, Iris 
had diffi culty fi nding the words to con-
vey her thoughts, and later she seemed 
unaware of the problem and of the awk-
ward reaction of the audience. Over 
time, Iris’ condition deteriorated and 
John began to take on more and more 
responsibility for caring for his wife.
 In Elegy for Iris, John describes how 
even seemingly small tasks became 
confusing, sometimes frightening, for 
both him and his wife. On one occa-
sion he took Iris to a stream for a swim, 

an activity she had always cherished—
but one that would become impossible 
for her because of her failing cognitive 
and physical abilities:

Iris was never keen on swimming as 
such. She never swam fast and noisily 
or did fancy strokes. What she loved 
was being in the water. Twice she 
came quite close to drowning. I 
thought of that, with the anxiety that 
had now invaded both our lives, as 
we approached the riverbank again 
to scramble out. . . . I pulled myself 
out fi rst and turned to help Iris. As she 
took my hands, her face contracted 
into that look of childlike dread which 
so often comes over it now, fi lling me, 
too, with worry and fear. Suppose 

her arm muscles failed her, and she 
slipped back into the deep water, for-
getting how to swim and letting water 
pour into her mouth as she opened it 
in a soundless appeal to me? I knew 
on the spot that we must never come 
to bathe here again.

 Bayley also describes the diffi culty 
of communicating with an Alzheimer’s 
sufferer:

An Alzheimer’s sufferer begins many 
sentences, usually with an anxious, 
repetitive query, but they remain un-
fi nished, the want unexpressed. . . . 
Often they remain totally enigmatic, 
related to some unidentifi able man 
or woman in the past who has swum 
up to the surface of her mind as if 

John Bayley and Iris Murdoch
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Elderly people are often victims of the stereotype that they are 
prone to developing dementia. However, most elderly people are 
in good physical and psychological health and are able to enjoy 
productive lives.

can cause brain damage and result in a condition called 

substance-induced persisting dementia    .  

  Severe nutritional defi ciencies can also cause dementia. 

People who are severely undernourished are prone to develop 

a defi ciency of folate, a critical nutrient, which can lead to 

progressive cerebral atrophy. If  the defi ciency is not cor-

rected by dietary improvements, the individual can become 

depressed and show various cognitive impairments, such as 

poor memory and abstract reasoning. Many chronic heavy 

users of alcohol develop a thiamine defi ciency, which leads 

to an organic disorder known as Korsakoff ’s syndrome, 

which we will discuss in Chapter 13. 

  Sometimes dementia associated with physical disorders 

and toxic reactions can be reversed if  the person receives 

prompt and appropriate medical treatment. However, if  no 

intervention for a treatable dementia takes place in the early 

stages, the brain damage becomes irreversible. The more 

widespread the structural damage to the brain, the lower the 

chances that the person with dementia will ever regain lost 

functions. 

  Often clinicians can pinpoint the cause of dementia as 

one of several medical diseases or conditions that affect neu-

rological functioning. For example, dementia due to head 

trauma is a condition in which an individual has sustained 

an injury to the brain, such as in an automobile accident. 

Other common symptoms include sensory and motor defi -

cits, language disturbance, attentional problems, irritability, 

anxiety, emotional upheaval, increased aggression, and other 

personality changes. 

  Prior to the introduction of antiretroviral therapies for 

AIDS, dementia in the late stages of the disease was a com-

mon and devastating complication (Gisslen et al., 2007). 

With improvements in treatment, this condition, known as 

AIDS dementia complex, has become less prevalent. How-

ever, cases continue to arise among people who go undiag-

nosed and untreated, a situation that is particularly true in 

developing countries (Wu et al., 2007). 

     Pick’s disease    is a relatively rare progressive degenerative 

disease that affects the frontal and temporal lobes of  the 

cerebral cortex. It is caused by the accumulation in neurons 

of unusual protein deposits called Pick bodies. In addition 

encountered yesterday. At such 
times, I feel my own mind and mem-
ory faltering, as if required to per-
form a function too far outside their 
own beat and practice. . . .
 Our mode of communication 
seems like underwater sonar, each 
bouncing pulsations off the other, 

then listening for an echo. The baf-
fl ing moments when I cannot under-
stand what Iris is saying, or about 
whom or what— moments which can 
produce tears and anxieties, though 
never, thank goodness, the raging 
frustration typical of many Alzheimer’s 
sufferers—can sometimes be dis-

pelled by embarking on a joky 
 parody of helplessness, and trying to 
make it mutual, both of us at a loss 
for words.

Source: From Elegy for Iris by John Bayley. Copy-
right © 1998 by the author and reprinted by permis-
sion of St. Martin’s Press, LLC.

R E A L  S T O R I E S

JOHN BAYLEY AND IRIS MURDOCH: (continued)



Actor Michael J. Fox, who has struggled for years with Parkinson’s 
Disease, frequently takes a public advocacy position in which he 
appeals to scientists and investors to expediently translate research 
into innovative treatments for this debilitating disease.

to having memory problems, people with this disorder be -

come socially disinhibited, acting either inappropriately and 

impulsively or appearing apathetic and unmotivated. In con-

trast to the sequence of changes shown by people with Alz-

heimer’s disease, people with Pick’s disease undergo person-

ality alterations before they begin to have memory problems. 

For example, they may experience deterioration in social 

skills, language abnormalities, fl at emotionality, and a loss 

of inhibition. 

     Parkinson’s disease    involves neuronal degeneration of 

the basal ganglia, the subcortical structures that control 

motor movements. Deterioration of  diffuse areas of  the 

cerebral cortex may occur. Dementia does not occur in all 

people with Parkinson’s disease, but rates are estimated as 

high as 60 percent, mostly involving those who are older 

and at a more advanced stage of  the disease. Parkinson’s 

disease is usually progressive, with the most striking feature 

of  the disorder being various motor disturbances. At rest, 

the person’s hands, ankles, or head may shake involuntarily. 

The person’s muscles become rigid, and it is diffi cult for 

him or her to initiate movement, a symptom referred to as 

    akinesia    .  A general slowing of  motor activity, known as 

    bradykinesia    ,  also occurs, as does a loss of  fi ne motor coor-

dination. For example, some people with Parkinson’s dis-

ease walk with a slowed, shuffl ing gait; they have diffi culty 

starting to walk and, once started, have diffi culty stopping. 

In addition to these motor abnormalities, they show signs 

of  cognitive deterioration, such as slowed scanning on visual 

recognition tasks, diminished conceptual fl exibility, and 

slowing on motor response tests. The individual’s face also 

appears expressionless and speech becomes stilted, losing its 

normal rhythmic quality. They have diffi culty producing 

words on tests that demand verbal fl uency. However, many 

cognitive functions, such as attention, concentration, and 

immediate memory remain intact. 

     Lewy body dementia    ,  fi rst identifi ed in 1961, is very sim-

ilar to Alzheimer’s disease, with progressive loss of memory, 

language, calculation, and reasoning, as well as other higher 

mental functions. However, the progress of the illness may 

be more rapid than seen in Alzheimer’s disease. Lewy bodies 

are tiny, spherical structures consisting of deposits of protein 

in dying nerve cells found in damaged regions deep within 

the brains of people with Parkinson’s disease. Lewy body 

dementia is diagnosed when Lewy bodies are found more 

diffusely dispersed throughout the brain. It is not clear 

whether the condition called Lewy body dementia is a dis-

tinct illness or a variant of either Alzheimer’s or Parkinson’s 

disease (Serby & Samuels, 2004), although some claim that 

this is the second most common form of dementia (McKeith 

et al., 2004). Researchers are beginning to differentiate Lewy 

body dementia from Alzheimer’s disease, however, based on 

neurological evidence. In one study, using both PET scan 

and autopsies, investigators found that defi cits in the visual 

cortex were specifi c to the brains of people with Lewy body 

dementia (Gilman et al., 2005). 

  Yet another form of dementia specifi cally involves the 

frontal lobes of the brain, and therefore is known as    fronto-

temporal dementia    .  Rather than involving a decline in mem-

ory, as is seen in Alzheimer’s disease, frontotemporal de  -

mentia is refl ected in personality changes, such as apathy, 

lack of  inhibition, obsessiveness, and loss of  judgment. 

Eventually, the individual becomes neglectful of  personal 

habits and loses the ability to communicate. The onset of 

the dementia is slow and insidious. On autopsy, the brain 

shows atrophy in the frontal and temporal cortex, but there 

are no amyloid plaques or arterial damage. 

  Although primarily a disease involving loss of  motor 

control,    Huntington’s disease    is a degenerative neurological 

disorder that can also affect personality and cognitive func-

tioning. Huntington’s disease has been traced to an abnor-

mality on chromosome 4 that causes a protein, now known 

as huntingtin, to accumulate and reach toxic levels. The 

symptoms fi rst appear during adulthood, between ages 30 and 

50. The disease involves the death of neurons in subcortical 

structures that control motor behavior. 
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  A number of disturbances are associated with  Huntington’s 

disease, ranging from altered cognitive functioning to social 

and personality changes. The disease is associated with mood 

disturbances, changes in personality, irritability and explo-

siveness, suicidality, changes in sexuality, and a range of 

specifi c cognitive defi cits. Because of these symptoms, the 

disorder may be incorrectly diagnosed as schizophrenia or 

a mood disorder, even if  the individual has no history sug-

gestive of these disorders. People with Huntington’s disease 

can also appear apathetic because of their decreased ability 

to plan, initiate, or carry out complex activities. Their un-

controlled motor movement interferes with sustained per-

formance of  any behavior, even maintaining an upright 

posture, and eventually most people with Huntington’s dis-

ease become bedridden. 

     Creutzfeldt-Jakob disease    is a rare neurological disorder 

thought to be caused by an infectious agent that results in 

abnormal protein accumulations in the brain. Initial symp-

toms include fatigue, appetite disturbance, sleep problems, 

and concentration diffi culties. As the disease progresses, the 

individual shows increasing signs of  dementia and eventu-

ally dies. Underlying these symptoms is widespread damage 

known as spongiform encephalopathy, meaning that large 

holes develop in brain tissue. The disease appears to be 

transmitted to humans from cattle who have been fed the 

body parts of dead farm animals infected with the disease 

(particularly sheep, in whom the disease is known as scra-

pies). In 1996, an epidemic in England of “mad cow dis-

ease,” along with reported cases of the disease in humans, 

led to a ban on importation of British beef. Concerns about 

this disease continue to exist in European countries, as well 

as in the United States. 

  Another possible cause of  dementia is cardiovascular 

disease affecting the supply of  blood to the brain. Such a 

condition is called    vascular dementia    .  Dementia can follow 

a stroke, in which case it is called acute onset vascular 

dementia, but the most common form of  vascular demen-

tia is multi-infarct dementia, or MID, caused by transient 

attacks in which blood fl ow to the brain is interrupted 

by a clogged or burst artery. The damage to the artery de-

prives the surrounding neurons of blood and oxygen, which 

causes the neurons to die. Although each infarct is too 

small to be noticed at fi rst, over time the progressive dam-

age caused by the infarcts leads the individual to lose cog-

nitive abilities. 

  Vascular dementia resembles the dementia due to 

Alzheimer’s disease in some ways. People with vascular de -

mentia experience memory impairment, as well as one of 

the following: aphasia, apraxia, agnosia, or disturbance in 

executive functioning. However, there are some signifi cant 

differences between these two forms of  dementia. People 

with vascular dementia show a particular set of  physical 

abnormalities, such as walking diffi culties and weakness in 

the arms and legs. Furthermore, people with vascular 

 dementia show a pattern of cognitive functioning that is dis-

tinctly different from that found in people with Alzheimer’s. 

In the typical clinical picture of vascular dementia, certain 

cognitive functions remain intact and others show signifi cant 

loss, a pattern called patchy deterioration. Another unique 

feature of vascular dementia is that it shows a stepwise dete-

rioration in cognitive functioning: a function that was rela-

tively unimpaired is suddenly lost or severely deteriorates. 

This is in contrast to the gradual pattern of deterioration in 

Alzheimer’s disease. 

  As is true for Alzheimer’s disease, there is no treatment 

to reverse the cognitive losses in MID. However, individuals 

can take preventive actions throughout adulthood to protect 

themselves from the subsequent onset of vascular dementia. 

Reducing the risk of hypertension and diabetes is one impor-

tant way to lower the chances of developing cognitive disor-

ders in later life (Papademetriou, 2005).   

 Depression   Adding to the complexity of  separating the 

causes of  dementia in disorders other than Alzheimer’s is 

the fact that depression can lead to symptoms that are sim-

ilar to those apparent in the early stages of  Alzheimer’s 

disease. Depression may also co-exist with Alzheimer’s dis-

ease, particularly during the early to middle phases, when 

the individual is still cognitively intact enough to be aware 

of  the onset of  the disorder and to foresee the deterioration 

that lies ahead. Although depressive symptoms are distinct 

from Alzheimer’s disease, these symptoms may serve to 

heighten the risk of  developing Alzheimer’s disease, partic-

ularly among men. In a 40-year longitudinal study of  nearly 

1,400 older adults, men who were depressed had twice the 

risk of developing Alzheimer’s disease as men who were not 

depressed (Dal Forno et al., 2005). Interestingly, when the 

brains of 90 of the participants who died during the course 

of the study were autopsied, the characteristic brain changes 

associated with Alzheimer’s disease were not observed 

 (Wilson et al., 2007). Similar fi ndings were obtained in a 

study linking loneliness to the development of Alzheimer’s 

disease in both men and women. Such fi ndings strengthen 

the notion that loneliness can trigger depression, which in 

time may lead to brain deterioration and symptoms of 

dementia similar to those found in people with diagnosable 

Alzheimer’s disease. 

  In assessing dementia-like symptoms, clinicians must 

be aware of  a condition known as    pseudodementia    ,  or false 

dementia, a severe form of depression. Distinguishing be -

tween these conditions is important because depression can 

be successfully treated. Several indicators can help the clini-

cian differentiate depression from dementia. For example, 

depressed individuals are more keenly aware of their impaired 

cognition and frequently complain about their faulty mem-

ory. In contrast, individuals with Alzheimer’s usually try to 

hide or minimize the extent of impairment or to explain it 

away when the loss cannot be concealed. As the disorder 

progresses, people with Alzheimer’s disease lose awareness of 

the extent of  their cognitive defi cits and may even report 

improvement as they lose their capacity for critical self-

awareness. The order of symptom development also differs 



between Alzheimer’s disease and depression. In depressed 

elderly people, mood changes precede memory loss; the 

reverse is true for people with Alzheimer’s disease. People with 

depression are anxious, have diffi culty sleeping, show dis-

turbed appetite patterns, and experience suicidal thoughts, 

low self-esteem, guilt, and lack of motivation. People with 

dementia, in contrast, experience unsociability, unco operative-

ness, hostility, emotional instability, confusion, disorienta-

tion, and reduced alertness. People with pseudo  dementia 

also are likely to have a history of prior depressive episodes 

that may have been undiagnosed. Their memory problems 

and other cognitive complaints have a very abrupt onset, 

compared with those of people with dementia, who experi-

ence a more slowly developing downward course. Another 

clue that can help clinicians distinguish between Alzheimer’s 

and pseudodementia may be found by exploring the individ-

ual’s recent past to  determine whether a stressful event has 

occurred that may have precipitated the onset of depression. 

Sensitive tests of  memory also may enable the clinician to dis-

tinguish pseudodementia from Alzheimer’s disease. People 

with pseudodementia are likely to not respond when they 

are unsure of the  correct answer; in contrast, individuals with 

Alzheimer’s adopt a fairly liberal criterion for making 

responses and, as a result, give many incorrect answers.    

 Diagnosis of Alzheimer’s Disease 

 Because of  the importance of  early diagnosis to rule out 

treatable dementias, researchers and clinicians have devoted 

signifi cant energy and attention to the development of 

behavioral tests for diagnosing Alzheimer’s disease in its 

initial stages. An erroneous diagnosis would be a fatal mis-

take if  the person had a dementia that would have been 

reversible if  the proper treatment had been applied when 

the symptoms fi rst became evident. Similarly, if  the indi-

vidual had a disorder with a nonorganic basis, a crucial 

opportunity to intervene would have been missed. Unfortu-

nately, the early symptoms of  Alzheimer’s do not provide 

a suffi cient basis for diagnosis. A defi nitive diagnosis of 

Alzheimer’s disease can be made only in an autopsy by 

studying microscopic changes in brain tissue, leaving clini-

cians with the only option of  conducting diagnosis by exclu-

sion. However, in the later stages of  the disease, there are 

diagnostic guidelines that can be applied and are claimed to 

have 85 to 90 percent accuracy. These guidelines were devel-

oped in 1984 by a joint commission of  the National Insti-

tute of  Neurological and Communicative Disorders and 

Stroke and the Alzheimer’s Disease and Related Diseases 

Association and are therefore referred to as the NINCDS/

ADRDA Guidelines (McKhann et al., 1984). The diagnosis 

of  Alzheimer’s disease, which still is based on the NINCDS/

ADRDA criteria, involves thorough medical and neuropsy-

chological screenings. Even with these very stringent and 

complete guidelines, however, the diagnosis they lead to is 

at best one of “probable” Alzheimer’s disease, again, refl ect-

ing the fact that the only certain diagnosis can be obtained 

through autopsy. 

    Brain imaging techniques are increasingly being used 

for diagnosing Alzheimer’s disease. The continued improve-

ment of  MRI has resulted in a virtual explosion of  studies 

on the diagnosis of Alzheimer’s disease through brain imaging. 

It is likely that clinicians will soon have the ability to pro-

vide a reliable diagnosis in the early to moderate stages 

of  the disorder. In one investigation, Bouwman and col-

leagues (2007) measured the degree of  atrophy in the 

temporal lobe along with tau and amyloid-b in the cerebro-

spinal fl uid of  individuals who showed mild cognitive im-

pairment. After following them for 2 years, nearly all of 

the 16 people (94 percent) who had abnormal markers in 

the brain and spinal fl uid developed dementia. In contrast, 

Helen, a woman with Alzheimer’s disease, has diffi culties 
with memory and orientation, which her daughter contrasts 
with Helen’s cognitive functioning prior to developing this 
deteriorative disorder.

Pictured here are PET scans of the brains of an individual with 
Alzheimer’s disease (on the left), and a normal control subject (on 
the right). Darker areas indicate lower brain activity.
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TABLE 12.2 Mini-Mental State Examination

Orientation to time “What is the date?”

Registration “Listen carefully. I am going to say three words. You say them back after I stop.
   Ready? Here they are . . .

HOUSE (pause), CAR (pause), LAKE (pause). Now repeat those words back to me.”
[Repeat up to 5 times, but score only the fi rst trial.]

Naming “What is this?”
  (NAME A COMMON OBJECT.)

Reading “Please read this and do what it says.” [Show examinee the words on the stimulus form.]
  CLOSE YOUR EYES

Source: Reproduced by special permission of the Publisher, Psychological Assessment Resources, Inc., 16204 North Florida Avenue, Lutz, Florida 33549, from the Mini-
Mental State Examination, by Marshal Folstein and Susan Folstein. Copyright 1975, 1998, 2001 by Mini Mental LLC. Published 2001 by Psychological Assessment 
Resources, Inc. Further reproduction is prohibited without special permission of PAR, Inc. The MMSE can be purchased from PAR, Inc. by calling (813) 968-3003.

In diagnosing a person thought to have Alzheimer’s disease, clinicians 
use a variety of approaches, including psychological testing. A pri-
mary focus of such testing includes an evaluation of the individual’s 
cognitive functions, with particular attention to memory.

      Theories and Treatment 
of Alzheimer’s Disease 

 All theories regarding the cause of Alzheimer’s disease focus 

on biological abnormalities involving the nervous system. 

Other theoretical perspectives, however, can offer insight into 

the effects of the disease on the individual’s life and relation-

ships with others.  

 Biological Perspective   Two major types of changes occur 

in the brains of people with Alzheimer’s disease. One is the 

formation of     neurofi brillary tangles    ,  in which the cellular 

material within the cell bodies of neurons becomes replaced 

by densely packed, twisted microfi brils, or tiny strands, of 

protein. Neurofi brillary tangles are made up of one form of 

   REVIEW QUESTIONS  

  1.     refers to the loss of ability to use language, 

whereas  describes the inability to carry out 

coordinated bodily movements that could previously be 

performed without diffi culty.  

  2.    What area of the brain is the primary site affected in 

people with Parkinson’s disease?  

  3.    What cognitive examination is most commonly used by 

clinicians to diagnose Alzheimer’s disease?      

of  the 20 whose tau and amyloid-b markers were normal, 

30 percent developed dementia. Another group of investiga-

tors identifi ed abnormalities in the temporal lobe and in brain 

glucose metabolism, in cognitively normal older adults living 

in the community, which after four years were associated with 

the development of Alzheimer’s disease (Jagust et al., 2006). 

    The clinical tool most commonly used for diagnosing 

Alzheimer’s disease is a specialized form of the mental status 

examination known as the Mini-Mental State Examination 

(MMSE; Folstein, Folstein, & McHugh, 1975) ( Table 12.2 ). 

People with Alzheimer’s disease respond in particular ways 

to several of  the items on this instrument; they tend to be 

circumstantial, repeat themselves, and lack richness of 

detail when describing objects, people, and events. Obvi-

ously, more intense workups are required following abnor-

mal MMSE performance, but the MMSE is a useful screen-

ing tool.   



FIGURE 12.3 Putative amyloid cascade The 
amyloid cascade hypothesis is illustrated here. The 
hypothesis proposes that beta-amyloid peptide is generated 
from the amyloid precursor protein, and eventually leads 
to cell death. APP denotes amyloid precursor protein, 
and Ab beta-amyloid.
Source: From J. L. Cummings (2004). “Alzheimer’s Disease.” New 
England Journal of Medicine, 351, pp. 56–57. Figure 1. Copyright 
© 2004 Massachusetts Medical Society. All rights reserved. Used 
with permission.

a protein called    tau    ,  which normally helps maintain the 

internal support structure of the axons. The collapse of the 

transport system within the neuron leads to altered com-

munication between neurons and ultimately, perhaps, to the 

neuron’s death. Neurofi brillary tangles develop early in the 

disease and may become quite widespread before the indi-

vidual shows any behavioral symptoms. 

  The other change that occurs in the brains of people 

with Alzheimer’s disease is the development of     amyloid 

plaques    ,  which are clusters of dead or dying neurons mixed 

with fragments of  protein molecules. They are called 

amyloid because their core is composed of  a substance 

called beta  amyloid. There are several types of  beta amy-

loid; the one linked with Alzheimer’s disease is referred to as 

beta amyloid-42. 

  Beta amyloid is formed from a larger protein found in 

the normal brain, referred to as amyloid precursor protein 

(APP). Researchers believe that APP, which is manufactured 

by neurons, plays a role in the growth of neurons and their 

communication with each other, and perhaps contributes to 

the repair of injured brain cells. According to the    amyloid 

cascade hypothesis    (Hardy, 2006), beta amyloid is formed 

when APP is being manufactured in the cell. Enzymes called 

proteases snip the APP into fragments. If  the APP is snipped 

at the wrong place, beta amyloid-42 is formed. The frag-

ments eventually clump together into abnormal deposits that 

the body cannot dispose of  or recycle. In addition to its 

tendency to form insoluble plaques, beta amyloid seems to 

be toxic to neurons. 

  A relatively new theory, the    caspase theory of Alzheim-

er’s disease    ,  proposes that beta amyloid stimulates substances 

called caspases, which become enzymes that destroy neurons. 

The destruction of neurons, called apoptosis, is what ulti-

mately leads to the loss of cognitive functioning that occurs 

in Alzheimer’s disease (Cotman, Poon, Rissman, & Blurton-

Jones, 2005) ( Figure 12.3 ). 

  Although various theories are being tested to determine 

the causes of Alzheimer’s disease, the most probable is that 
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an underlying defect in the genetic programming of neural 

activity triggers whatever changes may take place within the 

brain as a result of degenerative processes. The genetic theory 

was given impetus from the discovery that a form of the 

disease called early-onset familial Alzheimer’s disease, which 

begins at the unusually young ages of 40 to 50, occurs with 

higher than expected prevalence in certain families. Other 

genes appear to be involved in a form of late-onset familial 

Alzheimer’s disease that starts at the more expected ages of 

60 to 65. These genes are postulated to lead to excess amounts 

of beta amyloid protein. 

  With the discovery of familial patterns of early-onset 

Alzheimer’s disease along with advances in genetic engineer-

ing, researchers have identifi ed several genes that may hold 

the key to understanding the cause of the disease. The apoE 

gene on chromosome 19 has three common forms: e2, e3, and 

e4. Each produces a corresponding form of  apolipopro-

tein E (apoE) called E2, E3, and E4. The presence of  the 

e4 allele sets up the mechanism for production of the E4 

form of  apoE, which is thought to damage the microtu-

bules within the neuron, which probably play an essential 

role in the activity of  the cell. Ordinarily, apoE2 and apoE3 

protect the tau protein, which helps stabilize the microtu-

bules. The theory is that, if  the tau protein is unprotected 

by apoE2 and apoE3, the microtubules will degenerate, 

eventually leading to the destruction of  the neuron (see 

 Figure 12.3 ). 

  Most early-onset familial Alzheimer’s disease cases are 

associated with defects in the so-called presenilin genes (PS1 

and PS2), which, as the name implies, are thought to be in -

volved in causing the brain to age prematurely. The mean 

age of  onset in families with mutations in the PS1 gene 

is age 45 (ranging from 32 to 56) and age 52 for people with 

PS2 gene mutations (from 40 to 85). The pattern of inheri-

tance for the presenilin genes is autosomal dominant, mean-

ing that, if  one parent carries the allele that is associated 

with the disease, the offspring has a 50 percent chance of 

developing the disorder. Researchers are attempting to deter-

mine how presenilin genes 1 and 2 interact with APP, beta 

amyloid, plaques, and tangles. Researchers estimate that the 

four genes, presenilin 1 and 2, APP, and apoE, account for 

approximately half  the genetic risk for Alzheimer’s disease 

(St. George-Hyslop & Petit, 2005).   

 Environmental Perspective   As compelling as the genetic 

theory is, it accounts for, at most, 50 percent of Alzheimer’s 

cases. Mechanisms other than genetics are apparently needed 

to explain the so-called sporadic (nonfamilial) form of the 

disease. 

  Health-related behaviors are increasingly being viewed 

as important moderators of  genetic risk. One important 

behavioral risk factor is cigarette smoking. In the  Honolulu-

Asia Aging Study, a large longitudinal study of  Japanese 

American men studied from midlife to later adulthood, 

heavy smoking at midlife was associated with a higher risk 

of  developing Alzheimer’s disease. Even more impressive 

was the fact that there was a positive relationship between 

the amount of  cigarette smoking and the number of  plaques 

discovered in the brains at autopsy (Tyas et al., 2003). 

Similar fi ndings were obtained in a 2-year follow-up of 

over 2,800 individuals living in China (Juan et al., 2004). 

Another behavioral risk factor is obesity. In a longitudinal 

investigation of  older adults in Sweden, there was a 36 per-

cent increase in the risk of  developing Alzheimer’s disease 

by age 79 for every unit of  increase in body mass index 

(BMI) at age 70 (Gustafson et al., 2003). And, a behav-

ioral risk factor that may increase the individual’s risk of 

developing Alzheimer’s disease is a sedentary lifestyle. In 

the Honolulu-Asia Aging Study, men who walked more 

than 2 miles a day had a lower risk of dementia than those 

who walked 1/4 to 1 mile a day (Abbott et al., 2004). Although 

the forms of dementia included causes other than Alzheimer’s 

disease, the fi ndings nevertheless point to a potentially impor-

tant lifestyle factor. 

  Another potentially important lifestyle factor is diet. 

The Mediterranean diet includes foods that are high in to -

matoes and olive oil, with low amounts of  red meat and 

even red wine. Individuals who follow this diet have a lower 

risk of  developing Alzheimer’s disease, according to one 

innovative study on the topic (Scarmeas et al., 2006). 

  An even more unusual study provides a somewhat dif-

ferent perspective on possible environmental contributions 

to Alzheimer’s disease. The Nun Study was begun in 1986 

and is one of  the most intriguing studies in the fi eld of 

psychology and aging (Snowdon, 2001). The project has 

involved 678 nuns, ranging in age from 75 to 106, who have 

given the research team unprecedented access to their per-

sonal and medical histories, who have agreed to undergo 

intensive annual cognitive and physical testing, and who 

have pledged to donate their postmortem brains to this 

scientifi c endeavor. At the heart of  Snowdon’s inquiry were 

questions about what factors helped so many of  these 

The major microscopic signs of Alzheimer’s disease include beta 
amyloid deposits, shown on the left, and neurofi brillary tangles, shown 
on the right.



elderly women remain cognitively vibrant and live such long 

and healthy lives. 

  Snowdon received a gold mine of  data when he was 

given access to the personal records of the nuns, dating back 

to their entry into the religious community. In each nun’s fi le 

was a relatively standardized set of forms including an auto-

biography that she had written decades earlier. What made 

this set of data so valuable was the fact that it allowed  Snowdon 

to assess each nun’s cognitive functioning during her youth 

and then look for connections with how she fared many 

years later. 

  For decades, researchers in this area have been frustrated 

by the fact that autopsy has been the only reliable method 

to confi rm a diagnosis of  Alzheimer’s disease. Snowdon’s 

research project has generated considerable excitement be -

cause it has the potential to yield information about factors 

in early life that might predict subsequent onset of  Alz-

heimer’s, with the ultimate goal of developing preventive mea-

 sures. For example, in one investigation of over 50 of the 

nuns whose brains were studied at autopsy, a positive asso-

ciation was found between performance on a memory test 

about 1 year before death and the size of the hippocampus, 

the portion of  the brain involved in short-term memory 

(Mortimer et al., 2004). 

  Snowdon and his colleagues noted some very interesting 

characteristics that differentiated the high-functioning nuns 

from those who developed severe cognitive impairments. Par-

ticularly notable were differences in “idea density” (the num-

ber of  discrete ideas within 10 written words) and the 

“grammatical complexity” of the nun’s writing. The elderly 

nuns who showed signs of Alzheimer’s disease had, decades 

earlier, written essays low in idea density and grammatical 

complexity. A low-scoring writing sample would include sen-

tences like  My father Edward was born in Chicago, Illinois, and 

is now a factory worker in Gary, Indiana.  High-scoring writing 

would include more complex sentences like  My father is a 

well-read man, whose principal occupation is that of a builder, 

a trade that he had begun prior to marrying my mother.  

  That the simple notion of  idea density can be such a 

powerful predictor of  dementia has engendered great ex -

citement. In fact, Snowdon and his colleagues found that 

they could use it to predict with 85 to 90 percent accuracy 

which of the young nuns would develop the brain damage 

characteristic of Alzheimer’s six decades later. 

  The signifi cance of  this research extends well beyond 

accurate prediction of later-life cognitive problems. What is 

especially important is the realization that the brain can be 

exercised, resulting in benefi ts akin to those resulting from 

bodily exercise. In other words, the nuns who had been cog-

nitively active throughout life, perhaps as teachers, showed 

much less cognitive decline than their peers who had been em -

ployed in service roles involving minimal cognitive challenge. 

It appears that continuous intellectual activity stimulates the 

brain in ways that have lifelong benefi ts. 

  When they looked not only at the style of  writing but 

also at the content of  what the nuns had written, Snowdon 

and his colleagues came on other fascinating fi ndings, such 

as a startling statistical correlation between the expression 

of  positive emotions and longevity. For example, Sister 

 Genevieve Kunkel, at age 90 describes herself  as “up and 

grateful” because she spent her life teaching young people. 

The expression of positive emotions (such as happiness, love, 

hope, gratitude, and contentment), even early in life, pro-

vides a lens through which the future may be viewed in terms 

of long-term health and happiness. Similarly, expression of 

negative emotions early in life sets the stage for a life that will 

likely be abbreviated and unhealthy. 

  From this inquiry, Snowdon and his colleagues have 

begun to answer some of the most perplexing questions in 

the fi eld of aging and have brought to the attention of re -

searchers and mental health professionals the importance of 

emphasizing health-oriented behaviors early in life. We now 

know that healthful behaviors not only take care of the rest 

of the body but also include cognitive exercise and positive 

emotionality that benefi t the brain.  

  Medical Treatment of Alzheimer’s Disease   Clearly, the ulti-

mate goal of the intense research on Alzheimer’s disease is to 

fi nd effective treatment, if not a prevention or cure. There is 

a great deal of optimism in the scientifi c community that this 

treatment, when it is found, will also benefi t those with other 

degenerative diseases of the brain (Hardy & Gwinn-Hardy, 

1998). As the search for the cause of Alzheimer’s disease pro-

ceeds, researchers are attempting to fi nd medications that will 

alleviate its symptoms. 

  Two medications are approved by the U.S. Food and 

Drug Administration for use in the treatment of Alzheimer’s 

disease symptoms. These medications target acetylcholine, a 

neurotransmitter that plays an important role in the con-

solidation of  memory in the hippocampus. They include 

THA, or tetrahydroaminoacridine (also called tacrine, brand 

name Cognex) and donepezil hydrochloride (Aricept). Both 

fall in the category of anticholinesterase medications, because 

The School Sisters of Notre Dame in Minnesota are 
participating in a groundbreaking epidemiological 
study of the predictors of Alzheimer’s disease.
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they work by inhibiting the action of acetylcholinesterase 

(also called cholinesterase), the enzyme that normally 

destroys acetylcholine after its release into the synaptic cleft. 

Because these medications inhibit the action of acetylcholin-

esterase, they slow the breakdown of acetylcholine; there-

fore, higher levels remain in the brain. Unfortunately, both 

medications have side effects. Cognex can produce toxic 

effects in the liver, and the required doses are too high for 

some people. Aricept is as effective as Cognex in targeting 

cognitive symptoms, although it has gastrointestinal side 

effects related to the effects of acetylcholinesterase inhibitors 

(diarrhea and nausea). However, its required dose is lower, 

and it does not interfere with liver function. Both medica-

tions have the advantage that they give the patient a period 

of relief  from the disturbing cognitive symptoms that occur 

in the early stages of the disease. While these are the only 

approved medications on the market, there are other acetyl-

cholinesterase agents (citicoline, arecoline, and ENA 713, 

also called Exelon), as well as medications that work on 

other neurotransmitters. 

  Other medications target the free radicals, which are 

molecules formed when beta amyloid breaks into fragments; 

free radicals are thought to damage neurons in the sur-

rounding brain tissue. Antioxidants can disarm free radicals 

and, therefore, may be another treatment for Alzheimer’s 

 disease. 

  Several therapeutic approaches are now being tested 

that target the formation of  beta amyloid plaques. One 

category is antioxidants, which target free radicals (see above). 

Biofl avonoid, a substance that occurs naturally in wine, tea, 

fruits, and vegetables, is one such antioxidant. Naturally 

occurring biofl avonoids (found in, for example, blueberries) 

are seen by some researchers as having important preventive 

roles in reducing the extent of memory loss in later adulthood 

(Joseph, Shukitt-Hale, & Casadesus, 2005). A longitudinal 

study of over 1,300 French people found benefi ts associated 

with biofl avonoids in reducing the risk of Alzheimer’s disease 

(Commenges et al., 2000). 

  The latest medication to be tested is memantine, which 

operates on the glumatate system. Glutamate is an excitatory 

neurotransmitter found widely throughout the brain. The 

theory is that glutamate essentially overexcites the neurons 

and leads to deleterious chemical changes that cause neuron 

death. By targeting glutamate, memantine is thought to exert 

a protective effect against this damage (Lipton, 2006). 

  Perhaps the most exciting research in this area is on the 

development of an Alzheimer’s vaccine that would increase 

the body’s immune response against beta amyloid to prevent 

or reduce plaque formation (Chauhan & Siegel, 2005). So 

far, however, no medications have been found that substan-

tially alter the progression of the disease.   

 Behavioral Management of Symptoms   As biomedical 

researchers continue their search for treatments to cure or alle-

viate the symptoms, behavioral psychologists are developing 

strategies to maximize the daily functioning of  people with 

Alzheimer’s disease. These efforts are often targeted at the 

   caregivers    ,  who are the people (usually family members) 

primarily responsible for caring for the person with the dis-

ease. Caregivers often suffer adverse effects from the con-

stant demands placed on them, effects known as    caregiver 

burden    ( Table 12.3 ). However, caregivers can be taught 

behavioral strategies that can promote the patient’s inde-

pendence and reduce his or her distressing behaviors. Sup-

port groups can also provide a forum in which caregivers 

learn ways to manage the emotional stress associated with 

their role. 

  Behavioral strategies aimed at increasing the patient’s in -

dependence include giving prompts, cues, and guidance in the 

steps involved in self-maintenance. For example, the patient 

can be encouraged to relearn the steps involved in getting 

dressed and then be positively rewarded with praise and at -

tention for having completed those steps. Modeling can be 

used, so that the patient relearns previous skills through 

imitation. Also, time management can be helpful in that, if  

the caregiver is taught to follow a strict daily schedule, the 

patient is more likely to be able to fall into a regular rou -

tine of  everyday activities. All of  these methods benefi t both 

the patient and the caregiver. The patient regains some mea-

sure of  independence, and the caregiver’s burden is reduced 

to the extent that the patient can engage in self-care tasks. 

Some older people are able to take advantage of computer networks 
that provide information and support for relatives of Alzheimer’s 
patients.



  Behavioral strategies can also eliminate, or at least 

reduce the frequency of, wandering and aggression in an 

Alzheimer’s patient. One possible approach, which is not 

always practical, involves extinction. The caregiver ignores 

certain disruptive behaviors, with the intention of eliminating 

the reinforcement that has helped maintain them. However, 

extinction is not practical for behaviors that may lead to 

harm to the patient, such as wandering if  it involves leaving 

the house and walking into the street. One possibility is to 

give the patient positive reinforcement for staying within cer-

tain boundaries. However, this may not be suffi cient, and, at 

that point, protective barriers need to be installed. Another 

possible approach is for the caregiver to identify situations 

that are particularly problematic for the patient, such as in 

the bathtub or at the table. Behavioral methods can then be 

used in these circumstances. For example, if  the problem 

occurs while eating, it may be that the patient can be encour-

aged to relearn how to use a knife and fork, rather than need-

ing to be fed. Again, such an intervention can reduce caregiver 

burden, as well as increase the patient’s functional skills 

(Callahan et al., 2006). 

  These behavioral interventions can be implemented 

through individual therapy or in a support group. The sup-

port group facilitator can teach these methods to partici-

pants. Furthermore, caregivers can share strategies among 

  Cognitive Disorders: The 
Biopsychosocial Perspective  

 The cognitive impairments associated with the disorders 

discussed in this chapter are, by defi nition, best under-

stood from a biological perspective. However, the biologi-

cal perspective has not yet produced a viable treatment for 

one of  the most devastating of  these disorders, Alzheimer’s 

disease. Until a cure is found, individuals and their fami-

lies whose lives are touched by the disease must be willing 

to try a variety of  approaches to alleviate the suffering 

caused by Alzheimer’s. Many research programs are cur-

rently underway to explore strategies for reducing the 

stress placed on caregivers. Some of  these strategies involve 

innovative, high-technology methods, such as computer net-

works; others take the more traditional approach of provid-

ing emotional support to individuals with Alzheimer’s disease 

and their families. The application of cognitive-behavioral 

and other methods of therapy to helping people cope with 

Alzheimer’s is another useful approach. It seems that the 

bottom line in all this research on understanding and treat-

ing those affected by Alzheimer’s disease is that it is not 

necessary for psychologists to wait until biomedical research-

ers discover a cure. Much can be done to improve the qual-

ity of life for people with Alzheimer’s and to maintain their 

functioning and their dignity as long as possible.  

TABLE 12.3 Examples of Caregiver Burden

The following items from the Screen for Caregiver Burden 
illustrate the kinds of concerns that caregivers experience. 
The prevalence of each concern among a representative 
sample of caregivers is indicated across from each item

Item Prevalence (%)

My spouse continues to drive when 
he/she shouldn’t. 43

I have little control over my 
spouse’s behavior. 87

I have to do too many jobs/chores 
(feeding, shopping, paying bills) 
that my spouse used to do. 67

I am upset that I cannot communicate 
with my spouse. 73

I feel so alone—as if I have the 
world on my shoulders. 43

I have to cover up for my spouse’s 
mistakes. 60

I am totally responsible for keeping 
our household in order. 70

Source: Republished with permission of Gerontological Society of America, from 
P. P. Vitaliano, et al., “The Screen for Caregiver Burden” in The Gerontologist, 
1991, 31: 76–83; permission conveyed in the format Textbook via Copyright 
Clearance Center, Inc.

REVIEW QUESTIONS

1.  What are the two most common biological changes 

observed in the autopsied brains of  people with Alz -

heimer’s  disease?

2.  What are the mechanisms of action of the acetylcholin-

esterase inhibitors used in the treatment of memory loss 

in people with Alzheimer’s disease?

3.  How can behavioral strategies be used to help alleviate 

caregiver burden?

themselves based on their experiences. The emotional sup-

port that caregivers can provide for each other can be just 

as valuable as the actual instruction they receive. Ultimately, 

better-quality care is provided to the Alzheimer’s patient 

when caregiver burden is minimized. 

  You can see, then, that although the prospect of Alz -

heimer’s is frightening and painful for all individuals in -

volved, a number of interventions are available. Until a cure 

for the disorder is found, however, clinicians must be con -

tent to see their gains measured less as progress toward a 

cure and more as success in prolonging the period of maxi-

mum functioning for the individual and the individual’s 

 family.     
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   Irene’s History  

 In order to put together a picture of 

Irene Heller’s life history, I had to rely 

on her as well as Jonathan for de-

tails. For parts of the story, she was 

coherent and accurate in her recall. 

For other parts, however, she left out 

pieces of information that Jonathan 

had to fi ll in. Fortunately, Jonathan 

had collected a considerable amount 

of information about his mother from 

relatives and her friends. When he 

joined in telling the story, his voice 

was fi lled with sadness. 

  Irene grew up in a poor family in a 

small mining town in the Appala-

chians. Despite the family’s poverty, 

she attended a state university and 

on graduation was offered a fellow-

ship to pursue a doctorate in mathe-

matics, an unusual opportunity for a 

woman in the 1930s. However, Irene 

declined the fellowship because she 

met and fell in love with Jonathan’s 

father and they decided to get mar-

ried. The couple had three sons in 

quick succession. After the birth of 

their third child, Irene’s husband 

 became caught up in gambling and 

drinking, eventually leaving his wife 

and children and moving across the 

country, never to be heard from 

again. 

  Over the years, Irene managed 

to get by, struggling as a poorly paid 

teacher. All three boys did well aca-

demically, going on to college and 

successful careers, one in New 

York City and the other two in the 

same city as Irene. By the time she 

retired from teaching, she had 

gained enormous respect from the 

people in her community, from her 

fellow teachers, and from the many 

students she helped in her role as 

teacher and adviser. She had accu-

mulated a large enough pension to 

allow her to fulfi ll her life’s dream of 

being able to travel, pursue her in-

terests in gardening and needle-

work, and “just plain relax.” However, 

her deterioration over the course of 

the past year had made those plans 

impossible. 

  Jonathan repeatedly noted that 

the onset of his mother’s problems 

seemed to coincide with her retire-

ment. He had come to recognize 

that her problems were far more se-

rious than adjustment diffi culties, 

but he couldn’t help wondering 

whether the major life change had 

triggered something that was wait-

ing to happen. When I asked Jona-

than to be more specifi c about his 

mother’s problems, he discussed 

her memory diffi culties, her poor 

judgment, and her inappropriate 

behaviors.    

 Assessment  

 Irene agreed to take a battery of tests, 

and I referred her to Dr. Furcolo, the 

staff neuropsychologist. Dr. Furcolo’s 

report indicated that Irene had mod-

erate cognitive defi cits, including 

the inaccurate naming of objects, 

poor performance on tests of ab-

stract reasoning and verbal fl uency, 

disorientation as to time and place, 

and impairment of recent memory. 

Her intellectual abilities were rela-

tively intact on scales of well-learned 

abilities measured in a familiar for-

mat and on scales of immediate 

memory recall not requiring any en-

coding processes. In contrast, she 

performed poorly on intelligence 

test scales involving unfamiliar, ab-

stract, speed-dependent tasks that 

strained her capacity for attention 

and learning. Irene showed no signs 

of a psychotic disorder, nor did she 

suffer from specifi c symptoms of de-

pression. Her symptoms appeared to 

have had a gradual onset and to have 

progressed over at least a 2-year 

period. Irene’s annoyance when she 

described her symptoms reinforced 

my impression, and Dr. Furcolo’s, 

that her irritability was related to 

frustration over her declining mental 

faculties. 

  In a case such as Irene’s, in 

which there is a strong likelihood of 

a medical problem, a comprehen-

sive medical workup is necessary, 

including laboratory tests and brain 

imaging. Irene agreed to my rec-

ommendation that she be admitted 

to the hospital for 3 days of testing. 

The test results showed that her 

endocrine and metabolic function-

ing were normal, and there was no 

evidence of excessive alcohol or 

substance use. Irene’s EKG, blood 

pressure, cerebral angiography  

(X-ray of cerebral blood vessels), 

and measure of cerebral blood fl ow 

showed no evidence of cardiovas-

cular or cerebrovascular abnormal-

ities. The CT scan revealed some 

atrophy and enlargement of ventri-

cles, but there was no evidence of 

focal lesions or trauma. Her EEG 

pattern showed some evidence of 

slowing but no evidence of focal 

abnormalities.    

 Diagnosis  

 I assumed that Irene was experienc-

ing more than just emotional prob-

lems related to her retirement. The 

medical workup and the nature of 

her symptoms pointed to a physically 

based disorder involving dementia; 

specifi cally, all signs pointed to a di-

agnosis of dementia of the Alzheimer’s 

type.

     Axis I: Dementia of the 

Alzheimer’s 

Type   

   Axis II: Deferred   

   Axis III: Alzheimer’s disease   

   Axis IV: Problems related to 

the social environ-

ment (living alone 

in unsupervised 

housing)   

   Axis V: Current Global 

 Assessment of 

Functioning: 28   

    Highest Global 

 Assessment of 

Functioning (past 

year): 60       

 Case Formulation  

 I formed the diagnosis of dementia 

of the Alzheimer’s type for this 67-

year-old retired schoolteacher after 

extensive medical and neuropsy-

chological testing and observation 

on an inpatient unit by an interdisci-

plinary team of professionals. Irene 

had had symptoms of dementia for 

an undetermined period of time, pos-
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sibly as long as 2 years, when she 

apparently fi rst noted long-term 

memory loss and diffi culty register-

ing new information into short-term 

memory. Although Irene’s retire-

ment occurred around the time her 

symptoms fi rst appeared, it is not 

likely that the retirement caused the 

onset of the disorder. It did not ap-

pear that retirement in and of itself 

presented a stress to Irene, who 

was looking forward to spending 

her time in travel and other leisure 

pursuits.    

 Treatment Planning  

 Irene’s dementia was suffi ciently 

advanced so that a return to her 

home without any supervision or as-

sistance was out of the question. 

I consulted with Mary Lyon, the 

hospital’s social worker, about the 

options that were available locally 

for Irene. Ms. Lyon recommended 

that Irene move into an apartment 

complex that provided supervised 

living arrangements for elderly 

people. The income from the sale of 

her house, plus her retirement pen-

sion, would give her the fi nancial 

resources to live in a reasonably 

large and comfortable apartment 

without the responsibilities of own-

ing a home. In addition to helping 

with Irene’s residential arrange-

ments, Ms. Lyon consulted with 

Irene, Jonathan, and me about 

treatment options. We all agreed 

that a multidisciplinary treatment 

team was needed, including a psy-

chologist, a social worker, and a 

counselor from the local Council on 

Aging. In particular, Irene needed 

help with developing methods of 

self-care and independent living.    

 Outcome of the Case  

 More than 3 years have passed 

since my consultation with Irene 

and her son. Sadly but predictably, 

matters have not improved in Irene’s 

life. She initially moved into a super-

vised apartment and attended a day 

program at a local nursing home, 

but her deterioration was rapid and 

unyielding. After only 6 months, Irene 

had to move into a nursing home, be-

cause she repeatedly endangered 

herself by carelessly disposing of 

matches and by wandering out of 

her apartment at night and getting 

lost. 

  In a recent note I received from 

Jonathan, he explained how im-

paired his mother had become. Al-

though she had some good days in 

which they could converse satisfac-

torily, on most days she seemed un-

aware that he was her son. Jonathan 

ended his note with the expression 

of a faint hope that science might 

fi nd some of the answers to this 

tragic disease.   

    Sarah     Tobin  ,   PhD         
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   SUMMARY  

■    Cognitive disorders (formally called “delirium, dementia, 

amnestic, and other cognitive disorders”) are those in which 

the central characteristic is cognitive impairment that results 

from causes such as brain trauma, disease, or exposure to 

toxic substances.  

■    Delirium is a temporary state in which individuals experi-

ence a clouding of  consciousness in which they are unaware 

of  what is happening and are unable to focus or pay atten-

tion. They experience cognitive changes in which their 

memory is foggy and they are disoriented, and they may 

have various other symptoms, such as rambling speech, 

delusions, hallucinations, and emotional disturbances. De -

lirium, which is caused by a change in the metabolism of 

the brain, can result from various factors, including sub-

stance intoxication or withdrawal, head injury, high fever, 

and vitamin defi ciency. The onset is generally rapid and the 

duration brief.  

■    Amnestic disorders are conditions in which people are un -

able to recall previously learned information or to register 

new memories. These disorders are due either to the use of 

substances or to medical conditions such as head trauma, 

loss of oxygen, and herpes simplex.  

■    Traumatic brain injury (TBI) is increasingly being recog-

nized as an important cause of mental and physical dysfunc-

tion. Symptoms include headaches, sleep disturbances, 

sensitivity to light and noise, and diminished cognitive per-

formance on tests of attention, memory, language, and reac-

tion time. These individuals may also suffer depression, anxi-

ety, emotional outbursts, mood changes, or inappropriate 

affect.  

■    Dementia is a form of  cognitive impairment involving gen-

eralized progressive defi cits in a person’s memory and 

learning of  new information, ability to communicate, 

judgment, and motor coordination. In addition to experi-

encing cognitive changes, individuals with this condition 

undergo changes in their personality and emotional state. 

Dementia results from profuse and progressive brain dam-

age associated with physical conditions, such as vascular 

diseases, AIDS, head trauma, psychoactive substances, 

and various neurological disorders. The best-known form 

387



388 Chapter 12 Aging-Related and Cognitive Disorders

of  dementia is Alzheimer’s disease, a condition associated 

with severe cerebral atrophy as well as characteristic 

microscopic changes in the brain. Alzheimer’s disease is 

specifi ed according to subtypes: with delirium, with delu-

sions, with depressed mood, or uncomplicated. The diag-

nosis of  Alzheimer’s is challenging for several reasons. 

Some conditions, such as vascular dementia, have symp-

toms similar to those of  Alzheimer’s. Other conditions, 

such as depression, can lead to symptoms that mimic 

those in the early stages of  Alzheimer’s. All theories 

regarding the cause of  Alzheimer’s disease focus on bio-

logical   abnormalities   involving   the   nervous   system—

 specifi cally, two types of  brain changes. The fi rst is the 

formation of  neurofi brillary tangles, in which the cellular 

material within the cell bodies of neurons becomes replaced 

by densely packed, twisted microfi brils, or tiny strands, of 

protein. The second change involves the development of 

amyloid plaques, which are clusters of  dead or dying neu-

rons mixed with fragments of  protein molecules. In addition 

to biological explanations, researchers have also focused on 

environmental contributors to Alzheimer’s, as well as the 

role of certain behaviors in preventing the development of 

the disease. Although there is no cure for this disease, re-

searchers are attempting to fi nd medications, such as anti-

cholinesterase agents, that alleviate its symptoms. At the 

same time, experts have focused their attention on refi ning 

behavioral techniques for managing symptoms and have 

given particular attention to strategies for alleviating care-

giver burden.     

 KEY TERMS 

  See Glossary for defi nitions   

  Agnosia 372    

  Akinesia 377    

  Alzheimer’s disease 373    

  Amnestic disorders 369    

Amyloid cascade hypothesis 381

  Amyloid plaques 381    

  Aphasia 372    

  Apraxia 372    

  Bradykinesia 377    

  Broca’s aphasia 372    

  Caregiver burden 384    

  Caregivers 384    

Post-concussion syndrome 371

  Pseudodementia 378    

  Substance-induced persisting 

amnestic disorder 370    

  Substance-induced persisting 

dementia 376    

  Tau 381    

  Traumatic brain injury (TBI) 370    

  Vascular dementia 378    

  Wernicke’s aphasia 372       

  Caspase theory of Alzheimer’s 

disease 381    

  Creutzfeldt-Jakob disease 378    

  Delirium 368    

  Dementia 371    

  Executive functioning 372    

  Frontotemporal dementia 377    

  Huntington’s disease 377    

  Lewy body dementia 377    

  Neurofi brillary tangles 380    

  Parkinson’s disease 377    

  Pick’s disease 376    

 ANSWERS TO REVIEW QUESTIONS   

 Delirium, Amnestic Disorders, and Traumatic 
Brain Injury (p. 371)  

1.    Delirium has a rapid onset; dementia has a slow and pro-

gressive course.  

2.    Those that are due to a general medical condition and 

those that are substance induced  

3.    A constellation of  physical, cognitive, and emotional 

symptoms that can persist from weeks to years following 

an injury to the head     

 Dementia (p. 380)  

1.    Aphasia; apraxia  

2.    The basal ganglia, the subcortical parts of the brain that 

control movement  

3.    Mini-Mental State Examination (MMSE)     

 Alzheimer’s Disease (p. 385)  

1.    Beta-amyloid plaques and neurofi brillary tangles  

2.    By inhibiting the action of enzymes that target acetylcho-

line, these medications help to increase the amount of this 

neurotransmitter.  

3.    When the caregiver is equipped with behavioral strategies, 

the caregiver can reinforce the person with Alzheimer’s 

disease to become more independent in activities such as 

bathing, dressing, and eating.       



 ANSWERS TO MINI CASE QUESTIONS   

 Delirium (p. 369) 

A:  Jack has been suffering from an extremely high fever, a 

condition that is known as a possible cause of  delirium.   

 Amnestic Disorder (p. 370) 

A:  Amnestic disorder is biologically caused (possibly by a 

medical or substance-related condition), whereas psycho-

genic amnesia is presumed to be psychologically caused.   

 Dementia of the Alzheimer’s Type (p. 374) 

A:  Dementia of the Alzheimer’s type is a progressive form 

of  dementia attributed to microscopic changes in the

neurons. TBI is caused by sudden damage to the brain.    
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  One morning, our receptionist gave 

me a message to call Dr. Elaine 

Golden, the director of residency 

training in the medical school, and I 

called her back as soon as I found a 

free moment that afternoon. Dr. Golden 

told me that she was looking for a 

psychotherapist to treat one of the 

physicians in the surgical residency 

program. It was not unusual for phy-

sicians in training to be referred for 

treatment of depression or anxiety, 

but neither of those was a problem 

for 31-year-old Dr. Carl Wadsworth. 

I sensed even in the tone of Elaine’s 

voice that the case of Carl Wadsworth 

was unusual, an impression that was 

confi rmed when Elaine emphasized 

the importance of keeping the case 

absolutely confi dential. Before Elaine 

proceeded to tell me the details, how-

ever, I felt that it would be important 

for me to remind her about the stan-

dards of confi dentiality, as well as the 

exceptions to these standards. I ex-

plained that I would, of course, keep 

the case confi dential, unless there 

was serious reason to believe that a 

client was in danger of harming him-

self or another person, or was in-

volved in the abuse of a child, an 

elder, or a person with a disability. 

Elaine assured me that none of these 

issues pertained to the case of Carl 

Wadsworth. Rather, her concern per-

tained more to the reputation of this 

young doctor and that of the med-

ical school. As it turned out, Carl Wads-

worth was addicted to cocaine. Not 

only was he using the substance on a 

daily basis, but he had begun to sell 

drugs to fellow medical residents and 

medical students in order to pay for 

his habit. 

  After hearing Elaine share this dis-

turbing information about a physician-

in-training, I asked her point blank, 

“Why aren’t you throwing this guy out 

of the program?” Elaine responded 

nondefensively, “I’ve thought seri-

ously about that possibility. However, I 

think we have a case of a young man 

who can be salvaged from his self-

destructive behavior.” She went on 

to explain, “Carl is a gifted physician, 

who has, sadly, become caught in a 

trap, from which he is pleading for 

help to be released. Sarah, I think 

that you can help him.” 

  Elaine explained that Carl had 

called her at home late the previous 

night, with his wife, Anne, sitting by 

his side. With a trembling voice, he 

had begun the phone discussion 

with the startling words, “Dr. Golden, 

I desperately need your help. I’m a 

junkie.” As Elaine told me this story, I 

thought about how fortunate Carl 

was to have a relationship with such 

a caring and concerned mentor. 

Elaine listened carefully to Carl’s 

story and arranged to see him the 

next morning. In that appointment 

she told Carl that it was imperative 

that he contact me that day to set up 

an appointment, which he did. That 

afternoon, I received a call from Carl, 

who urgently pleaded that I see him 

as soon as possible. We agreed to 

meet the next morning. 

  When I fi rst met Carl Wadsworth, 

I was struck by the fact that he 

seemed so young and unsure of him-

self. Rather than wearing his hospital 

uniform, or any clothing suggestive 

of his profession, Carl wore a college 

sweatshirt and matching sweat-

pants. My guess was that he would 

have felt embarrassed sitting in the 

waiting room of the mental health 

clinic in medical attire. Carl’s face 

was gaunt and haggard, suggesting 

that he was run down, perhaps to the 

point of exhaustion. My suspicions 

were confi rmed. After introducing 

himself, he apologized for his osten-

sible weariness, explaining that he 

hadn’t slept much in recent days. 

After entering my offi ce, Carl pro-

ceeded to tell me the painful story of 

his seduction by cocaine and the 

eventual hold it took over his whole 

life. He acknowledged that the prob-

lem had become so serious that he 

risked destroying his family and ruin-

ing his career. These realizations be-

came startlingly apparent to him 

when Anne, pregnant with their sec-

ond child, told Carl that she would 

divorce him if he did not obtain pro-

fessional help. 

  Carl explained that when he had 

fi rst began using cocaine 1 year 

earlier, he fully believed that he 

could control his use and maintain it 

as a harmless pastime. Predictably, 

though, Carl began to rely on the 

drug more and more heavily. Money 

problems began to accumulate, and, 

rather than attribute these to the 

expense of his cocaine habit, he 

blamed them on his inadequate sal-

ary. It became necessary to draw on 

the family bank account to pay the 

household bills. Carl soon began to 

spend more and more time away 

from home. Telling Anne that he was 

at work, he spent hours each day 

seeking ways to pick up extra cash. 

At the hospital, his work had become 

sloppy, and Elaine had let him know 

that he was at risk of being dismissed 

from the hospital. His patients com-

plained to the nursing staff about his 

abrupt and insensitive manner. 

  As we talked about the changes 

in Carl’s professional behavior, I 

could see that he was becoming in-

creasingly distraught, and, when I 

asked him about his family life, he 

fought to hold back tears. He ex-

plained that he loved his wife and 

daughter very much but that he found 

himself losing control in his interac-

tions with them. He had become irri-

table and impatient with them and 

occasionally so angry that he had 

come close to physical violence. 

  When Carl fi rst came to see me, 

he was in serious trouble. He was 

accurate in his perception that his 

personal life and his career were 

on the line and that he needed help 

immediately. 

    Sarah     Tobin  ,   PhD     
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W
 e live in a society in which the use of mind-altering 

substances has become a central part of the cul-

ture. Leafi ng through any popular magazine, you 

are certain to see advertisements with successful, attractive 

people using cigarettes. Watching a sporting event on televi-

sion, you will surely see commercials with fun-loving, happy 

people consuming alcohol. These legal drugs represent only 

a small fraction of  the substances that Americans ingest 

each day. As you will see, both legal and illegal drugs affect 

all sectors of the population, including well-educated and pro-

fessional people such as Carl.      

 The Nature of Substance Abuse 
and  Dependence  

 A    substance    is a chemical that alters a person’s mood or 

behavior when it is smoked, injected, drunk, inhaled, snorted, 

or swallowed in pill form. Although most of our discussion 

will focus on drugs of abuse, it is important to realize that 

people often use medications and toxic chemicals to induce 

altered psychological states. Because substances are so much 

a part of everyday life, most people take them for granted. 

A glass of wine at dinner, a cup of coffee in the morning, a 

beer or two at a party, a sleeping pill at night—none of these 

may seem particularly unusual or troublesome. Although 

most people are able to regulate their use of such substances, 

many drugs pose high risks. In this chapter, we will focus 

most of our attention on the ways in which alcohol, as well 

as illicit drugs, adversely affects individuals, families, com-

munities, and society. The most reliable source of informa-

tion about substance use and abuse in the United States is 

the Substance Abuse and Mental Health Services Adminis-

tration (SAMHSA), which publishes data from national sur-

veys of  nearly 20 million Americans age 12 and older 

(SAMHSA, 2008). In the most recent survey, approximately 

8 percent of  the population had used illicit drugs in the 

preceding 30 days (i.e., were current users). Marijuana is 

the most commonly used illicit drug, with 14.4 million 

Americans (6.2 percent) reporting current use at the time 

of  the survey. An estimated 2.1 million Americans (0.8 per-

cent) were current cocaine users, 610,000 of  whom used 

crack. Approximately 1 million Americans had recently 

used  hallucinogens, and approximately 153,000 used her-

oin. In recent years, the nonmedical abuse of  prescription 

drugs has become especially problematic, with 5.2 million 

Americans abusing pain relievers, 1.8 million abusing tran-

quilizers,  1.1 million abusing stimulants, and 0.3 million 

abusing sedatives. However, between 2006 and 2007, the per-

cent of  lifetime abuse remained stable, and the percent 

abusing nonmedical stimulants decreased. (SAMHSA, 

2008). 

    The nonmedical use of prescription medications is espe-

cially problematic among secondary school students. In fact, 

approximately 1 in 5 high school adolescents reported that 

they had used prescription medications for nonmedical 

purposes, and these adolescents were found to be at much 

higher risk of developing serious problems with drug abuse 

or dependence. Research fi ndings have highlighted the impor-

tance of targeting prescription medication abuse in preven-

tion and intervention efforts aimed at adolescents (McCabe, 

Boyd, & Young, 2007). 

    Rates of  current illicit drug use vary signifi cantly 

among the major ethnic and racial groups, with the highest 

rates found among American Indians and Alaska Natives 

 (12.1 per cent), followed by people of  two or more races 

(12.0 percent), Native Hawaiians and other Pacifi c Island-

ers (11.1 percent), Blacks (8.7 percent), Whites (8.3 per-

cent), and Hispanics (8.0 percent), with Asians showing the 

lowest rate (3.8 percent). When considering the groups with 

higher rates, it is important to assess the role of  poverty 

and unemployment. It has been well established that eco-

nomically disadvantaged people are at particularly high 

risk for having problems with drugs. Some 18.2 percent of 

unemployed adults are current illicit drug users, compared 

with 7.9 percent of  those employed full-time and 10.7 per-

cent of  those employed part-time (SAMHSA, 2004). 

    In addition to the devastating psychological costs to 

individuals and families, the economic costs of  substance 

abuse to society are astronomical, with estimates running 

into the hundreds of billions of dollars (Horgan, 2001). In 

one recent year, the rate of Americans who were arrested for 

driving under the infl uence of alcohol or narcotics was star-

tling: 1.4 million arrests, which amounts to 1 of every 137 

licensed U.S. drivers ( http://www.cdc.gov/alcohol/factsheets/

general_information.htm ). The number of deaths that can 

be attributed to alcohol is also remarkable. In any given 

year, there are more than 75,000 alcohol-attributed deaths 

associated with such health problems as cirrhosis of  the 

liver and various cancers, as well as injuries or violence. 

Researchers have used statistical methods to assess the 

years of  potential life lost because of  these deaths, and they 

estimate that, for each person who dies as a result of  alco-

hol, 30 years of  life are lost (“Alcohol-Attributable Deaths,” 

2004). 

    In this chapter, for the sake of simplicity, we will discuss 

each of the major substances associated with serious psycho-

logical and physical impairment in a way that might imply 

that the abuse of a particular substance takes place indepen-

dent of  other forms of  substance abuse or psychological 

disturbance. In reality, however, many people who abuse one 

substance also abuse others, thus making it diffi cult for clini-

cians and researchers to tease out the specifi c detrimental 

effects of any given substance in isolation. Another impor-

tant consideration is the fact that many individuals with 

substance-related disorders also suffer with comorbid 

conditions, particularly anxiety disorders and mood disor-

ders (Grant et al., 2004). Because of  the co-occurrence of 

 substance-related disorders with other psychiatric condi-

tions such as mood disorders, assessment and treatment 

are especially challenging (Nunes & Levin, 2004). As you 

read this chapter and learn about the various  conditions 



directly associated with substance use, it will be important for 

you to be aware of the ways in which substance-related condi-

tions are often connected to other  psychological disorders. 

    Behaviors Associated with 

Substance-Related Disorders  

 In this section, we will discuss the ways in which substances 

affect human behavior. Although each substance has specifi c 

effects that depend on its chemical composition and its ef-

fects on the brain or body, you will fi nd it helpful to have an 

overview of how substances in general affect behavior.  

 Substance-Induced Disorders 

Substance intoxication    is the temporary maladaptive experi-

ence of  behavioral or psychological changes due to the 

accumulation of  a substance in the body. Let’s take a closer 

look at this defi nition. A condition of  substance intoxica-

tion is a transient phenomenon that is limited to the period 

that the substance is biologically potent in the body. The 

behavior of  an intoxicated person is maladaptive, which 

means that his or her functioning is impaired signifi cantly. 

In the case of  alcohol intoxication, the individual experi-

ences impaired judgment and attention, slurred speech, 

abnormal eye movements, slowed refl exes, unsteady walk-

ing, and changeable moods. In contrast, the person who 

becomes intoxicated following the ingestion of  amphet-

amines experiences accelerated bodily functioning, as well 

as perspiration or chills. Even people who drink a great 

amount of  a caffeinated beverage can experience troubling 

bodily sensations, such as nervousness, twitching, insomnia, 

and agitation. 

    In addition to the effects that follow the ingestion of 

substances, psychological and physical changes also occur 

when some substances are discontinued, a reaction that is 

referred to as    substance withdrawal.    A person in a state of 

substance withdrawal experiences signifi cant distress or im-

pairment at home, at work, or in other important life con-

texts. Withdrawal takes different forms, according to the ac-

tual substance involved. For example, nicotine withdrawal 

commonly includes anxiety and irritability. People taking 

substances with higher potency can undergo such severe 

psychological and physical withdrawal symptoms that 

they need medical care. A phenomenon called    tolerance

is related to substance withdrawal. This occurs when an 

individual requires larger and larger amounts of  the sub-

stance in order to achieve its desired effects or when the 

person feels less of  its effects after using the same amount 

of  the substance.     For example, a man may fi nd that he now 

needs to drink two six-packs of beer in order to achieve the 

same state of relaxation that was previously attained with a 

single six-pack. You will see as you read this chapter that 

tolerance can develop in different ways—in some instances, 

tolerance is caused by changes in the body’s metabolism of 

the drug; in others, it results from the way the drug affects 

the nervous system. 

    As you will see when we discuss specifi c substances, 

the extent of  substance intoxication and the distress associ-

ated with drug withdrawal are infl uenced by the way in 

which individuals take a specifi c drug into the body, how 

rapidly the drug acts, and how lasting the effect of  the 

drug is. Drugs that are effi ciently absorbed into the blood-

stream due to intravenous injection or smoking are likely 

to lead to a more intense kind of  intoxication than are 

drugs taken in pill form. Drugs that have an immediate 

impact on the person are more seductive than those that 

take longer to take effect. Further, drugs that have a pow-

erful, but short-lived, effect are more likely to lead to pat-

terns of  abuse, because the person craves to repeat the 

experience time and again within a short time frame. 

    In addition to the diagnostic categories of substance 

intoxication and substance withdrawal, there are several other 

substance-induced disorders that have symptoms that are quite 

similar to the psychological disorders we discussed in previous 

chapters. For example, there are several cognitive disorders 

(Chapter 12) related to substances, such as substance-induced 

delirium, substance-induced persisting dementia, and substance -

induced persisting amnestic disorder. In addition to these 

cognitive disorders, the  DSM-IV-TR  lists the following 

substance-induced conditions: psychotic disorder, mood 

disorder, anxiety disorder, sexual dysfunction, and sleep 

disorder. Therefore, clinicians conducting their initial 

assessment of  clients realize that it is important to con-

sider the possibility that the symptoms might be the result 

of  substance use. For example, the clinician considers 

whether manic symptoms are due to bipolar disorder or 

amphetamines, or whether bizarre symptoms are due to 

psychosis or hallucinogenic drugs. Or, as we discussed above, 

there may be a comorbidity of the substance-related disorder 

and another condition, such as an anxiety disorder or a 

      For many people, addictive behavior involves the use of more than 
one substance.  
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mood disorder. In such cases, the individual may have gotten 

caught up in the abuse of substances in an attempt to allevi-

ate the psychological distress associated with emotional 

 dysfunction.   

 Substance Use Disorders 

 When does a person’s use of  substances become abuse? 

When does a person’s need for substances reach the point of 

dependency and become an addiction? These are questions 

that researchers and clinicians have struggled with for 

decades. Currently,    substance abuse    is defi ned as a maladap-

tive pattern of substance use occurring within a 12-month 

period that leads to signifi cant impairment or distress evi-

denced by one or more of the following: (1) failure to meet 

obligations, (2) use of substances in physically hazardous 

situations, (3) legal problems, or (4) interpersonal problems. 

    People who abuse substances fi nd that their lives are 

affected in many ways. They neglect obligations at work, and 

their commitments to home and family start to erode. In 

addition to letting their work and family life slide, they may 

begin to take risks that are personally dangerous and put 

others in jeopardy, such as driving or operating powerful 

machinery while intoxicated. Legal problems arise for many 

people who abuse substances, because their behavior puts 

them into positions in which they violate the law. In addition 

to arrests for driving while intoxicated, they may face charges 

of  disorderly conduct or assaultive behavior. Most com-

monly, the life of the substance-abusing person is character-

ized by interpersonal problems. During episodes of intoxi-

cation, they may become argumentative and possibly violent 

with family and friends. Even when the substance-abusing 

person is sober, his or her relationships are commonly 

strained and unhappy. 

    The main feature of abuse, then, is a pattern of behavior 

in which the individual continues to use substances, even 

when it is clear that such behavior entails signifi cant risks or 

creates problems in living. For example, a college professor 

may insist on having three martinis at lunch, despite the fact 

that this interferes with her ability to teach her afternoon 

seminar. Her behavior is characterized as abuse, because her 

drinking interferes with her work responsibilities. In con-

trast, her sister, who occasionally has a glass of wine with 

dinner, would not be regarded as abusing alcohol, because 

there is no evidence of impairment. 

    The notion of substance abuse carries with it no implica-

tion that the individual is addicted to the substance. Continuing 

with the example of the three-martini professor, the question is 

to what extent she needs to have those drinks in order to get 

through the day. If she has reached the point at which she relies 

on this form of drinking, she would be considered dependent 

on alcohol.    Substance dependence    is a maladaptive pattern of 

substance use manifested by a cluster of cognitive, behavioral, 

and physiological symptoms during a 12-month period and 

caused by the continued use of the substance. 

    Experts also strive to understand the roles that psy-

chological and physiological factors play in determining 

dependence on or tolerance to a substance. Physiological 

dependence is determined when an individual shows signs 

of either tolerance or withdrawal. As you will see later in 

this chapter, clinicians treating people with substance prob-

lems must understand these physiological patterns, especially 

when monitoring the symptoms of withdrawal or when rec-

ommending somatic interventions such as medication.     

 REVIEW QUESTIONS  

  1.    The most commonly used illicit drug in the United States 

is ____________.  

  2.    What is the difference between substance intoxication 

and tolerance?  

  3.    What is the term used to describe a psychological and 

physical need for a substance?       
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 Alcohol  

 We begin our discussion of disorders by focusing on alcohol, 

a substance that has received increased attention in recent 

years because of the tremendous personal and societal costs 

associated with the abuse of this mind-altering drug.  

 Patterns of Use and Abuse 

 Although the amount of  alcohol consumed per person in 

the United States has steadily decreased since reaching a 

peak in 1980, many people use alcohol on a regular basis. 

More than 50 percent of  Americans over age 12 report 

that they had had at least one drink in the month prior to 

being surveyed (SAMHSA, 2005). About 22 percent of 

Americans report that they engage in binge drinking, 

meaning that they have had fi ve drinks on one occasion in 

the past 30 days. Heavy drinking, which is defi ned as con-

suming fi ve or more drinks on the same occasion on at 

least fi ve days in the month, is found in 7 percent of  the 

adult population of  Americans (Bouza, Angeles, Munoz, 

& Amate, 2004). Higher rates of  alcohol consumption are 

associated with the following variables: being male, being 

White, being married, having a higher educational level, 

having a higher income, being employed, and being a 

smoker (Moore et al., 2005). 

    As can be seen in  Figure 13.1 , there are variations in 

alcohol use by age, with consumption typically declining as 

people get older (Moore et al., 2005). Young adults ages 18 

to 25 have the highest rates of binge drinking and heavy 

drinking. Of that group, adults age 21 are associated with the 

highest rates of drinking, with 47.8 percent of 21-year-olds 

engaging in binge  drinking and 18.7 percent in heavy drink-

ing. The rates of binge  and heavy drinking decline sharply 

throughout  adulthood; by ages 45 to 49, 23.2 percent engage 

in binge drinking and 6.8 percent drink heavily. Those over 

60 are the least likely to drink heavily, and people over 65 

are the least likely to use alcohol at all. Full-time college 

students ages 18 to 22 are more likely to use alcohol, binge 

drink, and drink heavily than students who are enrolled 

part-time.   
       Effects of Alcohol Use 

 One of the reasons people consume alcohol is to achieve an 

altered mood and state of awareness. Before examining the 

long-term effects of chronic alcohol use, we will look at its 

immediate effects on the user and the mechanisms thought 

to be responsible for these effects.  

 Immediate Effects   In small amounts, alcohol has sedating 

effects, leading to feelings of warmth, comfort, and relax-

ation. In larger amounts, alcohol may lead the drinker to 

feel more outgoing, self-confi dent, and uninhibited. Some 

people stop drinking when they have achieved the positive 

mood they were seeking from alcohol. If  a person continues 

to drink beyond that point, though, the effects of alcohol as 

a    depressant    drug become more apparent, as feelings of 

sleepiness, uncoordination, dysphoria, and irritability set in. 

Excessive drinking affects a person’s vital functions and can 

be fatal. The mixture of alcohol with other drugs is referred 

to as    potentiation,    meaning that the effects of two drugs taken 

together is greater than the effect of either substance alone. 

For example, combining alcohol, which is a depressant, with 

   The unpredictability and dysfunctional 
behavior of an alcoholic parent or spouse 
create tension and insecurity for all family 
members. 
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R E A L  S T O R I E S

 BEN AFFLECK: SUBSTANCE ABUSE 

  A
 t the beginning of this chapter 
you read about Carl Wadsworth, 
a young man whose cocaine de-

pendence was wreaking havoc in his 
family life and medical career. Some 
people are surprised and disturbed 
when they learn that an individual who 
seemingly has it all would resort to such 
self-destructive behavior. Yet the media 
is fi lled with stories of eminently success-
ful people who stray down the path of 
substance abuse and lose so much as 
they become obsessed with satisfying 
addictive cravings. Such a sad story of 
self-destructive addiction has been told 
by Ben Affl eck, the successful actor and 
screenwriter. 
  Like so many people struggling with 
addiction, Affl eck grew up in a home in 
which substance abuse caused consider-
able family turbulence, leading to paren-
tal divorce when Affl eck was 12 years 
old. Soon after the divorce, Affl eck’s 
 father entered a rehabilitation center 
where he obtained treatment for his 
 alcohol problem; he subsequently pur-
sued work as a recovery counselor. 
  Affl eck describes his high-school 
years in Cambridge, Massachusetts, as 
a wild time when he engaged in “un-
derage drinking, pot smoking, and all 
the attendant shenanigans.” Even dur-
ing those youthful days, Affl eck devoted 
himself to some remarkable creative 
 endeavors with his close friend Matt 
 Damon, with whom he wrote the screen-
play for the critically acclaimed movie 
Good Will Hunting.  Although Affl eck 

graduated from high school, he dropped 
out of college after only one semester 
to pursue an acting career. He was in 
 several small, low-budget movies before 
landing the starring role in the 1997 hit 
 Chasing Amy.     
       After the explosive success of  Good 
Will Hunting  and  Chasing Amy,  Affl eck’s 
life changed dramatically. Although 
he was experiencing many wonderful 
things, he was also encountering some 
demons. On the positive side, he became 
romantically involved with another 
prominent star, Gwyneth Paltrow, and 
also immersed himself in exciting and 
successful creative endeavors. He also 
became socially proactive, as evident in 

his public efforts to increase research 
funding for neurological disease. But 
there was also the negative side of 
 Affl eck’s life in which he turned in-
creasingly to alcohol for relief from the 
pressures of life. 
  “My life changed so quickly I lost 
any sense of who exactly I was. . . . I 
made some poor choices.” Affl eck de-
scribes the impact of gross intoxication:

  The next morning, my head was 
throbbing, it was all I could do to 
fi nd the car. . . . 
  I started regretting some of the 
things I did when I was drunk. It’s 
funny to be obnoxious or out of con-
trol, but then it’s like, “I think I hurt 
that person’s feelings. I made a fool 
of myself,” or “I didn’t want to kiss 
that girl. . . .” Now it’s kind of de-
pressing to be bombed at 3 in the 
morning.   

  Affl eck also talks about the ineffec-
tiveness of his reliance on partying and 
alcohol to get through rough times: “I 
had broken up with Gwyneth . . . and  
I felt very adrift. . . . So I thought, . . . 
‘Okay, I’ll go to these parties. I’ll try 
to embrace this life people think I 
have.’ . . .  And I found myself even 
more miserable.” The good news is that 
Affl eck has come to terms with his ad-
diction and has found the courage to 
seek treatment and to speak publicly 
about the perils associated with the 
abuse of substances. He is now commit-
ted to a healthier lifestyle without alco-
hol, and he is grateful for the support 
of his family and friends. 

 Source: From Anne-Marie O’Neill, “Reality Check” 
in  People Weekly,  August 20, 2001.  Reprinted with 
permission. 

Ben Affl eck



 TABLE 13.1   Alcohol Impairment Chart                         

   Men: Approximate Blood Alcohol Percentage     Drinks  *     Body Weight in Pounds     Effect on Person  

         100     120     140     160     180     200     220     240       

    0    .00   .00   .00   .00   .00   .00   .00   .00      Only safe driving limit.  

    1    .04   .03   .03   .02   .02   .02   .02   .02      

    2   z .08   .06   .05   .05   .04   .04   .03   .03      Impairment begins.  

    3    .11   .09   .08   .07   .06   .06   .05   .05      

    4    .15   .12   .11   .09   .08   .08   .07   .06      Driving skills signifi cantly affected.  

    5    .19   .16   .13   .12   .11   .09   .09   .08      Possible criminal penalties.  

    6    .23   .19   .16   .14   .13   .11   .10   .09      

    7    .26   .22   .19   .16   .15   .13   .12   .11      

    8    .30   .25   .21   .19   .17   .15   .14   .13      Legally intoxicated.  

    9    .34   .28   .24   .21   .19   .17   .15   .14      Criminal penalties imposed.  

    10    .38   .31   .27   .23   .21   .19   .17   .16      

   Women: Approximate Blood Alcohol Percentage   

   Drinks   *      Body Weight in Pounds     Effect on Person   

       90     100     120     140     160     180     200     220     240     

    0    .00   .00   .00   .00   .00   .00   .00   .00   .00   Only safe driving limit.  

    1    .05   .05   .04   .03   .03   .03   .02   .02   .02   Impairment begins.  

    2    .10   .09   .08   .07   .06   .05   .05   .04   .04    

    3    .15   .14   .11   .11   .09   .08   .07   .06   .06   Driving skills signifi cantly affected.  

    4    .20   .18   .15   .13   .11   .10   .09   .08   .08   Possible criminal penalties.  

    5    .25   .23   .19   .16   .14   .13   .11   .10   .09    

    6    .30   .27   .23   .19   .17   .15   .14   .12   .11    

    7    .35   .32   .27   .23   .20   .18   .16   .14   .13   Legally intoxicated.  

    8    .40   .36   .30   .26   .23   .20   .18   .17   .15   Criminal penalties imposed.  

    9    .45   .41   .34   .29   .26   .23   .20   .19   .17    

    10    .51   .45   .38   .32   .28   .25   .23   .21   .19    

    Subtract .01% for each 40 minutes of drinking.   
  * One drink is equal to 1¼ oz. of 80-proof liquor, 4 oz. of table wine, or 12 oz. of beer. 

  Source: National Clearinghouse for Drug and Alcohol Information, SAMHSA,  http://www.samhsa.gov/centers/clearinghouse/clearinghouses.html . Accessed 12/20/01. 

another depressant would exaggerate the effects on the body 

and possibly would be fatal. 

  The rate at which alcohol is absorbed into the blood-

stream depends in part on the concentration of alcohol in the 

particular beverage, the amount of alcohol consumed, the rate 

at which it is consumed, and the amount of food present in 

the stomach. The rate of alcohol absorption also depends on 

individual characteristics, including gender and a person’s 

metabolic rate, or the rate at which the body converts nutrients 

to energy (in this case, alcohol is the nutrient). The rate at 

which alcohol is metabolized determines how long the person 

will continue to experience the effects of alcohol. The average 

person metabolizes alcohol at a rate of one-third of an ounce 

of 100-percent alcohol per hour, which is equivalent to an 

ounce of whiskey per hour. A guide to blood alcohol levels is 

shown in  Table 13.1 .  

Alcohol 397



398 Chapter 13 Substance-Related Disorders

   Following a bout of extensive intake of alcohol, a per-

son is likely to experience an abstinence syndrome—what 

everyone knows as a hangover. The symptoms of hangover 

include nausea and vomiting, tremors, extreme thirst, head-

ache, tiredness, irritability, depression, and dizziness. The 

extent of a person’s hangover depends on how much alcohol 

he or she has consumed and over what period of time. Met-

abolic rate also affects the duration of a person’s hangover. 

Contrary to whatever advice one hears about homemade 

remedies, there is no cure for a hangover other than to wait 

for the body to recover. 

       Long-Term Effects   In part, alcohol’s harmful long-term 

effects may be attributed to the factor of tolerance. The more 

a person consumes, the more alcohol that person needs to 

achieve the desired impact. Heavy drinkers tend to increase 

their intake of alcohol over time, thereby increasing the like-

lihood of bodily damage. As we will see later, scientists are 

attempting to understand the biochemical changes associ-

ated with long-term heavy alcohol use as a way of compre-

hending the factors leading to tolerance and dependence. 

  Alcohol affects almost every organ system in the body, 

either directly or indirectly. Long-term use of alcohol can lead 

to permanent brain damage, with symptoms of dementia, 

blackouts, seizures, hallucinations, and damage to the periph-

eral parts of the nervous system. Two forms of dementia are 

associated with long-term, heavy alcohol use: Wernicke’s dis-

ease and Korsakoff’s syndrome.    Wernicke’s  encephalopathy    is 

an acute condition involving delirium, eye movement dis-

turbances, diffi culties in movement and balance, and deter-

ioration of  the peripheral nerves to the hands and feet. The 

cause of  Wernicke’s encephalopathy is not alcohol itself, 

but a thiamine (Vitamin B1) defi ciency due to the deleterious 

effects of alcohol on the metabolism of nutrients, as well as 

an overall pattern of  poor nutrition. Adequate thiamine 

intake can reverse Wernicke’s encephalopathy. People who 

develop Wernicke’s disease are likely to develop    Korsakoff ’s 

syndrome,    a permanent form of dementia in which the indi-

vidual develops retrograde and anterograde amnesia, an 

inability to remember recent events or to learn new infor-

mation. It is thought that both disorders represent the same 

underlying disease process, with Wernicke’s being the acute 

form and Korsakoff ’s being the chronic form of  the disor-

der. The chances of  recovering from Korsakoff ’s syndrome 

are less than 1 in 4, and about another 1 in 4 of those who 

have this disorder require permanent institutionalization. 

  Most chronic alcohol users develop fatty liver, a condi-

tion characterized by abnormal changes in the blood vessels 

in the liver. This condition develops in 90 to 100 percent of 

heavy drinkers and may be a precursor to cirrhosis, a degen-

erative disease that results in progressive and irreversible 

liver damage. Cirrhosis is one of the primary factors associ-

ated with death due to chronic alcohol use. Although the 

death rate for this disease has diminished over the past few 

decades, cirrhosis is the twelfth leading cause of death in the 

United States (Hoyert, Kung, & Smith, 2005). Heavy alcohol 

consumption also causes a number of harmful changes in 

the gastrointestinal system, including infl ammation of the 

esophagus, stomach lining, and pancreas, and a slowing 

down of smooth muscle contractions throughout the gastro-

intestinal tract. These conditions can interfere with the pro-

cess of  digestion and can lead to serious nutritional 

imbalances, including thiamine defi ciency, mentioned earlier, 

and even malnutrition. A diet that is defi cient in zinc may 

lead to a decrease in the activity of    alcohol dehydrogenase 

(ADH),    a zinc-containing enzyme in the stomach. ADH 

breaks down a portion of the alcohol into fatty acids, car-

bon dioxide, and water before it enters the bloodstream. As 

a result of lowered ADH activity, a greater portion of the 

alcohol enters the bloodstream without being broken down, 

increasing its effect throughout the body. Women appear to 

be more vulnerable to the effects of alcohol because of their 

inherently lower amounts of ADH, leading to the dispersion 

of greater amounts of  undigested alcohol throughout the 

body’s tissues. As a result, women reach higher blood alco-

hol concentrations for a given amount of alcohol consump-

tion, and they are more susceptible to liver disease caused 

by excessive alcohol intake. 

  The list of damaging effects of alcohol is long. Chronic 

alcohol consumption lowers a person’s bone strength and 

puts the individual at risk for developing chronic muscle 

injury due to atrophy and osteoporosis. Alcohol can increase 

a person’s risk of developing various forms of cancer, a risk 

that grows if  the individual also smokes cigarettes. A reduc-

tion in the functioning of the immune system, which helps 

fi ght off  cancer as well as infectious diseases, appears to play 

a role in the deteriorative process. Because of the effects of 

alcohol on the immune system, people infected with HIV 

who drink heavily are more likely to accelerate the progres-

sion to AIDS. Further, the abrupt withdrawal of  alcohol 

after chronic usage can result in symptoms such as severe 

hangover, sleep disturbances, profound anxiety, tremulous-

ness, sympathetic hyperactivity, psychosis, seizures, and even 

death.    

 Theories of Alcohol Dependence 

 Researchers in the fi eld of alcohol dependence were among 

the fi rst in abnormal psychology to recognize the need for a 

biopsychosocial model to explain why some people develop 

alcoholism (Zucker & Gomberg, 1986). This model, as 

applied to alcohol dependence, emphasizes genetic vulnera-

bility in interaction with infl uences from the home and peer 

environments.  

 Biological Perspective   Researchers are making major 

advances in understanding the important role that biology 

plays in determining whether a person becomes dependent 

on alcohol. Especially noteworthy is the fi nding that alcohol 

dependence tends to aggregate within families. In one study 

comparing the relatives of  people with alcoholism (pro-

bands) to controls, researchers found lifetime risk rates of 



developing alcohol dependence to be 28.8 percent in the rel-

atives of  the probands, compared to 14.4 percent in the 

relatives of the controls (Nurnberger et al., 2004). Siblings 

of alcohol-dependent individuals have a three to eight times 

greater risk of becoming dependent. Based on research with 

twins, the heritability of alcohol dependence is estimated to 

be 50 to 60 percent, meaning that at least half  of the ten-

dency to develop alcohol dependence is due to genetic fac-

tors (Reich et al., 1998). 

  Given the inherited component of alcohol dependence, 

it seems likely that biological markers could be identifi ed that 

would help indicate a person’s predisposition to the disorder. 

One potential marker is the individual’s subjective reaction 

to alcohol, or how much alcohol is needed to produce the 

feeling of being under the infl uence of the substance. Re-

searchers have found that genetically predisposed people who 

have less of a subjective reaction following the intake of alco-

hol in a laboratory seem to be at higher risk of becoming 

dependent. The low subjective response to alcohol is most 

predictive of development of alcohol dependence in men who 

have poor coping strategies and low levels of social support 

(Schuckit & Smith, 2001). Another possible biological marker 

is the event-related brain potential (ERP), the positive voltage 

charge that occurs 300 to 500 milliseconds after exposure to 

a stimulus. An abnormal ERP response is an inherited char-

acteristic linked to a high genetic risk for alcohol dependence 

(Hesselbrock et al., 2001). 

  Although there is strong evidence that predisposition 

to alcohol dependence has a genetic basis, there is much 

that is not known, such as the number of  genes, their loca-

tions, and the way in which they lead to vulnerability. It 

is hoped that the process of  genetic mapping will identify 

genetic markers of  alcohol susceptibility that can be linked 

to behavioral responses to alcohol. Researchers have iden-

tifi ed a gene or genes involved in alcohol susceptibility 

on chromosomes 1, 4, and 8 (Corbett et al., 2005). It is 

thought that genetic mechanisms play a role in causing 

abnormalities in several neurotransmitters, including 

gamma-aminobutyric acid (GABA), dopamine, serotonin, 

and opioids (Radel & Goldman, 2001).   

 Psychological Perspective   Proponents of  the behavioral 

perspective view alcohol dependence as resulting from a pro-

cess in which classical conditioning plays a role in the devel-

opment of cravings (O’Brien, Childress, Ehrman, & Robbins, 

1998). However, theorists and researchers realize that alco-

hol dependence must be due to a broader range of factors. 

One model that is gaining considerable support is the    expec-

tancy model,    which has evolved from cognitive-behavioral 

and social learning perspectives (Parks, Anderson, & Marlatt, 

2001). According to this model, people with alcohol depen-

dence develop problematic beliefs about alcohol relatively 

early in life through a combination of reinforcement and ob-

servational learning. 

  Concepts central to the expectancy model are self-

 effi cacy and coping. Self-effi cacy, as you will recall from 

Chapter 4, refers to an individual’s perception that he or she 

has the ability to meet the challenges of a diffi cult situation. 

The concept of coping, as used in the cognitive-behavioral 

model, refers to the strategies that an individual uses to re-

duce the perception of a threat or danger. According to the 

expectancy model, these cognitive factors, along with the 

individual’s ideas or expectations about the effects of alco-

hol, presumably play a role in determining whether or not 

an individual will relapse to problem drinking. A sample of 

an assessment inventory based on the model is shown in 

 Table 13.2 .  

   The expectancy model describes a series of  reactions 

that occurs when an alcohol-dependent individual attempts 

to remain abstinent. Consider the contrasting cases of 

Marlene, who has been successful in remaining abstinent, 

and Edward, who has been unsuccessful. Both Marlene and 

Edward encounter high-risk situations, such as parties at 

which other people are consuming alcohol. Marlene is able 

to abstain from drinking at the party because she has 

learned how to cope with such situations and she feels 

capable of  carrying through with her intention not to drink 

alcohol. Each successful episode of  abstinence reinforces 

her sense of  self-effi cacy, causing her to feel more capable 

of  abstaining in subsequent situations. Unlike Marlene, 

Edward lacks a satisfactory coping response. The actual 

consumption of  alcohol is not what leads to a relapse but, 

rather, the individual’s interpretation of  the act of  drinking 

as a sign of  loss of  self-control. Thus, when Edward goes 

to a party, he feels incapable of  staying away from alcohol 

because of  his low sense of  self-effi cacy. A compelling 

expectation that alcohol will have a positive mood-altering 

effect adds to his low sense of  self-effi cacy and leads him 

to take the fi rst drink. The positive sensations the alcohol 

produces further undermine Edward’s resolve, but cognitive 

factors enter at this point in the process as well. Having 

violated the self-imposed rule of  remaining abstinent, he 

now is subject to the    abstinence violation effect,    a sense of 

loss of  control over one’s behavior that has an overwhelm-

ing and demoralizing effect. Thus, Edward’s self-effi cacy is 

further eroded, initiating a downward spiral that eventually 

ends in renewed alcohol dependence.   

 Sociocultural Perspective   Researchers and theorists 

working within the sociocultural perspective regard stress-

ors in the family, community, and culture as factors that, 

when combined with genetic vulnerability, lead the indi-

vidual to develop alcohol dependence. The sociocultural 

perspective was given support in a landmark longitudinal 

study conducted in the early 1980s. Researchers followed 

individuals from childhood or adolescence to adulthood, 

the time when most individuals who become alcohol depen-

dent make the transition from social or occasional alcohol 

use to dependence (Zucker & Gomberg, 1986). Those most 

likely to become alcohol dependent in adulthood had a his-

tory of  childhood antisocial behavior, including aggressive 

and sadistic behavior, trouble with the law, rebelliousness, 
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lower achievement in school, completion of  fewer years of 

school, and a higher truancy rate. These individuals also 

showed a variety of  behaviors possibly indicative of  early 

neural dysfunction, including nervousness and fretfulness 

as infants, hyperactivity as children, and poor physical 

coordination. It was thought that these characteristics 

refl ect a genetically based vulnerability, which, when com-

bined with environmental stresses, leads to the development 

of  alcohol dependence. More recent studies have continued 

to support the role of  family environment as infl uenced by 

larger sociocultural factors. In a 2-year study of  more than 

800 suburban adolescents, the teenagers who received high 

levels of  social support from their families at home were 

less likely to consume alcohol. The effect of  social support 

seemed to be due primarily to the fact that families provid-

ing high levels of  social support were also more likely to 

have a strong religious emphasis in the home. School grades 

also correlated with lower teen use of alcohol. Teens who 

got good grades were more likely to receive higher levels of 

social support from their families, which in turn was associ-

ated with lower rates of alcohol use. The teens who used 

alcohol were more likely to show poorer school performance 

over the course of the study (Mason & Windle, 2001). 

  You may be wondering about the extent to which grow-

ing up in a home with parental alcoholism might predispose 

children to develop alcoholism. As we have discussed else-

where, the question is especially complicated by the fact that 

genetic loading plays so prominent a role in the development 

of  alcoholism. Nevertheless, some theorists and research-

ers have explored the sociocultural impact of  such environ-

ments and have put forth some interesting notions. A few 

decades ago, the notion of  adult children of  alcoholics 

(ACOAs) was proposed (Woititz, 1983), in which it was sug-

gested that the offspring of  alcoholic parents are at high 

risk of  developing alcoholism themselves, and they are also 

prone to developing a range of  interpersonal diffi culties as 

a result of  their dysfunctional home life during childhood. 

Although research has generally not validated the specifi c 

characteristics originally associated with the ACOA person-

ality, a number of  investigators have documented the detri-

mental impact of  psychological development that results 

from growing up in a home in which alcohol abuse plays a 

prominent role. Children in such homes are likely to fi nd it 

diffi cult to comprehend and adjust to what is going on 

around them. Confl icts are common between parents during 

periods of  drinking as well as times of  recovery. Home life 

 TABLE 13.2   Sample Items from Expectancy-Based Assessment Measures         

  The Inventory of Drinking Situations is used to determine which situations represent a high risk for the alcohol-dependent 
 individual. Each item is rated on the following 4-point scale: “I DRANK HEAVILY—Never, Rarely, Frequently, Almost Always.” 
The items on the Situational Confi dence Questionnaire (Annis, 1984) are the same but are rated according to the scale of “I 
WOULD BE ABLE TO RESIST THE URGE TO DRINK HEAVILY,” with percentages ranging from Not at All Confi dent (0 percent) 
to Very Confi dent (100 percent).  

  Determinants   Item   Scale  

    Intrapersonal   When I felt that I had let myself down   Negative emotional state  

     When I had trouble sleeping   Negative physical state  

     When I felt confi dent and relaxed   Positive emotional state  

     When I convinced myself that I was a new person now 
  and could take a few drinks   Testing personal control  

     When I remembered how good it tasted   Urges and temptations  

  Interpersonal   When other people treated me unfairly   Social rejection  

     When pressure built up at work because of the demands 
  of my superior   Work problems  

     When I felt uneasy in the presence of someone   Tension  

     When I had an argument with a friend   Family/friends problems  

     When I was out with friends and they stopped by for a drink   Social pressure to drink  

     When I was out with friends “on the town” and wanted 
  to increase my enjoyment   Social drinking  

     When I wanted to heighten my sexual enjoyment   Intimacy  

   Source: From H. M. Annis in  Inventory of Drinking Situations: Short Form.  Copyright © 1984 Center for Addiction and Mental Health. Reprinted with permission. 



is experienced as unpredictable and uncontrollable, thus set-

ting the stage for the development of  a range of  problems, 

including possible substance abuse, in the children who 

grow up in such chaotic family environments (Haugland, 

2005). 

  Critics may raise questions about the legitimacy of 

general characterizations of  the family members of  alco-

holics, but there is no question that alcohol-related disor-

ders create emotional stress for individuals and families. In 

addition, there is a wider social cost. Besides the damaging 

effects of  substances on the fabric of  society, there are the 

exorbitant fi nancial costs associated with medical treatment 

for alcohol-related conditions, lost work time, the loss of 

human life, and the treatment of  children with fetal alcohol 

syndrome.    

 Treatment of Alcohol Dependence 

 The search for the effective treatment of alcohol dependence 

has been a diffi cult and challenging process. Alcohol use is 

so much a part of Western culture that many people who 

abuse or are dependent on alcohol do not realize that their 

behavior is problematic. There are no legal sanctions against 

the use of alcohol other than a minimum drinking age; in 

fact, endorsements of drinking as a socially acceptable behav-

ior frequently appear in advertising. Little consideration is 

given to the downside of alcohol consumption—namely, that 

it can involve a serious disorder. Nor is much attention given 

to the fact that alcohol-related disorders are treatable. 

        Due to denial, most alcohol-dependent individuals do not 

seek treatment voluntarily. Therefore, developing strategies for 

health care and social service institutions, families, and infor-

mal service providers aimed at changing social networks and 

referring people to treatment is an important goal (Weisner, 

Matzger, & Kaskutas, 2003).  

 Biological Treatment   Medications are increasingly used 

as biological treatment for alcohol dependence. Medica-

tions that seem to have the most success are those that 

block or interact with the brain mechanisms thought to be 

the causes of  alcohol dependence. Naltrexone (ReVia) is 

prescribed as an aid in preventing relapse among people 

with alcohol dependence. Naltrexone originally was used as 

a treatment for opioid dependence. The way in which nal-

trexone works is not well understood, but researchers be-

lieve that it blocks the pleasurable effects of  opioids, both 

those produced by the body and those that are ingested. 

As a result, a person taking naltrexone who then drinks 

alcohol will fi nd the experience much less reinforcing and 

is therefore more likely to abstain. At that point, the indi-

vidual is better able to take advantage of  psychotherapy. 

Clinicians recommending naltrexone to clients have found 

that adherence to daily use of  the medication can be prob-

lematic, and therefore they are more likely to recommend 

longer-lasting injections, which have been found to result 

in signifi cant reductions in heavy drinking among alcohol-

dependent individuals who seek treatment (Garbutt et al., 

2005). 

  Another medication used to treat alcohol dependence is 

acamprosate, which was approved by the FDA in 2004 and 

released to pharmacies in early 2005, although it had been 

marketed in several other countries since the late 1980s and 

Alcohol 401

   Dependence on a substance can be so all-
consuming that some people fi nd it diffi cult 
to think of anything other than how and 
when they will get high next. 



402 Chapter 13 Substance-Related Disorders

used with very promising results. Studies conducted in Euro-

pean countries where the medication has been widely used 

have found consistent increases in abstinence rates, particu-

larly when it is paired with psychological interventions. For 

alcoholics taking acamprosate, signifi cant improvements in 

quality of life have been observed, such that their function-

ing has increased to levels comparable to that found in 

healthy individuals (Morgan, Landron, & Lehert, 2004). 

Although the precise mechanism that makes acamprosate 

effective in the treatment of alcohol-dependent individuals 

is unclear, researchers hypothesize that this medication re-

stores the balance between inhibitory and excitatory neuro-

transmission in the central nervous system (Overman, Teter, 

& Guthrie, 2003). 

  In comparing the effi cacy of acamprosate and naltrexone, 

researchers have found that both medications are effective, 

but acamprosate seems especially useful in a therapeutic 

approach targeting the goal of abstinence, whereas naltrexone 

seems preferable in treatment programs aimed at controlled 

consumption (Bouza et al., 2004). 

  Some medications are used to control symptoms of co-

existing conditions: For example, benzodiazepines can man-

age the symptoms of withdrawal and prevent the development 

of    delirium tremens,    a physical condition consisting of auto-

nomic nervous system dysfunction, confusion, and possibly 

seizures. Other antianxiety medications, and antidepressants, 

may help reduce the individual’s dependence on alcohol by 

alleviating the symptoms of anxiety and depression, which 

can foster the need for alcohol. Because antianxiety medica-

tions carry the risk of dependence, their use must be care-

fully monitored.  

   Another category of medications used to treat alcohol 

dependence consists of those that are intended to produce a 

strongly aversive physiological reaction when a person drinks. 

This method relies on an aversive conditioning process, in 

which the unpleasant reaction to alcohol provoked by the 

medication causes the individual to form a negative asso-

ciation to alcohol intake, providing a strong incentive for 

not drinking. The medication used in this form of treatment 

is    disulfi ram,    known popularly as Antabuse. Disulfi ram in-

hibits    aldehyde dehydrogenase (ALDH),    an enzyme that, 

along with ADH, is responsible for metabolizing alcohol. 

When ALDH is inhibited, the level of  blood acetaldehyde, 

a toxic substance, rises, and within 30 minutes the individual 

experiences a severe physical reaction lasting for as long 

as 1 hour. Depending on the amount of  alcohol in the body, 

this reaction includes a headache, hot and fl ushed face, 

chest pain, weakness, sweating, thirst, blurred vision, confu-

sion, rapid heart rate and palpitations, a drop in blood pres-

sure, diffi culty breathing, nausea, and vomiting. Although 

disulfi ram has been used for decades, controlled studies have 

failed to validate its effi cacy. This is due to the fact that 

alcoholics, expecting negative side effects from drinking on 

disulfi ram, resist the medication rather than abstain from 

drinking alcohol (MacKillop, Lisman, Weinstein, & Rosen-

baum, 2003). It is generally agreed that treatment with disul-

fi ram is usually effective only when done within a supervised 

setting.   

 Psychological Treatment      Relapse prevention therapy    is a 

psychological treatment based on the cognitive-behavioral 

model of relapse in which the goal is to identify and prevent 

 SUBSTANCE DEPENDENCE (ALCOHOL) 

 Rhona is a 55-year-old homemaker married to a successful 
builder. Every afternoon, she makes herself the fi rst of a series of 
daiquiris. On many evenings, she has passed out on the couch 
by the time her husband arrives home from work. Rhona lost her 
driver’s license a year ago after being arrested three times on 
charges of driving while intoxicated. Although Rhona’s family 
has urged her to obtain treatment for her disorder, she denies 
that she has a problem because she can “control” her drinking. 
The mother of three grown children, Rhona began to drink 
around age 45, when her youngest child left for college. Prior to 
this time, Rhona kept herself extremely busy through her chil-
dren’s extracurricular activities. When she found herself alone 
every afternoon, she took solace in having an early cocktail. 
Over a period of several years, the cocktail developed into a 
series of fi ve or six strong drinks. Rhona’s oldest daughter has 
lately begun to insist that something be done for her mother. She 
does not want to see Rhona develop the fatal alcohol-related ill-
ness that caused the premature death of her grandmother.  

 Diagnostic Features 
 During a 12-month period, people with substance dependence 
show at least three of the following:  
■    Tolerance  
■      Withdrawal  
■      Use of the substance in larger amounts or over a longer period 

than intended  
■      Persistent desire or unsuccessful efforts to cut down or control 

substance use  
■      Extensive time devoted to activities involved in obtaining, us-

ing, or recovering from substance use  
■      A giving up of or reduction in important activities because of 

substance use  
■      Continued use despite knowledge of a substance-caused phys-

ical or psychological problem   

 Q:  Why would Rhona’s pattern of alcohol use be regarded as 
dependence rather than abuse?  

 Mini Case 



high-risk situations for relapse. In other words, when peo-

ple try to change problematic behavior such as the chronic 

abuse of  alcohol, they are likely to have a setback (lapse), 

following which they are at greater risk of  returning to the 

problematic behavior (relapse). For some individuals, how-

ever, another outcome is possible—they may get back on 

track in the direction of positive change (prolapse). When 

alcohol-dependent individuals trip up and resume drinking, 

they are vulnerable to the abstinence violation effect dis-

cussed earlier in this chapter; they tend to blame themselves 

and feel a loss of perceived control following such a viola-

tion of their self-imposed rules (Witkiewitz & Marlatt, 2004). 

As you can imagine, such inner thoughts and experiences 

present challenges for the individual struggling to change 

and for the clinicians trying to help them. 

  Clinicians working within the conceptual framework 

of  the relapse prevention model begin their work by assess-

ing the high-risk situations, or those circumstances in 

which the individual may relapse. These circumstances in-

clude associating with people such as drinking buddies, 

going to places such as favorite bars, and attending events 

such as parties. The therapist challenges the client’s expec-

tations regarding the perceived positive effects of  drinking, 

or of using other substances, and discusses the psychological 

components of  the substance use so that the client can 

make more informed choices in threatening situations. By 

explicitly discussing the abstinence violation effect and pre-

paring clients for possible lapses, the clinician may help the 

client avoid a major relapse (Witkiewitz & Marlatt, 2004). 

According to the notion of  the abstinence violation effect, 

if  the lapse is seen as a sign of  weakness or a character 

fl aw, the individual’s sense of  self-effi cacy will be damaged 

so severely that the possibility of future abstinence seems out 

of the question. If, instead, the individual can learn to inter-

pret the drinking episode as a single incident that was unfor-

tunate but not a permanent failing, the individual’s self-effi cacy 

can remain intact and a relapse can be prevented. 

  In relapse prevention, the individual learns decision-

making abilities that make it possible for him or her to 

analyze a high-risk situation and determine which coping 

skills would work best to prevent a relapse. Skill training 

can also help individuals learn how to express and receive 

positive and negative feelings, how to initiate contact, and 

how to reply to criticism. For example, consider the case 

of  a woman named Sheila, who knows that going to a 

party will put her in a high-risk situation. For years, Sheila 

believed that she needed alcohol in such situations so that 

she could loosen up, thereby appearing more likable and 

lively. Now that she is trying to maintain abstinence, she 

can make alternative plans prior to going to a party that 

will prepare her with coping skills, such as staying away 

from the bar and asking a friend to keep her glass full with 

a nonalcoholic beverage. Cognitive restructuring would 

help Sheila interpret high-risk situations more productively. 

If  she believes that it is necessary to have alcohol to be 

popular and lively, she can learn to reframe this belief, so 

she can see that people like her even if  she is not high on 

alcohol. Maintenance is an important part of  the treatment 

approach as well; there is a need for continued therapeutic 

contacts, social support from friends and family, and changes 

in lifestyle to fi nd alternate sources of  gratifi cation. Sheila 

needs to keep in periodic contact with her therapist, to fi nd 

new friends and seek help from her family, and to fi nd 

other ways to socialize, such as joining a health club. 
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Skill training and the development of alternate coping methods 

can also be combined with behavioral techniques, such as cue 

exposure. 

  The goal of relapse prevention cannot be achieved in one 

step; rather, it requires a graded program that exposes the 

individual to high-risk situations in greater and greater incre-

ments. At each step, the therapist encourages the individual 

to draw inferences from successful behavior that will reinforce 

feelings of self-effi cacy. 

  Another approach to the treatment of alcohol-dependent 

clients is associated with motivational interviewing, a direc-

tive, client-centered therapeutic approach for eliciting behav-

ior change by helping clients explore and resolve their am-

bivalence. Clinicians rely on refl ective listening in which 

they seek to stimulate change within the client, and they 

attempt to elicit the client’s intrinsic motivation for change 

by emphasizing autonomy and the ability to choose whe-

ther, when, and how to change (Hettema, Steele, & Mil-

ler, 2005).   

 Alcoholics Anonymous   While biologists and psycholo-

gists continue to explore treatment approaches based on 

scientifi c models of  alcohol dependence, one intervention 

model, whose roots are in spirituality rather than science, 

continues to be used on a widespread basis: Alcoholics 

Anonymous, or AA. This movement was founded in 1935 

by Bill W., a Wall Street stockbroker, and Dr. Bob, a sur-

geon in Akron, Ohio, and from these humble beginnings 

AA has grown to worldwide proportions. More than 2 mil-

lion members participate in approximately 98,000 AA 

groups throughout the world ( www.aa.org ). The value of 

this approach has become generally accepted, and AA is 

now a component of  most treatment programs in the 

United States. 

      The standard recovery program in AA involves a strong 

commitment to participate in AA-related activities, with the 

most important component being the AA meeting. Many 

AA meetings begin with an introduction of members, who 

state their fi rst names, followed by the statement “I am an 

alcoholic.” This ritual is the basis for the name of the pro-

gram, Alcoholics Anonymous, meaning that members never 

consider themselves not to be alcoholics and that they are 

not required to divulge their identities. During the meeting, 

one or more members share their experiences about how 

they developed drinking problems, the suffering their drink-

ing caused, the personal debasement they may have felt when 

they lied and cheated, and how they hit bottom and began 

to turn around their drinking patterns and their lives. The 

12 steps to recovery form the heart of  AA’s philosophy. 

This emphasis on honesty, confrontation, and storytelling 

is seen as the essential element of  the 12-step program 

 (Table 13.3 ).  

   The second component of AA is the constant availabil-

ity of another member, a sponsor, who can provide support 

during times of crisis, when the urge to drink becomes over-

powering. Round-the-clock hotlines staffed by AA volunteers 

also make assistance continuously available. Also, the spir-

itual element is a major factor within the AA movement, 

in that members admit that they are powerless over alcohol 

and turn over their lives to a power greater than them-

selves. The AA experience differs considerably from person 

to person, with some people deriving benefi t from atten-

dance at meetings, and others from adherence to the spiritual 

principles. 

  The fundamental approach that AA fosters with regard 

to understanding alcohol dependence is that alcoholism is 

a disease that prevents those who have it from controlling 

their drinking. If  the alcoholic does succumb to temptation 

and goes on a drinking binge, this is attributed within the 

AA model not to a moral failing but to a biological process. 

A second tenet of  AA is that alcoholics are never cured; 

they are always recovering. The goal of  AA treatment is 

total abstinence. According to the AA philosophy, one drink 

is enough to send the individual back into a state of  alcohol 

dependence. 

  An offshoot of AA was formed in the early 1950s for 

relatives and friends of  people with alcohol dependence. 

Called Al-Anon to distinguish it from AA, this program pro-

vides support for people who are close to alcoholics and 

need help to cope with the problems alcoholism creates in 

their lives. A later offshoot, called Alateen, is specifi cally 

designed for teenagers whose lives have been affected by 

alcoholism in the family. As we mentioned earlier, there are 

also groups for adult children of alcoholics, which focus on 

the psychological problems that result from growing up in a 

family with an alcoholic parent. There are currently 30,000 

Al-Anon and Alateen groups meeting in 112 countries ( http://

www.al-anon.alateen.org/helppro.html ). 

  Millions of people credit AA for their sobriety; in addi-

tion, proponents of AA cite glowing outcome fi gures, which, 

if  correct, would make it the most successful approach to 

treating alcohol dependence. According to AA, the average 

length of abstinence is slightly more than 4 years; 29 percent 

have been abstinent for more than 5 years, 38 percent from 

1 to 5 years, and 33 percent for less than 1 year. A recent 

study confi rmed that AA participation causes subsequent 

decreases in drinking and related problems and that comor-

bid psychiatric disorders do not necessarily change the rela-

tionship between AA involvement and alcohol problems 

(McKellar, Stewart, & Humphreys, 2003). 

  What lessons can researchers and clinicians learn from 

AA? We can see from the elements involved in this pro-

gram that AA has much in common with a cognitive-

behavioral approach. AA encourages the alcohol-dependent 

individual to avoid self-blame for failures and to develop 

alternative coping skills, features shared with the expec-

tancy model that may also enhance the outcome of  AA 

(Morgenstern et al., 1997). Similarly, AA encourages the 

individual to use coping skills that rely on seeking help 

from outside the self  rather than from within. Both ap-

proaches, however, share the element of  recommending 

continued contact with the treatment provider. They also 



 TABLE 13.3   Is AA for You?     

  This is AA General Service  
  Conference-approved literature  
  Copyright © 1973, 1998 by AA World Services, Inc.  
  All Rights Reserved  

  Answer “yes” or “no” to the following questions.  

        1.    Have you ever decided to stop drinking for a week or so, but lasted for only a couple of days?  

   2.    Do you wish people would mind their own business about your drinking—stop telling you what to do?  

   3.    Have you ever switched from one kind of drink to another in the hope that this would keep you from getting drunk?  

   4.    Have you had to have an eye-opener on awakening during the past year?  

   5.    Do you envy people who can drink without getting into trouble?  

   6.    Have you had problems connected with drinking during the past year?  

   7.    Has your drinking caused trouble at home?  

   8.    Do you ever try to get “extra” drinks at a party because you do not get enough?  

   9.    Do you tell yourself you can stop drinking any time you want to, even though you keep getting drunk 
when you don’t mean to?  

  10.    Have you missed days of work or school because of drinking?  

  11.    Do you have “blackouts”?  

  12.    Have you ever felt that your life would be better if you did not drink?     

   What’s Your Score?   

  Did you answer “yes” four or more times? If so, you are probably in trouble with alcohol. Why do we say this? Because 
thousands of people in AA have said so for many years. They found out the truth about themselves—the hard way. But, 
again, only you can decide whether you think AA is for you. Try to keep an open mind on the subject. If the answer is yes, 
we will be glad to show you how we stopped drinking ourselves. Just call. AA does not promise to solve your life’s prob-
lems. But we can show you how we are learning to live without drinking “one day at a time.” We stay away from that “fi rst 
drink.” If there is no fi rst one, there cannot be a tenth one. And, when we got rid of alcohol, we found that life became 
much more manageable.     

  ALCOHOLICS ANONYMOUS  ® is a fellowship of men and women who share their experience, strength and hope with each other that they may solve their common 
problem and help others to recover from alcoholism.  
  •    The only requirement for membership is a desire to stop drinking. There are no dues or fees for AA membership; we are self-supporting through our own contributions.  
  •    AA is not allied with any sect, denomination, politics, organization or institution; does not wish to engage in any controversy; neither endorses nor opposes any causes.  
  •    Our primary purpose is to stay sober and help other alcoholics to achieve sobriety.   
 The twelve questions have been excerpted from material appearing in the pamphlet “Is AA for You?” and have been reprinted with permission of Alcoholics Anonymous 
World Services, Inc. (AAWS). Permission to reprint this material does not mean that AAWS has reviewed and/or endorses this publication. AA is a program of recovery 
from alcoholism  only —use of AA material in any non-AA context does not imply otherwise.   

Source: Copyright © 1973, 1988 by Alcoholics Anonymous World Services, Inc. All rights reserved. Reprinted with permission. 
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include an emphasis on social support, one of  the most 

striking elements in the AA model (National Institute on 

Alcohol Abuse [NIAA], 2000). 

  The benefi ts of AA participation have been well docu-

mented, yet some alcohol-dependent individuals do not feel 

comfortable with this approach, and seek alternatives. Many 

individuals who are interested in a spiritually based approach 

have found that meditation and techniques based on mind-

fulness are especially benefi cial. Mindfulness is an inten-

tional focused awareness, a way of  paying attention on 

purpose in the present moment, non-judgmentally ( www

.umassmed.edu/cfm/history.cfm ). This approach emphasizes 

the value of being aware of the present moment; rather than 

judging, refl ecting, or thinking, you simply observe the mo-

ment in which you fi nd yourself. Mindfulness and medita-

tion are believed to affect the cognitive, behavioral, and 

neurobiological mechanisms that can be helpful to the indi-

vidual who is striving to control the use of  substances 

(Marlatt et al., 2004). All alcohol treatment programs, how-

ever, share the major limitation of  appealing to and being 

effective with only those who are motivated to change. 

Without that motivation, neither medication nor the most 

elaborate psychological treatment strategy will have a lasting 

impact.      
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  FIGURE 13.2   Normal action of dopamine       Dopamine is released into the synapse and binds to receptors 
on the postsynaptic neuron. The dopamine is either reabsorbed or broken down by monoamine oxidase (MAO).  

Addicts become accustomed to high levels of dopamine, 
which plays an important role in the regulation of pleasure. 
Dopamine is manufactured in nerve cells within the ventral 
tegmental area and is released in the nucleus accumbens 
and the frontal cortex.

1. After being released into the 
synapse (the gap between 
nerve endings and receiver 
cells), dopamine binds to 
receptors on the next neuron.

2. The dopamine is either 
quickly reabsorbed or 
broken down by the enzyme 
monoamine oxidase (MAO).

Cocaine blocks the normal absorption 
of dopamine. As a result, dopamine 
accumulates in the synapse, where it 
stimulates the receiver cell.

Amphetamines stimulate excess 
release of dopamine, overwhelming 
the processes of reuptake and 
enzyme breakdown.

Nicotine stimulates the release of 
dopamine, while another substance 
in cigarette smoke blocks the action 
of MAO.
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 REVIEW QUESTIONS  

  1.    What is the peak age for binge and non-binge alcohol 

use?  

  2.    ___________ is the phenomenon in which the effect of 

two drugs taken together is greater than the effect of 

either substance alone.  

  3.    On what principles is relapse prevention therapy based?       

 Substances Other Than Alcohol  

 Various substances other than alcohol have the potential for 

abuse and dependence. In the following sections, we will re-

view the major categories of substances and examine their 

effects on behavior and their mechanisms of action. Many 

of these drugs share features, however, in that they alter the 

neurons in an area of the brain involved in the regulation of 

pleasure or reward. 

    Dopamine is one of the major neurotransmitters involved 

in this pleasure pathway. The functions associated with dopa-

mine in addition to the sensation of pleasure include motor 

activity, awareness, judgment, and motivation. A circuit of 

dopamine-producing neurons located at the top of the brain-

stem in an area called the ventral tegmental area (VTA) 

plays a particularly important role in regulating the sensa-

tion of pleasure ( Figure 13.2 ). 

    These neurons relay messages about pleasure to neurons 

in a structure within the limbic system called the nucleus ac-

cumbens. They also project to the frontal cortex. This entire 

circuit is known as the mesolimbic dopamine system. It is 

thought to play a role in survival, in that the sensation of 

pleasure associated with activities such as eating and sexual 

arousal helps ensure that organisms engage in activities that 

maintain life and perpetuate the species. 

    Psychoactive drugs seem to activate the mesolimbic 

dopamine system. Substances such as heroin and LSD mimic 

the effects of a natural neurotransmitter on the neurons in 

the brain’s pleasure center. Others, such as PCP, block the 

synaptic receptors and, consequently, interfere with normal 

transmission. Drugs such as cocaine interfere with the mol-

ecules responsible for ensuring that dopamine is absorbed 

from the synapse back to the neurons that released them. 

Drugs such as methamphetamine stimulate the excess release 

of neurotransmitters, resulting in heightened stimulation and 



arousal. Thus, many drugs with abuse potential become 

addictive by virtue of their actions on the dopamine system 

in the mesolimbic pathway, even though each drug may op-

erate according to a different mechanism. 

    Over a prolonged period of time, the constant use of 

one of these substances produces permanent changes in the 

brain. If the substance is not present in the individual’s ner-

vous system, the neurons change their functioning. For ex-

ample, in the case of cocaine, dopamine accumulates in the 

synapses because cocaine blocks the reabsorption of dopa-

mine by the presynaptic neurons. As the dopamine accumu-

lates, the neurons with dopamine receptors decrease the 

number of receptors they produce, a process called down 

regulation. If  the individual stops taking cocaine, dopamine 

levels eventually return to normal, but now there are fewer 

dopamine receptors available to be stimulated. The individ-

ual experiences this state as a craving for higher levels of 

dopamine, leading to a desire for more cocaine. Another 

change that occurs in the brain is the destruction of neurons 

as a result of long-term or heavy substance use. 

    In attempting to understand the role of biology in drug 

dependence, researchers have searched for genes that control 

levels of dopamine, the neurotransmitter thought to play a 

primary role in the brain’s response to drugs. For various 

reasons, researchers must rely on evidence from animal mod-

els. Of particular interest is the gene for the protein known 

as Nurr1. This protein appears to play a key role in the devel-

opment of excessive reward-seeking behaviors that charac-

terize addiction (Werme et al., 2003). One approach involves 

removing a specifi c gene in mice and observing the results 

(these mice are appropriately called knockout mice). Such a 

manipulation was performed on the gene for Nurr1. When 

the gene was removed, the mice failed to generate neurons 

containing dopamine in the midbrain area involved in the 

brain’s pleasure circuit. One effect of such a manipulation 

was that the mice continued to have reduced dopamine lev-

els into adulthood (Zetterstrom et al., 1997). If  this result is 

generalized to humans, it would mean that such an abnor-

mality may cause a craving for drugs to counteract the dopa-

mine defi ciency. Another approach involves studying the 

response to drugs among inbred mice with identical genetic 

makeups. Using this strategy, researchers have found differ-

ences among these mice strains in their responses to drugs, 

with some strains refusing most drugs and others showing 

preferences for many drugs of  abuse (Crabbe, Gallaher, 

Cross, & Belknap, 1998; Grisel et al., 1997). 

    Among humans, the situation is obviously far more 

complicated. However, some progress has been made by 

comparing the DNA of people who abuse drugs with the 

DNA of people who do not. This method has resulted in 

the identifi cation of a gene that leads to the production of 

the COMT enzyme (catechol-o-methyl-transferase). This en-

zyme, found throughout the body, is involved in breaking 

down and inactivating dopamine. The version of the gene 

that produces higher levels of COMT is found more often 

in individuals who are drug abusers (Enoch, 2006). In an-

other approach, researchers investigated the role of  sub-

jective responses to drugs. In an unusual study of subjective 

responses to marijuana in identical twins and fraternal twins, 

researchers found that identical twin pairs were more likely 

than fraternal twin pairs to have similar reactions to the 

drug, a fi nding that supports the notion that there is a genetic 

component involved in the ways people experience the effects 

of drugs (Lyons et al., 1997). 

    Research evidence clearly supports the importance of 

genetics in the development of serious substance problems. 

Specifi cally, genetic susceptibility plays a signifi cant role in 

the transition from substance use to dependence, and from 

chronic use to addiction (Hiroi & Agatsuma, 2005). 

    Clearly, more research on humans is needed to under-

stand the contribution of biological factors to drug abuse 

and dependence. Researchers attempting to integrate various 

empirical fi ndings believe that emerging evidence suggests 

that addiction may result from a “hijacked brain reward 

pathway” involving most of the structures in the reward cir-

cuitry of the brain. Repeated drug exposure has a number 

of consequences, including causing changes in gene expres-

sion, intracellular signaling, and synaptic plasticity in the struc-

tures of the reward circuitry. Researchers are investigating 

the relationship between molecular and cellular mecha-

nisms and the behavioral manifestations of addiction, such 

as tolerance, dependence, craving, compulsive drug taking, 

and relapses (Mohn, Yao, & Caron, 2004).       In addition to the role of biological factors, learning and 

environmental factors are also infl uential in the acquisition and 

maintenance of substance-related conditions. For example, in 

one comprehensive long-term study of more than 650 teenag-

ers, the use of alcohol, cigarettes, and marijuana was tracked. 

Various factors were found to be powerful infl uences associated 

with increased substance use; these factors included the failure 

of parents to monitor their children, confl ict between parents 

and children, academic failure, and the infl uential behavior of 

their peers (Duncan, Duncan, Biglan, & Ary, 1998). 

    Current treatment programs rely heavily on psychosocial 

factors (in conjunction with medical treatments), but, in the 

future, treatment based on insights gained from genetic re-

search may also hold important potential for curbing the 

cravings that initially predispose an individual to a life of 

drug dependence.  

 Stimulants 

 You have perhaps on occasion wished you could be more 

alert and energetic. You may have sought a pick-me-up, such 

as a cup of coffee. Caffeine is just one substance in a cate-

gory of  drugs called    stimulants   —substances that have an 

activating effect on the nervous system. The stimulants asso-

ciated with psychological disorders are amphetamines, 

cocaine, and caffeine. These differ in their chemical struc-

ture, their specifi c physical and psychological effects, and 

their potential danger to the user. The increased abuse of 

stimulants has become especially troubling. In a recent study, 
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20 percent of participants reported having used these drugs 

at some point, with a considerably higher rate among males 

than females (25.9 versus 16.8 percent). Although the major-

ity of these individuals used the drugs on only a few occa-

sions, almost one fourth of  users reached the diagnostic 

criteria of substance abuse or dependence. Factors correlat-

ing with the abuse of stimulants included a history of con-

duct disorder, exposure to childhood sexual abuse, and a 

history of mood disorder (Lynskey et al., 2007). In the fol-

lowing sections, we will discuss the major stimulant drugs.  

 Amphetamines   Amphetamines are uppers, or stimulants, 

that cause a range of  effects, depending on the amount, 

method, and duration of use, as well as the specifi c form of 

the drug that is taken. In moderate amounts taken orally, 

amphetamines and related drugs cause euphoria, increased 

confi dence, talkativeness, and energy. When taken intrave-

nously, amphetamines have more powerful effects. Immedi-

tely after injection, the user feels a rush, or surge, of 

xtremely pleasurable sensations that some describe as simi-

gasm. A smokeable methamphetamine, called ice 

because of its crystalline appearance, is a highly addictive 

and toxic amphetamine. 

  One reason amphetamines become a problem for users 

t people quickly build up tolerance. For example, peo-

ho use them for dieting fi nd that, after a certain period 

(as brief  as 4 to 6 weeks), they must use higher doses to 

maintain the same appetite suppressant effect. At that point, 

they have become dependent on the drug’s mood-altering 

esults. Tolerance to amphetamines also extends to psycho-

gical effects. In order to achieve the same high, long-term 

users must take greater doses of the drug. A debate exists 

bout whether amphetamines cause physical dependence, 

ut most researchers agree that these drugs are psychologi-

y addictive. 

  Although an overdose of amphetamines rarely results in 

th, many medical problems can occur, such as stroke, heart 

egularity, kidney failure, temporary paralysis, circulatory 

collapse, seizures, and even coma. Some users develop psy-

chotic symptoms, including delusions, hallucinations, or pro-

ound mood disturbance. Paranoid delusions may develop, as 

ell as tactile hallucinations, such as feeling that bugs are 

awling on the skin. People in this state may have little con-

ol over their behavior; if feeling terrifi ed or out of control, 

they may act in violent or self-destructive ways. 

  When people discontinue amphetamines after heavy 

ge, they exhibit withdrawal symptoms, called crashing, 

t include profound depression, extreme hunger, craving 

or the drug, exhaustion, and disturbed sleep. These symp-

toms can last for 2 weeks or more, and some residual prob-

lems may last for 1 year. 

  There are two principal routes to amphetamine depen-

dence: medical abuse and street abuse. In medical abuse, the 

individual begins taking amphetamines for a medical reason, 

such as to reduce weight or to treat fatigue, increasing the 

dose as tolerance develops and obtaining the drug by seeking 

multiple or refi llable prescriptions. Efforts to stop taking the 

drug result in an increase of the symptoms it was intended to 

reduce, leading the individual to increase dosages to harmful 

levels. Because of these worrisome effects, physicians are re-

luctant to prescribe these medications. Street abusers take am-

phetamines deliberately to alter their state of consciousness, 

perhaps in alternation with depressants. An even more dan-

gerous mode of amphetamine use involves taking the drug in 

runs of continuous ingestion for 2 to 4 days, a pattern that 

often results in withdrawal and psychosis. 

            Some efforts to understand the proliferation of stimulant 

use have focused on the reinforcing effects of stimulants, with 

an aim of developing pharmaceutical agents that have less re-

inforcing properties. Methylphenidate and amphetamine, the 

 Mini Case 

 AMPHETAMINE DEPENDENCE 

 Catherine is a 23-year-old salesperson who tried for 3 years to 
lose weight. Her physician prescribed amphetamines but cau-
tioned her about the possibility that she might become depen-
dent on them. She did begin to lose weight, but she also 
discovered that she liked the extra energy and good feelings 
caused by the diet pills. When Catherine returned to her doc-
tor after having lost the desired weight, she asked him for a 
refi ll of her prescription to help her maintain her new fi gure. 
When he refused, Catherine asked around among her friends 
until she found the name of a physician who was willing to 
accommodate her wishes for ongoing refi lls of the prescrip-
tion. Over the course of 1 year, Catherine has developed a 
number of psychological problems, including depression, para-
noid thinking, and irritability. Despite the fact that she realizes 
that something is wrong, she feels driven to continue using 
the drug.  

 Diagnostic Features 
 During a 12-month period, people with amphetamine depen-
dence show at least three of the following:  
■      Tolerance  
■    Withdrawal  
■      Use of amphetamines in larger amounts or over a longer 

period than intended  
■      Persistent desire or unsuccessful efforts to cut down or con-

trol amphetamine use  
■      Extensive time devoted to activities involved in obtaining, us-

ing, or recovering from amphetamine use  
■      A giving up of or reduction in important activities because 

of amphetamine use  
■      Continued use despite knowledge of an amphetamine-

caused physical or psychological problem   

 Q:  What kind of medical problems can Catherine expect if 
she continues the long-term use of amphetamines?  



most frequently used medications for treating attention-defi cit/

hyperactivity disorder, are reinforcing because the drugs act 

on the dopamine neurotransmitter system. Scientists have 

been working to develop variants of methylphenidate and 

amphetamine that lead to slow rates of brain uptake. The goal 

is to design the substances in such a way that they cannot be 

snorted or injected (Volkow, 2006). 

  In recent years, methamphetamine has emerged as a 

major drug of  abuse worldwide. Methamphetamine is an 

addictive stimulant drug that is related to amphetamine but 

provokes more intense central nervous system effects. This 

drug releases high levels of dopamine that stimulate brain 

cells and enhance mood and body movement. At the same 

time, methamphetamine damages brain cells containing do-

pamine and serotonin, and over time can result in symptoms 

similar to Parkinson’s disease, a movement disorder. Meth-

amphetamine, which is taken orally, intranasally, intrave-

nously, or by smoking, causes a rush or feeling of euphoria 

and becomes addictive very quickly ( http://www.nida.nih

.gov/Infofacts/methamphetamine.html ). In addition to the 

adverse physical consequences of methamphetamine use, sig-

nifi cant cognitive impairments have been found. Especially 

alarming to public health offi cials is the relationship between 

the use of methamphetamine and unprotected sexual activ-

ity that has put large numbers of people at risk for develop-

ing sexually related diseases (Chang, Ernst, Speck, & Grob, 

2005).   

 Cocaine   Cocaine became the drug of  choice for recre-

ational users during the 1980s and spread to every segment 

of the population. The widespread availability of    crack co-

caine,    a crystallized, inexpensive form of street cocaine that 

is usually smoked, has added to the problem. 

  Cocaine has a fascinating history that dates back thou-

sands of years. In the United States, its popular use can be 

traced to the late 1800s, when it was marketed as a cure for 

everything from fatigue to malaria. A major pharmaceutical 

company, Parke-Davis, sold tablets, sprays, and cigarettes 

that contained cocaine. Coca-Cola was developed in the 

1880s, and its stimulating mixture of cocaine and caffeine 

made it a popular beverage. The cocaine was eliminated 

from Coca-Cola in 1905. 

        In the early 1900s, as the use of cocaine continued to 

spread, authorities in medicine and government began to 
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   The devastating effects of methamphetamine are evident in these before-and-after photos of four individuals who were chronic users of the 
drug. “Faces of Meth”™ is a project that began when Deputy Bret King put together mug shots of persons booked into the Oregon Multnomah 
County Detention Center. 
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question the medicinal value of the drug and the harm it 

could cause. Reports of addiction, death, and associated crime 

circulated throughout the United States, resulting in legisla-

tion prohibiting the interstate shipment of cocaine-containing 

products. Government controls continued to tighten on the 

distribution of cocaine for medicinal purposes until it was 

banned. The drug then became so expensive and diffi cult to 

obtain that its use sharply declined for several decades. 

  During the 1960s and 1970s, a resurgence of  cocaine 

use occurred, because the drug became inaccurately per-

ceived once again as relatively harmless. When crack co-

caine became available in the 1980s, a new set of  social 

problems developed that continues today. A signifi cant 

proportion of  the population struggles with cocaine de-

pendence. According to the National Household Survey 

(SAMHSA, 2008), approximately 2.1 million Americans 

age 12 and older (0.8 percent of  the population) are cocaine 

users, meaning that they use cocaine at least once a month. 

Of  these cocaine users, about 604,000 use crack. The high-

est rate of  cocaine use is among those ages 18 to 25. No 

longer is cocaine viewed as an innocuous recreational 

drug; rather, cocaine is now implicated in various social 

problems, such as increased crime committed by drug-

dependent individuals and/or the neglect and abuse of 

children by parents who are incapacitated. It is estimated 

that about 500,000 “crack babies” are born prematurely to 

crack-addicted mothers.  Table 13.4  provides a list of  ques-

tions used for assessing cocaine abuse or dependence.  

   Compared with amphetamines, the stimulating effects 

of  cocaine last for a shorter period of  time but are much 

more intense. Users experience the strongest effects within 

the fi rst 10 minutes after administration, and these effects 

quickly subside. In moderate doses, cocaine leads to feel-

ings of  euphoria, sexual excitement, potency, energy, and 

talkativeness. At higher doses, users may experience psy-

chotic symptoms; for example, they may become delusional, 

hallucinate, and feel confused, suspicious, and agitated. 

Their paranoid delusions tend to include suspicions that 

the police or drug dealers are about to apprehend them or 

that others who are nearby plan to attack them and steal 

their cocaine. They may have illusory experiences, perhaps 

misinterpreting an unexplained noise or misperceiving an 

object in ways that coincide with their delusional thinking. 

They may also hallucinate that bugs or foreign objects are 

on their skin and try desperately to scratch off  these objects. 

Violence is common; these people may become dangerously 

out of  control and lash out at others, including those who 

are closest to them.  

   Needless to say, the psychotic-like states that result from 

cocaine use are distressing and even terrifying. When the effects 

of  cocaine wear off, the user crashes, or comes down, ex-

periencing a depressed mood, sleep disturbance, agitation, 

craving, and fatigue. Chronic heavy users experience these 

 TABLE 13.4   Sample Items from the Cocaine Abuse Assessment Profi le: Addiction/Dependency Self-Test     

  Each item receives a “yes” or “no” answer; a “yes” counts toward a positive cocaine abuse score.  

      1.    Do you tend to use whatever supplies of cocaine you have on hand, even though you try to save some for another time?  

   2.    Do you go on cocaine binges for 24 hours or longer?  

   3.    Do you need to be high on cocaine in order to have a good time?  

   4.    Does the sight, thought, or mention of cocaine trigger urges and cravings for the drug?  

   5.    Do you feel guilty and ashamed of using cocaine and like yourself less for doing it?  

   6.    Have your values and priorities been distorted by cocaine use?  

   7.    Do you tend to spend time with certain people or go to certain places because you know that cocaine will be available?  

   8.    Do you hide your cocaine use from “straight” friends or family because you’re afraid of their reactions?  

   9.    Have you become less involved in your job or career due to cocaine use?  

  10.    Do you worry about whether you are capable of living a normal and satisfying life without cocaine?     

   Source: From  800-COCAINE  by Mark S. Gold, M.D. Copyright © 1984 by Mark S. Gold, M.D. Used by permission of Bantam Books, a division of Random House, Inc. 

   Following the prolonged use of cocaine, nerve endings deaden in 
the brain’s system of pleasure regulation. A brain scan (  right  ) pro-
vides a graphic image of the drop in the number of functioning 
dopamine receptors. 



symptoms intensely for up to 3 or 4 days, and they may still 

feel some effects of withdrawal for 1 month afterward. 

  In addition to its powerful, addictive effects, cocaine poses 

a signifi cant danger to a person’s vital functions of breathing 

and blood circulation. The risks associated with cocaine are 

the result of the drug’s actions as a local anesthetic and as a 

stimulant to the central nervous system and sympathetic ner-

vous system. Cocaine simultaneously increases the sympa-

thetic nervous system stimulation to the heart and anesthetizes 

the heart muscle, so that it is less able to contract and pump 

blood. During a binge, the individual seeks an ever-greater 

high by taking in more and more cocaine, leading to higher 

and higher blood levels of the drug. At such levels, the pump-

ing of the heart becomes impaired, and it may be unable to 

contract enough to force blood into the arteries. Also, high 

blood levels of cocaine have a paradoxical effect on the way 

it is eliminated from the blood. Rather than being eliminated 

in higher amounts, as you might expect, the elimination rate 

is reduced, further contributing to a rise in cocaine blood lev-

els. Other calamitous changes in the heart also occur during 

a binge: Oxygen can be cut off to the heart muscle, further 

impairing its ability to contract, and changes in the heart’s 

electrophysiological functioning lead to irregular rhythms. 

Cocaine may also produce the effect of kindling, through 

which the user develops convulsions, because the brain’s 

threshold for seizures has been lowered by repeated exposure 

to cocaine.   

 Caffeine   Caffeine is a drug that has been used or at least 

tried by virtually everyone. In fact, most Americans ingest 

caffeine daily, either in coffee, tea, chocolate candy, or caf-

feinated soft drinks. It is also an ingredient in many prescrip-

tion and nonprescription medications, including headache 

remedies and diet pills. 

  Although people may not think of caffeine as a substance 

of abuse, it is in the category of psychoactive drugs. Caffeine’s 

effect on mood and alertness occurs through its activation of 

the sympathetic nervous system. Even half a cup of coffee can 

bring about slight improvements in mood, alertness, and clar-

ity of thought; however, as the amount of caffeine ingested 

on one occasion increases (up to three to four cups of coffee), 

more symptoms of anxiety and irritability similar to those 

seen in amphetamine use begin to appear. After four to six 

cups of coffee, an individual can develop symptoms that 

resemble those of a panic attack and may experience over-

stimulation, anxiety, dizziness, ringing in the ears, feelings of 

unreality, visual hallucinations, and confusion. People who are 

susceptible to panic attacks may experience these symptoms 

after consuming even relatively small amounts of caffeine. 

  Unlike other substance-related disorders, it is uncommon 

for people to consult clinicians because of problems associated 

with caffeine intake. However, sometimes people seek help 

because they are experiencing some disturbing symptoms, not 

realizing that caffeine might be the cause. The diagnosis of 

caffeine intoxication is assigned when the individual is dis-

tressed or functionally impaired and experiences a set of at 

least fi ve symptoms following caffeine ingestion. These symp-

toms include restlessness,  nervousness, excitement, insomnia, 

fl ushed face, frequent urination, stomach disturbance, muscle 

twitching, rambling thoughts, heartbeat irregularity, periods 

of inexhaustible energy, and psychomotor agitation. In some 

cases, caffeine can cause symptoms similar to those of anxiety 
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 CAFFEINE INTOXICATION 

 Carla is a 19-year-old college sophomore who felt compelled to 
excel at every endeavor and to become involved in as many ac-
tivities as time and energy would permit. As her commitments in-
creased and her studies became more burdensome, Carla became 
more and more reliant on coffee, soda, and over-the-counter stimu-
lants to reduce her need for sleep. During fi nal examination week, 
Carla overdid it. For 3 days straight, she consumed approximately 
10 cups of coffee a day, along with a box of No-Doz. In addition 
to her bodily symptoms of restlessness, twitching muscles, fl ushed 
face, stomach disturbance, and heart irregularities, Carla began to 
ramble when she spoke. At fi rst, Carla thought she was having a 
heart attack, or possibly an anxiety attack associated with her fi nal 
exams. At her roommate’s insistence, Carla went to the health ser-
vice, where the treating physician recognized her condition as 
caffeine intoxication.  

 Diagnostic Features 
 This condition, which follows recent consumption in excess of 
250 mg of caffeine (more than two or three cups of brewed 

coffee), causes signifi cant impairment or distress, as evidenced 
by at least fi ve of the following:  
■      Restlessness  
■      Nervousness  
■      Excitement  
■      Insomnia  
■      Flushed face  
■      Frequent urination  
■      Gastrointestinal disturbance  
■      Muscle twitching  
■      Rambling speech  
■      Rapid or irregular heart rate  
■      Periods of inexhaustibility  
■      Psychomotor agitation   

 Q:  Which of Carla’s symptoms characterize substance 
intoxication?  

 Mini Case 
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disorders and sleep disorders. When this occurs, the clinician 

assigns the diagnosis of caffeine-induced anxiety disorder or 

caffeine-induced sleep disorder.  

 You might think that only large quantities of caffeine at 

one time can bring on physical symptoms, but, in fact, the 

regular consumption of two to three cups a day can cause 

the symptoms of intoxication. A person who drinks up to 

six cups of coffee a day on a regular basis may develop de-

lirium. Over the course of years of such heavy consumption, 

the individual may develop medical conditions such as high 

blood pressure, rapid and irregular heartbeat, increased res-

piration rate, and peptic ulcers. 

  If we know caffeine has so many negative physical and 

psychological effects, why do people consume it regularly? Part 

of the reason that many people continue to consume caffeine 

is that they experience unpleasant withdrawal symptoms when 

they stop, such as headache, fatigue, decreased energy, decreased 

alertness, drowsiness, depressed mood, diffi culty concentrating, 

and irritability (Juliano & Griffi ths, 2004).    

 Cannabis 

 Marijuana (also called grass, pot, and weed) is the most widely 

used illegal drug in the country. More than 40 percent of 

Americans over age 12 have tried marijuana (Bouza et al., 

2004). Although during the 1990s the prevalence of  mari-

juana use remained stable, there was a signifi cant increase in 

marijuana abuse and dependence. Of particular interest is the 

fact that the frequency and quantity of marijuana use did not 

increase, suggesting that the stronger potency of the drug may 

have contributed to the rising rates of abuse and dependency 

(Compton et al., 2004). 

    Two factors seem to be of central importance in account-

ing for the relative popularity of marijuana. First, only 40 per-

cent of  the Americans surveyed by the National Institute 

of  Drug Abuse regard trying marijuana as harmful—a far 

smaller number than those who perceive cocaine use to be 

risky. Among high-school seniors, marijuana has the lowest 

perceived risk of all illegal drugs. Second, marijuana is the 

most widely available illegal drug, and it is perceived as eas-

ily available, as indicated by the fact that 86 percent of high-

school seniors regard this drug as relatively easy to obtain 

(Johnston, O’Malley, Bachman, & Schulenberg, 2005). 

    Marijuana has been used for more than 4,000 years in 

many cultures throughout the world. The active drug in 

marijuana, delta-9-tetrahydrocannabinol (THC), comes from 

cannabis sativa, a tall, leafy, green plant that thrives in warm 

climates. The more sunlight the plant receives, the higher the 

percentage of  active THC it produces. Marijuana comes 

from the dried leaves of the plant, and hashish, containing 

a more potent form of THC, comes from the resins of the 

plant’s fl owers. The marijuana or hashish that reaches the 

street is never pure THC; other substances, such as tobacco, 

are always mixed in with it. Synthetic forms of THC are 

 CANNABIS (MARIJUANA) DEPENDENCE 

 Gary, age 22, has lived with his parents since dropping out of 
college 3 years ago, midway through his freshman year. Gary 
was an average student in high school and, although popular, 
was not involved in many extracurricular activities. When he 
entered college, Gary became interested in the enticing opportu-
nities for new experiences, and he began to smoke marijuana 
casually with his roommates. However, unlike his roommates, 
who limited their smoking to parties, Gary found that a nightly 
hit helped him relax. He started to rationalize that it also helped 
him study, because his thinking was more creative. As his fi rst 
semester went by, he gradually lost interest in his studies, prefer-
ring to stay in his room and listen to music while getting high. He 
realized that it was easy to support his habit by selling mari-
juana to other people in the dorm. Although he convinced him-
self that he was not really a dealer, Gary became one of the 
primary suppliers of marijuana on campus. When he received 
his fi rst-semester grades, he did not feel particularly discouraged 
about the fact that he had fl unked out. Rather, he felt that he 
could benefi t from having more time to himself. He moved home 
and became friendly with some local teenagers who frequented 
a nearby park and shared drugs there. Gary’s parents have all 
but given up on him, having become deeply discouraged by his 
laziness and unproductivity. They know that he is using drugs, 

but they feel helpless in their efforts to get him to seek profes-
sional help. They have learned that it is better to avoid discussing 
the matter with Gary, because violent arguments always ensue.  

 Diagnostic Features 
 During a 12-month period, people with cannabis dependence 
show at least three of the following: 
■        Tolerance  
■        Withdrawal  
■        Use of cannabis in larger amounts or over a longer period 

than intended  
■        Persistent desire or unsuccessful efforts to cut down or control 

cannabis use  
■        Extensive time devoted to activities involved in obtaining, us-

ing, or recovering from cannabis use  
■        A giving up of or reduction in important activities because of 

cannabis use  
■        Continued use despite knowledge of a cannabis-caused phys-

ical or psychological problem    

 Q:  How might the social belief that marijuana is harmless con-
tribute to Gary’s dependence on the substance?  

Mini Case



used for medicinal purposes, such as treating asthma and 

glaucoma and reducing nausea in cancer patients undergo-

ing chemotherapy. 

        The most common way to take marijuana is to smoke it, 

but it can also be eaten or injected intravenously. When a 

person smokes marijuana, the peak blood levels are reached 

in about 10 minutes, but the subjective effects of the drug do 

not become apparent for another 20 to 30 minutes. The effects 

of intoxication last for 2 to 3 hours, but the metabolites of 

THC may remain in the body for 8 or more days. 

    People take marijuana in order to alter their perceptions 

of their environment and their bodily sensations. The desired 

effects include relaxation, a heightened sense of sensuality 

and sexuality, and an increased awareness of internal and 

external stimuli. However, a number of maladaptive behav-

ioral and psychological changes may occur, including impaired 

coordination, increased anxiety, the sensation of slowed time, 

impaired judgment, and social withdrawal. Other disturbing 

conditions, including delirium, cannabis-induced anxiety 

 disorder, and cannabis-induced psychotic disorder, may also 

develop. Bodily changes associated with marijuana use include 

watery eyes, increased appetite, dry mouth, and faster heart 

rate. The quality and intensity of the experience depend on 

the purity and form of the drug, on how much is ingested, 

and on the user’s expectations about the drug’s effects. 

    Most of the acute effects of cannabis intoxication are 

reversible, but, when marijuana is taken over long periods, 

abuse is likely to lead to dependence and to have a number 

of adverse effects on a person’s bodily functioning and psy-

chological stability. Nasal and respiratory problems, such as 

those encountered by tobacco smokers, can develop, including 

chronic sinus infl ammation, bronchial constriction, breathing 

diffi culty, and loss of lung capacity. After years of heavy 

marijuana use, as with all forms of smoking, the risk of can-

cer and cardiovascular disease increases. Marijuana can also 

have negative effects on immunological and reproductive func-

tioning. Men who use the drug regularly have a lower sperm 

count and are more likely to produce defective sperm, and 

women may experience delayed ovulation. 

    There is considerable controversy over the psychological 

effects of marijuana use. In the short term, it appears that 

marijuana can interfere with attentional processes and memory 

(Ilan, Smith, & Gevins, 2004). Researchers followed, for an 

average of 20 years, monozygotic twin pairs in which one twin 

had been a marijuana user and the co-twin had not used mar-

ijuana. The twins took a variety of neuropsychological tests, 

and there were virtually no cognitive differences between those 

who had used marijuana and those who had not (Lyons et al., 

2004). However, the story becomes more complicated when 

factoring in the age of onset and the lifetime use of cannabis. 

Individuals who begin using marijuana at an early age and 

continue to use it throughout their lives are more likely to ex-

perience cognitive defi cits (Pope & Yurgelun-Todd, 2004).   

 Hallucinogens 

    Hallucinogens    are drugs that cause abnormal perceptual expe-

riences in the form of illusions or hallucinations, which are 

usually visual. Hallucinogen intoxication causes maladaptive 

behavioral and psychological changes, such as anxiety, depres-

sion, ideas of reference, the fear of losing one’s mind, paranoid 

thinking, and generally impaired functioning. Also prominent 

are perceptual changes, such as the intensifi cation of perceptions, 

feelings of depersonalization, hallucinations, and illusions. 

Physiological responses include dilation of the pupils, increased 

heart rate, sweating, heart palpitations, blurred vision, tremors, 

and uncoordination. For some individuals, the reaction is espe-

cially severe and may cause hallucinogen-induced disorders, 

including delirium, psychotic disorder, mood disorder, and 

anxiety disorder. 

            Hallucinogens come in a number of forms, both natu-

rally occurring and synthetic. The most frequently used hal-

lucinogens are lysergic acid diethylamide (LSD), psilocybin 

(found in hallucinogenic mushrooms), dimethyltryptamine 

(DMT), mescaline (peyote), dimethoxymethylamphetamine 
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   Some young people feel that they can achieve social acceptance by 
agreeing with those who pressure them to try drugs. Researchers 
have found that marijuana users are likely to abuse other substances 
as well. 

   Bobbie, a recovering addict, started smoking cigarettes at age 
12 and soon moved on to alcohol and marijuana abuse. By 
age 15, she was using cocaine, LSD, speed, and heroin. 
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(DOM or STP, which stands for “serenity, tranquility, and 

peace”), methylenedioxymethamphetamine (MDMA), and 

phencyclidine (PCP). 

    LSD was discovered in a pharmaceutical laboratory in the 

late 1930s, when a scientist named Albert Hofmann was work-

ing with a fungus that was accidentally absorbed into his skin, 

causing him to have an hallucinogenic experience. A few days 

after this experience, he thought he would take a small amount 

to study the effects. This “small” amount was actually many 

times larger than what is now known to be a suffi cient dose to 

trigger hallucinations, and Hofmann experienced intense and 

frightening effects. For example, he reported thinking that he 

was losing his mind, that he was outside of his body, and that 

time was standing still. Everything around him seemed dis-

torted, and he became terrifi ed of what he saw—experiences 

now known to be typical effects of LSD ingestion. As reports 

of this powerful drug spread through the scientifi c community, 

researchers wondered whether LSD could be used to under-

stand the symptoms of schizophrenia, which the drug seemed 

to mimic. This gave rise to a new theory of schizophrenia, but 

researchers later determined that the LSD actions are quite 

different from those occurring in people with schizophrenia. 

Another theory was that LSD could break down the individ-

ual’s ego defenses and thus make psychotherapy more effective. 

This theory was also abandoned, however. In the 1960s, LSD 

became the central component of a nationwide drug culture 

started by two former Harvard professors, Timothy Leary and 

Richard Alpert (Alpert now calls himself Baba Ram Dass). 

Many of the fl ower children of the 1960s celebrated the ef-

fects of LSD in art, music, and theater. 

    LSD is an extremely potent drug. After ingesting LSD, 

which is usually taken orally, the user experiences hallucinogen 

intoxication with dizziness, weakness, and various physiologi-

cal changes that lead to euphoria and hallucinations. This ex-

perience can last from 4 to 12 hours, with the high depend-

ing on factors such as the dose, the individual’s expectations, 

the user’s prior drug experiences, the setting, and the person’s 

psychiatric history. During the period of LSD intoxication (or 

trip), individuals risk engaging in bizarre, and even dangerous, 

behaviors. They may injure themselves, have an accident, or 

attempt to fl y from a high place, for example. 

    Other hallucinogens differ from LSD in various ways, al-

though they all stimulate visual and sometimes auditory hal-

lucinations. Psilocybin (hallucinogenic mushrooms), in low 

doses, also produces relaxation and feelings of euphoria. PCP, 

also called angel dust, rocket fuel, and purple, has very 

unpredictable effects when smoked. In low doses, it acts as a 

depressant, and the user feels effects similar to alcohol in-

toxication. Larger doses cause distorted perceptions of the 

self  and the environment, sometimes causing users to become 

aggressive and irrational, even violent. Unlike LSD, PCP can 

precipitate a temporary psychotic state, with symptoms that 

are virtually indistinguishable from those of schizophrenia. 

Through a combination of effects on the autonomic nervous 

system, PCP can also produce severely toxic, life-threatening 

effects, including coma, convulsions, and high blood pressure, 

progressing to severe brain damage with psychotic symptoms. 

Very disturbing cases have been reported of PCP users be-

coming so disoriented that they died as a result of acciden-

tal falls, drowning, or self-infl icted injuries. 

    Some people who use hallucinogens develop a condition 

called hallucinogen persisting perception disorder, in which 

they experience fl ashbacks or spontaneous hallucinations, 

delusions, or disturbances in mood similar to the changes 

that took place while they were intoxicated with the drug. 

Their perceptual experiences may include sights of geometric 

fi gures, fl ashes of color, halos around objects, and false per-

ceptions of  movement. Some people report that they can 

induce these experiences voluntarily, while others fi nd that 

they occur spontaneously, possibly when they are stressed, 

 HALLUCINOGEN DEPENDENCE (LSD) 

 Candace is a 45-year-old artist who has used LSD for a number 
of years, because she feels that doing so enhances her paintings 
and makes them more visually exciting. Although she claims to 
know how much LSD she can handle, she is occasionally caught 
off guard and experiences disturbing side effects. She begins 
sweating, has blurred vision, is uncoordinated, and shakes all 
over. She commonly becomes paranoid and anxious, and she 
may act in strange ways, such as running out of her studio and 
into the street, ranting incoherently. On more than one occasion, 
she has been picked up by the police and taken to an emer-
gency room, where she was given antipsychotic medication.  

 Diagnostic Features 
 During a 12-month period, people with hallucinogen dependence 
show at least three of the following: 

■          Tolerance  
■          Withdrawal  
■          Use of hallucinogens in larger amounts or over a longer period 

than intended  
■          Persistent desire or unsuccessful efforts to cut down or control 

hallucinogen use  
■          Extensive time devoted to activities involved in obtaining, using, 

or recovering from hallucinogen use  
■          A giving up of or reduction in important activities because of 

hallucinogen use  
■          Continued use despite knowledge of a hallucinogen-caused 

physical or psychological problem    

 Q:  What hazards does Candace face from her long-term use 
of LSD?  

Mini Case



are weary, are using another drug, or even entering a dark-

ened room. These experiences can occur as long as 5 years 

after ingestion of the hallucinogen.   

 MDMA 

 MDMA—whose street name is Ecstasy and chemical name is 

3,4-methylenedioxymethamphetamine—continues to be a 

problem drug, although use of this drug has decreased in 

recent years as a result of alarming effects reported in the 

media. Experts in the fi eld of substance abuse have responded 

with considerable alarm to prevalent misconceptions about 

this drug and the increase in use among the many grade school 

and high-school youth who consider Ecstasy to be a harmless 

recreational substance that livens up parties. In addition to the 

easy availability of MDMA at raves and dance parties, young 

people have access to the drug in various social settings fre-

quented by young adults, adolescents, and even children. 

    MDMA is an illegal synthetic drug that is manufactured 

in a capsule or tablet, and is most commonly ingested orally. 

The effects of the drug last 3 to 6 hours, depending on the 

dosage, with peak effects usually achieved within 1 hour. The 

sensations caused by the drug are variable and are infl uenced 

by the presence of  other mind-altering agents commonly 

mixed with the MDMA. 

    MDMA is especially popular because of its appealing 

physical and psychological effects. Users refer to Ecstasy as the 

hug drug, or love drug, because it gives them a mellow glow 

and feelings of physical and emotional warmth; it also sparks 

a surge in energy that enables all-night dancing. The good feel-

ings don’t last very long, and the drug can provoke serious 

medical complications. Because MDMA causes bodily tem-

perature to rise, often in an already heated environment, users 

can end up in the emergency room suffering hyperthermia and 

even convulsions. The consequences can be fatal due to the 

body’s inability to thermally regulate itself (Kalant, 2001). 

    MDMA increases the activity levels of serotonin, dopa-

mine, and norepinephrine and causes these substances to be re-

leased from their neuronal storage sites, resulting in increased 

brain activity. As you have read, serotonin plays a prominent 

role in the regulation of mood, sleep, pain, and appetite. The 

release of large amounts of serotonin causes a signifi cant de-

pletion of this neurotransmitter in the brain; it then takes 

some time for these neurotransmitters to be restored in the 

brain. When individuals take moderate to high doses of 

MDMA, serotonin depletion can be long- lasting and result in 

abnormal behavioral effects. Researchers have found that 

MDMA users have diffi culty coding information into long-

term memory, experience impaired verbal learning, have short-

term memory defi cits, are more easily distracted, and are less 

effi cient at focusing attention on complex tasks (McCardle et 

al., 2004; Wareing, Fisk, Murphy, & Montgomery, 2004). Over 

time, heavy users of MDMA experience residual cognitive im-

pairments which appear even when researchers control for 

other factors such as verbal intelligence, depression, and time 

since last use of the drug (Halpern et al., 2004).   

 Heroin and Opioids 

 Opioids are drugs that include naturally occurring substances 

and semisynthetic and synthetic drugs. Morphine and opium 

are naturally occurring opioids derived from the opium poppy. 

Semisynthetic opioids, such as heroin, are produced by slight 

chemical alterations in the basic poppy drug. Most heroin 

sold on the street is in the form of powder that is cut, or 

mixed, with other drugs or other powdered substances. 

Although most users inject heroin directly into their blood-

stream, increasingly users are sniffi ng, or snorting, the drug. 

There are also synthetic opioids, including methadone, 

codeine, and other manufactured drugs that have morphine-

like effects.    Methadone    is prescribed to heroin-dependent indi-

viduals to help them get control over their addiction with a 

safer and more controlled reaction. Codeine is a commonly 

prescribed painkiller and cough suppressant.    

     Some 3.7 million people in the United States have used 

heroin at some time in their lives, and more than 153,000 

people admitted to using heroin within the 30 days prior to 

the survey (SAMHSA, 2008). One of the most disturbing fea-

tures of these statistics on heroin use is the fact that drug 

overdoses are common. Yet it is important to note that heroin 

and the combination of other drugs and/or impurities are pri-

marily responsible for overdoses, especially when heroin is 

combined with cocaine. The number of fatalities associated 

with the use of heroin and other narcotics is startling. In some 

areas of the country, more people die from drug-related causes 

than from traffi c accidents, a picture much different from 

what was seen a decade earlier. For example, in one year in 

Massachusetts there were 574 deaths caused by narcotics, 

compared with 521 automobile fatalities; the number of 

narcotics-related deaths was six times what it had been only 

15 years earlier ( www.mass.gov/dph/bhsre/death/2003/report

.pdf  ). The overdose rates due to multidrug use suggest that 

public health interventions might benefi t from discussing the 

risks associated with combinations of drugs. And further-

more, fi ndings demonstrate that drug combinations vary 

with racial/ethnic backgrounds, which emphasizes the impor-

tance of  understanding multidrug use for risk reduction 

efforts in different populations (Coffi n et al., 2003). 

    Following its injection or inhalation, heroin reaches the 

brain, where it is converted to morphine and binds to opioid 

receptors. Its effects are perceived by the user as a rush, a 

feeling that varies according to the amount of drug taken in 

and the speed with which it binds to opioid receptors. Along 

with pleasurable feelings, however, the user also experiences 

a set of undesirable side effects, including warm fl ushing of 

the skin, dry mouth, a heavy feeling in the extremities, nau-

sea, vomiting, and severe itching. Following these initial ef-

fects, there are residual psychological and physiological 

changes, including drowsiness, a clouding of cognitive func-

tions, and a slowing of cardiac and respiratory functions, 

which can be fatal. 

    There are many undesirable long-term effects of heroin 

use, not the least of which is heroin dependence. People who 
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become dependent on heroin compulsively seek the sub-

stance, as their life purpose becomes totally fi xated on seek-

ing and using the drug. In part, these behavioral effects 

result from changes in their brains as their bodies adapt to 

the presence of the drug, and they go through withdrawal if  

the drug supply is cut off. Withdrawal can occur anywhere 

from 6 to 24 hours after the last administration of heroin. 

The symptoms of  withdrawal include restlessness, muscle 

and bone pain, insomnia, diarrhea, vomiting, cold fl ashes 

with goose bumps (cold turkey), and leg movements. These 

symptoms typically peak between 24 and 48 hours after the 

last dose and diminish after 7 days. However, for some peo-

ple, withdrawal is a process that persists for many months. 

Oddly enough, addicted individuals may choose to go through 

withdrawal in an effort to reduce their tolerance for the drug, 

so that they can again experience the intense rush they feel 

when their bodies are exposed to it. 

    There are a number of  additional long-term psycho-

logical and physical effects of heroin use. As with some of 

the other disorders discussed in this chapter, long-term 

heroin use can induce other serious conditions, including 

delirium, psychotic disorder, mood disorder, sexual dysfunc-

tion, and sleep disorder. There are also serious physical ef-

fects, including scarred or collapsed veins, bacterial infections 

of blood vessels and heart valves, skin infections, and liver 

or kidney disease. The individual’s poor health condition and 

heroin’s negative effects on respiratory functioning can cause 

lung complications, including pneumonia and tuberculosis. 

In addition, the additives mixed into heroin include insoluble 

substances that can clog the major arteries in the body. 

Arthritis and other rheumatologic problems may occur as the 

result of immune reactions to these substances. Some of the 

most serious effects of heroin use come about as the result 

of sharing needles among heroin users. These effects include 

infections from hepatitis, HIV, and other viruses passed 

through the blood. The sexual partners and children of her-

oin users then become susceptible to these diseases. 

    In recent years there has been a surge in the abuse of pre-

scription medications that have been diverted to illegal, non-

medical uses. Opioid pain relievers, in particular, have become 

popular substances among those who abuse drugs. Raising spe-

cial concern among legal authorities as well as health profes-

sionals is OxyContin (oxycodone HCL), which fi rst appeared 

in federal drug abuse reports in 2001. Approximately 2.8 mil-

lion adults or 1.2 percent of the population in the United States 

  Mini Case 

 OPIOID DEPENDENCE (HEROIN) 

 Jimmy is a 38-year-old homeless man who has been addicted to 
heroin for the past 10 years. He began to use the drug at the 
suggestion of a friend who told him it would help relieve the pres-
sure Jimmy was feeling from his unhappy marriage and fi nancial 
problems. In a short period of time, he became dependent on 
the drug and got involved in a theft ring in order to support his 
habit. Ultimately, he lost his home and moved to a shelter, where 
he was assigned to a methadone treatment program.  

 Diagnostic Features 
 During a 12-month period, people with heroin dependence 
show at least three of the following: 
■            Tolerance  
■            Withdrawal  
■            Use of heroin in larger amounts or over a longer period than 

intended  
■            Persistent desire or unsuccessful efforts to cut down or control 

heroin use  
■            Extensive time devoted to activities involved in obtaining, 

using, or recovering from heroin use  
■            A giving up of or reduction in important activities because of 

heroin use  
■            Continued use despite knowledge of a heroin-caused physi-

cal or psychological problem    

 Q:  What happens when heroin reaches the brain?   
   At the peak of his acting career, 28-year-old Heath Ledger died from 
what was presumed to be an accidental fatal mixture of prescription 
drugs, highlighting the fact that fame and fortune are not protections 
from the potentially dangerous effects of substances, both prescribed 
and illicit. 



(SAMHSA, 2004) report having used OxyContin at some 

point in their lives. The problem is particularly pronounced 

among young people, with 5 percent of high-school seniors 

reporting that they have used OxyContin, a drug that is gain-

ing a greater following than heroin or amphetamines (Johnston 

et al., 2005). Unlike other drugs we have discussed, OxyContin 

is a legitimately prescribed semisynthetic opioid medication for 

treating people with chronic pain. The medication’s active 

ingredient, oxycodone, is found in other pain-killing medica-

tions, but OxyContin contains much higher levels, and in a 

time-release tablet. Because of the intense high that OxyContin 

causes, a high that is compared to the euphoria provided by 

heroin, it has become an exceptionally popular street drug. 

    OxyContin users either crush the tablet and ingest or 

snort it, or they may dilute it in water and inject it. An intense 

high is achieved when the drug is crushed or diluted, because 

the time-release action is disarmed. Although the cost of 

OxyContin is not exceptionally great when legitimately pre-

scribed, the street value is exorbitant, thus causing this drug 

to be associated with criminal activity, as addicted individuals 

go to great lengths to get the drug. Some get caught up in a 

lifestyle in which they steal in order to pay for their expensive 

habit, and some begin dealing the drug in order to pay for 

their habit. The risks associated with OxyContin abuse are 

great. In addition to the psychological deterioration that 

commonly results from opioid abuse, those who abuse Oxy-

Contin put their lives in jeopardy, especially when they mix 

this drug with other substances, which is commonly done 

(Wolf, Lavezzi, Sullivan, & Flannagan, 2005).   

 Sedatives, Hypnotics, and Anxiolytics 

 Sedatives, hypnotics, and anxiolytics (antianxiety medica-

tions) include a wide range of substances that induce relax-

ation, sleep, tranquility, and reduced awareness of the en-

vironment. They are brain depressants. All have medical 

value and are manufactured by pharmaceutical companies; 

therefore, they are not illegal. However, because these drugs 

have high potential for abuse, much tighter federal controls 

have been placed on them since the 1970s. The term    sedative    

refers to a drug that has a calming effect on the central ner-

vous system, and the term    hypnotic    refers to sleep-inducing 

qualities. Anxiolytics are antianxiety agents that induce a 

calmer mental state in the user. 

    Intoxication resulting from the use of these drugs involves 

maladaptive behavioral or psychological changes, such as 

inappropriate sexual or aggressive behavior, unstable mood, 

impaired judgment, and generally impaired functioning. Other 

changes include symptoms such as slurred speech, incoordina-

tion, unsteady walking, impaired attention and memory, and 

stupor or possibly coma. Withdrawal symptoms may include 

trembling, insomnia, nausea, sweating, psychomotor agita-

tion, anxiety, transient illusions or hallucinations, and possibly 

even grand mal seizures. In severe cases, the use of this group 

of drugs can result in a range of induced disorders, such as 

mood, anxiety, sleep, and psychotic disorders.  

 Barbiturates   Barbiturates are widely prescribed medications 

that serve important medical functions as anesthetics and anti-

convulsants. They were also once widely used to induce sleep, 

although such prescriptions are now unusual, due to public 

awareness about the dangers of these drugs. People who use 

these substances recreationally are seeking a dulling of con-

sciousness similar to the effects of alcohol use. In low doses, 

these drugs give the individual both a feeling of calm and se-

dation and a sense of increased outgoingness, talkativeness, 

and euphoria. In higher doses, barbiturates induce sleep. 

  Barbiturate users fi nd that they quickly become tolerant 

to these drugs and need larger and larger doses to achieve 

the desired effects, not realizing the hazards of such abuse, 

such as the risk of respiratory failure. Many users increase 

the risk of death by combining these drugs with alcohol, 

which potentiates the effects of barbiturates. 

  The barbiturates most frequently abused are ones whose 

effects persist for several hours, including secobarbital (Seco-

nal), pentobarbitol (Nembutal), amobarbital (Amytal), buta-

barbitol (Butisol), and combinations of these substances, 

such as tuinal. (The street names for these drugs are blue 

heavens, blue devils, blue angels, goofballs, and rainbows.) 

The sedative effects of barbiturates are due to their action on 

the GABA and benzodiazepine receptors in the brain.   

 Barbiturate-Like Substances   When the nonbarbiturate 

sedative-hypnotics were introduced in the 1970s, it was thought 

that they would be nonaddictive and safe substitutes for the 

barbiturates. They were originally intended to resolve some of 

the barbiturates’ side effects, such as sleep disturbances and 

the feelings of morning-after hangovers (Schuckit, 1989). 

However, it was soon found that the nonbarbiturates have 

equally addicting effects. They have since been withdrawn 

from medical use because of their high abuse potential and 

because nonaddictive substitutes are now available. 

  One frequently used drug in the category of barbiturate-

like substances is methaqualone, once marketed as Quaalude 

and popularly called “lude.” Users of methaqualone report 

that the high they experience is more pleasant than that 

achieved from barbiturate use, because there is less of  a 

knock-out effect. The feeling that users desire is total 

 dissociation from their physical and mental selves, loss of 

inhibitions, and greater euphoria during sexual encounters. 

This last effect is an illusion, because in reality the user’s 

sexual performance is impaired. Tolerance and dependence 

develop in ways similar to that for barbiturate use. 

      Another group of nonbarbiturate medications, sold over 

the counter, are used to induce sleep. The most common 

brands are Nytol and Sominex. These are actually antihis-

tamines, whose effi cacy in inducing sleep is variable from 

person to person.   

 Anxiolytics   The antianxiety medications include diazepam   

(Valium), clonazepam (Clonopin), chlordiazepoxide (Librium), 

fl urazepam (Dalmane), and temazepam (Restoril). These 

medications are used specifi cally to treat anxiety, although 
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they do have other medical uses. They are the most widely 

prescribed of all medicines. Only in recent years has the extent 

of the legal abuse of antianxiety medications become evident. 

At one time, prescriptions for these medications were open-

ended; that is, physicians prescribed them without limits on 

the length of time they could be taken, in the belief that tol-

erance and dependence did not develop. We now know that 

these drugs have the potential for both responses. In the years 

since these problems were recognized, the federal government 

has placed tighter controls on these substances. 

  Abusers of antianxiety medications seek the sense of calm 

and relaxation that these substances produce; over time, some 

people increase their intake and become dependent. People 

who use them for more than a year usually have withdrawal 

symptoms when they stop. These symptoms include restless-

ness, irritability, insomnia, muscle tension, and occasionally 

other bodily sensations, such as weakness, visual problems, and 

various aches and pains. They may have troubling nightmares 

and become hypersensitive to light and sound.    

 Other Drugs of Abuse 

 So far in this chapter, we have discussed the more com-

monly used substances, but other substances cause serious 

psychological problems for millions of  people and are tre-

mendously costly for society. For example, although people 

do not become intoxicated from smoking or chewing nico-

tine products, many are physiologically dependent on this 

substance. As the confi rmed health risks of  nicotine use 

become known, many people have tried to give up the habit, 

but they fi nd themselves tormented by a craving for nico-

tine, as well as symptoms such as depression, insomnia, 

irritability, anxiety, restlessness, decreased heart rate, weight 

gain, and concentration diffi culty. 

    Other legal and easily available products also are associ-

ated with substance-related disorders. Inhalants have received 

increasing attention in recent years, because some people 

intentionally use products such as gasoline, glue, paint, and 

other chemical substances to create altered psychological 

states, such as euphoria. Deeply breathing the fumes from 

these substances, abusers develop maladaptive behavioral and 

psychological changes. Symptoms include dizziness, uncoordi-

nation, slurred speech, tremor, blurred vision, and stupor. 

Tolerance develops fairly quickly. 

    The use of anabolic steroids to enhance strength and 

musculature, particularly among athletes, has become an in-

ternational concern that is generally brought to the atten-

tion of the public every time the Olympic games are held. 

However, steroid use has become more of a fact of life in 

the average U.S. high school. Nearly 3 percent of high-school 

seniors report having used those drugs at least once in their 

lives (Johnston, O’Malley, & Bachman, 2001). The most 

likely user is a teenage boy who wants to improve his appear-

ance and sports performance. Using anabolic steroids along 

with engaging in intensive physical workouts does accelerate 

the growth of  muscles, but at a great psychological and 

physical cost. Abusers tend to be irritable, aggressive, and 

moody, while their bodies develop a wide array of problems, 

ranging from kidney and liver diseases to deterioration of 

the reproductive system. 

    Another substance that people sometimes abuse is nitrous 

oxide, or laughing gas, which many dentists use to help patients 

relax in preparation for a dental procedure. This substance 

induces a state that is characterized by feelings of lightheaded-

ness and a sensation of fl oating that lasts for a few minutes. 

Although extensive research has not been conducted on the 

consequences of nitrous oxide use, there is concern about the 

abuse of nitrite inhalants (aerosols and anesthetics), more 

commonly known as poppers. These inhalants create a mild 

euphoria, a change in the perception of time, feelings of relax-

ation, and intensifi cation of sexual feelings. They are consid-

ered dangerous, however, because they are thought to irritate 

the respiratory system and impair immune functioning. 

    By this point in the chapter, you have probably come to 

realize that there is no end to the list of  substances that 

people are likely to use in their efforts to alter conscious-

ness. The  DSM-IV-TR  even includes catnip as a substance 

to which some individuals turn in their efforts to produce 

experiences that are likened to intoxication with marijuana 

or LSD. For an overview of commonly abused drugs, see 

 Table 13.5 .  

 REVIEW QUESTIONS 

  1.    What makes methamphetamine so addictive?  

  2.    How would cognitive-behavioral therapy be used in 

treating clients who are dependent on substances other 

than alcohol?  

  3.    The term ________ refers to a drug that has a calming effect 

on the central nervous system and the term _________ 

refers to sleep-inducing qualities.       

   What begins as a seemingly harmless use of barbiturates to induce 
sleep can quickly develop into debilitating dependence. 
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 TABLE 13.5   Commonly Abused Drugs           

  Substance:  Examples of  Intoxication
Category  Commercial DEA Schedule/ Effects/Potential
and Name   and Street Names   How Administered    Health Consequences  

     Cannabinoids       Euphoria, slowed thinking and reaction 
time, confusion, impaired balance and 
coordination/cough, frequent respira-
tory infections; impaired memory and 
learning; increased heart rate, anxiety; 
panic attacks; tolerance, addiction  

  Hashish   Boom, chronic, gangster, I/swallowed, smoked
 hash, hash oil, hemp      

  Marijuana   Blunt, dope, ganja, grass,  I/swallowed, smoked  
 herb, joints, Mary Jane, 
 pot, reefer, sinsemilla, 
 skunk, weed    

   Depressants       Reduced anxiety; feeling of well-being; 
lowered inhibitions; slowed pulse and 
breathing; lowered blood pressure; 
poor concentration/fatigue; confusion; 
impaired coordination, memory, judg-
ment; addiction; respiratory depression 
and arrest, death  

  Barbiturates   Amytal, Nembutal, Seconal,  II, III, V/injected, Sedation, drowsiness/depression,
 Phenobarbital; barbs, reds,  swallowed unusual excitement, fever, irritability,
 redbirds, phennies, tooies,   poor judgment, slurred speech,
 yellows, yellow jackets      dizziness, life-threatening withdrawal  

  Benzodiazepines (other  Ativan, Halcion, Librium, IV/swallowed, injected  Sedation, drowsiness/dizziness 
than fl unitrazepam)   Valium, Xanax; candy, 
 downers, sleeping pills, 
 tranks    

  Flunitrazepam   Rohypnol; forget-me pill,  IV/swallowed, snorted Visual and gastrointestinal disturbances,
 Mexican Valium, R2,   urinary retention, memory loss for the
 Roche, roofi es, roofi nol,   time under the drug’s effects
 rope, rophies      

  GHB   Gamma-hydroxybutyrate;   I/swallowed  Drowsiness, nausea/vomiting, headache,
 G, Georgia home boy,   loss of consciousness, loss of refl exes,
 grievous bodily harm,   seizures, coma, death
 liquid ecstasy    

  Methaqualone   Quaalude, Sopor, Parest;  I/injected, swallowed Euphoria/depression, poor refl exes,
 ludes, mandrex, quad, quay  slurred speech, coma      

   Dissociative Anesthetics       Increased heart rate and blood 
 pressure, impaired motor function/mem-
ory loss; numbness; nausea/vomiting  

  Ketamine   Ketalar SV; cat Valiums,  III/injected, snorted,  At high doses, delirium, depression,
 K, Special K, vitamin K    smoked  respiratory depression and arrest  

  PCP and analogs   Phencyclidine; angel dust,  I, II/injected, swallowed, Possible decrease in blood pressure
 boat, hog, love boat,   smoked  and heart rate, panic, aggression,
 peace pill    violence/loss of appetite, depression  

(continued)
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 TABLE 13.5   Commonly Abused Drugs            (continued)

  Substance:  Examples of  Intoxication
Category and  Commercial DEA Schedule/ Effects/Potential
Name   and Street Names   How Administered    Health Consequences    

   Hallucinogens       Altered states of perception and 
feeling; nausea; persisting perception 
disorder (fl ashbacks)  

  LSD   lysergic acid diethylamide;  I/swallowed, absorbed LSD and mescaline—increased body
 acid, blotter, boomers,  through mouth tissues temperature, heart rate, blood pressure;
 cubes, microdot, yellow   loss of appetite, sleeplessness, numbness,
 sunshines      weakness, tremors  

  Mescaline   buttons, cactus, mesc,  I/swallowed, smoked  For LSD—persistent mental disorders 
 peyote    

  Psilocybin   magic mushroom, purple  I/swallowed  Nervousness, paranoia 
 passion, shrooms    

   Opioids and Morphine Derivatives      Pain relief, euphoria, drowsiness/nau-
sea, constipation, confusion, sedation, 
respiratory depression and arrest, toler-
ance, addiction, unconsciousness, coma, 
death  

  Codeine   Empirin with Codeine,  II, III, IV/injected, Less analgesia, sedation, and respiratory
 Fiorinal with Codeine,   swallowed  depression than morphine
 Robitussin A-C, Tylenol with
 Codeine; Captain Cody, 
 Cody, schoolboy; (with
 glutethimide) doors & fours,
 loads, pancakes and syrup    

   Fentanyl and fentanyl  Actiq, Duragesic,  I, II/injected, smoked, 
analogs Sublimaze; Apache, snorted
 China girl, China white,
 dance fever, friend, 
 goodfella, jackpot, 
 murder 8, TNT, Tango 
 and Cash  

  Heroin   Diacetylmorphine; brown  I/injected, smoked,  Staggering gait 
 sugar, dope, H, horse, junk,  snorted
 skag, skunk, smack, white 
 horse    

  Morphine   Roxanol, Duramorph; M,  II, III/injected,
 Miss Emma, monkey,  swallowed, smoked
 white stuff      

  Opium   Laudanum, paregoric;  II, III, V/swallowed,
 big O, black stuff, block,  smoked
 gum, hop      

  Oxycodone HCL   OxyContin; Oxy, O.C.,  II/swallowed,
 killer   snorted, injected    

  Hydrocodone bitartrate, 
acetaminophen   Vicodin; vike, Watson-387   II/swallowed    
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   Stimulants       Increased heart rate, blood pressure, 
metabolism; feelings of exhilaration, 
energy, increased mental alertness/
rapid or irregular heartbeat; reduced 
appetite, weight loss, heart failure, 
 nervousness, insomnia  

  Amphetamine   Biphetamine, Dexedrine;  II/injected, swallowed, Also, for amphetamine—rapid breathing/
 bennies, black beauties,  smoked, snorted tremor, loss of coordination; irritability,
 crosses, hearts, LA   anxiousness, restlessness, delirium,
 turnaround, speed, truck   panic, paranoia, impulsive behavior, 
 drivers, uppers       aggressiveness, tolerance, addiction,
   psychosis  

  Cocaine   Cocaine hydrochloride;  II/injected, smoked, Increased temperature/chest pain,
 blow, bump, C, candy,  snorted respiratory failure, nausea, abdominal
 Charlie, coke, crack,   pain, strokes, seizures, headaches,
 fl ake, rock, snow, toot      malnutrition, panic attacks  

   MDMA (methylenedioxy-  Adam, clarity, Ecstasy,  I/swallowed Mild hallucinogenic effects, increased
methamphetamine) Eve, lover’s speed,   tactile sensitivity, empathic feelings/
 peace, X, XTC      impaired memory and learning, 
   hyperthermia, cardiac toxicity, renal 
   failure, liver toxicity  

  Methamphetamine   Desoxyn; chalk, crank,  II/injected, swallowed,
 crystal, fi re, glass, go  smoked, snorted
 fast, ice, meth, speed      

  Methylphenidate (safe Ritalin; JIF, MPH, R-ball, II/injected, swallowed,
and effective for Skippy, the smart drug, snorted
treatment of ADHD)       vitamin R  

  Nicotine   Cigarettes, cigars,  Not scheduled/smoked, Aggression, violence, psychotic
 smokeless tobacco, snuff,  snorted, taken in snuff behavior/memory loss, cardiac and
 spit tobacco, bidis, chew   and spit tobacco   neurological damage; impaired memory
   and learning, tolerance, addiction  

             A dditional effects attributable to tobacco 
exposure, adverse pregnancy outcomes, 
chronic lung disease, cardiovascular dis-
ease, stroke, cancer, tolerance, addiction  

   Other Compounds   

  Anabolic steroids   Anadrol, Oxandrin,  III/injected, swallowed, No intoxication effects/hypertension,
 Durabolin, Depo- applied to skin blood clotting and cholesterol changes,
 Testosterone, Equipoise;   liver cysts and cancer, kidney cancer,
 roids, juice      hostility and aggression, acne; in ado-
    lescents, premature stoppage of growth; 

in males, prostate cancer, reduced sperm 
production, shrunken  testicles, breast 
enlargement; in females, menstrual irregu-
larities, development of beard and other 
masculine characteristics    

 Source:  http://www.nida.nih.gov/DrugPages/DrugsofAbuse.html.  

  

  Substance:  Examples of  Intoxication
Category and  Commercial DEA Schedule/ Effects/Potential
Name   and Street Names   How Administered    Health Consequences    
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 Treatment for Substance Abuse 
and Dependence  

 As the high cost of drug dependence to society and indi-

viduals became more and more apparent in the 1980s and 

1990s, researchers searched for effective treatment methods. 

The Drug Abuse Treatment Outcome Study (DATOS) was 

conducted from 1995 to 2003 to evaluate the effectiveness of 

four common drug treatment approaches ( http://www.datos

.org/ ). Researchers followed more than 10,000 patients in 

almost 100 programs in 11 cities over a 3-year period. In 

contrast to the more generally discouraging estimates of drug 

treatment effectiveness available prior to this study, evidence 

has been accumulating from DATOS that some of the more 

commonly used methods can have very positive outcomes. 

    The four major categories of drug treatment studied by 

DATOS included outpatient methadone programs, long-term 

residential programs, outpatient drug-free programs, and short-

term inpatient programs. In outpatient methadone programs, 

clients are given methadone to reduce cravings for heroin and 

block its effects. They also receive counseling and vocational 

skills development to help them rebuild their lives. In long-

term residential programs, clients are given continual drug-free 

treatment in a residential community they share with counsel-

ors and fellow recovering addicts (sometimes called a thera-

peutic community). In outpatient drug-free programs, a wide 

range of psychosocial approaches are used, including 12-step 

programs. In short-term inpatient programs, clients are stabi-

lized medically and then are encouraged to remain abstinent 

through taking steps to change their lifestyle. 

    The methods used in these treatment formats rely on one 

or more components of biological treatment combined with 

psychotherapy and efforts to provide clients with social sup-

ports and improvements in their occupational and family 

functioning.  

 Biological Treatment 

 In biological treatments, clients are given substances that 

block or reduce the craving for drugs. One of the oldest forms 

of treatment for heroin dependence is the provision of meth-

adone, which, as we described earlier, is a synthetic opioid. 

Methadone, blocks the effects of heroin and eliminates with-

drawal symptoms. When correctly prescribed, methadone is 

neither intoxicating nor sedating, and it does not interfere 

with everyday activities. The symptoms of withdrawal are 

suppressed for 1 to 3 days, and the craving associated with 

heroin dependence is relieved. Furthermore, should the indi-

vidual take heroin when on methadone treatment, the rush is 

greatly reduced. Although methadone can be taken safely for 

10 years or longer, ideally, this form of treatment is combined 

with behavioral therapy or supportive treatment. A side ben-

efi t of methadone treatment is a reduction in illnesses associ-

ated with heroin use. Unfortunately, individuals taking 

methadone become physically dependent on it and cannot 

easily discontinue use. 

    Another pharmaceutical approach involves the provision 

of LAAM (levo-alpha-acetyl-methadol), which, like metha-

done, is a synthetic opioid that can be used to treat heroin 

addiction. However, LAAM has longer-lasting effects and 

needs to be administered only three times a week, rather than 

daily. Naltrexone is another medication used in treating heroin 

dependence; rather than reducing craving, it blocks the effects 

of opioids. A person taking naltrexone cannot experience the 

pleasurable effects of heroin and, therefore, would be less likely 

to seek it. Because naltrexone does not reduce craving, alterna-

tive medications have been developed that serve that important 

function. Buprenorphine alone (Subutex) or in combination 

with the opiate agonist naloxone (Suboxone) has become a 

very popular medication for treating opioid-dependent indi-

viduals. The buprenorphine medications are especially appeal-

ing because they can be prescribed in an outpatient setting, 

thus providing a take-home treatment for opioid dependence 

that is regarded as safe and effective (Fudala et al., 2003). 

This medication is similar to methadone, but it has a far 

lower potential of inducing physical dependence. An indi-

vidual can discontinue buprenorphine without experienc-

ing the withdrawal symptoms associated with methadone 

discontinuation.   

 Nonmedical Therapies 

 Several of the interventions we discussed earlier in the chapter 

in our discussion of alcoholism also apply when treating indi-

viduals who are dependent on other substances. For example, 

Narcotics Anonymous (NA), like Alcoholics Anonymous, is 

a nonprofi t fellowship for individuals for whom drugs have 

become a major problem. In the 12 steps of NA, the word 

“addiction” is used instead of the word “alcohol,” and the 

recovery process includes admitting that there is a problem, 

seeking help, engaging in a thorough self-examination, engag-

ing in confi dential self-disclosure, making amends for harm 

done, and helping other drug addicts who want to recover. 

Central to the NA program is an emphasis on practicing spir-

itual principles ( www.na.org ). 

    Traditional psychotherapeutic methods also play an 

important role in recovery for many people with substance-

related disorders. For some people, inpatient care is necessary 

at least for a brief duration while they proceed through a 

process of detoxifi cation; during a period lasting from a few 

weeks to several months of residential care, some individuals 

stabilize physically and psychologically by participating in a 

multimodal program. 

    For many people, outpatient treatment helps them attain 

their goals, although many psychotherapists strongly recom-

mend that recovering clients also participate in a 12-step 

program in which they have access to ongoing support on a 

regular and consistent basis. Behavioral and cognitive tech-

niques are often incorporated in the psychotherapeutic treat-

ment. One of these is contingency management, in which the 

client earns points for producing negative drug tests. These 

points can then be traded for desired items or participation 



in activities. Cognitive-behavioral therapy involves providing 

clients with interventions that modify their thoughts, expec-

tancies, and behaviors associated with drug use. This treat-

ment can also include training in coping strategies. Relapse 

prevention strategies similar to those in alcohol treatment 

programs can also be used. 

    Many experts recommend combining psychological treat-

ment with biological interventions. Psychosocial services, such 

as vocational counseling, psychotherapy, and family therapy, 

are important adjuncts to increase the effectiveness of medical 

interventions. In addition to the method of intervention itself, 

however, a major factor predicting the success of treatment is 

the client’s motivation to remain in treatment.     

 Substance Abuse and Dependence: 
The Biopsychosocial Perspective  

 The biopsychosocial model is extremely useful for under-

standing substance dependence and approaches to treatment. 

Scientists have made remarkable leaps in the past decade in 
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understanding how people come to abuse substances, as well 

as the most effective interventions for treating those with 

substance problems. Unfortunately, treatment programs for 

people with substance problems have encountered serious 

obstacles in recent years. The National Institute of  Drug 

Abuse reports that, during the 1990s, there was a drop in 

services provided to substance-dependent individuals. Man-

aged care has played a role in this process, reducing the num-

ber of covered days in treatment from 28 to 14 or fewer—far 

less time than the 3 months that researchers have recom-

mended as the effective minimum. Most people in short-term 

inpatient programs report that they feel they are not getting 

the psychological support they need (NIDA, 1997). 

    In the years ahead, society will continue to deal with the tre-

mendous costs of substance abuse. The emotional havoc experi-

enced by millions who have suffered privately with addictions 

will continue to expand from within the individual to the social 

contexts in which people work and live. Dramatic social ini-

tiatives will be needed to respond to the powerful biological, 

psychological, and sociocultural forces involved in the devel-

opment and maintenance of abuse and dependence.  
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   Carl’s History  

 After meeting with Carl for an initial 

intake session, I asked him to return 

2 days later, so that I could take some 

additional history. When Carl re-

turned for our second meeting, he 

seemed relieved and said that ac-

knowledging the fact that he had a 

problem was tremendously comfort-

ing to him. I explained to Carl that I 

wanted to get a clearer picture of his 

life history, and he proceeded to tell 

the story that would later help me 

understand how he had gotten to 

this point of desperation. 

  An only child, Carl grew up in a 

small Midwestern town, where his 

father was a well-loved and re-

spected family doctor. Carl’s father 

had himself been the son of a physi-

cian, and Carl’s parents generally 

assumed throughout his childhood 

that he would carry on the family tra-

dition. This meant that Carl had to 

devote himself entirely to his school-

work, because math and science did 

not come easily to him. In college, he 

became desperate about his studies 

and repeatedly sought help from his 

classmates. After he entered medi-

cal school, this pattern of depen-

dence continued, and he found one 

or two older students to help him 

through his exams, lab work, and 

hospital duties because they felt 

sorry for him. Even though Carl felt 

guilty about his reliance on others, 

he contended that it was necessary, 

because his parents would be 

crushed if he failed. In his third year 

of medical school, Carl met Anne, a 

nurse at the medical school, and 

they married after a few months of 

dating. Shortly after their marriage, 

Anne became pregnant, and they 

mutually agreed that she would stay 

home and care for their baby after 

the birth.    

 Assessment  

 The only psychological test I admin-

istered to Carl was the MMPI-2. The 

diagnostic picture seemed fairly 

clear to me, but I usually fi nd it help-

ful to have the quantitative data that 

the MMPI-2 provides to formulate 

my treatment recommendations. 

Carl’s profi le was that of a man strug-

gling with dependency issues and 

having a propensity for acting out, 

particularly when confronted with 

diffi cult or demanding situations. I 

was not surprised to see that Carl 

scored very high on indicators of ad-

diction proneness.    

 Diagnosis  

 Carl’s Axis I diagnosis was clear. 

Carl was using large amounts of co-

caine, he had begun to undermine 

successful life pursuits in his attempt 

to satisfy his cravings, cocaine use 

was interfering with his work and 

(continued)
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family life, and he had become more 

and more withdrawn from others as 

he compulsively pursued satisfac-

tion for his cravings. As apparent as 

the diagnosis of cocaine depen-

dence was, this single diagnostic 

label could not tell the whole story. It 

was apparent to me that Carl also 

had a personality disorder, a style of 

functioning that led him to defi ne 

himself according to the wishes of 

his parents and to deal with diffi cult 

problems by becoming pathologi-

cally dependent on others.        

  Axis I:   Cocaine Dependence

Axis II:  Dependent Personality  

  Disorder 

Axis III:   Deferred

Axis IV: Problems with primary 

support group 

(marital tensions) 

 Occupational 

problems  

  Axis V:   Current Global As-

sessment of Func-

tioning: 50. 

 Serious impairment. 

 Highest Global As-

sessment of Func-

tioning (past year): 70  

       Case Formulation  

 What would lead a young man to risk 

such a promising career and poten-

tially happy family life just to get high 

on cocaine? Obviously, there is no 

simple explanation for why Carl could 

have become so compulsively in-

volved in a world of drugs. Looking 

back to Carl’s youth, I saw a boy 

growing up in a family in which in-

tense pressure to become a doctor 

not only determined his career choice 

but also set the stage for him to be-

come reliant on others to reach his 

goal. It was as if Carl had absorbed a 

message from his father that a medi-

cal career was the only acceptable 

option and that his failure to achieve 

such a goal would result in rejection. 

Desperate to avoid this, Carl resorted 

to any means necessary to succeed, 

rationalizing that his dependence on 

others was necessary for the good of 

other people. As the pressures of 

medical training mounted and his 

own feelings of inadequacy grew, 

Carl sought out someone on whom to 

rely. His marriage to Anne probably 

was more of an expression of his 

need for a caretaker than an expres-

sion of love and mutuality. As time 

went by, Anne could not save Carl 

from his own feelings of low self-

esteem, so he felt compelled to fi nd 

something that would make him feel 

better about himself. Unfortunately, 

that something was cocaine, an in-

sidious substance that would delude 

Carl into believing that he was happy, 

competent, and successful.    

 Treatment Plan  

 Carl Wadsworth had both immediate 

and long-term treatment needs. First 

and foremost, his cocaine depen-

dence required aggressive interven-

tion. I knew that Carl would not receive 

my recommendation enthusiastically, 

but I felt that a 4-week inpatient stay 

would be necessary in order for him to 

receive the multidisciplinary attention 

that a severe substance-abuse prob-

lem requires. The long-term plan 

would involve intensive psychother-

apy, probably lasting at least a year 

following his discharge from the 

substance-abuse treatment program. 

As I expected, Carl raised a number of 

concerns about the interruption of his 

medical training, the disruption of his 

family life, and one other concern 

that was at the heart of his objec-

tions—what would other people 

think? In response, I impressed on 

Carl the seriousness and urgency of 

his problem. I also convinced him that 

this was a good time for him to begin 

to work on being more honest with 

other people. Initially, Carl took of-

fense at this observation, but he soon 

began to see my point. Furthermore, I 

pointed out to Carl that he needed to 

come to grips with the issues in his life 

that had led him to become involved in 

using drugs, and he needed to de-

velop autonomy and an improved 

sense of self-esteem. Perhaps he 

could begin to set his own goals in life; 

perhaps he could tap his own inner 

resources to achieve those goals; and 

perhaps he could develop new cogni-

tive strategies that would result in his 

feeling better about himself. All this 

would require intensive confronta-

tional psychotherapy.    

 Outcome of the Case  

 Carl did follow through on my recom-

mendations, although initially it 

seemed to me that his compliance 

was dictated by a fear of being ex-

pelled from residency training. On 

entering the treatment center, Carl 

was not completely prepared for the 

rigor and vigilance shown by the staff 

in preventing the patients from gain-

ing access to drugs. He made unsuc-

cessful attempts to obtain cocaine, 

and other patients and staff harshly 

confronted this behavior. The harsh-

ness of the confrontation apparently 

awakened Carl to the depth of his 

problem; this proved to be a major 

turning point in Carl’s recovery. 

  By the time of his discharge, Carl 

had shown a good deal of psycho-

logical growth and was prepared to 

move to the next step of treatment; 

intensive psychotherapy. Carl was 

referred to a psychologist who spe-

cializes in treating professionals with 

substance-abuse problems. A part of 

Carl’s treatment involved participa-

tion in weekly meetings of a local 

group of physicians who had similar 

problems with substance abuse. The 

changes in Carl over the course of a 

year were dramatic. By the time his 

second child was born, Carl’s priori-

ties had evolved to a point at which 

he was able to recognize how cen-

tral his wife and children were in his 

life. At work, he consciously devoted 

his efforts to resuming a bedside 

manner with his patients. Carl began 

to think in more constructive ways, 

looking for solutions to life’s prob-

lems, rather than escape, and feeling 

that he had the personal competence 

to work toward these solutions. 

  As I recall the case of Carl Wads-

worth, I think of a man who was on the 

verge of self-destruction. Had he not 

encountered an understanding super-

visor who responded to his crisis with 

fi rm insistence that he get help, I fear 

that Carl’s fate would have been tragic.   

    Sarah     Tobin  ,   PhD     

R E T U R N  T O  T H E  C A S E
(continued)



       SUMMARY  

■       A substance is a chemical that alters a person’s mood or 

behavior when smoked, injected, drunk, inhaled, or swal-

lowed in pill form. Substance intoxication is the tempo-

rary maladaptive experience of behavioral or psychological 

changes that are due to the accumulation of  a substance 

in the body. When some substances are discontinued, peo-

ple may experience symptoms of substance withdrawal that 

involve a set of  physical and psychological disturbances. 

To counteract withdrawal symptoms, people are inclined 

to use more of  the substance, causing them to develop 

tolerance. Substance abuse is a maladaptive pattern of  sub-

stance use that leads to signifi cant impairment or distress.  

■       Approximately one in seven Americans has a history of 

alcohol abuse or dependence. The short-term effects of 

alcohol use are appealing to many people because of  the 

sedating qualities of  this substance, although side effects, 

such as hangovers, are distressing. The long-term effects 

of  heavy use are worrisome and involve serious harm to 

many organs of the body, possibly resulting in medical prob-

lems and dementia. Researchers in the fi eld of  alcohol 

dependence were among the fi rst to propose the biopsy-

chosocial model to explain the development of  a psycho-

logical disorder. In the realm of  biological contributors, 

researchers have focused on the role of  genetics in light of 

the fact that dependence runs in families. This line of 

research has focused on markers and genetic mapping. 

Psychological theories focus on concepts derived from behav-

ioral theory, as well as cognitive-behavioral and social learn-

ing perspectives. For example, according to the widely 

accepted expectancy model, people with alcohol depen-

dence develop problematic beliefs about alcohol early in 

life through reinforcement and observational learning. 

Researchers and theorists working within the sociocultural 

perspective regard stressors within the family, community, 

and culture as factors that lead the person to develop alcohol 

dependence.  

■       Treatment for alcohol problems may be derived in varying 

degrees from each of three perspectives. In biological terms, 

medications may be used to control symptoms of  with-

drawal, to control symptoms associated with co-existing 

conditions, or to provoke nausea following alcohol ingestion. 

Various psychological interventions are used, some of 

which are based on behavioral and cognitive-behavioral 

techniques. Alcoholics Anonymous is a 12-step recovery pro-

gram built on the premise that alcoholism is a disease.  

■       Stimulants have an activating effect on the nervous system. 

Amphetamines in moderate amounts cause euphoria, in-

creased confi dence, talkativeness, and energy. In higher doses, 

the user has more intense reactions and, over time, can 

become addicted and develop psychotic symptoms. Cocaine 

users experience stimulating effects for a shorter period of 

time that are nevertheless quite intense. In moderate doses, 

cocaine leads to euphoria, sexual excitement, potency, energy, 

and talkativeness. At higher doses, psychotic symptoms may 

develop. In addition to the disturbing psychological symp-

toms, serious medical problems can arise from the use of 

cocaine. Although not typically regarded as an abused sub-

stance, high levels of caffeine can cause a number of psycho-

logical and physical problems. Cannabis, or marijuana, causes 

altered perception and bodily sensations, as well as maladap-

tive behavioral and psychological reactions. Most of  the 

acute effects of cannabis intoxication are reversible, but a 

long period of abuse is likely to lead to dependence and to 

have adverse psychological and physical effects. Hallucino-

gens cause abnormal perceptual experiences in the form of 

illusions and hallucinations. Opioids include naturally occur-

ring substances (e.g., morphine and opium) as well as semi-

synthetic (e.g., heroin) and synthetic (e.g., methadone) drugs. 

Opioid users experience a rush, involving a range of psycho-

logical reactions as well as intense bodily sensations, some of 

which refl ect life-threatening symptoms, particularly during 

episodes of withdrawal. Sedatives, hypnotics, and anxiolytics 

are substances that induce relaxation, sleep, tranquility, and 

reduced awareness.  

■       Various treatment programs for people with substance-related 

disorders have emerged within the biopsychosocial perspec-

tive. Biological treatment may involve the prescription of 

substances that block or reduce cravings. Behavioral treat-

ment involves techniques such as contingency management, 

while cognitive-behavioral techniques are used to help clients 

modify their thoughts, expectancies, and behaviors associ-

ated with drug use.     
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  Aldehyde dehydrogenase 

(ALDH) 402    

  Expectancy model 399    

  Hallucinogens 413    

  Hypnotic 417    

  Korsakoff’s syndrome 398    

  Crack cocaine 409    

  Delirium tremens 402    

  Depressant 395    

  Disulfi ram 402    
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 ANSWERS TO REVIEW QUESTIONS   

 The Nature of Substance Abuse and Dependence; 
Behaviors Associated with Substance-Related 
Disorders (p. 394)  

1.      Marijuana  

2.    Substance intoxication is the temporary maladaptive 

experience of behavioral or psychological changes due to 

the accumulation of substances in the body. Tolerance is 

the phenomenon in which an individual requires larger 

and larger amounts of the substance to achieve its desired 

effects.  

3.    Dependence     

 Alcohol (p. 406)  

1.      21–25  

2.   Potentiation  

3.      The cognitive-behavioral model of relapse, in which the 

goal is to identify and prevent high-risk situations for 

relapse     

 Substances Other Than Alcohol (p. 418)  

1.      Methamphetamine provokes intense central nervous sys-

tem effects by releasing high levels of  dopamine that 

stimulate brain cells and enhance mood and body move-

ment. It causes a feeling of euphoria that leads to rapid 

addiction.  

2.      It would provide clients with interventions that modify 

their thoughts, expectancies, and behaviors associated 

with drug use, together with training in coping strategies. 

Relapse prevention strategies can also be employed.  

3.      Sedative; hypnotic       

 ANSWERS TO MINI CASE QUESTIONS   

 Substance Dependence (Alcohol) (p. 402) 

A:   Rhona shows symptoms of  tolerance, uses alcohol in 

larger amounts, spends excessive time on substance-

related activities, and continues to use alcohol despite 

knowledge of  the problems this has caused her.   

 Amphetamine Dependence (p. 408) 

A:   If  she continues to use amphetamines, Catherine is at 

risk of developing stroke, heart irregularity, kidney fail-

ure, temporary paralysis, circulatory collapse, seizures, 

and even coma.   

 Caffeine Intoxication (p. 411) 

A:   Restlessness, twitching muscles, fl ushed face, stomach 

disturbance, and heart irregularities   

 Cannabis (Marijuana) Dependence (p. 412) 

A:   Because only 40 percent of  Americans regard marijuana 

as harmful, a person such as Gary who experienced 

anxiety may have turned to the drug out of  the mis-

taken belief  that it would not interfere with his life 

plans.   

  Methadone 415    
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  Relapse prevention therapy 402    

  Sedative 417    

  Stimulant 407    

  Substance 392    

  Substance abuse 394    

  Substance dependence 394    

  Substance intoxication 393    

  Substance withdrawal 393    

  Tolerance 393    

  Wernicke’s encephalopathy 398       



  INTERNET RESOURCE 

 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6e. 

There you will fi nd more information, resources, and links to topics of interest.     
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 Hallucinogen Dependence (LSD) (p. 414) 

A:   People who use LSD can experience a number of 

 disturbing psychological symptoms and over time 

are increasingly at risk for bizarre and dangerous 

behaviors.   

 Opioid Dependence (Heroin) (p. 416) 

A:   In the brain, heroin is converted to morphine and binds 

to opioid receptors.    
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  Stories such as the one of 19-year-old 

Rosa had become all too familiar at 

the clinic, with the spreading epi-

demic of eating disorders among girls 

and young women. It was not Rosa 

who fi rst contacted me, nor was it 

one of her family members. Rather, 

Rosa’s varsity tennis coach, Joannie 

Lyons, called me that October morn-

ing to speak to me about one of her 

freshman players, who seemed to be 

“withering away.” 

  Coach Lyons acknowledged that 

she didn’t really know that much 

about Rosa, because of Rosa’s pref-

erence for remaining very private 

about her life. What she did know 

was what she had observed during 

the 5 weeks Rosa had been on cam-

pus, participating on the tennis team. 

In that brief period of time, Rosa had 

lost nearly 20 pounds and was now 

down to a weight of 87 pounds. Coach 

Lyons explained to me that, when 

she expressed her concern about 

the weight loss in mid-September, 

Rosa downplayed the issue by 

 saying that she had been having 

some problems adjusting to the cam-

pus food. 

  Two weeks later, Rosa’s weight 

continued to dwindle. When Coach 

Lyons once again asked about her 

weight loss, Rosa minimized the is-

sue and insisted that she was just 

trying to lose a few more pounds so 

that she would look better in her ten-

nis uniform. The coach didn’t buy 

this story but confronted Rosa with a 

stern statement of alarm. She went 

a step further and suspended Rosa 

from the team until she had under-

gone a complete physical examina-

tion. This brought the problem to a 

crisis point for Rosa, which led to a 

tearful admission that she had been 

starving herself and forcing herself 

to exercise several extra hours each 

day. When she did eat, she occa-

sionally induced vomiting. After I 

heard this disturbing story, I urged 

Coach Lyons to have Rosa contact 

me immediately. 

  Several days went by before I re-

ceived Rosa’s voice-mail message. 

As I listened to her faint voice, I found 

it diffi cult to understand what she 

was saying. After listening three 

times, I was able to discern the words 

“Coach Lyons suspended me, but it’s 

not my fault. She wants me to see you 

soon.” I didn’t feel particularly com-

forted by what seemed like Rosa’s 

ambivalent attitude about obtaining 

help. Having dealt with numerous 

eating-disordered clients in the past, 

I was prepared for a struggle, and 

that is initially what I encountered. 

  When Rosa came in for her fi rst 

appointment, I was taken by the fact 

that she was dressed in baggy pants 

and an oversized sweatshirt, which 

concealed her bodily profi le. Her 

face seemed gaunt, but not dra-

matically different from what I’ve 

seen among contemporary college 

women. It was clear to me that the 

task of getting things going would 

rest on my shoulders, since Rosa 

volunteered very little. In response 

to my questioning about her eating, 

Rosa initially responded with irrita-

tion in her voice. She claimed that 

she had “merely been trying to lose 

a few pounds,” because she hated 

looking “overweight.” She claimed 

that she was trying to shed all her 

“baby fat,” so that she would “feel 

better” about herself. The thought of 

going back to being a “117-pound 

hippo” was terrifying, and she was 

prepared to do everything she could 

to stay slim. With a challenging look 

and tone of voice, she asked, “Is 

there really anything wrong with 

wanting to be attractive? What’s the 

big deal?” When I asked her about 

her admitting a problem to Coach 

 Lyons, she downplayed the interac-

tion, claiming that she was simply 

trying to get the coach off her back. 

  I wasn’t sure how to respond to 

Rosa in light of the depth of her de-

nial and the rigidity of her resistance 

to accepting professional help. I 

chose to refrain from a confrontation 

with Rosa; instead, I asked if I might 

review the medical report of her 

physical examination. Reluctantly, 

she handed me Dr. Kennedy’s report, 

which I reviewed quickly. Although I 

was inclined to react strongly about 

the dramatic contents of the report, I 

remained calm and asked Rosa what 

she thought about Dr. Kennedy’s rec-

ommendation that, if she were to 

lose another 5 pounds, medical hos-

pitalization would be necessary. For 

nearly a minute, Rosa stared at me. 

In the silence of that minute, much 

was communicated. The quiet was 

punctuated by tears that began to 

fl ow down Rosa’s face, accompa-

nied by the strained words “I’m 

scared.” 

  Once the barrier of Rosa’s resis-

tance had been penetrated, she was 

prepared to tell me her story. We 

spent another 2 hours together that 

afternoon, during which Rosa told 

me about the emotional battle that 

had been going on in her thoughts 

and the havoc that had been taking 

place in her body. Apparently, in the 

months prior to coming to college, 

Rosa’s anxiety had escalated to such 

a point that she was worrying each 

day. Although many athletic scholar-

ship offers came her way, she also 

felt an inner pressure that began 

to frighten her. She explained that 

choosing a college was extremely 

diffi cult for her. Throughout her se-

nior year, she had been told that she 

was a “star.” What seemed so fl at-

tering at fi rst came to feel distress-

ing and worrisome. Would she be 

able to live up to the high expecta-

tions of others? 

  As the start of college came 

close, Rosa began to “worry about 

everything.” She feared that she 

would struggle with academic de-

mands as well as athletic pressures. 

Over the course of those months, 

she also began to see her body in 

distorted ways. Rather than seeing 

the muscular development of a pre-

mier athlete, she saw bulges that 

she equated with obesity. Distorted 

thoughts about her competence be-

came intertwined with distorted im-

ages of her body. 

  Following this intense 2-hour 

session, my initial doubts about 

 Rosa’s receptivity to psychotherapy 

faded. I came to realize that Rosa 

was opening the door to her emo-

tions, and it was important for me to 

take advantage of this special op-

portunity to help Rosa get her life 

back on track. 

    Sarah     Tobin  ,   PhD     
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   T
 he story of  Rosa Nomirez is disturbing and pro-

vocative. Why would a young woman with so much 

going for her place her physical health in such jeop-

ardy? What thoughts might have been going through the 

mind of  this talented athlete that resulted in such gross 

distortions about herself ? How did things reach such a 

dangerous point that, on a daily basis, she found herself  

unable to control a condition that was overtaking her mind 

and body? In this chapter, we will cover various conditions 

that involve a loss of  self-control. In the fi rst section, we 

will discuss conditions in which the loss of  control results 

in disorders characterized by confl icts about food, eating, 

exercise, and body image. In the second section of  the 

chapter, we will discuss the conditions in which the loss of 

control is experienced in a variety of  other ways, all of 

which are characterized by behaviors that are in response 

to seemingly irresistible impulses. Let’s turn our attention 

fi rst to eating disorders.      

 Eating Disorders  

 The psychological meaning of food extends far beyond its 

nutritive powers. It is common for people to devote many 

hours and much effort to choosing, preparing, and serving 

food. In addition to physical dependence on food, humans 

have strong emotional associations with food. Hungry peo-

ple feel irritable and unhappy; in contrast, a good meal can 

cause people to feel contented and nurtured. 

    For some people, food takes on inordinate signifi cance, 

and they fi nd themselves enslaved to bizarre and unhealthy 

rituals that revolve around the process of eating. People with 

eating disorders struggle to control their disturbed attitudes 

and behaviors regarding food, and, to the distress of those 

who are close to them, many put their lives at risk. We will 

look at two disorders associated with eating: anorexia ner-

vosa and bulimia nervosa. Although they are distinct disor-

ders, they have important similarities. Consequently, we will 

combine our discussion of  the theories and treatment of 

these disorders.  

 Characteristics of Anorexia Nervosa 

 Many people in Western society diet to lose weight at some 

point in their lives. However, people with the eating disorder 

anorexia nervosa carry this to an extreme. They develop an 

intense fear of becoming fat that leads them to diet to the 

point of emaciation. 

    Four symptoms characterize anorexia nervosa. First, peo-

ple with    anorexia nervosa    are unwilling or unable to maintain 

minimally normal weight, defi ned as weight at least 85 per-

cent of that expected for a person of that height and body 

frame. Second, people with anorexia nervosa have an intense 

fear of gaining weight or becoming fat, even if  they are 

grossly underweight. Third, they have a distorted perception 

of the weight or shape of their body, possibly denying the 

seriousness of abnormally low body weight. Fourth, postpu-

bescent females with anorexia nervosa experience amenor-

rhea, the absence of at least three consecutive menstrual 

cycles. 

    The Eating Attitudes Test (Garner, Olmsted, & Bohr, 

1982), shown in  Table 14.1 , provides a measure of  preoc-

cupation with dieting and food, bulimic behaviors, and the 

ability to control eating. This instrument has been used in 

numerous studies across a variety of  cultures to understand 

the correlates of  disordered eating as well as to identify 

individuals with eating disorder symptoms for further 

study.  

     Some anorexic individuals (restricting type) engage in 

various behaviors geared toward weight loss, such as abus-

ing laxatives or diet pills and becoming compulsive exercis-

ers. Others (binge eating/purging type) overeat and then 

force themselves to    purge,    or rid themselves of  whatever 

they have just eaten. The starvation associated with an-

orexia nervosa causes a number of  physical abnormali-

ties, such as menstrual disturbance, dry and cracking skin, 

slowed heartbeat, reduced gastrointestinal activity, and 

muscular weakness. As the self-starvation continues, the 

bodily signs of  physical disturbance become more evident. 

For example, some people with this disorder begin to grow 

fi ne, downy hair on the trunk of  the body, and for some a 

yellowing of  the skin occurs. Those who induce vomiting 

commonly experience abnormalities of  the salivary glands, 

dental enamel erosion, and scarring of  hand skin from 

contact with teeth. The extreme results of  self-starvation 

are catastrophic and include anemia, impaired kidney 

functioning, heart problems, and bone deterioration. Death 

is alarmingly common; in one carefully conducted follow-up 

study spanning a 35-year period, the mortality estimate was 

4.4 percent (Millar et al., 2005). Although the majority of 

deaths from anorexia nervosa occur in young adults, a 

Norwegian study of  anorexia nervosa–related deaths found 

that a substantial portion, perhaps as high as 40 per cent, 

occurred in people age 65 and older (Reas et al., 2005). 

Approximately 15 percent of  women with an eating disor-

der attempt suicide (Franko et al., 2004). 

    The word  anorexia  literally means “without appetite,” 

a somewhat misleading term in light of  the fact that loss 

of  appetite is not the key feature of  this disorder, at least 

not initially. On the contrary, people with this disorder are 

very interested in eating and having normal appetites, 

although they have diffi culty reading their hunger cues. 

Some anorexic individuals go to great lengths to prepare 

high-calorie meals and baked goods for other people, tak-

ing great delight in handling the food as they prepare it. 

Others develop compulsive rituals involving food. For ex-

ample, they may hide food around the house, eat meals in 

a ritualistic fashion, and take many hours to eat a small 

portion of  food. Aware of  how unusual such behaviors will 

seem to others, they go to extremes to conceal their eccen-

tric eating habits. 



 TABLE 14.1   Eating Attitudes Test—Eating Disorder     

  The Eating Attitudes Test (EAT-26) was the screening instrument used in the 1998 National Eating Disorders Screening pro-
gram. The EAT-26 is probably the most widely used standardized measure of symptoms and concerns characteristics of eating 
disorders. The EAT-26 alone does not yield a specifi c diagnosis of an eating disorder. Neither the EAT-26 nor any other 
screening instrument has been established as highly effi cient as the sole means for identifying eating disorders. However, stud-
ies have shown that the EAT-26 can be an effi cient screening instrument as part of a two-stage screening process in which 
those who score at or above a cutoff score of 20 are referred for a diagnostic interview. If you score above 20 on the 
EAT-26, please contact your doctor or an eating disorders treatment specialist for a follow-up evaluation.  

  Age  Sex: F  M  Height:  Current weight:   

  Highest weight:  Lowest adult weight:   

   Education: If currently enrolled in college/university, are you a:   

  Freshman  Sophomore  Junior  Senior  Grad student   

   If not enrolled in school, level of education completed:   

  Jr. high/middle school  High school  College  Postcollege   

   Ethnic/racial group:   

  African American  Asian American  European American  Hispanic   

  American Indian  Other   

   Do you participate in athletics at any of the following levels:   

  Intramural  Intercollegiate  Recreational  High-school teams   

                    Please Circle a Response for Each of the Following Statements:  

  Question   Always   Usually   Often   Sometimes   Rarely   Never  

     1. Am terrifi ed about being overweight   3   2   1   0   0   0  

   2. Avoid eating when I am hungry   3   2   1   0   0   0  

   3. Find myself preoccupied with food   3   2   1   0   0   0  

   4.  Have gone on eating binges where I feel I 
may not be able to stop   3   2   1   0   0   0  

   5. Cut my food into small pieces   3   2   1   0   0   0  

   6. Aware of the calorie content of foods I eat   3   2   1   0   0   0  

   7.  Particularly avoid food with a high carbohydrate
content (bread, rice, potatoes, etc.)   3   2   1   0   0   0  

   8. Feel that others would prefer if I ate more   3   2   1   0   0   0  

   9. Vomit after I have eaten   3   2   1   0   0   0  

  10. Feel extremely guilty after eating   3   2   1   0   0   0  

  11. Am preoccupied with a desire to be thinner   3   2   1   0   0   0  

  12. Think about burning up calories when I exercise   3   2   1   0   0   0  

  13. Other people think I’m too thin   3   2   1   0   0   0  

  14.  Am preoccupied with the thought of having fat 
on my body   3   2   1   0   0   0  

  15. Take longer than others to eat my meals   3   2   1   0   0   0  

  16. Avoid foods with sugar in them   3   2   1   0   0   0  

  17. Eat diet foods   3   2   1   0   0   0  

  18. Feel that food controls my life   3   2   1   0   0   0  

  19. Display self-control around food   3   2   1   0   0   0  

(continued)
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 TABLE 14.1   Eating Attitudes Test—Eating Disorder    (continued)

  Question   Always   Usually   Often   Sometimes   Rarely   Never  

  20. Feel that other people pressure me to eat   3   2   1   0   0   0  

  21. Give too much time and thought to food   3   2   1   0   0   0  

  22. Feel uncomfortable after eating sweets   3   2   1   0   0   0  

  23. Engage in dieting behavior   3   2   1   0   0   0  

  24. Like my stomach to be empty   3   2   1   0   0   0  

  25. Have the impulse to vomit after meals   3   2   1   0   0   0  

  26. Enjoy trying new rich foods   0   0   0   1   2   3  

        Please Respond to Each of the Following Questions:  

        1.    Have you gone on eating binges where you feel that you may not be able to stop?  

(Eating much more than most people would eat under the circumstances.) No  Yes   

If yes, on average, how many times per month in the last 6 months?   

   2.    Have you ever made yourself sick (vomited) to control your weight or shape? No  Yes 

  If yes, on average, how many times per month in the last 6 months?   

   3.    Have you ever used laxatives, diet pills, or diuretics (water pills) to control your weight or shape? No  Yes   

If yes, on average, how many times per month in the last 6 months?   

   4.    Have you ever been treated for an eating disorder? No  Yes , If yes, when?   

   5.    Have you recently thought of or attempted suicide? No  Yes , If yes, when?      

          Scoring System for the EAT-26  

    Responses for each item (1–26) are weighted from zero to three, with a score of 3 assigned to the responses farthest in the 
“symptomatic” direction, a score of 2 for the immediately adjacent response, a score of 1 for the next adjacent response, and 
a 0 score assigned to the three responses farthest in the “asymptomatic” direction.  

   Total Score: Add the values circled for questions 1–26    EAT Score 
above:  TOTAL  _________  

  Items are assigned to three subscales as follows:    

   Dieting subscale items:  1, 6, 7, 10, 11, 12, 14, 16, 17, 22, 23,  Subscale Score:
24, 25     _________  

   Bulimia and food preoccupation subscale items:  3, 4, 9,  Subscale Score:
18, 21, 26     _________  

   Oral control subscale items:  2, 5, 8, 13, 15, 19, 20   Subscale Score: 
 To determine subscale scores, add together all item scores for that  _________
particular subscale.    

   Source: From D. M. Garner, M. P. Olmsted, and Y. Bohr (1982). “The Eating Attitudes Test: Psychometric Features and Clinical Correlates,”  Psychological Medicine,  12, 
pp. 871–878. Reprinted with permission of Cambridge University Press. 

    Body image disturbance is a core feature of anorexia 

nervosa. As anorexics look in the mirror, they see an obese 

person, rather than the skin and bones so evident to everyone 

else. In fact, family members of people with this disorder 

experience a great deal of frustration, because they are unable 

to convince them that they are actually horrendously thin. 

    Estimates of  the prevalence of  this disorder range from 

a low of 0.5 percent to a high of  3.7 percent in women, 

depending on whether diagnostic criteria are narrowly or 

broadly defi ned. Apart from differences in the basis for 

these estimates, it is also likely that there is a spectrum of 

anorexic syndromes in women. Along this spectrum, certain 

forms of  the disorder show familial patterns of  inheritance, 

as well as comorbidity with obsessive-compulsive disorder 

and social phobia. Even many people without one of these 

disorders have a tendency to be anxious, perfectionistic, and 

 cautious. Many of the individuals who have an eating disor-

der in adulthood report having the symptoms of an anxiety 



R E A L  S T O R I E S

 TRACEY GOLD: EATING DISORDER 

  M
 ost contemporary college stu-
dents are well aware that eat-
ing disorders have become 

epidemic, particularly among female 
 adolescents. Experts analyzing the 
 reasons for this social problem often 
 focus on media images of celebrities that 
idealize extremely thin bodies. Girls who 
are struggling to defi ne their identity 
 during the turbulent years of  adolescence 
commonly emulate the behavior and 
look of these media idols. Although ru-
mors abound that many of these celebri-
ties achieved their emaciated fi gures by 
means of self-starvation, few have been 
willing to share their stories. Tracey Gold 
is one celebrity, however, who did speak 
openly about her struggle with anorexia. 
During the 7 years when Gold starred 
in the popular television series  Growing 
Pains,  she was adored by  millions of peo-
ple who admired her character, her style, 
and her beautiful looks. Little did they 
know that beneath the surface were inner 
turmoil and  medical danger. 
  Gold’s life story seems like it is 
straight from a novel or movie. She 
grew up in southern California in a 
tightly knit family that included four 
younger sisters. Because her father 
owned a talent agency, Gold was sur-
rounded for much of her youth by fa-
mous actors and  actresses. Within this 
world of celebrities, Gold had access 
to many opportunities, and at age 5 
she began making television commer-
cials and movies. Her fame skyrocketed 
during the years she played the role 
of bookish Carol Seaver on  Growing 
Pains.  Those years were thrilling, yet 
 demanding,  particularly in light of the 
challenges she experienced trying to 
balance her acting career and her 
 academic responsibilities as a high 

school student who was also diagnosed 
with ADHD. 
        At age 12, Gold developed eating 
issues that were serious enough to catch 
the attention of her pediatrician, who 
 diagnosed her as having  anorexia 
 nervosa. With good medical attention, 
she recovered and was fi ne throughout 
much of her adolescence. However, 
when she was 19, the producers of 
 Growing Pains  instructed her to lose  20 
pounds. Gold went on an  extreme diet, 
and her weight plunged from 133 
pounds to 113. She then felt unable to 
stop dieting, and her eating disorder re-
appeared. Gold was exhausted, often 
sick, and felt dizzy when she stood up. 
In 1992 her weight had plunged to 90 
pounds, and she was forced to leave 
the show to seek medical attention. Fol-
lowing some therapeutic intervention, 
Gold’s weight stabilized for a few 
months, but once again fell dangerously 
low, to  83 pounds, and her emotions 
took a  similarly worrisome downturn. 
Her mother noticed that her daughter 

had stopped laughing and had begun 
to  experience terrible mood swings. This 
caused so much alarm in Gold’s mother 
that she would sneak into her bedroom 
during the night to check Tracey’s pulse 
and make sure that she was still 
 breathing. A turning point came for 
Gold one day when she looked into a 
mirror, saw how thin she was, and 
 realized that she did not want to die. 
  Before Gold developed anorexia 
 nervosa, the  Growing Pains  writers 
 occasionally poked some fun at her char-
acter’s “chubbiness,” even though she 
was certainly not overweight. This kind 
of humor made Gold extremely uncomfort-
able during the time that her body was 
going through the changes of puberty. 
She explains: “I would call the produc-
ers, and I’d say, ‘You’ve got to take it out, 
I can’t rehearse with it, it’s hurting me 
and I have a real problem with this and 
maybe I’m oversensitive to it, maybe it’s 
funny, but I’m not fi nding it funny.’” 
  When she was struggling with 
 anorexia nervosa, Gold obsessed over 

   Tracey Gold in her anorexic and post-anorexic states. 
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R E A L  S T O R I E S

 TRACEY GOLD  (continued)  

disorder in childhood prior to the onset of  their eating 

 disorder (Kaye et al., 2004). 

    Although these statistics indicate that the problem of 

eating disorders is a serious one, research on the long-term 

duration of  eating disorders offers some hope. Heatherton 

and his colleagues (Heatherton et al., 1997; Vohs, Heather-

ton, & Herrin, 2001) conducted a 10-year longitudinal 

study in which they found that rates of  eating-disordered 

behavior in women dropped by more than half  over that 

period. Maturing into adulthood and escaping from intense 

social pressures that emphasize thinness among college 

women seem to make the difference. However, eating dis-

orders still affl icted one-fi fth of  women and more than half  

the men in the study after 10 years. Body image problems 

can persist not only into early adulthood (Rizvi, Stice, & 

Agras, 1999) but even into old age. Middle-aged women in 

one study exhibited high scores on a measure of  drive for 

thinness and older women possessed disordered body images 

similar to those of  young women (Lewis & Cachelin, 2001). 

In a 5-year study examining the persistence of  bulimia, 

33 to 50 percent of  the sample still exhibited a clinical eat-

ing disorder, with 10 to 25 percent still suffering from buli-

mia at the study’s end. History of  childhood obesity, degree 

of  overvaluation of  shape and weight, and level of  social 

maladjustment were all shown to be predictors of  persis-

tent disordered eating (Fairburn et al., 2003). With the 

aging of  the baby-boomer generation and the preoccupa-

tion with a youthful appearance that many possess, it is 

likely that patterns of  disordered body image will become 

increasingly prevalent (Whitbourne & Skultety, 2006).   

 Characteristics of Bulimia Nervosa 

 People with the eating disorder known as    bulimia nervosa

alternate between the extremes of eating large amounts of food 

in a short time and then compensating for the added calories 

by vomiting or other extreme actions. Episodes of  overeat-

ing are known as    binges    and are characterized by (1) eating 

an amount of  food within a 2-hour period that is much 

greater than most people would eat under similar circum-

stances and (2) feeling a lack of  control over what or how 

much is being eaten. People with bulimia nervosa also engage 

 in inappropriate behaviors that are intended to prevent weight 

gain. Those with the    purging type    try to force out of  their 

bodies what they have just eaten; to do this, they induce 

 vomiting, administer an enema, or take laxatives or diuretics. 

Those with the    nonpurging type    try to compensate for what 

they eat by fasting or engaging in excessive exercise. In both 

anything she ate, as is evident from  
this quote: “I had a cup of cereal for 
breakfast and a cup of cereal for lunch 
and a cup is 100 calories and, like, 
one gram of fat. An apple has no 
 fat. . . .” Gold realized that although 
food may seem to be the main issue, 
anorexia often is a symptom of other 
problems. Some people with anorexia 
become focused on what they perceive 
to be the benefi ts of their engaging in 
this disordered eating behavior. For 
 example, Gold yearned for a sense of 
security in her life, which she felt that 
she received when she became a frail 
and childlike girl whom others wanted 
to take care of. Tracey explains,

  If you’ve gone through what I’ve 
gone through, you would know that 
it’s not so simple as eating; it has 
nothing nearly to do with food . . . 
there’s a security in it because  

you’re taken care of and protected 
because you look frail and break-
able and I get cold easily. I’m not 
 really a comfortable body  to be in 
right now, physically, but emotionally 
it’s my security blanket.   

  Gold felt that her eating disorder 
 gave her some control over her family 
and producers. The importance of con-
trolling her own life became increasingly 
 signifi cant to Gold, despite the irony 
that she was so out of control in terms of 
what was happening to her body. 
  In characterizing the experience of 
anorexia, Gold states,

  I used to explain it like you’re 
 drowning, and my hand was reach-
ing above the surface and I was just 
trying to get somebody to help me. 
The hardest thing with this disease 
is that there is no real cure. . . . You 
can’t feel pretty, there’s no way you’re 

going to feel good; it’s  uncomfortable. 
I couldn’t sleep. I couldn’t lie down.   

 She also describes the turning point in 
her battle with the disease:

  I looked in the mirror and I didn’t 
have any clothes on and I was 
scared. . . . I saw what I saw in pic-
tures of people that I’ve seen die of 
anorexia. So that’s what scared me. 
I saw myself actually dying of  it. . . . 
I was a skeleton. I would move and 
I would get a bruise. I  had to go to 
the doctor because I had all these 
bumps all along my hip area. . . . 
I’m still afraid but  every day I’m less 
afraid. I feel the most free that I have 
felt in a long time.   

 Source: From Tracey Gold in  Tracey’s Diary,  pro-
duced by Shelly Ross; edited by Jack Pyle. Interview 
by Diane Sawyer, ABC News 20/20.  Reproduced 
with permission. 



cases, these individuals get caught up in a vicious cycle of 

binging, followed by desperate attempts to cleanse them-

selves of the foods that were so gratifying during the eating 

episode. Following the purging, hunger returns and the cycle 

begins again. 

    Many people fi nd it diffi cult to imagine what would 

motivate someone to engage in behaviors that are usually 

regarded as disgusting. Again, it is important to keep in mind 

that this is a disorder in which an individual feels out of 

control. Resisting the urge to binge seems impossible. The indi-

vidual derives satisfaction from relieving the ensuing feelings 

of discomfort. Most individuals with bulimia nervosa prefer 

to use vomiting in order to gain this relief. Over time, the 

vomiting behavior may become a goal in itself, because for 

many of these individuals it begins to provide an odd sort of 

pleasure. Experienced individuals can induce vomiting at will. 

    Although some people have both anorexia nervosa 

and bulimia nervosa, two critical features distinguish these 

   Nancy’s case of bulimia nervosa is so severe that she feels 
that preoccupation with food has taken control of her thoughts 
and behaviors. Despite health problems including extreme den-
tal decay, she feels frequently driven to binge and purge. 
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Mini Case

  ANOREXIA NERVOSA 

 Lorraine is an 18-year-old fi rst-year college student who, since 
leaving home to go to school, has been losing weight steadily. 
Initially, Lorraine wanted to lose a few pounds, thinking this 
would make her look sexier. She stopped eating at the cafete-
ria, because they served too many starchy foods, choosing 
 instead to prepare her own low-calorie meals. Within  2 months, 
she became obsessed with dieting and exercise and with a 
fear that she might gain weight and become fat. She stopped 
menstruating, and her weight dropped from 110 to 80 pounds. 
Regardless of the repeated expressions of concern by her 
friends that she appeared emaciated, Lorraine insisted that 
she was fat. When Lorraine went home for Thanksgiving 
break, her parents were so alarmed that they insisted she go 
for professional help.  

 Diagnostic Features 
 People with anorexia nervosa fall into two groups (restrict-
ing type and binge eating/purging type) with the following 
characteristics:

 ■      They refuse to maintain body weight at or above minimally 
normal weight for their age and height.  

■        They have an intense fear of gaining weight or becoming 
fat, even though they are underweight.  

■        They experience a disturbance in the way they experience 
body weight, or their self-evaluation is unduly infl uenced by 
body weight or shape, or they deny the seriousness of their 
defi cient weight.  

■        Females who are beyond puberty miss at least three con-
secutive menstrual cycles.    

Q:   What behaviors of Lorraine’s are symptoms of anorexia 
 nervosa?   

disorders. The fi rst is body image. People with anorexia ner-

vosa have very distorted perceptions of their body size. Even 

when close to a chronic state of  starvation, anorexics see 

themselves as overweight. People with bulimia nervosa have 

an accurate body perception but still worry about gaining 

weight. The second difference is the amount of weight that 

the individual has lost. People with anorexia nervosa weigh 

signifi cantly below the norm for height and build, whereas 

many people with bulimia nervosa have weight that is aver-

age or above average. 

    Many medical complications commonly develop in indi-

viduals with bulimia nervosa. The most serious of these prob-

lems are the life-threatening complications associated with 

purging. For example, ipecac syrup, the medication that is 

used to induce vomiting in people who have swallowed a poi-

sonous substance, has severe toxic effects when taken regu-

larly and in large doses by people with eating  disorders. These 

effects occur throughout the gastrointestinal, cardiovascular, 

and nervous systems. Dental decay, which results from recur-

rent vomiting, is common, as cavities develop and teeth take 

on a ragged appearance. The salivary glands become enlarged, 

and skin calluses develop on hands that brush against teeth 

in the vomiting process. In females, menstrual irregularity is 

common. Toxic effects can also result from the laxatives, 
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diuretics, and diet pills that bulimics use to induce weight 

loss. Some with bulimia nervosa also engage in harmful behav-

iors, such as using enemas, regurgitating and then rechew-

ing their food, or overusing saunas in efforts to lose weight. 

In addition to the effects of  dehydration caused by binging 

and purging, the bulimic individual runs the risk of  perma-

nent gastrointestinal damage, fl uid retention in the hands 

and feet, and destruction of the heart muscle or collapse of 

the heart valves. 

    Diagnosable cases of  bulimia nervosa are relatively 

uncommon (1 to 2 percent of high-school and college women 

and 0.2 percent of  college men), yet a disturbingly large 

 percentage of  young people have some symptoms of  this 

disorder. Stice and his colleagues (Stice, Killen, Hayward, & 

Taylor, 1998) have found that, for girls, the age of highest 

risk for the development of  binge behavior is around 16, 

while it is nearly 2 years later, around age 18, that purging 

is most likely to develop. These researchers believe that it 

takes approximately that long for teens who get caught up 

in dieting/binge eating behavior to abandon dieting in favor 

of more extreme weight loss measures, such as vomiting. 

    Compared to the attention given to the study of eating 

disorders in girls and women, relatively little research has 

taken place involving males, yet investigations have turned 

up some interesting fi ndings. Among a group of 135 males 

hospitalized for eating disorders at Massachusetts General 

Hospital between 1980 and 1994, 62 (46 percent) had  bulimia 

nervosa, 30 (22 percent) anorexia nervosa, and the remaining 

43 (32 percent) an unspecifi ed eating disorder. Researchers 

uncovered interesting data about sexual  orientation among 

these patients, with 42 percent of  the bulimic individuals 

identifying themselves as either homosexual or bisexual and 

58 percent of the anorexic patients considering themselves 

asexual. As is the case with eating- disordered females, many 

of the males also had co-existing psychological disorders, 

such as major depressive disorder (54 percent), substance abuse 

(37 percent), and personality disorder (26 per cent) (Carlat, 

Camargo, & Herzog, 1997). 

    In a large-scale Canadian investigation, men with eating 

disorders were found to be more similar to women with eat-

ing disorders than to men who had no history of dysfunc-

tion (Woodside et al., 2001). Although the prevalence may 

be very different, then, it appears likely that the core distur-

bance in eating disorders may transcend gender. 

    Mini Case 

 BULIMIA NERVOSA 

 Cynthia is a 26-year-old dance teacher who has struggled with 
her weight since adolescence. A particular problem for Cynthia 
has been her love of high-calorie carbohydrates. She regularly 
binges on a variety of sweets and then forces herself to vomit. 
Over the years, Cynthia has developed a number of physical 
problems from the frequent cycles of binging and purging. She 
recently went to her physician, complaining of severe stomach 
cramps that had bothered her for several weeks.  

 Diagnostic Features 
 People with bulimia nervosa fall into two groups (purging type 
or nonpurging type) with the following characteristics:

 ■    They engage in recurrent episodes of binge eating that are 
characterized by (1) eating an amount of food in a 2-hour 
period that is substantially larger than what most people 
would eat and (2) experiencing a lack of control over  eating 
during these episodes.  

■    They engage in recurrent compensatory behavior aimed 
at preventing weight gain (e.g., self-induced vomiting, 
fasting, excessive exercise, or misuse of laxatives, diuret-
ics, or enemas).  

■      The binge eating and compensatory behaviors both occur 
on average at least twice a week for 3 months.  

■      Their self-evaluation is unduly infl uenced by body weight 
and shape.    

 Q:  What food choice of Cynthia is unlikely to be consumed 
by a person with anorexia nervosa?   

   Anorexia nervosa has become increasingly common among males, for 
whom self-starvation can have devastating, potentially fatal, effects. 



     Theories and Treatment of Eating Disorders 

 Food is important to us for biological, psychological, and so-

ciocultural reasons. In explanations of the development of 

eating disorder, each of these factors is seen as playing an 

important role. Clearly, this is an area within the fi eld of ab-

normal psychology to which a biopsychosocial perspective 

aptly applies.  

 Theories   Evidence is accumulating that suggests that people 

with eating disorders have altered dopamine and serotonin 

neurotransmitter systems. Abnormalities in dopamine recep-

tors have been identifi ed in people with eating disorders, refl ect-

ing an inherited vulnerability (Bergen et al., 2005; Levitan 

et  al., 2004; Shinohara et al., 2004). Dopamine, which plays a 

role in feelings of reward and pleasure related to food, could 

therefore be involved in binge eating. Serotonin, in particular, 

seems to play a role in the regulation of feelings of hunger or 

satiety. A defi ciency of serotonin appears to be related to feel-

ings of hunger (leading to binging), and an excess is related to 

feelings of fullness (leading to anorexia). 

  From the psychological perspective, eating disorders are 

seen as developing in young people who suffer a great deal 

of inner turmoil and pain and become obsessed with bodily 

issues, often turning to food for feelings of comfort and nur-

turance. Individuals with eating disorders tend to have diffi -

culty understanding and labeling their emotions, and over 

time they learn that eating can provide a means for dealing with 

unpleasant and unclear emotional states (Leon, Fulkerson, 

Perry, & Early-Zald, 1995). In trying to understand the devel-

opment of  an eating-disordered response to inner pain, 

researchers have been particularly interested in the fact that 

some women with bulimia nervosa have a history of being 

abused sexually or physically during childhood (Katerndahl, 

Burge, & Kellogg, 2005). Researchers studying connections 

between the experiences of being hurt during childhood and 

self-infl icted bodily harm later in life are beginning to under-

stand possible biochemical links between childhood abuse 

and eating disorders. Both appear to involve serotonin dis-

turbances, but abuse also appears to be linked to reductions 

in cortisol, the stress hormone (Steiger et al., 2001). 

  Cognitive factors are considered relevant within the psy-

chological perspective as an explanation of eating disorders. 

According to cognitive theories, over time people with eating 

disorders become trapped in their pathological patterns be-

cause of  a resistance to change that commonly character-

izes their thought processes (Mizes & Christiano, 1995). 

They avoid problems rather than resolve them; they resort 

to wishful thinking rather than realistic appraisal; and they 

tend not to seek social support, even when they are in seri-

ous trouble (Troop, Holbrey, Trowler, & Treasure, 1994). For 

both boys and girls, negative affect also plays a role in mod-

erating the relationship between concerns about body size 

and bulimic behavior (Ricciardelli & McCabe, 2001). 

  The pursuit of emotional comfort through eating may also 

be seen as a desperate expression of the individual’s unresolved 

feelings of dependency on his or her parents (Bornstein & 

Greenberg, 1991). The personality trait of dependency along 

with obsessiveness appears to be closely related to bulimic 

symptoms (Rogers & Petrie, 2001). Along related theoretical 

lines, women with eating disorders have been found to have an 

insecure, anxious style of attachment along with more symp-

toms of  separation anxiety disorder in childhood (Troisi, 

Massaroni, & Cuzzolaro, 2005). Among women with bulimia 

nervosa who have personality disorders, borderline personality 

disorder is the most common, as it is among women with the 

binging/purging type of anorexia nervosa (Sansone,  Levitt, & 

Sansone, 2005). It appears, then, that people in a certain sub-

group of individuals with eating disorders have fundamental 

diffi culties in the development of their identities. 

  Our discussion of the individual’s confl ict over separation 

from the family is an appropriate lead-in to a consideration 

of family theories within the sociocultural perspective. A tra-

ditional view of family systems theorists has been that some 

girls develop anorexia nervosa in an effort to assert their inde-

pendence from an overly involved family (Minuchin, Rosman, 

& Baker, 1978). According to this view, girls who feel that their 

families are standing in the way of their becoming au tonomous 

develop abnormal eating patterns as a way to become sepa-

rated from their parents. Other disturbances in the family may 

also contribute to the development of eating disorders, includ-

ing a family that is chaotic, incapable of resolving confl ict, 

unaffectionate, and unempathic to the child’s needs (Strober & 

Humphrey, 1987). The family environment can also infl uence 

the evolution of an eating disorder; that is, a person’s moving 

from anorexia to bulimia and vice versa. Women with anorexia 

nervosa living in families characterized by a high degree of 

criticism have a greater likelihood of eventually developing 

bulimia nervosa. In contrast, women with bulimia living in 

family environments characterized by alcohol abuse and depen-

dence are more likely to also develop anorexia (Tozzi et al., 

2005). 

  From a broader sociocultural perspective, a primary infl u-

ence on the development of eating disorders is society’s atti-

tudes toward eating and diet. Society’s idealization of thinness 

leads many adolescent girls to equate beauty with a slim fi gure. 

As an adolescent girl matures, she reads magazines, talks to 

her friends, and watches television and movies, repeatedly con-

fronting the glamorization of thinness. All of this is happening 

during a period of development in which individuals become 

preoccupied with the way they are perceived by others, a 

concept called the social self (Striegel-Moore, Silberstein, & 

Rodin, 1993). Those who feel inadequate about their appear-

ance develop a social self that focuses inordinately on inade-

quacies of their body. This relationship between body image 

dissatisfaction and social anxiety presumably serves as the 

basis from which eating disorders emerge. Interestingly, 

although eating disorders are thought of as affl icting primarily 

White, middle- or upper-middle class girls, a large-scale 

study of Latina teenagers revealed prevalence rates of eating 

disorder–related variables comparable to those of the U.S. 

population as a whole (Granillo, Jones-Rodriguez, & Carvajal, 
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2005). Disturbed eating patterns in the form of self-starvation 

have even been observed to occur in remote areas of Ghana, 

where the pressure to be thin is not culturally transmitted 

(Bennett, Sharpe, Freeman, & Carson, 2004). Nevertheless, 

researchers regard young White females or highly acculturated 

ethnic minority females as being at highest risk for eating dis-

orders (Jacobi et al., 2004). 

  Each of the two major forms of eating disorder develops, 

then, as the result of a complex interaction among biological, 

psychological, and sociological factors ( Table 14.2 ). In the case 

of anorexia nervosa, it seems that biological factors, dieting, 

and psychosocial infl uences come together and set the stage for 

developing this disorder. Once the stage is set, the individual 

becomes trapped in a cycle of physiological changes that leads 

to the desire for more dieting and weight loss. For those with 

bulimia nervosa, physiological infl uences also play a prominent 

role in the maintenance of binging and purging behaviors. The 

extreme behaviors of excessive food intake followed by purging 

provoke neurochemical changes that cause the individual to 

become addicted to these abnormal eating patterns (Heebink 

& Halmi, 1994). Clients who show the greatest improvement 

initially in terms of reducing the frequency of purging are the 

most likely to benefi t from treatment, maintaining their gains 

for at least an 8-month period (Fairburn et al., 2004).  

    Treatment   Given the multiple perspectives on the causes of 

eating disorders, it follows that effective treatment usually 

requires a combination of approaches. It is clear from a bio-

psychosocial perspective that psychotherapy is necessary in 

treating people with eating disorders. Christopher Fairburn 

and his colleagues at Oxford University compared three inter-

ventions for people with bulimia nervosa: cognitive-behavioral 

therapy, behavioral therapy, and focal interpersonal therapy 

in which emphasis was placed on current interpersonal prob-

lems rather than the eating disorder. At the 1-year followup, 

86 percent of the clients treated with behavioral therapy tech-

niques still had bulimia nervosa, compared with only 37 per-

cent of those treated with cognitive-behavioral therapy and 

28 percent of those treated with focal interpersonal therapy 

(Fairburn, 1997). Similar fi ndings regarding the effi cacy of 

both cognitive-behavioral therapy and interpersonal ther-

apy have been reported by Stewart Agras and his colleagues 

at Stanford University (Agras & Apple, 1998). For both 

cognitive-behavioral therapy and interpersonal therapy, the 

quality of  the therapeutic alliance is an important key to 

the success of  the intervention (Loeb et al., 2005). 

  The techniques of cognitive-behavioral therapy for the 

treatment of eating disorders are fairly straightforward. As pro-

posed by Fairburn (1997), the treatment involves 12 elements 

for each disorder. Building on a good therapeutic relationship, 

the clinician teaches the client self-monitoring techniques, an un-

derstanding of the cognitive model, the importance of weekly 

weighing and regular eating patterns, and other techniques 

designed to bring about healthy eating habits. The client learns 

self-control strategies, problem- solving techniques, cognitive 

restructuring, and ways to prevent relapse. 

  Interpersonal therapy uses techniques similar to those 

used for treating depression, with a focus on helping the  client 

cope with stress in interpersonal situations and with feelings 

of low self-esteem. The client learns to recognize emotions as 

triggers of disordered eating, particularly binge eating. Pre-

sumably, interpersonal therapy can reduce these emotional 

triggers (Agras & Apple, 1998). Unfortunately, even among 

women who recover from an eating disorder in adolescence, 

diffi culties in adjustment and self-image may persist for several 

years (Striegel-Moore, Seeley, & Lewinsohn, 2003). 

  Group therapy can also be helpful in the treatment of 

eating disorders, although success rates fall well below those 

of individual therapy (Thompson-Brenner, Glass, & Westen, 

2003). In cognitive-behavioral groups, clients receive help in 

changing their thoughts and behaviors concerning eating. 

 TABLE 14.2   Main Risk Factors for 
Anorexia Nervosa and Bulimia Nervosa     

  General Factors  

    Female  

  Adolescence and early adulthood  

  Living in a Western society  

   Individual-Specifi c Factors   

   Family history      

  ■   Eating disorder of any type  

■   Depression  

■   Substance misuse, especially alcoholism (bulimia nervosa)  

■   Obesity (bulimia nervosa)     

   Premorbid experiences   

■      Adverse parenting (especially low contact, high 
 expectations, parental discord)  

■   Sexual abuse  

■   Family dieting  

■   Critical comments about eating, shape, or weight from 
family and others  

■   Occupational and recreational pressure to be slim     

   Premorbid characteristics   

■      Low self-esteem  

■   Perfectionism (anorexia nervosa and to a lesser extent 
bulimia nervosa)  

■   Anxiety and anxiety disorders  

■   Obesity (bulimia nervosa)  

■   Early menarche (bulimia nervosa)       

 Source: From C. G. Fairburn and P. J. Harrison (2003). “Eating Disorders,”  Lancet,  
361(9355), pp. 407–416. Reprinted by permission of Elsevier, via RightsLink. 



Self-help manuals, focusing on specifi c symptoms of bulimia 

or on self-assertion skills, have been shown to reduce the 

frequency of symptoms among those placed on treatment 

waiting lists (Carter et al., 2003). 

  Within the sociocultural perspective, interventions incor-

porating a family component are used for clients with eating 

disorders who are still in their teens and whose condition has 

been relatively brief in duration (Wilson, Grilo, & Vitousek, 

2007). Some therapists have found a multifamily therapy group 

to be particularly effective for eating disorders. In this type of 

therapy, several families participate in group sessions simulta-

neously. One positive factor in this intervention is the reduction 

of feelings of stigmatization and isolation that occur when a 

family member suffers from an eating disorder (Schmidt & 

Asen, 2005). Although medications, particularly antidepres-

sants, have been commonly used in treating people with eating 

disorders, researchers have begun to question the effi cacy of 

medications. In one randomized controlled study comparing 

fl uoxetine to placebo in nearly 100 patients with anorexia ner-

vosa over a 1-year period in which cognitive-behavioral treat-

ment was provided, medication proved no more effective than 

the placebo in symptom reduction (Walsh et al., 2006). 

  In conclusion, eating disorders are conditions in which 

there is a complex interaction of biological, psychological, and 

sociocultural factors. Unlike some disorders we have discussed, 

in which biology seems to set the stage for the disorder, eating 

disorders seem more likely to arise as a result of interpersonal 

and intrapersonal confl ict. Interpersonal infl uences, most nota-

bly within the family system and the peer network, evoke 

intense concerns about body image and attractiveness. Dis-

torted self-perception and disturbed thinking compound the 

problem, and in time bodily changes become part of the over-

all picture. Biopsychosocial intervention approaches bring 

together techniques from all three spheres. In the biological 

sphere, the treatment may involve medication, but not necessar-

ily. What is necessary, however, is a medical component that 

focuses on healthy bodily functioning and eating behaviors. The 

most effective psychological techniques are those targeting dis-

torted thinking and perception. The sociocultural component 

may include family or group therapy. Aggressive intervention, 

especially at an early stage of eating-disordered behavior, can 

change the course of these potentially devastating disorders.      

 Impulse-Control Disorders  

 We will turn our attention now to a set of  disorders in 

which people repeatedly lose control of  behavior in response 

to irresistible impulses. Most people have had experiences 

involving impulses to do something they later regretted. 

Some people yell at drivers who cut them off  in traffi c; oth-

ers yell angrily at people who are annoying them. These are 

relatively common responses, although they can be disturb-

ing or even dangerous at times. However, imagine behaviors 

that are repeatedly taken to an extreme, which a person feels 

unable to control. In this section, we will discuss disorders 

that are characterized by a seeming inability to resist the 

urge to engage in certain unacceptable and harmful behav-

iors. These disorders involve disturbances in the ability to 

regulate an    impulse   —an urge to take an action. People with 

impulse-control disorders    repeatedly engage in behaviors that 

are potentially harmful, feeling unable to stop themselves 

and experiencing a sense of  desperation if  they are thwarted 

from carrying out their impulsive behavior. Impulsive behav-

ior in and of  itself  is not necessarily harmful; in fact, we all 

act impulsively on occasion. Usually our impulsive acts have 

no ill effects, but in some instances they may involve risk. 

 Consider the following example. While walking through a 

clothing store, Yolanda decides on the spur of  the moment 

to charge an expensive sweater that is beyond her budget; 

she may regret her decision later, but few serious conse-

quences will result. Were Yolanda to use all her fi nancial 

resources to buy an expensive sports car, the consequences 

would be  considerably more serious. This pattern of  “com-

pulsive buying,” although not a diagnosis in the  DSM-IV-

TR,  gives you a sense of  what the impulse-control disorders 

are like. In fact, some researchers have studied compulsive 

buying and have found that 2 to 8 percent of  U.S. adults, 

most of  whom are women, experience irresistible urges to 

shop and spend to the point of  incurring serious debt 

(Black, 2001).  

     Impulse-control disorders have three essential features. 

First, people with these disorders are unable to refrain from 

acting on impulses that are harmful to themselves or others. 

Some people attempt to fi ght their impulses, and others give 

in when they feel the urge to act. The act can be either spon-

taneous or planned. Second, before they act on their impulses, 

people with these disorders feel pressured to act, experiencing 

tension and anxiety that can be relieved only by following 

through on their impulses. Some people with these disorders 

experience a feeling of arousal that they liken to sexual excite-

ment. Third, on acting on their impulses, they experience a 

sense of pleasure or gratifi cation, likened by some to the release 

of sexual tension (American Psychiatric Association, 2000). 

    Individuals with impulse-control disorders are not usually 

confl icted at the moment of choosing to engage in the behav-

ior, because they are not inclined to proceed through a ratio-

nal decision-making process. Confl ict, regret, and remorse, if  

they do occur, happen afterward.  
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 REVIEW QUESTIONS  

  1.    In bulimia, vomiting and laxative ingestion would be 

examples of  type, while exercise and excessive 

fasting would be examples of  type.  

  2.    What are the two critical features that distinguish 

anorexia nervosa from bulimia nervosa?  

  3.    Which therapeutic approach for anorexia nervosa uses 

techniques, similar to those used for treating depression, 

to help the client cope with feelings of low self-esteem 

and stress in relationships with other people?       
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 Kleptomania 

 You may have heard the term  kleptomaniac  used to describe 

a person who shoplifts or takes things from other people’s 

houses. People with the impulse-control disorder called    klep-

tomania    are driven by a persistent urge to steal, although 

their theft is not motivated by a wish to own the object or 

by the monetary value of the item they have stolen.    

   Characteristics of Kleptomania   There is a common mis-

conception that people with kleptomania are driven by the 

wish to acquire possessions; in fact, that is not the case. It 

is not the idea of having the object that is appealing but, 

rather, the excitement of engaging in the act of stealing the 

object. In the process of stealing, they sense a release of ten-

sion that feels gratifying, as they experience a temporary 

thrill. Despite the transient positive sensation, the urge to 

steal feels unpleasant, unwanted, intrusive, and senseless. 

People with kleptomania steal just about anything, although 

the most common objects are food, clothes, jewelry, cosmet-

ics, compact discs, toys, pens and paper, and money. Most 

people with kleptomania steal from a store or workplace, but 

for some the behavior is limited to stealing from a particular 

person, perhaps someone for whom they have intense feelings 

of attraction or jealousy. Keep in mind that it is not the in-

trinsic value of these objects that motivates the person with 

kleptomania to steal but, rather, the urge to release tension. 

In fact, most people with kleptomania are perplexed about 

what to do with their acquired items. Some hoard the objects, 

as in the case of a woman whose closet was overfl owing with 

thousands of inexpensive plastic combs and brushes that she 

took over the course of several years.  Others give away or 

even throw away the items. This lack of interest in the stolen 

items is the main feature that differentiates a typical shop-

lifter or thief from a person with kleptomania.   

 Theories and Treatment of Kleptomania   Although klep-

tomania is a fascinating psychological disorder, researchers 

have given it relatively little attention, perhaps because rela-

tively few cases come to professional attention, except for 

those referred to forensic psychologists. Clinicians usually 

become aware that a person has kleptomania only when he 

or she is in treatment for another psychological problem, 

such as an anxiety, psychoactive substance abuse, eating, or 

mood disorder. This comorbidity raises an interesting ques-

tion: Is kleptomanic behavior a symptom of another dis-

order, possibly biologically caused? With this possibility in 

mind, some researchers have speculated that a serotonin defi -

ciency underlies kleptomania. Their data suggest that klep-

tomania constitutes a variant of obsessive-compulsive dis-

order, as people with kleptomania have a compulsion to steal. 

Like obsessive-compulsive disorder, kleptomania responds 

to SSRIs (Durst et al., 2001). 

  In addition to using pharmacological interventions, cli-

nicians also employ behavioral treatments to help individu-

   People with kleptomania are less interested in 
what they steal than in the act of stealing itself. 

 Mini Case 

 KLEPTOMANIA 

 Gloria is a 45-year-old well-dressed and attractive executive with 
a comfortable salary and a busy lifestyle. For the past few years, 
she has been under considerable stress and has worked long 
hours as the result of reorganizations in her company. As a teen-
ager, Gloria occasionally took small, inexpensive items, such as 
hair barrettes and nail polish, from the drugstore, even though 
she could afford to pay for them. Lately, Gloria has started shop-
lifting again. This time, her behavior has an intensity that she 
cannot control. During her lunch hour, Gloria often visits one of 
the large department stores near her offi ce building, walks 
around until she fi nds something that catches her eye, and then 
slips it into her purse or pocket. Although she has sworn to her-
self that she will never steal again, every few days she fi nds the 
tension so great that she cannot stay out of the stores.  

 Diagnostic Features  

  ■    People with this condition have irresistible, recurrent urges 
to steal, not out of anger or vengeance, or in response to a 
delusion or hallucination, or to obtain objects for personal 
use or monetary value.  

  ■    They experience an increasing sense of tension immediately 
prior to the theft.  

  ■    They feel pleasure, gratifi cation, or relief at the time they 
are committing the theft.   

 Q:  What characteristics differentiate Gloria’s behavior from 
that of an ordinary shoplifter?  



als control their urge to steal. In covert sensitization, the 

client is instructed to conjure up aversive images (vomit, for 

example) when the compulsion to steal emerges. Alterna-

tively, the clinician may instruct the client to use thought-

stopping techniques, in which dramatic internal cries to resist 

thinking about the stealing behavior prevent the person from 

following through on the urge.    

 Pathological Gambling 

 Gambling is a common activity. Even if  you do not consider 

yourself  a gambler, you have probably bought a raffl e ticket, 

scratched off  the disk on a game card in a cereal package, 

sent a card in the mail to a sweepstakes contest, bet on your 

home team, or wagered a dollar with a friend that your 

answer to a test question was correct. Perhaps you have been 

to a casino and have played the slot machines or have sat at 

the blackjack table for an hour or two. If  you have had any 

of these experiences, you know how thrilling it can be to see 

your bet pay off. People who are troubled by    pathological 

gambling    have an urge to gamble that is much stronger than 

that of the average person, and they often end up spending 

their entire lives in pursuit of big wins.  Table 14.3  contains 

some questions that are helpful in determining whether a 

person’s gambling behavior is a cause for concern.  

   Characteristics of Pathological Gambling   During the late 

1980s, the sports world was shaken by the story that one of 

the leading baseball fi gures of all time, Pete Rose, had been 

betting thousands of dollars a day on baseball games. Admit-

ting his guilt, Rose publicly acknowledged that he was unable 

to control his gambling, despite his realization that this would 

lead to his banishment from baseball. Pete Rose’s problem 
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   Many pathological gamblers get started through rather harmless ven-
tures, such as a neighborhood poker game. Most people gamble 
recreationally with no ill effects, whereas pathological gamblers get 
caught up in a cycle they are unable to control. 

 PATHOLOGICAL GAMBLING 

 Wayne is a 22-year-old auto mechanic, a father of two, married 
to a factory worker. Two years ago, he went to the local race-
track with a friend, who showed him how to bet on horses. To his 
surprise, Wayne made some good bets and came home with a 
$50 profi t. Buoyed by his success, he made repeated trips to the 
track and, in time, began taking days off from work to bet on the 
races. On one of these occasions, Wayne won $5,000. This 
made him feel extremely proud of his betting expertise and con-
vinced him that he had special skills at picking the right horse. 
Even though he was losing many of his bets, he now felt certain 
that his winnings would more than compensate. He had a feeling 
of self-confi dence that, for once in his life, he was a success. To 
keep up his image, Wayne started to make larger and larger 
bets on long shots that failed to pay off. As his losses accumu-
lated into the tens of thousands of dollars, he grew panicky and 
felt driven to bet even more.  

 Diagnostic Features 
 People with this disorder engage in persistent and recurrent mal-
adaptive gambling characterized by at least fi ve of the  following: 

  ■   They are preoccupied with gambling.  

  ■    They need to gamble increasing amounts of money to achieve 
the desired level of excitement.  

  ■    They are repeatedly unsuccessful in their attempts to control or 
stop gambling.  

  ■    They are restless or irritable when they try to cut down or stop.  

  ■    They gamble in an effort to escape problems or relieve un-
pleasant emotions.  

  ■    After losing money, they often return to gambling in an effort 
to gain back what they have lost.  

  ■    They lie to family members, therapists, or other people in or-
der to conceal the extent of their gambling.  

  ■    They commit illegal acts, such as forgery, fraud, or theft, to 
 fi nance their gambling.  

  ■    They jeopardize or lose a signifi cant relationship, job, or edu-
cational or career opportunity because of gambling.  

  ■    They rely on others for money to help out with desperate fi nan-
cial problems caused by their gambling.    

 Q:  What factors do you think were the primary contributors to 
Wayne’s moving from being a recreational gambler to be-
coming a pathological gambler?  

 Mini Case 
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brought attention to a disorder with which few Americans 

were familiar.  

       During this same time period, federal laws were changed 

in ways that would increase the availability of high-stakes 

gambling to many Americans. For example, the Indian Gam-

ing Regulatory Act of  1988 permitted the  establishment of 

casino gambling on Native American lands. Towns and cities 

around the nation built casinos and placed gambling boats 

in nearby waters, attracting people to legal gambling who had 

never in their lives entered a gambling establishment. State 

lotteries became very popular during the 1980s, as did off-

track betting. Pathological gambling is becoming a serious 

problem in U.S. society, affecting millions. It is estimated that 

the lifetime prevalence of  this disorder is slightly less than 

1 percent. Pathological gamblers are likely to be male, non-

White, and unmarried. They are likely to have comorbid dis-

orders, including mood, alcohol abuse, and substance abuse 

disorders (Dannon et al., 2004). Low education levels and 

middle income levels are also risk factors for pathological 

gambling (Wong & So, 2003). 

  Pathological gambling is a more serious condition than 

the occasional buying of a lottery ticket or involvement in 

an offi ce betting pool. Pathological gamblers are preoccu-

pied with gambling to such an extent that it is diffi cult for 

them to get the idea of betting out of their mind. Repeated 

efforts to control their gambling are usually unsuccessful; 

during these attempts, they are likely to be restless and irri-

table. They become caught up in a pattern of chasing, in 

which they return to betting following a loss in an effort to 

make back what they have lost. The higher the degree of 

disturbance the individual experiences, the greater the vari-

ety of gambling activities in which he or she engages. Casino 

gambling is associated with the highest risk of pathology, 

and lottery, cards, and bingo with a moderate risk. However, 

people with severe pathological gambling will gamble almost 

indiscriminately in a variety of ways, regardless of whether 

or how much they win or lose (Welte et al., 2004). 

  Eventually, the gambling lifestyle takes its toll not only 

on the individual’s fi nances but on psychological health. 

Among a study of  twin pairs discordant for pathological 

gambling, there were no differences in how well they rated 

their physical well-being. The pathological gamblers, how-

ever, had lower scores across a variety of  mental health 

indexes pertaining to quality of life (Scherrer et al., 2005). 

  Although U.S. society presents many opportunities for 

gambling, not everyone who gambles becomes a pathological 

gambler. How does such a seemingly harmless pastime de-

velop into a compulsive, self-destructive pattern? According 

to the late psychiatrist Robert L. Custer (1982), who in the 

1970s established the fi rst clinic for the treatment of patho-

logical gambling in the United States, gambling progresses 

through a series of stages. In the fi rst stage, the individual is 

simply a recreational gambler who enjoys gambling as a 

social activity. Movement into the next stage, which is the 

beginning of a pathological gambling pattern, occurs when 

the individual begins to win. At this point, the gambler gains 

an identity as a winner, and, the more often success is 

encountered in gambling, the more this identity becomes 

reinforced. If  at this point the gambler encounters a    big win,    

a gain of a large amount of money in one bet, he or she is 

propelled into a pattern of addiction that inevitably becomes 

almost impossible to break. This event is so reinforcing, both 

 TABLE 14.3   Questions to Assess 
Pathological Gambling     

  Gamblers Anonymous offers the following questions to any-
one who may have a gambling problem. These questions 
are provided to help the individual decide if he or she is 
a compulsive gambler and wants to stop gambling.     

   1.    Did you ever lose time from work or school due to 
gambling?  

   2.   Has gambling ever made your home life unhappy?  

   3.   Did gambling affect your reputation?  

   4.   Have you ever felt remorse after gambling?  

   5.    Did you ever gamble to get money with which to pay 
debts or otherwise solve fi nancial diffi culties?  

   6.    Did gambling cause a decrease in your ambition or 
effi ciency?  

   7.    After losing did you feel you must return as soon as 
possible and win back your losses?  

   8.    After a win did you have a strong urge to return and 
win more?  

   9.    Did you often gamble until your last dollar was gone?  

  10.   Did you ever borrow to fi nance your gambling?  

  11.   Have you ever sold anything to fi nance gambling?  

  12.    Were you reluctant to use “gambling money” for normal 
expenditures?  

  13.    Did gambling make you careless of the welfare of 
your family?  

  14.   Did you ever gamble longer than you had planned?  

  15.   Have you ever gambled to escape worry or trouble?  

  16.    Have you ever committed, or considered committing, 
an illegal act to fi nance gambling?  

  17.   Did gambling cause you to have diffi culty in sleeping?  

  18.    Do arguments, disappointments, or frustrations create 
within you an urge to gamble?  

  19.    Did you ever have an urge to celebrate any good 
 fortune by a few hours of gambling?  

  20.    Have you ever considered self-destruction as a result 
of your gambling?     

  Most compulsive gamblers will answer yes to at least 
seven of these questions.    

 Source: Gamblers Anonymous at  http://www.gamblersanonymous.org/
20questions.html . Reprinted with permission. 



fi nancially and psychologically, that the individual is obsessed 

with the need to re-experience it. In the doomed search for 

another big win, a cycle becomes established in which the 

pathological gambler has periodic wins that maintain an un-

reasonable optimism; however, these gains never erase the 

debt, because, for every win experienced, continued gam-

bling leads to heavier losses. In time, the gambler’s physical, 

psychological, and fi nancial resources are depleted, and the 

person considers drastic action, such as committing suicide, 

running away, or embarking on a life of crime.   

 Theories and Treatment of Pathological Gambling   We 

have just seen the stages that lead from recreational to patho-

logical gambling. These stages seem to involve some of the 

same factors that play a role in alcohol and drug addiction, 

in that the individual continually seeks pleasure from a 

behavior that, although leading to trouble, possesses strong 

reward potential. Interestingly, a biopsychosocial perspective 

is also becoming viewed as an appropriate model to use in 

understanding the causes of this disorder. 

  From a biological perspective, the gambler’s perpetual 

pursuit of the big win can be seen as similar to the alcohol-

dependent person’s search for stimulation and pleasurable 

feelings through alcohol use, though there are some differ-

ences between the two in that the spending of money does 

not have the same intrinsically rewarding quality as the tak-

ing of a psychoactive substance. However, researchers are 

fi nding that people with pathological gambling have abnor-

malities in the brain that lead them to seek excess stimula-

tion, be it through drugs, food, or gambling. Such a defi ciency 

may have a genetic basis (Goudriaan, Oosterlaan, de Beurs, 

& Van den Brink, 2004), as indicated by studies on patho-

logical gamblers who possess genetic abnormalities affecting 

a number of neurotransmitter systems, including dopamine, 

serotonin, and MAO (Ibanez et al., 2003). Researchers be-

lieve that dopamine abnormalities, in particular, affect the 

reward system of the brain that lead pathological gamblers 

to seek excess stimulation (Reuter et al., 2005). These gam-

blers also show defi ciencies in areas of the brain involved in 

decision making, possibly contributing to their tendencies to 

make risky bets (Brand et al., 2005). 

  Cognitive factors may also play a role in the transmis-

sion of pathological gambling from one generation to the 

next. In one investigation of parents and their teenage chil-

dren, researchers found that the ways in which children 

thought about gambling were heavily infl uenced by the way 

their parents, particularly their fathers, thought about gam-

bling (Oei & Raylu, 2004). 

  Another factor that contributes to a person’s likelihood 

of becoming a pathological gambler is the experience of 

gambling during childhood and adolescence. Public health 

researchers fear that people who begin gambling in adoles-

cence and young adulthood are at the highest risk for devel-

oping lifelong patterns of gambling addiction (Messerlian, 

Derevensky, & Gupta, 2005). In a large-scale investigation of 

adolescents and young adult gamblers, researchers found that 

those who began to gamble early in adolescence were more 

likely to report high levels of depression and alcohol and 

drug use. The lifestyle associated with gambling is thus asso-

ciated among young people with a life of high-risk behaviors 

that in turn creates further mental health impairments. 

  Some researchers suggest that individuals with certain per-

sonality characteristics may have a predisposition to developing 

the disorder. In particular, a high level of the trait of impulsiv-

ity or a combination of high levels of impulsivity and psycho-

pathy are thought to predispose individuals to seek the ex-

 citement provided by involvement in gambling (Petry, 2001). 

  Sociocultural factors are also involved in the acquisi-

tion and maintenance of  pathological gambling. Exposure 

to a culture of  gambling, in which parents and peers are 

heavily engaged in gambling activities themselves, can also 

increase the individual’s chances of  developing this disorder 

(Langhinrichsen-Rohling, Rohde, Seeley, & Rohling, 2004). 

As we mentioned earlier, the 1980s saw an increased avail-

ability of legalized gambling through state lotteries, off-track 

betting, and casinos, a trend that continues into the present 

      From the day that Pete Rose was discovered to be a pathological 
gambler, controversy has brewed about his eligibility to be inducted 
into the Baseball Hall of Fame. Rose’s betting on baseball was espe-
cially self-destructive due to the fact that he was still actively involved 
in managing a major league baseball team.  
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with no signs of abating. Internet addiction is becoming the 

newest context for pathological gambling, and although more 

common among young people, it is also becoming prevalent 

among adults. Individuals with a vulnerability to this disor-

der are therefore more likely to be in situations in which they 

will be unable to resist the urge to gamble. 

  Persuading pathological gamblers to enter treatment is 

challenging because of their tendency to deny the serious-

ness of their problem. Only a small percentage of  pathological 

gamblers seek help for their problem, as most tend to deny 

the seriousness of their disorder. Therefore, for any interven-

tion to work, clinicians must fi rst deal with the gambler’s re-

sistance to treatment. 

  In keeping with the biopsychosocial model of understand-

ing the disorders, treatment methods that combine elements of 

the various perspectives seem to have the greatest chance of 

success. Clinical trials are pointing to the effectiveness of sero-

tonin reuptake inhibitors (such as clomipramine and fl uvox-

amine) as biological interventions (Kuzma & Black, 2004). In 

one fascinating intervention study, naltrexone (used for treat-

ing substance abuse disorders) led to reduced symptoms of 

pathological gambling (Kim, Grant, Adson, & Shin, 2001). 

As the evidence on these interventions continues to be gath-

ered, clinicians are also fi nding success in the use of behavioral 

 and cognitive-behavioral methods of treatment (Toneatto & 

Ladoceur, 2003). Such interventions may include correcting 

the gambler’s inaccurate perceptions of gambling, providing 

training in problem solving and social skills, and incorporat-

ing elements of motivational interviewing techniques (Hodgins, 

Currie, el-Guebaly, & Peden, 2004). In addition to traditional 

psychotherapy approaches, many pathological gamblers ben-

efi t from the confrontation and support that peers provide in 

programs such as Gamblers Anonymous.    

 Pyromania 

 The sight of fi re is fascinating to many people. If  a building 

is on fi re, most passersby stop and watch while it is brought 

under control. Candles and fi replaces are commonly regarded 

as backdrops to a romantic or an intimate evening. For the 

very small percentage of  the population who have the 

impulse-control disorder called pyromania, fascination with 

fi re goes beyond this normal degree of interest and becomes 

a compulsive and dangerous urge to set fi res deliberately.  

 Characteristics of Pyromania   As is true for all people with 

impulse-control disorders, people with    pyromania     cannot 

restrain themselves from acting on strong and compelling 

urges; in this case, the urges involve the intense desire to pre-

pare, set, and watch fi res. Before the fi re, these people become 

tense and aroused; on setting the fi re, they experience intense 

feelings of pleasure, gratifi cation, or relief. Even when not 

actively involved in fi resetting, they are  fascinated with, inter-

ested in, and curious about fi re and anything to do with it. 

For example, they may have police scanners that alert them 

to ongoing fi res, so that they can rush out immediately to 

 Mini  Case 

 PYROMANIA 

 Floyd, a 32-year-old man, developed an intense fascination 
with fi res and fi refi ghting equipment as a child. By the time he 
reached adolescence, he had begun to set abandoned build-
ings on fi re, because he found the experience to be exhilarating 
and sexually exciting. After graduating from high school, he 
applied to be a fi refi ghter for the city, but he was denied a posi-
tion because his psychological profi le showed that he had dif-
fi culty controlling destructive impulses. He moved to a small 
town, where he knew he could join the volunteer fi re brigade 
without any questions. However, since such a small town had 
few fi res, Floyd began to deliberately set fi res himself. At fi rst, 
no one noticed anything unusual about the increase in the num-
ber of fi res that had occurred since Floyd joined the department. 
After watching Floyd’s reaction to the fi res, though, the fi re chief 
began to suspect that it was Floyd who was setting the fi res.  

 Diagnostic Features 
 People with this condition show evidence of the following 
characteristics: 

  ■   They deliberately and repeatedly set fi res.  

  ■    They experience a sense of tension or affective arousal be-
fore the fi resetting.  

  ■    They are fascinated with, interested in, curious about, or 
attracted to fi re and things associated with fi re.  

  ■    They feel pleasure, gratifi cation, or relief when setting 
fi res or when watching or participating in the events follow-
ing a fi re.  

  ■    Their fi resetting is not done for ulterior motives, such as 
monetary gain, an expression of political ideology, the con-
cealment of criminal activity, or an expression of anger or 
vengeance.    

 Q: Why would Floyd not be considered an arsonist?  

      Online gambling has become an irresistible temptation to many indi-
viduals because of its ease of access and immediate reinforcement 
potential.  



watch the fi re. Some even fi nd ways to become involved with 

fi refi ghting, so that they can be more personally involved in 

the excitement of witnessing a raging fi re close up. The be-

havior of the person with pyromania differs from that of an 

arsonist, who starts fi res for an ulterior motive, such as fi nan-

cial gain, political dissent, vengeance, or the concealment of 

a crime. Unfortunately, the research evidence in this fi eld is 

based largely on fi ndings with chronic fi resetters and individ-

uals incarcerated for the crime of arson (Barnett, Richter, 

Sigmund, & Spitzer, 1997). The potential signifi cance of this 

disorder is indicated by statistics showing that arson is the 

second leading cause of fi re-related deaths in the United States 

(United States Fire Administration, 2001). 

  As with pathological gambling, pyromania is more com-

mon in males, with most showing the fi rst signs of a patho-

logical interest in fi re during childhood and early adolescence 

(Hanson, MacKay-Soroka, Staley, & Poulton, 1994).   

 Theories and Treatment of Pyromania   Most individuals 

with pyromania have one or more other problems or disor-

ders, and in most cases the disorder is rooted in childhood 

problems and fi resetting behavior. Firesetting children have a 

compelling attraction to and curiosity about fi re, which devel-

ops as a result of their observation and modeling of adult 

fi resetting behavior. They have access to fi restarting materials, 

lack remorse over fi resetting, and feel motivated to start fi res 

out of curiosity and a view of the act as fun. Furthermore, 

their parents are ineffective or uninterested in disciplining 

their children for this behavior (Kolko & Kazdin, 1994). These 

children also tend to be highly aggressive, have higher lev-

els of psychopathology, show evidence of antisocial behavior 

and have diffi culties in school (Martin, Bergen, Richardson, 
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      REVIEW QUESTIONS  

  1.    What are three essential features of  the behavior of 

pe ople with impulse-control disorders?  

  2.    What personality characteristics are associated with 

pathological gambling?  

  3.    The behavior of a person with pyromania differs from 

that of  an , who starts fi res for an ulterior 

motive such as fi nancial gain.       

Roeger, & Allison, 2004). Emotional neglect and abuse are 

additional factors found within the homes of these children. 

  As adults, individuals who engage in fi resetting behavior 

continue to show other disturbances, including schizophre-

nia, bipolar disorder, and alcohol or substance abuse (Ritchie 

& Huff, 1999). Furthermore, pointing perhaps to the role of 

sociocultural factors, individuals with a history of fi resetting 

have low levels of  education and employment (Rasanen, 

Hakko, & Vaisanen, 1995). Biological factors also play a 

role. Abnormally low levels of serotonin have been identifi ed 

in individuals with a long history of fi resetting (Virkkunen, 

Eggert, Rawlings, & Linnoila, 1996). 

  Given the evidence that chronic fi resetting has its roots in 

childhood, treatment programs aimed at youths would seem 

to have the most potential for success. Thus, programs devel-

oped for children and adolescents in psychiatric hospitals focus 

on prevention by incorporating didactic techniques regarding 

fi re safety, as well as interventions that focus on self-esteem. 

Outreach and community prevention are additional strategies 

that are recommended to reduce the likelihood of a child be-

coming a fi resetter (Kolko, 2001). 

    The excitement of setting and observing fi res 
feels irresistible to individuals with pyroma-
nia; some seek positions as volunteer fi re-
fi ghters who are called on to battle the very 
fi res they have just set.  
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     Sexual Impulsivity 

 People with    sexual impulsivity    are unable to control their 

sexual behavior, and they feel driven to engage in frequent 

and indiscriminate sexual activity. Although this condition 

is not a  DSM-IV-TR  diagnosis, the symptoms and behaviors 

of people with sexual impulsivity are quite similar to those 

generally associated with impulse-control disorders. During 

the past few decades, clinicians have seen increasing numbers 

of clients looking for help to contain uncontrollable sexual-

ity. Some experts believe that the easy availability of sexuality 

on the Internet has pulled some people into a world where 

they desperately seek sexual gratifi cation—addictively viewing 

sexual images, participating in sexually oriented chat rooms, or 

contacting other people seeking sexual encounters (Carnes, 

Delmonico, Griffi n, & Moriarty, 2001).  

 Characteristics of Sexual Impulsivity   People with the dis-

order of sexual impulsivity are preoccupied with sex, feeling 

uncontrollably driven to seek out sexual encounters, which they 

later regret. This drive is similar to that reported in other 

impulse-control disorders, involving a state in which the indi-

vidual is transfi xed by the need for sex. People with sexual 

impulsivity feel that they cannot control either the number of 

their sexual encounters or the contexts in which they are likely 

to initiate sexual behavior. Terms such as “sexual addiction,” 

“sexual compulsivity,” and “sexual dependency” are also used 

to characterize this disorder,  indicating the pervasive effects that 

the drive for sexuality has on the lives of these individuals. 

  As is true in other impulse-control disorders, the uncon-

trollable behavior of people with sexual impulsivity interferes 

with their ability to carry out normal social and occupational 

responsibilities and can place their social status in jeopardy 

(Gordon, Fargason, & Kramer, 1995). They feel a great deal 

of distress about their behavior; following sexual encounters, 

they are likely to feel dejected, hopeless, and ashamed. Al-

though a few are consumed by the constant need to mastur-

bate, most seek out partners, usually people they do not know 

or care to know following the anonymous sexual encounter. In 

extreme cases, sexual impulsivity may extend into very serious 

deviant and violent behavior, including “lust” murders and 

serial killing (Blanchard, 1995). 

  One of the fi rst detailed investigations of sexual impulsiv-

ity, which was conducted with a male homosexual and bisex-

ual sample, provides an indication of the extreme nature of 

this disorder (Quadland, 1985). In this group, individuals with 

sexual impulsivity averaged more than 29 partners per month 

and more than 2,000 sexual encounters over their lifetime. 

They frequently sought sex in public settings and used alcohol 

or drugs with sex, and they typically had a history of few 

long-term relationships. Although the disorder is more com-

mon in men, women also have this condition, although it is 

expressed in different ways; women tend to be more passive 

      To a person with sexual impulsivity, each social interaction is per-
ceived as an opportunity for another sexual conquest.  

    Mini Case 

 SEXUAL IMPULSIVITY 

 Raj is a 24-year-old clerk who lives alone in an apartment in a 
large city. A loner since high school, Raj nevertheless is in-
tensely preoccupied with the pursuit of sex. At work, he con-
stantly thinks about each person he meets as a potential sexual 
partner. Repeatedly on his mind are plans to fi nd new places 
where he can have sex. On a typical day, Raj goes to a porno-
graphic movie theater during his lunch hour, where he seeks to 
have oral sex with as many men as he can fi nd. On his way 
home from work, he often stops at a highway rest area, where 
he once again seeks anonymous sex partners. During the week-
end, he frequents singles bars, where he usually succeeds in 
picking up women. Although he continues to involve himself in 
these sexual activities, Raj is quite distressed by his behavior. 
Guilt and negative feelings about himself cause him to feel de-
pressed and even suicidal at times. However, his behavior 
seems to him to be beyond his control. Although he has thought 
of obtaining professional help, he is too embarrassed to admit 
his problem to anyone.  

 Diagnostic Features  

  ■    People with this condition are unable to control their sexual 
behavior, and they feel driven to engage in frequent and 
indiscriminate sexual activity.  

  ■    They experience an increasing sense of tension prior to en-
gaging in a sexual act.  

  ■    They feel a great deal of distress about their behavior and, 
following sexual encounters, are likely to feel dejected, 
hopeless, and ashamed.  

  ■    Their compulsive pursuit of sexual encounters interferes with 
their ability to carry out normal social and occupational 
 responsibilities.   

 Q:  In what ways are Raj’s symptoms similar to those of people 
with other impulse-control disorders?   



in their openness to sexual encounters, while men are more 

likely to be intrusive, possibly exploitive, in their pursuits 

(Ross, 1996). 

  Individuals with sexual impulsivity commonly have a co-

existing condition, such as depression, substance abuse, or 

anxiety; in fact, episodes of strong sexual interest seem to 

occur when these individuals are feeling depressed or anx-

ious (Bancroft & Vukadinovic, 2004). Some people with this 

condition experience dissociative symptoms linked to their 

sexual impulsivity. They describe going into an altered state 

of consciousness, even while consumed with the pursuit of 

sexual excitement on the Internet, which we will discuss later 

in the chapter. Researchers believe that the traits of impulsiv-

ity associated with this disorder place sexual impulsivity with 

other impulsive-compulsive spectrum disorders (Raymond, 

Coleman, & Miner, 2003).   

 Theories and Treatment of Sexual Impulsivity   A disorder 

as potentially dangerous as sexual impulsivity calls for a 

comprehensive approach to understanding and treatment. 

As in other disorders we have seen in this chapter, a biopsy-

chosocial model provides an excellent starting point for such 

an integrated approach (Price, 2004). Those working within 

the biological perspective suggest that sexual impulsivity is 

comparable to the other addictions, with a similar  biochemical 

basis (Sunderwirth, Milkman, & Jenks, 1996). However, in 

trying to understand the origins of  sexual impulsivity, re-

searchers have focused primarily on the roots of the disorder 

within the early life experiences of  the individual. Psycho-

dynamic theorists view sexually addictive behavior as an 

intimacy disorder rooted in early attachment experiences 

(Adams & Robinson, 2001). According to this view, impaired 

bonding between infant and caregiver can cause some indi-

viduals to experience diffi culties regulating their affect as 

adults. Consequently, they get caught in a compulsive cycle 

in which they try to soothe themselves and regulate internal 

struggles by engaging in sexual behaviors. Unfortunately, 

such efforts tend to create more shame and dysregulation of 

affect. Exposure to an abusive family environment is one of 

the key factors thought to predispose an individual toward 

this behavior (Carnes & Delmonico, 1996). In adulthood, 

this relationship between violence and sexuality may persist 

as the perpetrator uses sex as a hostile activity directed 

toward the partner (Irons, 1996). 

  Like other disorders in the obsessive-compulsive spec-

trum, sexual impulsivity responds to SSRIs (Hollander & 

Rosen, 2000). Treatment for sexual impulsivity involves a 

combination of psychological components derived from the 

insight-oriented, behavioral, and family systems approaches. 

Insight-oriented therapy focuses on bringing to the surface 

the individual’s underlying confl icts that motivate the behav-

ior. These confl icts include resolving nonsexual problems 

through sexual means, needing reassurance, and feeling inse-

cure about one’s sex role (Longo, 2004). The therapist may 

also help the client learn how to regulate affect and establish 

adaptive sexual boundaries (Adams & Robinson, 2001). 

Behavioral techniques include aversive covert conditioning 

(McConaghy, Armstrong, & Blaszczynski, 1985), imaginal 

desensitization (McConaghy, Blaszczynski, & Frankova, 

1991), and behavioral contracting (Schwartz & Brasted, 

1985). If  sexual impulsivity is associated with other psy-

chological disorders, such as mood disorder or obsessive-

compulsive disorder, treatment of these associated conditions 

with medications may also be warranted (Sealy, 1995). Fam-

ily or couples therapy is also an important component of 

therapy for clients whose excessive sexual behavior occurs in 

the context of  long-term close relationships. The early in-

volvement of partners in this process is seen as crucial to the 

success of the intervention (Matheny, 1998).    

 Trichotillomania 

 The urge to pull out one’s hair, which becomes a compulsion 

in people with the rare disorder called    trichotillomania,    may 

seem bizarre and far removed from the realm of everyday 

human behavior. In American culture, for example, many 

people, especially women, are self-conscious about body hair 

and go to some trouble to remove it. However, for some 

people, the act of  hair-pulling develops a compulsive qual-

ity, causing them to become so preoccupied with pulling 

out their hair that they are oblivious to the fact that they 

may actually be marring their appearance. Estimates of 

prevalence are generally in the range of  1 to 2 percent of 

the population (American Psychiatric Association, 2000), 

although some fi gures are as high as 5 percent (Graber & 

Arndt, 1993), particularly among female adolescents and 

young adults. For some, the condition is relatively transi-

ent, while for others it lasts for decades.  

 Characteristics of Trichotillomania   Like people with other 

impulse-control disorders, the person with trichotillomania 

experiences an increasing sense of tension immediately prior 

to pulling out the hair or when trying to resist the urge to 

pull. The experience of hair-pulling results in feelings of re-

lief, pleasure, or gratifi cation. People with trichotillomania 

are upset by their uncontrollable behavior and may fi nd that 

their social, occupational, or other areas of functioning are 

impaired because of this disorder. They feel unable to stop 

this behavior, even when the pulling results in bald patches 

and lost eyebrows, eyelashes, armpit hair, and pubic hair. In 

extreme cases, some individuals swallow the hair after they 

have pulled it out, risking the danger that it will solidify in 

the stomach or intestines (a condition referred to as a tricho-

bezoar or Rapunzel syndrome). 

  People with this disorder are secretive about what 

they are doing and tend to engage in hair-pulling only 

when alone. For some, the interest goes beyond their hair 

and may involve pulling the hair from another person, or 

even from pets, dolls, and materials, such as carpets and 

sweaters. Even when clear physical evidence suggests 

intentional hair-pulling, people with this disorder tend to 

deny that they are engaging in the behavior. They may 
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even  conceal the  damage they have done by wearing hats or 

rearranging their hair to cover bald spots. In cases involving 

children and adolescents, parents may become alarmed at the 

mysterious hair loss and take the child to a dermatologist or 

pediatrician with a concern about a medical problem. On 

examination, the health professional may notice many short, 

broken hairs around the bald areas on the skin, indicating that 

the  hairs have been plucked. In other cases, it is not a derma-

tological  concern that brings clinical attention but, rather, 

another psychological problem, such as depression, anxiety, 

or an eating disorder.  

   Trichotillomania often co-exists with other disorders, in-

cluding depression, obsessive-compulsive disorder, substance 

abuse, or an eating disorder (Folks & Warnock, 2001). These 

conditions may bring the individual into treatment, at which 

point the hair-pulling compulsion may be disclosed.   

 Theories and Treatment of Trichotillomania   Trichotillo-

mania is an intriguing, but not well understood, disorder; 

however, each of the major perspectives offers some insights. 

From a biological perspective, trichotillomania is seen as 

sharing some characteristics with obsessive-compulsive dis-

order. Supporting this notion are the observations that, in 

both disorders, behavior is driven by anxiety or tension, and 

people with both disorders respond to medication. However, 

some researchers see trichotillomania as having more in 

common with the other impulse-control disorders than with 

obsessive-compulsive disorder (Lochner et al., 2005). 

  Behavioral theorists regard the disorder as a complex 

interaction among environmental cues, hair-pulling, and the 

consequences of pulling (Mansueto, Stemberger, Thomas, & 

Golomb, 1997). Individuals with this disorder learn to asso-

ciate hair-pulling behavior with relief  from tension. Thus, a 

young woman who becomes anxious while studying may 

experience transient relief  when she tugs on her hair. Over 

time, she may return to the hair-pulling behavior in an effort 

to regain the sense of relief  she experienced before. 

  Finally, from the sociocultural perspective, trichotillo-

mania affects the individual’s social relationships. The disor-

der exacts a toll in feelings of shame and unattractiveness and 

in disturbed interactions with others (Stemberger, Thomas, 

Mansueto, & Carter, 2000). 

  Pharmacological treatments for this disorder include 

paroxetine (Paxil) (Ravindran, Lapierre, & Anisman, 1999), 

venlafl axine (Effexor) (Ninan, 2000), fl uvoxamine (Luvox) 

(Figgitt & McClellan, 2000), and olanzapine, which is an 

atypical antipsychotic (Stewart & Nejtek, 2003).  

 Although this disorder might have a biological compo-

nent, learning also appears to play a role. In a waiting-list 

control group investigation comparing fl uoxetine with behav-

ioral therapy, a greater reduction in hair-pulling symptoms 

was observed for the group receiving behavioral treatment 

(van Minnen et al., 2003). Habit reversal is a  particularly 

      Trichotillomania often goes undetected, because people with an irre-
sistible urge to pull out their hair usually deny their behavior.  

 Mini Case 

 TRICHOTILLOMANIA 

 For most of her childhood and adolescence, 15-year-old Janet 
lived a fairly isolated existence, with no close friends. Although 
Janet never discussed her unhappiness with anyone, she often 
felt very depressed and hopeless. As a young child, Janet lay in 
bed on many nights, secretly tugging at her hair. Over time, this 
behavior increased to the point at which she plucked the hair, 
strand by strand, from her scalp. Typically, she pulled out a hair, 
examined it, bit it, and either threw it away or swallowed it. Be-
cause her hair was thick and curly, her hair loss was not initially 
evident, and Janet kept it carefully combed to conceal the bald 
spots. One of her teachers noticed that Janet was pulling her hair 
in class, and, in looking more closely, she saw these patches on 
Janet’s head. She referred Janet to the school psychologist, who 
called Janet’s mother and recommended professional help.  

 Diagnostic Features 
 People with this condition show evidence of the following 
characteristics:

   ■    They recurrently pull out hair, which causes considerable 
hair loss.  

  ■    They experience an increasing sense of tension immediately 
before pulling out hair or when they try to resist hair-pulling 
behavior.  

  ■    They feel pleasure, gratifi cation, or relief when pulling out 
hair.  

  ■   Their behavior causes signifi cant distress or impairment.    

 Q:  What clues help to differentiate Janet’s disorder from a 
medically caused loss of hair?  



preceded or accompanied by symptoms such as tingling, 

tremor, heart palpitations, head pressure, or even hearing 

echoes. Between episodes, they may be somewhat impulsive 

or aggressive by nature, but not to such a degree that their 

behavior is harmful. Because of their outbursts, most indi-

viduals with this disorder have diffi culties at work and at 

home. They may lose their jobs, and their partners may 

become intolerant. This disorder is more common among 

men, some of whom are imprisoned for their destructive or 

assaultive behavior. Women with this disorder are more 

likely to be sent to a mental health facility for treatment. 

This disorder is often associated with other clinical disor-

ders, particularly mood disorders, which are estimated to 

occur in over 90 percent of individuals with the diagnosis. 

Other comorbid conditions include substance use disorders 

and anxiety disorders, which are found in nearly half  of the 

individuals diagnosed with intermittent explosive disorder 

(McElroy et al., 1998). 

  Although intermittent explosive disorder has been thought 

to be relatively rare, researchers have begun to rethink its 

prevalence. One-month incidence estimates place the possible 

number in the United States at 1.4 million, which would 

translate to an estimated lifetime prevalence of 10 million 

people (Coccaro, Schmidt, Samuels, & Nestadt, 2004).   

 Theories and Treatment of Intermittent Explosive  Disorder   

 Many features of intermittent explosive disorder suggest that 

a complex interaction of biological and environmental factors 

lead an individual to develop an inability to control aggressive 

outbursts (Kavoussi, Armstead, &  Coccaro, 1997). In terms 

of specifi c biological factors, alterations in the serotonergic 

system are suggested as causing a possible vulnerability to the 

disorder (Hollander & Rosen, 2000). Researchers have ob-

served abnormalities in brain  circuits involved in impulsive ag-

gressiveness (Best, Williams, & Coccaro, 2002). 

Impulse-Control Disorders 449

effective behavioral technique; in this method the individual 

is trained to be more aware of  the behavior and then is taught 

a new response to compete with hair-pulling. Combining 

habit reversal with methods that provide social and  emotional 

support to clients can be particularly effective (Twohig & 

Woods, 2004).    

 Intermittent Explosive Disorder 

 All people lose their tempers on occasion, but most are able 

to let off  steam without causing any harm. In contrast, peo-

ple with    intermittent explosive disorder    feel a recurrent inabil-

ity to resist assaultive or destructive acts of aggression.  

 Characteristics of Intermittent Explosive Disorder   The 

behaviors found in people with intermittent explosive dis-

order are occasional bouts of extreme rage, in which they be-

come assaultive or destructive without serious provocation 

or verbally threaten to physically assault another individual. 

During these episodes, these people can cause serious  physical 

harm to themselves, other people, and property. While in the 

midst of an episode, they feel as if  they are under a spell, 

and some have even used terms that suggest that it is like a 

seizure state. Just prior to the outburst, they may feel an 

impending sense that something is about to happen, an expe-

rience that has been compared to the aura, or anticipatory 

state, that people with epilepsy experience prior to a seizure. 

Some individuals state that their aggressive episodes are often 

 Mini Case 

 INTERMITTENT EXPLOSIVE DISORDER 

 Ed, a 28-year-old high-school teacher, has unprovoked, violent 
outbursts of aggressive and assaultive behavior. During these 
episodes, Ed throws whatever objects he can get his hands on 
and yells profanities. He soon calms down, though, and feels 
intense regret for whatever damage he has caused, explain-
ing that he didn’t know what came over him. In the most recent 
episode, he threw a coffeepot at another teacher in the faculty 
lounge, infl icting serious injury. After the ambulance took the 
injured man to the hospital, Ed’s supervisor called the police.  

 Diagnostic Features 
 People with this condition show evidence of the following 
characteristics: 

  ■    During several separate episodes, they are unable to resist 
aggressive impulses, which result in serious acts of assault 
or destruction.  

  ■    Their level of aggressiveness during these episodes is grossly 
out of proportion to any precipitating stressors.  

  ■    Their aggressive episodes are not associated with another 
mental or physical disorder.    

 Q: For what medical conditions should Ed be tested?  

     A sudden eruption of rage causes people with intermittent explosive 
disorder to lose control, at times putting other people in danger.  
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  In terms of  psychological factors, learning theorists 

would point to the concepts of  operant conditioning to 

explain the behavior of  people who explode occasionally. In 

such circumstances, they probably provoke intense reac-

tions, possibly of  fear and submission, in people around 

them, leading to a powerful form of  reinforcement. This 

conceptualization can be carried into the realm of sociocul-

tural theory as well, as we consider the infl uence on family 

 systems and intimate relationships when a person’s behavior 

is so threatening and violent. Although not considered a 

psychological disorder, road rage, in which an individual 

loses control in an aggressive outburst while driving, may 

bear some similarities to intermittent explosive disorder 

(Galovski & Blanchard, 2004). Another form of  uncon-

trolled  impulsive aggression can be found in the angry and 

violent outbursts in the workplace that have become the 

source of  tragic instances of  multiple homicides. 

  Based on the fi ndings of  serotonergic abnormalities 

among people with this disorder, clinicians advocate the use 

of medications in treatment, particularly citalopram (Reist 

et al., 2003). However, it is recognized that psychotherapeu-

tic methods must be combined with somatic approaches. For 

example, people with this disorder can be taught to monitor 

their levels of  anger and fi nd verbal rather than physical 

outlets, an approach that has worked successfully in reducing 

aggressive driving behaviors (Galovski & Blanchard, 2002).      

 Internet Addiction  

 Since the emergence of the World Wide Web in recent de-

cades, clinicians and researchers have become aware of  a 

condition that seems related in many ways to the impulse-

control disorders. The condition, referred to as    Internet 

addiction,    is an impulse-control condition in which an indi-

vidual feels an irresistible need to be involved in Internet-

based activities. Internet addiction is not included in 

 DSM-IV-TR,  but shares many of the characteristics of the 

impulse-control disorders and creates  substantial intrapsy-

chic and interpersonal turmoil for people with this seemingly 

uncontrollable condition. Some experts are beginning to 

make the case for adding Internet addiction to the  DSM

(Warden, Phillips, & Ogloff, 2004).  

 Characteristics of Internet Addiction 

 Because the Internet provides a realm of  anonymity in 

which individuals have access to a cyber-world where cen-

sorship is often absent and fantasy can run wild, some indi-

viduals get caught up in Internet-related activities that 

consume an inordinate amount of  time, energy, and money. 

Over time, as is the case with the pathological gambler or 

the person with sexual impulsivity, the person who is ad-

dicted to the Internet experiences irresistible urges to be on 

the Internet in chat rooms, engaging in gambling activities, or 

perusing pornographic websites. The informal diagnostic 

term, cyber-disorders, has developed among practitioners 

seeing clients whose  primary clinical problem involves the 

Internet, and includes the following subtypes: (1) cyber-

sexual addiction, involving the compulsive use of  sexually 

oriented websites; (2) cyber-relationship addiction, charac-

terized by overinvolvement in online relationships; (3) net 

compulsions such as online gambling, shopping, or trading; 

(4) information overload, which involves compulsive Web 

surfi ng or database searches; and (5) computer addiction, 

which consists of  compulsive involvement in online game 

playing (Young, 2004). 

    The demographics associated with Internet addiction 

have changed in recent years. In the early days of  the 

 Internet, addicted individuals were predominantly young, 

introverted, and computer-oriented males. As computer 

access has become more common and as increasing num-

bers of  females have become computer savvy, the demo-

graphics of  addiction have correspondingly changed. There 

are also high personal and social costs associated with 

Internet addiction. College administrators are reporting 

that high dropout rates, even among students with strong 

academic skills, are associated with extensive patterns of 

Internet use. In the workplace, surveys have established that 

nearly one-third of  companies in the United States have 

fi red employees for inappropriate Internet use. Online affairs, 

which can progress to secret meetings off-line, are becoming 

a growing cause for concern as well, with lawyers reporting 

that the Internet has played a role in a growing number of 

divorces (Young, 2004).   

 Theories and Treatment  of Internet Addiction

 The biopsychosocial model can be used to conceptualize 

Internet addiction (Beard, 2005). In biological terms, as with 

the other disorders discussed in this chapter, changes occur 

at the level of neurotransmitters in the brain while people 

engage in addictive behavior. These changes create altered 

 physiological states that result in a sense of  euphoria. In 

terms of psychological processes, classical conditioning oc-

curs as physiological arousal becomes conditioned to such 

cues as seeing a  computer, turning it on, or waiting for infor-

mation to be downloaded. Internally, addicted individuals 

have sensations such as excitement, stimulation, pleasure, 

hope, and surprise, such that in time they become psycho-

logically dependent on the computer. Operant conditioning 

principles also apply in that the Internet-oriented behaviors 

of addicted individuals provide quick reinforcement that is 

rewarding in terms of feelings of excitement or the provision 

of relief  from states of dysphoria. The sociocultural perspec-

tive on Internet addiction focuses on the familial, social, and 

cultural dynamics of  this behavior. Some people use the 

Internet to escape family or relationship confl ict, a choice 

which ironically often  compounds such confl ict. As men-

tioned above, a number of signifi cant interpersonal problems 

can arise from Internet use,  particularly when individuals cut 

off  social relationships, become consumed with their private 



Internet activities, and become increasingly alienated from 

family and friends. A vicious cycle then develops in which 

the dysphoria created by these problems intensifi es, leading 

to even more addictive behavior. 

    People who are addicted to the Internet usually resist 

seeking treatment. It is usually only at the insistence of 

loved ones that they seek help. Researchers in this area have 

urged clinicians to take this problem seriously and to resist 

underestimating the extent to which excessive Internet use 

has caused havoc in the lives of  many people. In recent 

years, there has been an increase in professional training 

and access to educational resources on Internet addiction, 

such as the Center for Online Addiction ( www.netaddiction

.com ). Many of  the techniques used in the treatment of 

impulse-control disorders also apply to the treatment of 

clients involved in uncontrollable Internet use. In addition to 

individual psychotherapy, couples therapy may also be rec-

ommended, particularly in cases in which there has been seri-

ous detrimental impact of this behavior on a relationship.     
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boards, including self-injurious behavior triggered by  confl ict 

with important others, perceived depression, school or work 

stress, loneliness, and sexual abuse or rape. These message 

boards seemed to provide a powerful vehicle for bringing 

together self-injurious adolescents in such a way that they 

can obtain support, share personal stories, and voice opin-

ions and ideas. On the negative side, however, vulnerable 

adolescents easily became caught up in a subculture in 

which self-injury is normalized and encouraged, with the 

most disturbing aspect being the sharing of  techniques.   

 Theories and Treatment 
of Self-Injurious Behaviors 

 Researchers have devoted considerable attention to efforts to 

understanding the predictors and correlates of self-injurious 

behavior. Gratz (2006) examined the role of childhood mal-

treatment, emotional inexpressivity, and affect intensity/ 

reactivity among college students. A history of childhood 

abuse has long been established as a correlate of psychopa-

thology later in life, so it is not surprising to see a relation-

ship between childhood maltreatment and subsequent 

self-injurious behavior. The relationship between self-

 injurious behavior and emotional inexpressivity, however, is 

an intriguing one because of the suggestion that one func-

tion of self-harm may be to release pent-up emotions that 

the individual has felt unable to communicate in healthy 

ways. Although support was found for the relationship 

between childhood maltreatment and self-harm, maltreat-

ment alone did not emerge as a signifi cant predictor of self-

harm frequency among women with a history of self-injurious 

behavior. Instead, emotional inexpressivity played a signifi -

cant role in the maintenance of self-harm behavior. 

    In light of the signifi cant role that emotional inexpressiv-

ity plays in self-injurious behavior, it is not surprising to fi nd 

a proliferation of Internet websites in which young people 

are calling out anonymously in the hope of communicating 

their pain and discussing their experiences. If  professional 

help could be extended to some of these individuals, it is 

possible that they would be less inclined to harm themselves. 

Gratz (2006) highlights the treatment implications that 

emerge from recognizing the connection between emotional 

inexpressivity and self-harm frequency. In treatment, clini-

cians can give self-harming clients more effective ways to 

express their emotions and to increase their experience of 

positive emotions.     

 Eating Disorders and Impulse-Control 
Disorders: The Biopsychosocial 
Perspective  

 We have discussed several disorders that involve people’s 

struggles to control strong urges to act in ways that are 

destructive or detrimental to their well-being or, even, to 

 REVIEW QUESTIONS  

  1.    Which behavior involves the inability to control sexual 

behavior and a drive to engage in frequent and indis-

criminant sexual activity?  

  2.    In the disorder known as , an individual has 

an uncontrollable and compulsive urge to pull out his or 

her hair.  

  3.   What are the fi ve subtypes of Internet addiction?       

 Self-Injurious Behaviors  

 Self-injurious behaviors are acts that are not socially  sanctioned 

involving deliberate self-harm, self-injury, self-mutilation, and 

cutting. Self-injurious behaviors are not included in  DSM-IV-

TR  but often are the basis of clinical attention and share many 

of the characteristics of impulse-control disorders.  

 Characteristics of Self-Injurious Behaviors 

 These behaviors cover a wide range from bruising to burn-

ing, marking, and scratching. The wounds that people infl ict 

on themselves are typically not life threatening and may not 

become a focus of medical or clinical attention because the 

individual may explain them as accidentally caused. Some-

times these acts are impulsive; and, at other times, they are 

planned and ritualistically performed. 

    During the past decade there has been a proliferation 

of  Internet message boards and blogs devoted to discus-

sions of  self-injurious behavior. In one study of  Internet 

websites pertaining to self-injuring behavior, Whitlock, 

 Powers, and Eckenrode (2006) analyzed 406 message boards 

on this topic. Several themes characterized these message 
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their existence. Some of these disorders represent behaviors 

that, in moderation, are not problematic. Nothing is wrong 

with dieting, gambling, or having sexual interests. It is also 

normal to lose one’s temper on occasion. However, when 

these behaviors are carried to an extreme, they can become 

a source of distress to the individual and to others. In con-

trast, fi restarting and stealing are outside the realm of what 

society regards as acceptable behavior, because these actions 

violate the rights of others and are against the law. Regard-

less of the degree of acceptability of the behavior, the main 

issue in understanding these disorders is that the individual 

feels powerless to control the impulse to act. 

    A number of the disorders we have covered cause con-

siderable harm to other people, in addition to the client. 

Even if  the client does not recognize a need for treatment, 

interventions may be mandated by legal authorities or may 

be insisted on by family members. Unfortunately, the nature 

of  these disorders makes it particularly diffi cult for these 

individuals to seek help and, even when they do, to seize 

control over their behavior. 

    In their attempt to explain impulse-control disorders, 

experts have proposed that these conditions fall on an affective 

spectrum that includes mood disorders, obsessive- compulsive 

disorder, substance abuse disorders, eating disorders, and anx-

iety disorders. All these conditions share certain symptoms, 

hypothesized biological mechanisms, and treatments. As re-

searchers continue to explore these links, we can look forward 

to improved understanding of these mysterious and disabling 

psychological phenomena.  
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 Rosa’s History 

 I had been relieved at the end of our 

 intake session when Rosa agreed 

to initiate psychotherapy. She ap-

proached our fi rst psychotherapy 

session with a considerably different 

style from that which she showed 

during her fi rst meeting with me. She 

seemed more open, as well as more 

eager to deal with the issues that 

had been  troubling her. As soon as 

we sat down, Rosa launched into 

telling me about herself. 

  Rosa began to tell me about her 

19 years of life, which were fi lled 

with countless experiences of suc-

cess. She explained that she felt 

 she had been “blessed with good 

 fortune,” causing her to feel at times 

 as though she was “living under a 

lucky star.” She was the only child 

 of a middle-class Puerto Rican fam-

ily that resided in a wealthy suburb 

of San Juan. Both of Rosa’s parents 

were successful business execu-

tives who had risen to positions of 

prominence in the banking fi eld. She 

spoke of them with deep affection, 

while alluding to the intense levels 

of pressure they placed on her to 

succeed. 

  Rosa had learned that the pres-

sure she felt from her parents began 

to emerge even prior to her birth. Even 

though she was an only child, she 

knew that she was the second-born in 

the family, with her birth taking place 

 2 years after the tragic death of her 

brother, Juan, on his fi fth birthday. 

Juan had died in a freak accident 

when the bike he had just received for 

his birthday careened down a hillside 

and slammed into a tree. Although 

Rosa’s parents never spoke of the ac-

cident and rarely mentioned Juan’s 

name, her Uncle Rico shared with 

Rosa the details of the event and the 

emotional devastation that followed 

for her parents. 

  According to Rico, Rosa’s parents 

had mourned the death of Juan for a 

year, after which they decided to try 

to have another child. This time, 

however, they promised that they 

“would be more careful.” Rico had 

told Rosa about the overprotective-

ness of her parents. From the day 

that Rosa was carried into the home 

for the fi rst time, she was treated like 

a fragile work of art. Rarely was she 

left unattended, even for a few mo-

ments. When her parents were at 

work, she was left in the hands of 

her grandmother, who doted over 

her with solicitous affection. 

  Rosa was sent to the fi nest schools, 

and she excelled in academics as well 

as athletics. From an early age, she 

was nurtured to be a tennis pro, with 

private lessons  beginning in early 

childhood. Rosa’s parents’ expecta-

tions for her were very high. If she did 

poorly in a competitive tennis match, 

more tennis lessons were added to 

her weekly schedule. If she received 

any grade less than an A in school, her 

parents lectured her about the impor-

tance of her studies and took away 

some privileges until she attained per-

fect grades. 

  As Rosa told me about her parents’ 

childrearing practices, I inquired about 

her feelings growing up in a family 

with such high expectations. To my 

surprise, Rosa did not speak nega-

tively about these experiences. Rather, 

she stated, “I felt so fortunate to know, 
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on a daily basis, how much my parents 

loved me.” She stated that she never 

resented their demands but shared 

their  values to make her life the best it 

could possibly be. She explained that 

she has  always loved her parents 

deeply and, in fact, missed them in-

tensely since coming to college, feel-

ing “desperately homesick.” 

  When we turned our attention to 

Rosa’s eating disorder, I could per-

ceive a tensing of her body. It was 

obvious that she was reluctant to talk 

about how this horrendous problem 

had developed, but she realized that it 

was important for me to know the his-

tory, so that I could help her. In begin-

ning to tell me about the roots of her 

eating disorder, Rosa began with the 

emphatic statement, “I want you to 

understand that this problem had 

nothing to do with my parents. They 

never said a word about my weight or 

my appearance.” Although I thought 

it odd that she would begin with that 

disclaimer, I decided to leave the pa-

rental issue aside and proceed to a 

direct questioning about when and 

how Rosa had gotten caught up in 

this self-destructive behavior. 

  Rosa recalled the day she asso-

ciates with the development of her 

eating problem. In the fall of her se-

nior year, she was being contacted 

by college tennis coaches who had 

heard about her remarkable athletic 

skills. She was told by more than 

a dozen colleges that she would 

be awarded a 4-year scholarship, 

based on her athletic and academic 

accomplishments. Rather than feel 

jubilant, Rosa suddenly felt intense 

self-consciousness. One December 

night, following a dinnertime discus-

sion about which college Rosa was 

intending to choose, she rushed 

from the table in tears to an upstairs 

bathroom and vomited. Feeling a 

sense of relief, Rosa then went to 

her bedroom and fell asleep. 

  In the weeks and months that fol-

lowed, Rosa outwardly seemed fi ne. 

She had made a choice about  college 

and had resumed her successful 

endeavors in school and tennis. 

However, as Rosa explained, the fa-

cade masked inner turmoil. Self-doubts 

tormented her, and she worried most 

of the time about whether she would 

be able to fulfi ll the high expectations 

everyone seemed to have for her. As 

high-school graduation approached, 

she realized that she would be the 

class valedictorian. As commence-

ment day approached, Rosa was in-

creasingly getting caught up in a 

cycle of self-starvation and exces-

sive exercise. She had convinced 

herself that these behaviors were 

temporary and that she would “re-

turn to normal” right after gradua-

tion. The summer months fl ew by, 

and she left for college at the end of 

August. Rosa hoped and prayed that 

she could board the plane in San 

Juan and leave her “sick” behaviors 

on the  island, beginning college with 

a healthy sense of herself and op-

timism about her future. When her 

tennis coach confronted her about 

the problem, Rosa realized, how-

ever, that she had carried with  her 

a “suitcase of worries” that was 

 killing her.   

 Assessment  

 Although the diagnosis of Rosa’s 

problem seemed straightforward, I 

recommended that she complete the 

MMPI-2 to shed some more light on 

her personality. As expected, Rosa’s 

profi le was that of a young woman 

who was markedly defensive and 

striving to present herself in a favor-

able light. Even though Rosa’s defen-

siveness was evident, so also was a 

pro fi le characterized as perfectionis-

tic, hypersensitive, and depressive— 

features commonly found in individu- 

als with eating disorders. 

  Besides the data from the clinical 

interview and the MMPI-2, I also had 

Dr. Kennedy’s medical report, which 

highlighted a number of health prob-

lems commonly associated with eat-

ing disorders. Rosa had lost nearly 

20 percent of her body weight in 

the past several months. She had 

stopped menstruating and showed 

signs of anemia, dehydration, and 

electrolyte disturbance. Dr. Kennedy’s 

medical  conclusions were stated in 

frank and stern language. He recom-

mended regular medical monitoring 

by university health personnel and 

stated that he considered hospital-

ization imperative if there was not an 

immediate improvement in Rosa’s 

eating behavior.    

 Diagnosis  

 The psychological as well as the 

medical symptoms shown by Rosa 

pointed directly to an eating disorder. 

Although some clients with obsessive 

concerns about weight and compul-

sive behaviors pertaining to eating 

meet the criteria for obsessive-

 compulsive disorder, Rosa’s clinical 

picture was focused exclusively on 

body image issues. She had not been 

engaging in binge eating, thus ruling 

out a diagnosis of bulimia nervosa. 

Rather, Rosa’s condition met all the 

criteria for  anorexia nervosa. She had 

been  refusing to maintain appropriate 

body weight; she had an intense fear 

of gaining weight, even though dra-

matically underweight; she had a dis-

turbed perception of her body weight 

and fi gure, while denying the serious-

ness of her dangerously low weight; 

and she had not menstruated in sev-

eral months. Characteristics involving 

self-starvation and excessive exer-

cise supported a subclassifi cation of 

“restricting type.”        

  Axis I:   Anorexia Nervosa, 

 Restricting Type  

  Axis II:   No evidence of per-

sonality disorder  

  Axis III:   Anemia, dehydration, 

electrolyte distur-

bance, amenorrhea  

  Axis IV:   Educational problems, 

problems related to 

social environment 

(homesickness), and 

athletic pressures  

  Axis V:   Current Global As-

sessment of Func-

tioning: 60 

 Highest Global Assess-

ment of Functioning 

(past year): 90  

       Case Formulation  

 Rosa’s history reads like a textbook 

case of a young woman at risk for 
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 developing an eating disorder. Con-

stantly striving for perfection in every 

facet of her life, Rosa came to defi ne 

herself in terms of the highest stan-

dards in each of her  endeavors. She 

internalized her parents’ high expec-

tations and  accepted nothing less 

than perfection in academic and ath-

letic pursuits. As pressures mounted 

and the expectations of others con-

tinued to intensify, Rosa reached a 

point at which her defenses began to 

break down. Being told that she was 

a “star” was gratifying at fi rst, but 

Rosa began to worry that she would 

be unable to fulfi ll the dreams that 

so many people had for her. As her 

self-doubts increased, her distortions 

about her intelligence, personality, 

and attractiveness also increased. In 

a desperate attempt to make things 

right, she began to starve herself in a 

misguided attempt to appear more 

attractive to others and, in turn, pos-

sibly to feel better about  herself.    

 Treatment Plan  

 When treating clients with serious 

eating disorders, I have learned over 

the years to attend fi rst and foremost 

to their medical status. Even with the 

best of psychotherapeutic interven-

tion, the health dangers require 

 professional medical monitoring and 

intervention. I was relieved to know 

that Rosa was willing to cooperate 

with Dr. Kennedy’s recommendations, 

the fi rst of which was an emergency 

consultation with the staff nutrition-

ist, Shelley Hatch, who put together a 

nutritional plan for Rosa. Ms. Hatch 

realized, just as well as I, that there 

was considerable risk that Rosa might 

pay lip service to complying with the 

nutritional plan while secretly engag-

ing in some of the self-destructive 

behaviors that had become so deeply 

entrenched. Ms. Hatch joined forces 

with me in conveying the dangerous-

ness of Rosa’s health condition and 

the fact that hospitalization would be 

necessary if Rosa failed to regain 

some weight. Further, Rosa was ex-

pected to go for a medical checkup 

with Dr. Kennedy three times during 

the fi rst week, then gradually move to 

less frequent appointments. 

  The medical and nutritional inter-

ventions were absolutely necessary 

in Rosa’s case, but she would cer-

tainly need more. I recommended 

that she see me weekly in psycho-

therapy and that she participate in a 

group for eating-disordered women 

that met on campus. Rosa agreed to 

the weekly individual psychotherapy 

sessions but vehemently resisted the 

notion of participating in group ther-

apy. Despite my strong recommenda-

tion, she made it clear that she would 

feel exposed and ashamed sharing 

her problems with other people, even 

those with the very same concerns. 

She reminded me of a cultural factor 

that I should have been more sensi-

tive to: in Puerto  Rican culture, seek-

ing professional psychological help 

for problems carries a great stigma. It 

was diffi cult enough for her to admit 

to herself and to health professionals 

that she had problems; to tell her 

peers would be catastrophic. I re-

spected the intensity of her feelings 

about the group and backed off with 

that idea. At the same time, however, 

I emphasized the importance of her 

compliance with the intervention plan 

involving regular psychotherapy ses-

sions in addition to the health inter-

ventions. She agreed. 

  As soon as we began our regular 

sessions, Rosa seemed to plunge 

right into the issues. In fact, I recall 

being startled by her insight into the 

development of her problems. Rosa 

realized that her emotional diffi cul-

ties did not have their roots in her 

adolescence but, rather, dated back 

to the early years of her life. Rosa 

began the second session with the 

profound statement, “I had to be 

perfect to erase the pain my parents 

felt following Juan’s death.” She 

proceeded to explain that, following 

Juan’s bicycle accident, he remained 

a powerful presence in the family, 

even though he was rarely dis-

cussed. In her childhood, Rosa found 

herself wishing that she could fi nd 

ways to make her parents happy and 

to help them put the tragedy behind 

them. She recalled wonderful mem-

ories of gratifi cation when they cel-

ebrated her athletic and academic 

accomplishments, as well as mem-

ories of inner pain when they ex-

pressed any disappointments. As she 

approached adulthood, her striving 

for perfection intensifi ed. She wanted 

to attend a prestigious college and 

wanted to be as beautiful as possible. 

In a matter of months, many of these 

issues became confused, and Rosa 

was responding with unhealthy and 

desperate attempts to cope. 

  Much of my work with Rosa in-

volved cognitive techniques, in which 

I tried to help her develop more accu-

rate views of herself, the world, and 

her future potential. At the same time, 

I realized that it was important for her 

to have a good understanding of her 

family dynamics and the ways in 

which early life experiences infl u-

enced the development of her eating 

disorder. Our work did not involve 

“blaming” her parents, as Rosa feared 

that it might. Rather, she came to un-

derstand the ways in which their pain, 

and their needs, played a role in her 

pathological pursuit of perfection.    

 Outcome of the Case  

 Much to my relief, Rosa did comply 

with the medical and nutritional regi-

men proposed by Dr. Kennedy and 

Ms. Hatch. In fact, during the early 

weeks of treatment, Rosa was not 

only eating balanced meals but also 

was allowing herself to indulge in an 

occasional milkshake, with the goal of 

returning to the target weight she had 

set. She was also working with her 

coach to establish an exercise pro-

gram that made sense for condition-

ing purposes but was not excessive. 

  With the health components of the 

treatment plan working so smoothly, 

Rosa was in the right frame of mind to 

make optimal use of psychotherapy. 

I  continued to see Rosa weekly for 

6 months, during which she made 

major advances in self-understanding 

as well as behavior change. She 

came to realize that, not only did she 

not have to be perfect, but relentless 

striving for perfection would lead her 

to misery. She came to realize that 

she couldn’t win every tennis match, 

nor did she need to. She realized that 

she needn’t be devastated if she did 
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not attain a 4.0 grade point average 

each semester. And she realized that 

her body did not have to look like that 

of a fashion model. Central to Rosa’s 

growth was her gentle confrontation 

with her parents when she returned 

home between semesters. In a  loving 

way, she found the words to express 

her appreciation for all they had 

given her, while at the same time 

conveying her need to have the pres-

sure lessened at this point in her life. 

Rosa told me that, at fi rst, they seemed 

defensive but seemed to “wake up” 

when she told them about the serious 

health problems she had developed a 

few months earlier due to her disor-

dered eating. This discussion seemed 

to be a turning point for Rosa, en-

abling her to move from the confi ning 

demands imposed by her parents to a 

point at which she could set goals 

and expectations for herself. 

  Rosa developed a close work-

ing  alliance with me during those 

6 months. At the end of February, 

when I suggested that we consider 

terminating, she seemed genuinely 

sad at fi rst, yet she recognized the 

importance of taking the work she 

had been doing in psychotherapy 

into her own hands. She felt confi -

dent that she could stay healthy, and 

she promised to contact me should 

she fi nd herself slipping back into 

unhealthy behaviors. In fact, in mid-

April, the pressures of the tennis 

season seemed a bit overwhelming 

for Rosa, and she found herself hav-

ing some of the same obsessions. 

After a few days of skipping meals, 

she realized that she was in danger, 

so she called me for an appoint-

ment. In that 50-minute session, 

Rosa did virtually all the talking. She 

explained what was going on in her 

thoughts and in her behavior, and 

she laid out a treatment plan for 

 herself. Feeling confi dent that she 

could take care of this issue before 

it worsened, she left the session in 

good spirits, stating that there was 

no need for further meetings at that 

time. I trusted her judgment. 

  The next time I heard from Rosa 

was the following September, in a 

note telling me how well things 

were going. The tennis team had 

lost the championship game in May, 

but, rather than fret about it, Rosa 

explained that she had found a way 

to leave it behind her and have a 

great summer at home, working in a 

day care center with children in 

poverty worse than any challenge 

she had ever faced. That was the 

last time Rosa ever contacted me, 

although I did see occasional sto-

ries in the campus newspaper about 

the ups and downs of the tennis 

team. In each of the accompanying 

photos, Rosa looked healthy and 

happy.   

    Sarah     Tobin  ,   PhD    
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       SUMMARY  

■    People with anorexia nervosa experience four kinds of 

symptoms. They (1) refuse or are unable to maintain normal 

weight, (2) have an intense fear of gaining weight or becom-

ing fat, even though they may be grossly underweight, (3) 

have a distorted perception of the weight or shape of their 

body, and (4) experience amenorrhea, if  postpubertal. Peo-

ple with bulimia nervosa alternate between the extremes of 

eating large amounts of food in a short time (binges) and 

then compensating for the added calories by vomiting or 

performing other extreme actions. Those with the purging 

type try to force out of  their bodies what they have just 

eaten, while those with the nonpurging type try to compen-

sate for what they eat by fasting or exercising excessively. 

Biochemical abnormalities in the norepinephrine and sero-

tonin neurotransmitter systems, perhaps with a genetic basis, 

are thought to be involved in eating disorders. The psycho-

logical perspective views eating disorders as developing in 

people who suffer a great deal of inner turmoil and pain, 

and who become obsessed with body issues, often turning to 

food for comfort and nurturance. According to cognitive 

theories, over time, people with eating disorders become 

trapped in their pathological patterns because of resistance to 

change. Within the sociocultural perspective, eating disorders 

have been explained in terms of family systems theories and, 

more broadly, in terms of society’s attitudes toward eating 

and diet. Treatment of eating disorders requires a combina-

tion of  approaches. While medications, particularly those 

affecting serotonin, are sometimes prescribed, it is also clear 

that psychotherapy is necessary, particularly those using 

 cognitive-behavioral and interpersonal techniques. Family 

therapy, particularly when the client is a teen, can also be 

an important component of an intervention plan.  

■      People with impulse-control disorders repeatedly engage in 

behaviors that are potentially harmful, feeling unable to 

stop themselves and experiencing a sense of  desperation if  

they are thwarted from carrying out their impulsive behav-

ior. People with kleptomania are driven by a persistent urge 

to steal, not because they wish to have the stolen objects 

but because they experience a thrill while engaging in the 

act of  stealing. In addition to recommending medication, 

clinicians commonly treat people with kleptomania with 

behavioral treatments, such as covert sensitization, to help 

them control the urge to steal.  

■      People with pathological gambling have an intense urge to 

gamble, causing them to become preoccupied with such 
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anorexia nervosa weigh signifi cantly less than the norm 

for height and build, whereas many people with bulimia 

nervosa have average or above-average weights.  

3.   Interpersonal therapy     

 Eating Disorders (p. 439)  

1.     Purging; nonpurging  

2.      People with anorexia nervosa have very distorted percep-

tions of their body size, whereas those with bulimia ner-

vosa have an accurate body perception. Also, people with 

risk-taking behaviors. From a biological perspective, the gam-

bler’s perpetual pursuit of the big win can be seen as a drive 

for stimulation and pleasurable feelings. Certain personality 

characteristics, such as impulsivity and psychopathy, also 

seem to predispose people to developing this condition. 

Sociocultural factors, such as the spread of legalized gam-

bling, may aggravate the tendency of some vulnerable indi-

viduals to become immersed in such behavior. Treatment 

methods that combine various approaches seem most effec-

tive. Medications, such as SSRIs, are helpful with some cli-

ents, as are behavioral and cognitive-behavioral techniques. 

Many pathological gamblers also benefi t from participation 

in peer groups, such as Gamblers Anonymous.  

■    People with pyromania are driven by the intense desire to 

prepare, set, and watch fi res. This disorder seems to be 

rooted in childhood problems and fi resetting behavior. In 

adulthood, people with pyromania typically have various 

dysfunctional characteristics, such as problems with sub-

stance abuse as well as relationship diffi culties. Some treat-

ment programs focus on children showing early signs of 

developing this disorder. With adults, various approaches 

are used, with the aim of focusing on the client’s broader 

psychological problems, such as low self-esteem, depression, 

communication problems, and inability to control anger.  

■    People with sexual impulsivity are unable to control their 

sexual behavior and feel driven to engage in frequent and 

indiscriminate sexual activity, which they later regret. Indi-

viduals with this condition commonly suffer with a co-existing 

condition, such as depression, phobic disorder, or substance 

abuse, and some experience dissociative symptoms. Although 

this condition can be understood as related to a biochemical 

disturbance, most experts focus on early life experiences. 

Treatment usually combines components derived from insight-

oriented, behavioral, and family systems approaches.  

■      People with trichotillomania have an irresistible urge to 

pull out their hair. Certain brain abnormalities have been 

implicated. Behavioral theorists regard the disorder as 

resulting from the reinforcement associated with tension 

relief  following random hair-pulling. Sociocultural theorists 

focus on the development of  this condition within the con-

text of  disturbed parent-child relationships, in which an 

upset child resorts to this kind of  behavior in an attempt 

to gain attention. Various medications for treating this dis-

order are being tested, although clinicians would usually 

recommend that treatment include behavioral therapy, such 

as habit reversal.  

■      People with intermittent explosive disorder feel a recurrent 

inability to resist assaultive or destructive acts of aggression. 

Theorists propose that an interaction of biological and envi-

ronmental factors leads to this condition. In terms of biology, 

serotonin seems to be implicated. In terms of psychological and 

sociocultural factors, theorists focus on the reinforcing qualities 

of emotional outbursts, as well as the effects of such behaviors 

on family systems and intimate relationships. Treatment may 

involve the prescription of medication, although psychothera-

peutic methods would also be included in the intervention.  

■    Internet addiction is an impulse-control condition in which 

an individual feels an irresistible need to be involved in 

Internet-based activities. The biopsychosocial model can be 

used to conceptualize Internet addiction. Most people with 

this condition resist treatment, but some are coerced into 

seeking help by their loved ones. Treatment involves indi-

vidual therapy and, at times, couples therapy.  

■      Self-injurious behavior, which shares many of the character-

istics of impulse-control disorders, has increasingly come to 

the attention of clinicians. Individuals who engage in self-

injurious behavior infl ict bodily harm that is usually associ-

ated with dysfunctional emotional reactions to relationship 

problems, depression, stress, loneliness, or sexual victimiza-

tion. Clinicians working with self-injurious clients help them 

fi nd more effective ways to express their emotions and to 

increase their experience of positive emotions.     



 ANSWERS TO MINI CASE QUESTIONS   

 Anorexia Nervosa (p. 435) 

A: Lorraine has stopped eating, has a distorted body image 

and views herself  as overweight, has a fear of gaining weight 

and becoming fat, and has experienced menstrual changes.   

 Bulimia Nervosa (p. 436) 

A:  Cynthia has a love of high-calorie carbohydrates, which 

would be uncommon for a person with anorexia nervosa.   

 Kleptomania (p. 440) 

A:  Before shoplifting, Gloria feels tension that is relieved only 

by stealing. Furthermore, her stealing is not motivated by a 

need for the items she steals, as she can afford to pay for them. 

Finally, Gloria is unable to control her impulse to steal.   

 Pathological Gambling (p. 441) 

A:  After experiencing a big win in the form of a $5,000 

payoff, Wayne continued to seek the reinforcement of 

another win.   

 Pyromania (p. 444) 

A: Floyd was not setting fi res for an ulterior motive (e.g., 

fi nancial gain, revenge, etc.) as would have been the case 

with an arsonist.   

 Sexual Impulsivity (p. 446) 

A:  Raj is unable to control his impulses, shows increasing 

tension prior to committing the act, and experiences a sense 

of relief  when completing the act.   

 Trichotillomania (p. 448) 

A: There would be short broken hairs around the bald spots 

indicating that the hair had been plucked.   

 Intermittent Explosive Disorder (p. 449) 

A:  Ed should be tested for seizure disorder because people 

with intermittent explosive disorder often experience an aura 

associated with a seizure disorder.    

 Impulse-Control Disorders (p. 445)  

1.      They are unable to refrain from acting on impulses that 

are harmful to the self  or others. Before they act, they 

feel a pressure to act. After acting on their impulse, they 

feel a sense of pleasure or gratifi cation.  

2.      High levels of  impulsivity, often combined with 

 psychopathy  

3.     Arsonist     

 Impulse-Control Disorders and Internet 
Addiction (p. 451)  

1.   Sexual impulsivity  

2.   Trichotillomania  

3.    Cyber-sexual addiction, cyber-relationship addiction, 

net compulsions, information overload, and computer 

addiction       

  INTERNET RESOURCE 

 To get more information on the material covered in this chapter, visit our website at  www.mhhe.com/halgin6 e. There 

you will fi nd more information, resources, and links to topics of interest.     

Internet Resource 457
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  It had been more than 10 years since 

I treated Mark Chen. At the time, he 

was an undergraduate student who 

came to see me in his senior year for 

serious depression. In fact, he had 

been so depressed that he had to be 

hospitalized for 2 weeks and treated 

with electroconvulsive therapy. I 

hadn’t heard from him since that 

time and occasionally wondered how 

he might be doing. One unusually 

warm January afternoon, I received 

a phone call from Mark’s wife, Tanya, 

urgently asking for my assistance. 

Apparently, Mark was experiencing 

a recurrence of his depression with 

intensity so great that Tanya feared 

he might kill himself. Tanya recalled 

that Mark had seen me a decade 

earlier and explained that she didn’t 

know where to turn. Her emotion-

packed words alerted me to the 

frightening situation she was fac-

ing: “Dr. Tobin, he’s been  sitting at 

home for the past 2 days, holding a 

knife to his wrist. What should I 

do?” 

  I asked Tanya whether she felt 

she would be able to persuade Mark 

to go with her to the emergency room, 

where I could conduct an evalua-

tion. As I held the phone, I could hear 

Tanya murmuring to Mark, but I heard 

no response. She spoke louder to him 

and soon began to cry with impas-

sioned pleas for him to answer. Still 

no response. 

  Given the seriousness of the situ-

ation, I discussed with Tanya ways 

that she might get Mark to the 

 hospital. Since she was alone and he 

was immobilized, she didn’t think it 

would be possible for her to take him 

without assistance. I suggested she 

call an ambulance service, and I 

gave her the name of a local com-

pany with expertise in dealing with 

individuals in psychiatric crisis. I also 

suggested that she contact a  relative 

or friend to come to her apartment 

and help her deal with the situation. 

She followed both recommendations, 

fi rst summoning an ambulance and 

then calling her best friend, Anita, 

who was able to provide her with 

support in this troubling situation. 

  Two hours after we ended our 

phone contact, I received a call 

from the emergency room with a re-

quest that I come down to do an 

evaluation on Mark Chen. Knowing 

that I was walking into a stressful 

situation, I braced myself for the 

likelihood that I might have to make 

some diffi cult decisions about hos-

pitalizing Mark. 

  When I entered the consulting 

room, I came upon Tanya and a man 

I didn’t recognize. Admittedly, 10 years 

had passed since my brief treatment 

of Mark Chen. But how could this 

man be only 32 years old? Perhaps it 

was his unshaven face, his unkempt 

hair, and his weary look that made 

him seem so much older. I extended 

my hand to greet Mark, but my words 

fell on seemingly deaf ears. Sitting in 

the chair like a lump of fl esh, Mark 

was immobile. He uttered no words 

and made absolutely no movements. 

Then, suddenly, he grabbed the pen 

from the nearby desk and gouged at 

his wrist. With a split-second reac-

tion, I pulled the pen from his hand 

and in a strong but calming voice 

said, “Mark, you are in the hospital. I 

am Dr. Sarah Tobin. Remember, I 

treated you 10 years ago when you 

were in college. You need help again, 

and Tanya and I are trying to help 

you. Please cooperate with us. You 

mustn’t hurt yourself.” 

  The decisions that I dreaded 

were now before me. Mark was 

clearly in danger of hurting himself. 

Ideally, he would be able to recog-

nize the depth of his depression and 

comply with my recommendation 

that he sign himself into the hospital. 

Realistically, however, Mark did not 

seem to comprehend a word I was 

saying. I placed the Informed Con-

sent form before him, but he stared 

blankly at the paper with absolutely 

no responsiveness. There was no 

other choice for me but to commit 

Mark to the hospital. The process of 

taking away a person’s voluntary 

control over personal choices is one 

of the most unpleasant aspects of 

the work of a mental health profes-

sional. Every time I face the task of 

committing a person to the hospital, I 

am temporarily paralyzed by ques-

tions about how I would feel if I were 

in that person’s place. Would I be en-

raged? Would I be frightened? Would 

I feel relieved? 

  I discussed the dilemma with 

Tanya and asked her how she felt 

participating in committing Mark to 

the hospital. Choking on her own 

emotion, she found it diffi cult to 

speak in a way that I could under-

stand. She did nod her agreement, 

however, so I proceeded to complete 

the legal forms documenting the 

need to take this decision out of 

Mark’s hands. 

  The next decision I faced per-

tained to the nature of the initial 

 intervention for Mark’s profound de-

pression. Mark had not eaten in 

days and had gotten only a minimal 

amount of sleep. Furthermore, Tanya 

reported with some embarrassment, 

Mark had urinated and defecated  in 

his clothing, almost unaware of what 

was happening. With a symptom 

picture as serious as Mark’s, we did 

not have the luxury of waiting for 

 antidepressant medications to take 

effect. Mark’s condition called for 

electroconvulsive therapy, a treat-

ment that had been  tremendously 

helpful for Mark 10 years earlier. 

When I raised this suggestion with 

Tanya, she seemed initially irritated, 

stating, “Isn’t there a less danger-

ous treatment you can use?” After 

I reassured Tanya about the safety 

of ECT, as well as the urgency 

of Mark’s condition, she agreed 

to sign the forms granting permis-

sion for this treatment. Once again, 

we were facing the troubling task 

of deciding on a course of action 

for  a person deemed incapable of 

 making such important choices for 

himself. 

  After all the necessary forms 

were completed, I summoned psy-

chiatric aides to bring a wheelchair 

to escort Mark Chen to the treat-

ment unit. A hospital wristband was 

placed on Mark, indicating that he 

should remain under 24-hour watch 

and that all dangerous objects 

should be kept out of his reach. As 

Mark was wheeled out of the con-

sulting room, I tried to reassure 

Tanya that I believed he would show 

improvement within a few days and 

that these diffi cult choices were 

necessary and wise. 

    Sarah     Tobin  ,   PhD      
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T
 he case of  Mark Chen is indeed provocative. You 

might fi nd it disturbing to confront the fact that 

 profoundly important choices about hospitalization 

and treatment are sometimes made by people other than 

the client. In some instances, these decisions are made by 

strangers, such as police offi cers or emergency room physi-

cians, who have little or no information about the person other 

than the behavior they are observing. However, even staunch 

protectors of personal freedom and individual rights realize 

that, in certain situations, people are incapable of acting in their 

own best interest; in some cases, they are so impaired that their 

lives or the safety of others is at risk. In this chapter, we will 

discuss the ways in which the work of mental health profes-

sionals is affected by and informed by ethical and legal issues.      

 Ethical Issues  

 When most people think about psychological interventions, 

they focus on the helping nature of the therapeutic  relationship. 

From the chapters you have read so far, you might conclude 

that psychotherapy is usually a voluntary process in which a 

person willingly seeks help and therapy proceeds in a straight-

forward manner. We will now turn our attention to some of 

the complexities associated with the delivery of professional 

services. These complexities are related to the responsibilities 

of mental health professionals, the ethical issues in the provi-

sion of mental health care, the legal issues pertaining to the 

rights of clients in treatment, and the responsibilities of a soci-

ety to ensure the protection of its citizens. These issues have 

emerged in the context of broader social and historical changes 

in the mental health system, such as deinstitutionalization, in-

creased attention to potential abuses in  psychotherapy, and 

heightened publicity regarding medical malpractice.  

 Roles and Responsibilities of Clinicians 

 As you are reading this fi nal chapter of the text, think back 

to our discussion in Chapter 2 about the work and responsi-

bilities of clinicians. In that chapter, we spoke of the clinician 

as an expert in human relations with a range of responsi-

bilities for assessing and helping people with psychological 

problems. Throughout the book, you have read about the 

cases of Dr. Tobin, as well as many other clinical examples 

involving the work of clinicians with their clients. By now, 

you have developed an appreciation for how demanding and 

diffi cult this work must be. Adding to the challenges involved 

in diagnosis and treatment, clinicians also contend with a 

number of challenges pertaining to professional and ethical 

practice. In the sections that follow, we will examine some of 

the diffi cult issues that mental health professionals face in 

their efforts to maintain the highest standards of practice.  

 Therapist Competence   It would be naive to think that 

possessing a doctorate in clinical psychology or a degree in 

medicine is a guarantee that a professional is capable of 

treating every client requesting services. Mental health pro-

fessionals are guided by standards that specify that they pos-

sess the skills needed to treat people who approach them for 

professional services. In other words, they should have the 

intellectual competence to assess, conceptualize, and treat 

clients whom they accept into treatment. Furthermore, they 

need to be emotionally capable of  managing the clinical 

issues that emerge in treatment. 

  Consider how inappropriate it would be for a clinician 

without any training or experience in the treatment of people 

with severe eating disorders to advertise that he is opening a 

specialty practice in treating women with anorexia nervosa. 

Obviously, he would be practicing in a fi eld in which he lacks 

the competence to treat people with specialized treatment 

needs, and his behavior would be unethical. In a case such 

as this, the absurdity is evident. However, there are other 

cases in which the clinician may have the training and experi-

ence, but not the emotional competence, to deal with certain 

kinds of clinical issues. An example of this is the case of a 

profoundly depressed clinician who is treating clients also suf-

fering from severe mood disturbance. Although this clinician’s 

training may be suffi cient, the active nature of the clinician’s 

psychological disorder could impede his or her ability to be 

a wise and constructive consultant in the life of a client suf-

fering with the same problem. 

  Mental health professionals are expected to conduct reg-

ular self-scrutiny, in which they make an effort to objectively 

evaluate their competence to carry out their work. When 

faced with prospective clients whose needs are beyond the 

clinician’s competence, a referral should be made, or the clini-

cian should obtain appropriate supervision. Self-assessment 

of emotional competence is a bit more diffi cult, in that it can 

be diffi cult to recognize the depth or extent of one’s own prob-

lems. Astute clinicians regularly seek out the advice of senior 

or peer consultants to help them make such evaluations. 

Competency is a multifaceted phenomenon that includes a 

clinician’s sensitivity to people of diverse backgrounds and 

the clinician’s effort to understand and acquire knowledge 

about individuals from differing backgrounds (White Kress, 

Eriksen, Rayle, & Ford, 2005). For example, in recent years 

the American Psychological Association has developed Guide-

lines for Psychotherapy with Lesbian, Gay, and Bisexual Cli-

ents ( Table 15.1 ), Guidelines for Psychological Evaluations in 

Child  Protection Matters ( Table 15.2 , p. 462), Guidelines for 

Psychological Practice with Older Adults ( Table 15.3 , p. 463), 

and Guidelines for Psychological Practice with Girls and 

Women ( Table 15.4 , page 464).  

    Informed Consent   Assuming that the clinician has the intel-

lectual and emotional competence to treat, the next set of 

issues pertains to obligations within the treatment context. 

Although it would be unusual to have a legalistic contract for 

therapy, experts in the fi eld recommend some form of a thera-

peutic understanding. In other words, clinicians should provide 

clients with the information they will need to make decisions 

about therapy.   According to Koocher and Keith-Spiegel (1998), 
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TABLE 15.1 Guidelines for Psychotherapy with Lesbian, Gay, and Bisexual Clients

 1. Psychologists understand that homosexuality and bisexuality are not indicative of mental illness.

 2.  Psychologists are encouraged to recognize how their attitudes and knowledge about lesbian, gay, and bisexual issues may 
be relevant to assessment and treatment and seek consultation or make appropriate referrals when indicated.

 3.  Psychologists strive to understand the ways in which social stigmatization (i.e., prejudice, discrimination, and violence) 
poses risks to the mental health and well-being of lesbian, gay, and bisexual clients.

 4.  Psychologists strive to understand how inaccurate or prejudicial views of homosexuality or bisexuality may affect the client’s 
presentation in treatment and the therapeutic process.

 5. Psychologists strive to be knowledgeable about and respect the importance of lesbian, gay, and bisexual relationships.

 6. Psychologists strive to understand the particular circumstances and challenges faced by lesbian, gay, and bisexual clients.

 7.  Psychologists recognize that the families of lesbian, gay, and bisexual people may include people who are not legally or 
biologically related.

 8.  Psychologists strive to understand how a person’s homosexual or bisexual orientation may have an impact on his or her 
family of origin and the relationship to that family of origin.

 9.  Psychologists are encouraged to recognize the particular life issues or challenges that are related to multiple and often 
confl icting cultural norms, values, and beliefs that lesbian, gay, and bisexual members of racial and ethnic minorities face.

10. Psychologists are encouraged to recognize the particular challenges that bisexual individuals experience.

11. Psychologists strive to understand the special problems and risks that exist for lesbian, gay, and bisexual youth.

12.  Psychologists consider generational differences within lesbian, gay, and bisexual populations and the particular challenges 
that lesbian, gay, and bisexual older adults may experience.

13.  Psychologists are encouraged to recognize the particular challenges that lesbian, gay, and bisexual individuals experience 
with physical, sensory, and cognitive-emotional diffi culties.

14. Psychologists support the provision of professional education and training on lesbian, gay, and bisexual issues.

15.  Psychologists are encouraged to increase their knowledge and understanding of homosexuality and bisexuality through 
continuing education, training, supervision, and consultation.

16.  Psychologists make reasonable efforts to familiarize themselves with relevant mental health, educational, and community 
resources for lesbian, gay, and bisexual people.

Source: Guidelines for Psychotherapy with Lesbian, Gay, and Bisexual Clients (Division 44, 2000) by American Psychological Association. Copyright © by the American 
Psychological Association. Reprinted with permission.

there are several key elements in the sound therapeutic 

 contract. At the outset of  therapy, clinicians should discuss 

the goals of  treatment, the process of  therapy, the client’s 

rights, the therapist’s responsibilities, the treatment risks, the 

techniques that will be used, fi nancial issues, and the limits 

of  confi dentiality. When these matters have been discussed, 

the client gives    informed consent,    an indication that he or 

she has participated in setting the treatment goals, under-

stands and agrees to the treatment plan, and knows the 

clinician’s credentials (Koocher, 1994). Generally, clients are 

given a written statement containing this information. In 

cases in which a risk is involved in treatment, such as when 

medication or electroconvulsive therapy is recommended, the 

 client should understand the possible short-term and long-

term side effects. The clinician has a responsibility to ensure 

that the client is made aware of these issues, is given answers 

 to any questions, and is given the opportunity to refuse 

treatment. 

Even though a person may be in extreme distress, on his or her 
admission to a psychiatric hospital, the clinician must obtain informed 
consent.
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  This process has some complications. Psychotherapy is an 

imprecise procedure, and it is not always possible to predict 

its course, risks, or benefi ts. The clinician’s job, however, is to 

give a best estimate at the onset of therapy and to provide 

further information as therapy proceeds. Most people are able 

to discuss these matters with the clinician and to make an in-

formed choice. However, what happens when prospective cli-

ents are unable to understand the issues in order to make in-

formed consent? This is the case with people who are out 

of touch with reality, people who are mentally retarded, and 

children. In these cases, the clinician must work with the 

individual’s family or other legally appointed guardians, as 

Dr. Tobin did in her dealings with Mark Chen. Because he 

was so depressed and catatonic, she found it necessary to turn 

to Mark’s wife to obtain consent for the administration of 

electroconvulsive therapy. The clinician must make every ef-

fort to ensure that the client’s rights are protected.   

 Confi dentiality   Part of the informed consent process involves 

informing the client that what takes place in therapy is private. 

   Confi dentiality,    long regarded as a sacred part of the clinician-

 client relationship, refers to the principle that the therapist 

must safeguard disclosures in therapy as private. Why is con-

fi dentiality so important? In order for clients to feel comfort-

able disclosing intimate details, they need to have the as-

surance that the clinician will protect this information 

(Dolan, 2004). For example, if  a man tells his therapist that 

he is having an extramarital affair, he would do so with the 

understanding that the therapist would not divulge this in-

formation to others. In fact, safeguards against the disclo-

sure of confi dential information exist within the laws of most 

states. In order to adhere to the highest standards of profes-

sional practice, clinicians should have a clearly articulated 

protocol regarding the way in which they will inform cli-

ents about the nature, extent, and limits of  confi dentiality 

(Fisher, 2008). 

  The content of  therapy is legally considered    privileged 

communication.    In other words, the clinician may not dis-

close any information about the client in a court of  law 

without the client’s expressed permission. This issue would 

TABLE 15.2 Guidelines for Psychological Evaluations in Child Protection Matters

 1.  The primary purpose of the evaluation is to provide relevant, professionally sound results or opinions in matters where a 
child’s health and welfare may have been and/or may in the future be harmed.

 2. In child protection cases, the child’s interest and well-being are paramount.

 3.  The evaluation addresses the particular psychological and developmental needs of the child and/or parent(s) that are relevant 
to child protection issues, such as physical abuse, sexual abuse, neglect, and/or serious emotional harm.

 4.  The role of the psychologist conducting evaluations is that of a professional expert who strives to maintain an unbiased, 
objective stance.

 5. The serious consequences of psychological assessment in child protection matters place a heavy burden on psychologists.

 6. Psychologists gain specialized competence.

 7. Psychologists are aware of personal and societal biases and engage in nondiscriminatory practice.

 8. Psychologists avoid multiple relationships.

 9. Based on the nature of the referral questions, the scope of the evaluation is determined by the evaluator.

10.  Psychologists performing psychological evaluations in child protection matters obtain appropriate informed consent from 
 all adult participants and, as appropriate, inform the child participant. Psychologists need to be particularly sensitive to 
consent issues.

11.  Psychologists inform participants about the disclosure of information and the limits of confi dentiality.

12.  Psychologists use multiple methods of data gathering.

13. Psychologists neither overinterpret nor inappropriately interpret clinical or assessment data.

14.  Psychologists conducting a psychological evaluation in child protection matters provide an opinion regarding the psycho-
logical functioning of an individual only after conducting an evaluation of the individual adequate to support their state-
ments or conclusions.

15.  Recommendations, if offered, are based on whether the child’s health and welfare have been and/or may be seriously harmed.

16. Psychologists clarify fi nancial arrangements.

17. Psychologists maintain appropriate records.

Source: Guidelines for Psychological Evaluations in Child Protection Matters, Committee on Professional Practice and Standards Board of Professional Affairs, 1998 
(published report). Copyright © by the American Psychological Association. Reprinted with permission.
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TABLE 15.3 Guidelines for Psychological Practice with Older Adults

Attitudes

Guideline 1. Psychologists are encouraged to work with older adults within their scope of competence, and to seek consultation 
or make appropriate referrals when indicated.

Guideline 2. Psychologists are encouraged to recognize how their attitudes and beliefs about aging and about older individuals 
may be relevant to their assessment and treatment of older adults, and to seek consultation or further education about these 
issues when indicated.

General Knowledge about Adult Development, Aging, and Older Adults

Guideline 3. Psychologists strive to gain knowledge about theory and research in aging.

Guideline 4. Psychologists strive to be aware of the social/psychological dynamics of the aging process.

Guideline 5. Psychologists strive to understand diversity in the aging process, particularly how sociocultural factors such as gender, 
ethnicity, socioeconomic status, sexual orientation, disability status, and urban/rural residence may infl uence the experience and 
expression of health and of psychological problems in later life.

Guideline 6. Psychologists strive to be familiar with current information about biological and health-related aspects of aging.

Clinical Issues

Guideline 7. Psychologists strive to be familiar with current knowledge about cognitive changes in older adults.

Guideline 8. Psychologists strive to understand problems in daily living among older adults.

Guideline 9. Psychologists strive to be knowledgeable about psychopathology within the aging population and cognizant of 
the prevalence and nature of that psychopathology when providing services to older adults.

Assessment

Guideline 10. Psychologists strive to be familiar with the theory, research, and practice of various methods of assessment with 
older adults, and knowledgeable of assessment instruments that are psychometrically suitable for use with them.

Guideline 11. Psychologists strive to understand the problems of using assessment instruments created for younger individuals 
when assessing older adults, and to develop skill in tailoring assessments to accommodate older adults’ specifi c characteristics 
and contexts.

Guideline 12. Psychologists strive to develop skill at recognizing cognitive changes in older adults, and in conducting and 
interpreting cognitive screening and functional ability evaluations.

Intervention, Consultation, and Other Service Provision

Guideline 13. Psychologists strive to be familiar with the theory, research, and practice of various methods of intervention with 
older adults, particularly with current research evidence about their effi cacy with this age group.

Guideline 14. Psychologists strive to be familiar with and develop skill in applying specifi c psychotherapeutic interventions and 
environmental modifi cations with older adults and their families, including adapting interventions for use with this age group.

Guideline 15. Psychologists strive to understand the issues pertaining to the provision of services in the specifi c settings in 
which older adults are typically located or encountered.

Guideline 16. Psychologists strive to recognize issues related to the provision of prevention and health promotion services with 
older adults.

Guideline 17. Psychologists strive to understand issues pertaining to the provision of consultation services in assisting older adults.

Guideline 18. In working with older adults, psychologists are encouraged to understand the importance of interfacing with 
other disciplines, and to make referrals to other disciplines and/or to work with them in collaborative teams and across a 
range of sites, as appropriate. 

Guideline 19. Psychologists strive to understand the special ethical and/or legal issues entailed in providing services to older adults.

Education

Guideline 20. Psychologists are encouraged to increase their knowledge, understanding, and skills with respect to working with 
older adults through continuing education, training, supervision, and consultation.

Source: From Guidelines for Psychological Practice with Older Adults, 2004 (published report). Copyright © by the American Psychological Association. Reprinted by 
permission.
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arise in a court proceeding; for example, a therapist might 

be summoned to appear in a divorce case and be asked to 

divulge information about a client’s sexual dysfunction that 

had been discussed in therapy. Because the content of  ther-

apy is privileged communication, the therapist must have 

the client’s permission before discussing any information 

that had emerged in therapy. In the context of  the courts, 

privileged communication differs from the general notion 

that the public is entitled to relevant evidence pertaining to 

a case (Smith-Bell & Winslade, 1994). However, there are 

certain kinds of  cases in which the court is entitled to infor-

mation shared within the therapy context. For example, in 

certain kinds of  child custody cases, a judge may deem that 

therapy information is crucial in order to protect the wel-

fare of  the child. Other exceptions to privilege involve cases 

in which a defendant is using mental disability as a defense 

in a criminal trial; in this kind of  case, the court would 

likely rule that the defendant has waived the psychologist-

client privilege as it relates to the defendant’s mental state 

at the time of  the alleged crime. Along similar lines, an 

exception to privilege applies in a case in which a psychol-

ogist is appointed by a court to determine whether the 

defendant is competent to stand trial; obviously, the psy-

chologist would be expected to share fi ndings from such an 

evaluation with the court. However, the psychologist would 

not necessarily have blanket permission to share all that 

was communicated during the evaluation; the psychologist 

cannot disclose any statements by the defendant regarding 

the offense, unless the individual gives explicit permission 

(Brant, 1998). 

  As you can see, the work of a mental health professional 

involves many challenges in cases in which there is a legal 

aspect. For the most part, the legal system is committed to 

protecting the sanctity of private communication between a 

mental health professional and a client who has turned to 

that professional for help. In some instances, however, the 

client’s rights must be overlooked for the good of society 

and the welfare of other people, such as children, who might 

be at risk of harm. 

  There are some important exceptions to the principle 

of  confi dentiality, such as cases involving abuse. Every 

state requires some form of     mandated reporting    by profes-

sionals when they learn fi rsthand of  cases involving child 

abuse or neglect. Abuse, which may be physical or sexual, 

is defi ned as an act by a caretaker that causes serious physical 

or emotional injury. Neglect is characterized as the intentional 

withholding of food, clothing, shelter, or medical care (Brant, 

1998). In recent years, many states have expanded mandated 

reporting statutes to include a wider range of  vulnerable 

people, such as those who are handicapped or develop-

mentally disabled as well as impaired elders who cannot 

otherwise protect themselves. One variation of  mandated re-

TABLE 15.4 Guidelines for Psychological Practice with Girls and Women

Guideline 1. Psychologists strive to be aware of the effects of socialization, stereotyping, and unique life events on the develop-
ment of girls and women across diverse cultural groups.

Guideline 2. Psychologists are encouraged to recognize and utilize information about oppression, privilege, and identity develop-
ment as they may affect girls and women.

Guideline 3. Psychologists strive to understand the impact of bias and discrimination upon the physical and mental health of 
those with whom they work.

Guideline 4. Psychologists strive to use gender and culturally sensitive, affi rming practices in providing services to girls and women.

Guideline 5. Psychologists are encouraged to recognize how their socialization, attitudes, and knowledge about gender may 
affect their practice with girls and women.

Guideline 6. Psychologists are encouraged to employ interventions and approaches that have been found to be effective in the 
treatment of issues of concern to girls and women.

Guideline 7. Psychologists strive to foster therapeutic relationships and practices that promote initiative, empowerment, and 
expanded alternatives and choices for girls and women.

Guideline 8. Psychologists strive to provide appropriate, unbiased assessments and diagnoses in their work with women and girls.

Guideline 9. Psychologists strive to consider the problems of girls and women in their sociopolitical context.

Guideline 10. Psychologists strive to acquaint themselves with and utilize relevant mental health, education, and community 
resources for girls and women.

Guideline 11. Psychologists are encouraged to understand and work to change institutional and systemic bias that may impact 
girls and women.

Source: Guidelines for Psychological Practice with Girls and Women, American Psychological Association, February 2007. http://www.apa.org/about/division/
girlsandwomen.pdf. Copyright © by the American Psychological Association. Reprinted with permission.



porting that has been enacted in some states is the require-

ment to report self-neglect of  persons age 60 or older who 

are not attending to essential needs for food, clothing, safe 

and secure shelter, personal care, and  medical needs. 

  Clinicians as well as teachers and other health profession-

als are required by law to notify the appropriate authorities 

about cases in which vulnerable individuals are being abused 

or neglected. The purpose of mandated reporting is to protect 

victims from continuing abuse and neglect, to initiate steps 

toward clinical intervention with the abused individual, and to 

deter, punish, and rehabilitate abusers. 

  Another exception to the principle of  confi dentiality 

involves instances in which the clinician learns that a client 

is planning to hurt another person. In such cases, the clini-

cian has a    duty to warn    (sometimes referred to as duty to 

protect). This means that the clinician is required to inform 

the intended victim that the client plans to harm him or 

 her. Duty-to-warn laws have their origins in a famous case 

 that took place in 1969 in California.  Tarasoff v. Regents 

of the University of California et al.  (1976) involved a young 

woman named Tatiana Tarasoff  who was a student at the 

University of  California, Berkeley. She was shot and fatally 

stabbed by a man named Prosenjit Poddar, whom she had 

dated the previous year and with whom she had broken off. 

Her parents successfully sued the university following her 

murder on the grounds that she was not properly warned 

about the fact that Poddar, who was a client at the counsel-

ing center, intended to kill her. The psychologist who 

treated the murderer had become alarmed when Poddar 

told him that he was going to go after Tarasoff  and kill 

her. The psychologist informed the police, who then inter-

viewed Poddar. After assurances from Poddar, the police 

let him go. The court ruled that the psychologist had not 

gone far enough in  preventing Tarasoff’s murder. He should 

have told her that Poddar was intent on killing her. It took 

several years for this case to proceed through the legal sys-

tem, and its ramifi cations continue to be felt by psycho-

therapists who struggle to differentiate between their clients’ 

serious threats and  random fantasies. In trying to make 

these distinctions, clinicians recurrently weigh the client’s 

right of  confi dentiality against concern for the rights of 

other people. 

  When you hear about a clinician’s duty to warn, you 

may feel that it is a logical precaution worth taking. After 

all, if  another person’s life is at stake, you would think that 

a clinician would certainly want to do everything to let that 

person know. However, the situation is more complicated 

than it seems. There are a number of complications associ-

ated with the  Tarasoff  ruling that have come to light within 

the past 35 years. Some forensic psychologists assert that the 

ruling led to an erosion of  client-therapist privilege and 

expressed concern that therapists may be open to criminal 

rather than civil charges for not taking action (Weinstock, 

Leong, & Silva, 2001). Other experts maintain that  Tarasoff  

rulings have diminished in recent years, thus limiting the 
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impact on confi dentiality (Walcott, Cerundolo, & Beck, 

2001). Yet a third point of view is that therapists who invoke 

the  Tarasoff  ruling notice an improvement in the therapeutic 

relationship (Noffsinger & Saleh, 2000). Whatever the impact 

on therapy, it is clear that therapists who decide to warn or 

protect a possible target of harm must do so after careful 

assessment of the risks and benefi ts (Borum & Reddy, 2001). 

Complicating the matter even further is the imprecise nature 

of predicting dangerousness, which we will discuss later in 

the chapter. 

  Duty-to-warn statutes vary considerably in the United 

States, with some state statutes specifying that this duty only 

arises when there is an identifi able victim and the intended 

violence is imminent. Other statutes, however, do not require 

an identifi able victim; they may apply to a threat not limited 

to a specifi ed person or persons, as would be the case when 

a client intends to commit a violent act in a public place or 

when the client indicates the intention to harm a particular 

person but refuses to say whom. 

  Duty-to-warn standards are especially complicated for 

clinicians who are treating suicidal clients. It is generally 

accepted that the duty to protect should apply whenever a 

client is engaging in a behavior that may lead to self-harm 

or death. What about situations in which a client is making 

a seemingly thoughtful decision to end life, as in cases in 

which an individual is fatally ill? Obviously, many ethical 

and moral issues pertain to such situations, and each clini-

cian’s decision about how to respond must be based on per-

sonal and professional standards of behavior, as well as a 

carefully elucidated assessment protocol and consultation 

with colleagues (Werth, 2005).   

 Relationships with Clients   As you were reading the case 

studies in this book, you probably noticed that, in addition 

to speaking about the client, Dr. Tobin also spoke about 

herself  in terms of her emotional reactions to her clients. In 

Tatiana Tarasoff (left), a junior at the University of California, was 
stabbed to death on the doorstep of her home by Prosenjit Poddar 
(right ), who had told his therapist that he intended to kill her.
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a few instances, she spoke about how diffi cult and  exasperating 

her work with some clients can be. The therapeutic relation-

ship is inherently intense and intimate. Because of  the 

charged nature of this relationship, clinicians know that they 

must proceed with utmost vigilance in their interactions with 

clients. Clear roles and boundaries are essential in order for 

the client to feel safe and trusting, and for the clinician to 

maintain objectivity and effectiveness. When boundaries are 

violated within a therapeutic relationship, the consequences 

can be catastrophic for  clients. 

  The most extreme form of violation of  the therapeutic 

relationship involves sexual intimacy with clients, which is 

explicitly forbidden in the ethical codes of  the mental health 

professions. Other forms of  involvement with clients can fall 

into gray areas, however. While clinicians are urged to main-

tain neutrality and distance in their dealings with clients, 

these efforts are at times complicated, as is the case for 

 clinicians working in small towns. What should the only 

psychologist in town do when it turns out that a prospective 

new client is also her son’s sixth-grade teacher or  baseball 

coach? Ethical codes in the mental health professions urge 

clinicians to avoid developing such dual relationships and 

to look for alternatives, if  at all possible. Certain kinds of 

relationships with clients would always be considered inap-

propriate. In addition to sexual or romantic involvements, 

it would be inappropriate for clinicians to become involved 

in business relationships with clients, because the boundar-

ies, and thus the clinician’s objectivity, would be blurred 

(Koocher & Keith-Spiegel, 1998).   

 The Business of Psychotherapy   As we have discussed 

the mental health fi eld throughout this book, we have 

focused on the helping aspects of  the profession. It is the 

opportunity to touch positively the lives of those in need 

that draws people to such a career. It is only a matter of 

time, however, before idealistic helpers fi nd that they depend 

for their livelihood on  a complex health care system charac-

terized by intense pressures to control costs. It sometimes 

feels like a jarring experience for beginning practitioners to 

confront the reality that success in the fi eld of psychotherapy 

requires them to come to terms with the fact that they are 

running a business in which they will have to consider issues 

related to marketing, fee collection, and risk management 

(Rogers, 2004). 

  Although some clients are able to pay for their therapy, 

most are reliant on a third-party payor, such as a public assis-

tance program or an insurance policy. In terms of health 

insurance, during recent decades major changes in the Amer-

ican health care system took place involving the introduction 

and expansion of managed health care programs. In prin-

ciple, such institutions as health maintenance organizations 

and managed care mental health systems made sense, because 

they emerged from efforts to contain costs in order to keep 

insurance premiums affordable. As managed health care has 

expanded, however, many clinicians have found that they 

struggle with recurring ethical dilemmas, as they try to “bal-

ance the needs and best interests of their clients with an  array 

of rewards, sanctions, and other inducements” (Koocher & 

Keith-Spiegel, 1998, p. 251). In some cases, clini cians are given 

fi nancial incentives to limit care. When the case involves psy-

chiatric hospitalization, an expensive proposition, pressures 

may be placed on the clinician to make the inpatient stay 

unreasonably brief, possibly placing the client at risk. 

  In order to adhere to the highest standards of ethical 

practice, good clinicians are alert to the fi nancial pressures 

that affect their work. The American health care system will 

continue to evolve, and unexpected ethical challenges are 

likely to emerge in response to technological changes in 

 society and in the delivery of mental health services (DeLeon, 

Vandenbos, Sammons, & Frank, 1998). As these changes 

take place, good clinicians will continue to strive to adhere 

to the principles that hold the good of their clients and of 

society above their own needs and wishes.   

 Health Insurance Portability and Accountability Act 
(HIPAA)   In response to growing concerns about health 

insurance coverage and records, a complex series of  rules 

was approved by the U.S. Congress in 1996. This legislation, 

the    Health Insurance Portability and Accountability Act of 

1996 (HIPAA)    went into effect in several stages beginning in 

2003 and ending in 2008. To enforce the new rules that went 

into effect with HIPAA, there are civil monetary penalties 

for failure on the part of the employer, health care provider, 

or the insurance company. 

  Title I of  HIPAA protects workers and their families 

from loss of  health care insurance when they change or lose 

their jobs. Prior to HIPAA, people moving from one job to 

another were vulnerable to losing their health insurance if  

they had a history of  serious illness. For example, if  a man 

who was treated for a cancerous condition took a new job, 

he might have encountered the disturbing fact that he was 

being refused insurance coverage because of  his illness. 

  Title II is intended to regulate the ways in which medical 

records, called  protected health information,  are maintained 

and transmitted between providers and insurance companies. 

In an electronic age, when health records and billing infor-

mation are often sent via the Internet, special care must be 

taken to protect confi dential medical records.   

 Special Roles for Clinicians   In addition to their work as 

psychotherapists, clinicians are sometimes called on for spe-

cial roles, each with its own set of ethical challenges. Among 

these special roles are the instances in which a clinician is an 

expert witness in court, becomes involved in a child custody 

case, or evaluates people with dementia. Expert witnesses 

have special value to the court because they have extensive 

knowledge in a specifi c area that is not within the common 

knowledge of the court. Such experts are invited to give evi-

dence because of their qualifi cations and experience in their 

fi eld of specialty (Lewis, 2004). 



  The role of  expert witness has a number of  challenges, 

in that the clinician is called on to provide specialized infor-

mation not commonly known by people outside the mental 

health profession. For example, a psychologist may be asked 

to conduct a specialized examination of  a defendant or to 

critique the assessment fi ndings of  another professional. In 

such instances, the psychologist is expected to be an  unbiased 

professional who is helping the court understand technical 

information pertinent to court deliberations. The process 

becomes ethically challenging, however, due to the fact that 

one of  the parties involved in the legal proceeding is paying 

for the psychologist’s services and opinions. In such con-

texts, the ethical clinician strives to be thoughtful, cautious, 

nondefensive, and scientifi cally rigorous (Koocher & Keith-

Spiegel, 1998). 

  Even more complicated than the role of expert witness 

is the task of  conducting evaluations in child protection 

cases. Such evaluations are deemed necessary in situations 

in which there are concerns about the child’s welfare. For 

 example, if  there has been evidence or charges involving 

abuse, a mental health professional may be called on to make 

recommendations about the child’s care. A clinician may be 

appointed as an agent of  the court or a child protection 

agency, or may be hired by one of  the parents. In some 

instances, the clinician is appointed as a    guardian ad litem,    

a person appointed by the court to represent or make deci-

sions for a person (e.g., minor or incapacitated adult) who 

is legally incapable of doing so in a civil legal proceeding. 

  As evaluators in child protection cases, clinicians may 

be asked to address such concerns as the extent to which 

the child’s psychological well-being is being affected, the 

nature of  the therapeutic interventions that are warranted, 

the psychological effect of  a child being given over to one 

or  both parents, and the psychological effect on the child if  

separated from the parents (Committee on Professional Practice 

and Standards Board of Professional Affairs, 1998).  Table 15.3  

specifi es the guidelines that psychologists are expected to fol-

low when conducting such evaluations. As you can see, 

 clinicians willing to take on such responsibilities fi nd them-

selves in positions where they must manage various kinds of 

pressure. The heightened tensions involved in these cases make 

it much more likely that clinicians will be faced with charges 

of ethical violations than is true in other areas of practice 

(Kirkland & Kirkland, 2001). Fortunately, however, most 

therapists conducting child custody evaluations have become 

increasingly skilled at handling these highly sensitive cases 

(Bow & Quinnell, 2001). 

  Clinicians may also be called on to conduct evaluations 

of people suffering with various symptoms refl ective of cog-

nitive decline. Such evaluations are most commonly con-

ducted by psychologists, because, among the mental health 

professionals, they have the unique training and experience 

to administer neuropsychological tests that assess memory 

and cognitive functioning in order to differentiate normal 

changes from symptoms of serious deterioration. As is the 

case with evaluations involving child protection cases, guide-

lines have been published to alert psychologists to the special 

issues involved in the evaluation of cognitive decline.    

 Commitment of Clients 

 The case of  Mark Chen at the beginning of  this chapter 

highlights one of the most disturbing aspects of the work of 

mental health professionals—making a decision to involun-

tarily detain an individual in a psychiatric hospital. Imagine 

how you might feel and what you might do if  a loved one 

told you that he is so despondent that he is going to kill 

himself. Obviously, you would be very alarmed and would 

want to do anything possible to stop him from hurting or 

killing himself. In order to deal with situations such as this, 

all states have laws designed to protect mentally ill individu-

als from harming themselves or other people.    Commitment    

is an emergency procedure for the involuntary hospitaliza-

tion of a person who, if  not hospitalized, is deemed to be 

likely to create harm for self  or other people as a result of 

mental illness (Brant, 1998). 

    The concept of  commitment stems from the legal prin-

ciple that the state has the authority to protect those who 

are unable to protect themselves; in the law, this authority 

is referred to as    parens patriae.    This responsibility is vested 

in various professionals, such as psychologists, physicians, 

and nurse specialists, who are authorized to sign an appli-

cation for a time-limited commitment (usually 10 days); if  

a health professional is not accessible, a police offi cer may 

fi le commitment papers. In this application, the profes-

sional states why the failure to hospitalize the individual 

would result in the likelihood of  serious harm due to men-

tal illness. In some instances, application is made to a 
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uation ordered by the Nevada Athletic Commission, as a result of his 
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 district court judge, perhaps by a family member; after 

hearing the reasons for commitment, the judge may issue 

a warrant to apprehend the mentally ill person in order for 

that individual to be assessed by a qualifi ed professional. 

Once the individual is hospitalized, subsequent applica-

tions and hearings may be necessary to extend the period 

of  commitment. 

    As you think about the concept of involuntary commit-

ment, it is probably clear to you that it is a very complex 

issue. Does one person have the right to interfere with anoth-

er’s decisions or freedom of action? If  your friend wants to 

kill himself, what right have you or anyone else to stop him? 

Consider the question of dangerousness. Your friend’s threats 

are very serious, but what if  his risk is less obvious? Perhaps 

he has stopped eating for the past few days, or perhaps he 

has been drinking and driving. Would these behaviors be 

considered dangerous enough to warrant his involuntary 

hospitalization? 

    Clinicians and legal experts have struggled with ques-

tions regarding involuntary commitment for the past two 

decades, and standards have alternated between being overly 

restrictive and overly liberal. For example, when commit-

ment procedures have been very stringent, it was diffi cult to 

keep all but the most extremely disturbed individuals in the 

hospital. More recently, the trend has been toward less strict 

requirements for commitment, as public offi cials have rein-

terpreted commitment laws to make it easier to place seri-

ously disturbed individuals in hospitals. Even with more 

fl exible interpretation of  statutes regarding involuntary 

 commitment, many clinicians are reluctant to take such 

action unless there is a clear and imminent risk of harm. 

Although the standard of  clear and imminent harm may 

seem straightforward enough, the situation becomes more 

complex when we consider individuals who are engaging in 

high-risk substance abuse. In one study, researchers found 

that psychiatrists were much more likely to consider involun-

tary commitment for individuals with schizophrenia and 

bipolar disorder than for those who were dangerously depen-

dent on substances. There are a number of reasons for such 

different treatment, but one factor that emerges is the view 

of some clinicians that people with schizophrenia and bipolar 

disorder usually respond well to treatment in a psychiatric 

setting. In contrast, psychiatric hospitalization for individuals 

with substance dependence is viewed as less effective (Luchins, 

Cooper, Hanrahan, & Rasinski, 2004). 

    The move to relax the criteria for involuntary commit-

ment was, in part, a response to the increase in the numbers 

of mentally ill homeless people living on the streets of large 

cities. In the United States there are hundreds of thousands 

of homeless people, a large percentage of whom have psy-

chological disorders. In some American cities, debate has 

raged over the legality of  involuntarily hospitalizing dis-

turbed homeless people for the purpose of  ensuring that 

they have shelter. As you can imagine, there are many com-

plex issues involved in such a debate, not the least of which 

pertain to the individual rights of citizens to make personal 

choices, including how and where they live. 

    Sometimes questions regarding commitment involve eval-

uations of dangerousness by professionals who do commit-

ment evaluations. Forensic psychologists are often called on 

to assess dangerousness, usually in the context of predicting 

whether a person will be dangerous in the future. As you 

might imagine, this is often a diffi cult determination to make. 

Most psychologists agree that the best prediction of future 

dangerousness is the level of dangerousness shown by the per-

son in the past. An individual who has murdered several times 

is more likely to harm someone in the future than is an indi-

vidual with no homicidal history. Even when the probability 

of dangerousness is high, however, there is still room for error 

in the prediction of future behavior. The consequences of 

erroneous predictions are, of course, very signifi cant. The sup-

posedly dangerous individual might be institutionalized unnec-

essarily, or the person deemed nondangerous might go on to 

commit serious harm. 

    Efforts to protect personal rights and reduce costs have 

led to alternatives to involuntary inpatient commitment, the 

most notable of which is outpatient commitment, a  procedure 

with its own share of controversies. 

    Outpatient commitment is a civil court procedure in 

which individuals are mandated to participate in  outpatient 

treatment in an attempt to reduce the likelihood of relapse, 

hospital readmission, and incarceration. Most states have 

statutes regarding outpatient commitment, and rely predom-

inantly on criteria similar to those used for inpatient commit-

ment. In most cases individuals are required to comply with 

a recommended outpatient treatment  program that stops 

short of permitting forced medication of legally competent 

people. When individuals fail to comply with the treatment 

regimen, law enforcement offi cers are empowered to trans-

port them to a facility for evaluation and  possible inpatient 

commitment (Swartz, Swanson, Kim, & Petrila, 2006). 

    A storm of controversy has arisen during the past 20 years 

about outpatient commitment (Geller, 2006). The debate has 

involved polarizing viewpoints. Those arguing in favor of out-

patient commitment argue that people who refuse to comply 

with treatment are mentally ill, and the symptoms of their 

illness reduce autonomy. If they are ignored, untreated, and 

psychotic, they are not really free at all but are actually depri-

ved of living their lives fully. Proponents insist that outpa-

tient commitment actually increases treatment effectiveness in 

anumber of ways, such as being proactive rather than reactive. 

On the other hand, those who speak against outpatient com-

mitment see this procedure as a social control mechanism in 

the guise of benevolent coercion. There is the risk that treat-

ments of dubious value will be forced on marginally diffi cult 

 individuals. 

    Debate about outpatient commitment will undoubt-

edly continue for years. Geller (2006) advocates research 

on the issue of  outpatient commitment with a focus on 

determining from a clinical perspective exactly which kinds 



of  individuals can benefi t from outpatient commitment. 

Other experts (Swanson, Van Dorn, Monahan, & Swartz, 

2006) assert that the debate over outpatient commitment 

has followed similar debates of  the past regarding involun-

tary inpatient commitment. The dangerousness criterion 

for inpatient civil commitment has metamorphosed into a 

rationale for preventive outpatient commitment aimed at 

preventing future dangerousness. As with the controversy 

over inpatient commitment, there will always be outcries of 

concern about protecting the rights of  individuals while 

trying to protect the well-being of  those individuals.  

 Right to Treatment   The admission to psychiatric  hospitals, 

whether voluntary or involuntary, is only the beginning of 

the story for people entering these facilities. Once admitted, 

the client enters a world that is unfamiliar to most people. 

They may feel frightened; if  hospitalized against their will, 

they may feel outraged. Such reactions are understandable, 

and health professionals try to ensure that clients are given 

appropriate care and that they understand their legal rights. 

We have already discussed the importance of obtaining in-

formed consent, when possible, prior to beginning treatment 

to ensure that clients understand the nature of treatment, the 

options available, and the client’s rights. 

  Perhaps the most important legal right of  the person 

entering a psychiatric hospital is the right to treatment. It 

may seem odd that laws are needed to ensure that patients 

in hospitals be provided with treatment, but, as you read 

the legal history of  these statutes, you will understand why 

they are necessary. The right to treatment emerged as the 

outcome of  a landmark legal case,  Wyatt v. Stickney  (1971, 

1972). In this case, a patient named Ricky Wyatt instituted 

a class action suit against the commissioner of  mental 

health for the state of  Alabama, Dr. Stickney, in response 

to the horrifying conditions in psychiatric and mental re-

tardation facilities. These institutions failed to provide even 

a minimum of  treatment and, indeed, were so inhumane 

that they were actually detrimental to the patient’s mental 

health. At the time, the court relied on a principle put forth 

by a legal scholar (Birnbaum, 1960), invoking the constitu-

tional right to due process in making the ruling against 

Alabama. In other words, the court ruled that people can-

not be committed to an institution that is supposed to help 

them unless they can be guaranteed that they will be helped. 

Otherwise, their commitment constitutes the equivalent of 

imprisonment without a trial. Along these lines, patients 

have the right to a humane environment, including privacy, 

appropriate clothing, opportunities for social interaction, 

mail, telephone and visitation privileges, comfortable fur-

nishings, physical exercise, and adequate diet. A related 

right is that of  liberty and safety ( Youngberg v. Romeo,  

1982), which includes the right to move about the ward and 

to be protected from violent patients. Seclusion and 

mechanical restraints cannot be used unless medically indi-

cated and, when used, can be used only for a limited 

amount of  time and only for appropriate purposes (La 

Fond, 1994). 

  An alternative to involuntary institutionalization is 

 outpatient commitment (introduced previously), in which 

the patient is not forced to reside within the institution but 

lives in the community. Outpatient commitment is particu-

larly appropriate in mandating that patients take prescribed 

medications and keep mental health appointments to  prevent 

their psychological condition from deteriorating to a point 

at which hospitalization would be necessary. Support for the 

idea of outpatient commitment dwindled with the budget 

cuts for community services in the 1980s, but access to out-

patient treatment was given support in connection with the 

Americans with Disabilities Act of  1990 (Perlin, 1994). 

According to this act, individuals with disabilities cannot be 

discriminated against and are entitled to be brought into the 

mainstream of society (House Committee on Energy and 

Commerce, 1990). People with psychiatric disorders are, 

therefore, entitled to be treated in the community, rather 

than relegated to institutions. In order to fulfi ll the condi-

tions of  this act, the government is obligated to provide 

funding for community-based treatment. 

  In recent years, there has been increased interest in the 

notion of  outpatient commitment. In fact, more than two 

dozen states now give courts, police offi cers, psychiatrists, 

mental health professionals, and families the option to 

coerce mentally ill individuals who have broken the law 

into treatment rather than to have them arrested. Those 

supporting legislation permitting outpatient commitment 

assert that the benefi ts to  society, in addition to the thera-

peutic benefi ts for the individual, outweigh the risks. In 

fact, states that have enacted legislation for outpatient 

commitment report dramatic decreases in arrests and 

homelessness, accompanied by increases in medication 

compliance among people ordered to receive treatment 

(Milne, 2005).   

 Refusal of Treatment   One client right that has engendered 

considerable controversy is the right to refuse unwanted 

treatment. It is accepted in our society that competent adults 

have the right to either accept or decline medical treatment. 

If  a physician tells a woman that she has breast cancer that 

warrants immediate surgery, the patient has the right to 

accept or ignore the recommendation. It would be uncon-

scionable for the court to become involved in taking away 

this woman’s right to determine her own health choices. In 

the realm of psychiatry, the issue is more complicated, how-

ever, primarily because some psychologically disturbed indi-

viduals are cognitively incapable of deciding what is best for 

them. This was the case with Mark Chen, whose case you 

read at the beginning of the chapter. Because Mark’s mental 

status was characterized by intense depression with catatonic 

features, his wife was called on to grant permission for ECT. 

Had Mark been cognitively alert and responsive, he would 

have had the right to make this decision and would have 
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had the legal right to decline  Dr. Tobin’s recommendation. 

This right is based on the principle that a competent per-

son has the right to control interventions involving his or 

her body. 

  The case involving the prescription of  psychoactive 

medications is a bit more complex, however, because medica-

tions are not generally regarded as being as risky as ECT or 

psychosurgery. Nevertheless, many states have enacted laws 

that give the client the right to refuse unwanted medications. 

But what happens when a client’s disorder is putting the 

individual or others at great risk? In these cases, the clinician 

must obtain a written order from a court of  law, document-

ing the need for medication. This procedure is based on 

landmark cases ( Rennie v. Klein,  1979;  Rogers v. Okin,

 1979) that assert the right of clients to refuse psychoactive 

 medications. 

  In recent years, increasing legal attention has been given 

to the regulation of treatments that are considered harsh and 

controversial. Such treatments as the application of aversive 

noise or unpleasant shock would be regarded as extreme by 

most people and, therefore, would be refused by people 

capable of making an informed choice. However, some cli-

ents are incapable of making informed decisions about such 

interventions. Consequently, many states have enacted legal 

protections for clients being treated with aversive and avoid-

ance conditioning; a court applies a doctrine called substi-

tuted judgment for people deemed incompetent of making 

such treatment decisions themselves. Substituted judgment is 

a subjective analysis of what the client would decide if  he or 

she were cognitively capable of making the decision (Brant, 

1998). A judge might be faced with the diffi culty of trying 

to imagine whether he or she would willingly approve the 

administration of aversive shock as a treatment designed to 

extinguish life-threatening headbanging behavior. As in so 

many of the circumstances we have discussed so far, the is-

sues are complicated and ambiguous. Efforts are continually 

being made, by the legal and mental health professions, to 

balance the issue of human freedoms with the issue of car-

ing for those incapable of caring for themselves. 

  Clients also have the right to be placed in what is called 

the    least restrictive alternative    to treatment in an institution. 

This evolved from several legal cases brought to trial on 

behalf  of mental patients in various states. One U.S. Supreme 

Court ruling in particular received national attention. This 

case ( O’Connor v. Donaldson,  1975) involved several issues 

relevant to the commitment and treatment of mental patients, 

including the right to refuse treatment and the right to a 

humane environment. Kenneth Donaldson was committed 

at age 49 to a mental hospital in Chattahoochee, Florida, on 

the basis of his father’s contention that  Donaldson was dan-

gerous. However, Donaldson never exhibited signs of threat-

ening behavior. His disorder, which was diagnosed as paranoid 

schizophrenia, went into remission soon after his commit-

ment. Nevertheless, Donaldson was kept in the hospital for 

nearly two decades, during which time he was denied many 

fundamental privileges, such as the right to send and receive 

mail. Donaldson’s successful lawsuit, along with several less-

known cases, paved the way for major changes in the mental 

health system. Society was forced to recognize that the pres-

ence of mental illness in a person is not suffi cient reason for 

confi nement to a mental  hospital.      

 REVIEW QUESTIONS  

  1.    The legal standard specifying that clinicians may not 

disclose any information about a client in a court of law 

without the client’s expressed permission is called _____

_________.  

  2.    What is the difference between mandated reporting and 

duty to warn?  

  3.    What are the most important legal rights of a person 

entering a psychiatric hospital?       

 Forensic Issues in Psychological 
Treatment  

 During the past decade, several legal cases received  remarkable 

attention from the media, because they involved diffi cult 

questions about the psychological functioning of people who 

had carried out horrifi c acts of violence. Consider the case 

of Jeffrey Dahmer, a meek-sounding Milwaukee candy fac-

tory worker, who brutally murdered 17 boys and young men, 

engaged in sexual acts with corpses, and ate the fl esh of 

those he had sacrifi ced. Would any sane person have carried 

out such outrageous acts? Did Dahmer understand the na-

ture of his acts? Was he competent to stand trial?  Questions 

such as these, which perplexed the public as well as the 

courts, fall within the fi eld of forensic psychology. In this 

rapidly  growing fi eld, professionals with backgrounds in law 

and mental health tackle a variety of questions regarding the 

relationship between criminal behavior and psychological 

disturbance.  

 Insanity Defense 

 Contrary to popular belief, insanity is not a psychological 

term but, rather, a legal term that refers to the individual’s 

lack of moral responsibility for committing criminal acts. The 

insanity defense    refers to the argument presented by a lawyer 

acting on behalf of the client that, because of the existence 

of a mental disorder, the client should not be held legally 

responsible for criminal actions. The insanity defense has a 

long history dating back to the 1800s. To understand the 

basis of the insanity defense, it is important to know the 

assumptions on which criminal law is based—that people 

have free choice in their actions and that, if  they break the 

law, they must be held responsible. People who are insane, 

however, are considered to lack freedom of choice over con-



trolling their behavior, as well as the mental competence to 

distinguish right from wrong. The insanity defense originated 

as an attempt to protect people with mental disorders from 

being punished for harmful behavior resulting from their dis-

turbed psychological state. 

    The insanity defense emerged from various legal prece-

dents and the legal profession’s attempts at clarifi cation 

(Caplan, 1984). In 1843, the M’Naghten Rule was handed 

down in a landmark case involving a Scottish woodcutter 

named Daniel M’Naghten. Under the delusional belief  that 

he was being commanded by God, M’Naghten killed an offi -

cial of the English government. When he went to trial, the ar-

gument was presented that he should not be held respon-

sible for the murder, because his mental disorder prevented 

him from knowing the difference between right and wrong. 

He believed that he was following the commands of a higher 

power and, therefore, saw nothing wrong in his behavior. 

This is why the M’Naghten Rule is often referred to as the 

“right-wrong test.” 

    The M’Naghten Rule was criticized, because it did not 

address the question of  the individual’s capacity to control 

harmful behavior. About 30 years later, the irresistible 

impulse test went a step further to add the notion that 

some disturbed behaviors may result from people’s inabil-

ity to inhibit actions they feel compelled to carry out. 

They may know that an act is wrong but be unable to stop 

themselves from acting on their impulses. You can imagine 

how diffi cult it is to make the determination of  irresist-

ible impulse. It may not be possible to establish that the 

defendant’s criminal behavior resulted from an inability to 

distinguish right from wrong or an inability to control 

impulses. 

    Other changes in the mid-twentieth century broadened 

the scope of  the insanity defense. The fi rst, known as the 

Durham Rule, emerged from a court decision in 1954, 

asserting that a person is not criminally responsible if  the 

 “unlawful act was the product of  mental disease or defect.” 

This rule is signifi cant, because it allows for the insanity 

defense to be used in cases involving many forms of  men-

tal  disorders. Its intent was to protect individuals with 

disturbed  psychological functioning due to any of  a vari-

ety of  conditions, including personality disorders. As you 

can imagine, this rule, although well-intentioned, created 

tremendous legal diffi culties, because it put the burden on 

mental health experts to prove whether or not a defendant 

was mentally disturbed, even when there was not overt 

psychosis. 

    In an attempt to develop uniform standards for the 

insanity defense, the American Law Institute (ALI) published 

guidelines in 1962 (Sec. 4.01) that take a middle position 

between the pre-Durham Rule codes and the liberal standing 

taken by the Durham Rule. According to the ALI, people are 

not responsible for criminal behavior if  their mental disorder 

prevents them from appreciating the wrongfulness of  their 

behavior (a variation of  the M’Naghten right-wrong rule) 

or from exerting the necessary willpower to control their 

acts (the irresistible impulse rule). The important term here 

is  appreciating.  In other words, knowing what is right and 

wrong is not equivalent to understanding that one’s behav-

ior is wrong (Gutheil & Appelbaum, 1982). An important 

feature of  the ALI code is the exclusion from the insanity 

defense of  people whose only maladaptive behavior is 

repeated criminal or otherwise antisocial conduct. The ALI 

guideline is considered a more viable standard of  insanity 

than the Durham Rule, because it takes the question of 

guilt or innocence away from mental health experts and 

places it in the hands of  the jury, who can then make a 

determination based on the evidence related to the crime 

itself. Despite this improvement, the ALI guidelines remain 

problematic. 

    In the years following the publication of  the ALI stan-

dards, the insanity defense became much more widely used 

up to the point of  the case of  John Hinckley, a young man 

who attempted to assassinate President Reagan soon after 

his inauguration in 1981. At the time, Hinckley was 

obsessed with actress Jodie Foster. Hinckley believed that, 

if  he killed the president, Jodie Foster would be so 

impressed that she would fall in love with him and marry 

him. He even thought that they would live in the White 

House someday. When the case went to trial, the jury con-

fronted a very diffi cult  question—was John Hinckley’s be-

havior that of  an insane person or that of  a cold-blooded 

assassin? They ruled that he was insane, and he was sent 

to a mental hospital rather than a prison. This case brought 

to the nation’s attention the rarely used but controversial 

insanity plea as it had been broadened through the Dur-

ham and ALI standards. The public was particularly out-

raged about the possibility that an assassin could get away 

with murder on the grounds of  having a mental disorder. 

    To tighten the standards of the insanity defense, Congress 

passed the Insanity Defense Reform Act of 1984 (Shapiro, 

1986). This act was an attempt to clear up the ambiguity 

inherent in the ALI standards regarding the  severity and 

nature of an accused person’s mental disorder. In order for 

people to be designated as insane according to the reform 

act, they must meet criteria of severe disturbance. In other 

words, people with personality disorders would probably not 

be considered insane according to the new law. This law also 

changed the nature of the legal arguments used to establish 

the insanity defense. Instead of the prosecuting attorney hav-

ing the responsibility of proving that the defendant was sane, 

the defense must show that the defendant was insane. This 

means that the defense must provide a stronger case to con-

vince the jury that the defendant should not go to jail. Prior 

to this law, the defense needed only to provide reasonable 

doubt regarding the prosecution’s argument that the defen-

dant was sane. 

    The upshot of  these changes in insanity guidelines is 

that it is now harder for a defendant to be acquitted on the 

basis of the insanity plea. This is a federal law that applies 

in federal cases, and individual states vary in the nature of 

the insanity defense used in criminal proceedings at the state 
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R E A L  S T O R I E S

JOHN HINCKLEY: INSANITY DEFENSE

I
n March 1981, a young man 
named John Hinckley shocked the 
nation when he attempted to assas-

sinate President Ronald Reagan. As 
 President Reagan left the Washington 
Hilton, Hinckley fi red off six shots, 
wounding the president and three 
other men in his party. Although Presi-
dent Reagan was seriously injured by 
 Hinckley’s gunshot, he recovered and 
returned to his presidential duties rela-
tively soon. The fate of James Brady, 
Mr. Reagan’s press secretary, was not 
so positive—he suffered irreversible 
brain damage and paralysis.
 One thing that made the assassina-
tion attempt particularly notable was the 
fact that Hinckley lacked a political moti-
vation. Rather, he was motivated by a set 
of fantasies pertaining to an imagined 
relationship with actress Jodie Foster, 
whom he believed he could  impress by 
assassinating the president. Immediately 
after Hinckley was arrested, his serious 
psychological problems were evident; 
consequently, it was not surprising that 
when the case went to trial his defense 
attorneys used the  insanity defense. The 
ultimate verdict—not guilty by reason of 
insanity—engendered tremendous social 
and political debate and ultimately led to 
signifi cant legislative changes, which are 
discussed in this chapter.
 Instead of receiving a death sentence 
or life imprisonment, Hinckley was sent 
to a Washington, DC, psychiatric institu-
tion, St. Elizabeth’s Hospital, where he 
remains to the present time. The case of 
John Hinckley continues to evoke heated 
discussions among forensic specialists 
and mental health experts, who con-
tinue to discuss whether Hinckley can 
recover and, if he does, what should 
become of this once-troubled man.

 Hinckley was born in Oklahoma, 
the youngest of three children of well-
to-do religious parents. Although men-
tal health problems were not evident 
during John’s childhood, during his 
teenage years he withdrew emotion-
ally from other people and became 
obsessed with famous fi gures such as 
the Beatle John Lennon. He left home 
at age 21 and moved to Hollywood 
with hopes of becoming a famous 
songwriter.
 While living in Hollywood, Hinckley 
saw the movie Taxi Driver numerous 
times and seemed to identify with the 
character Travis, a man who became 
obsessed with a political campaign 
worker. In the movie, Travis shot the 
 political candidate for whom this wo-
man worked, in hopes of attracting 
her attention. Travis failed to assassi-
nate the candidate and later shifted his 

 attention to a young prostitute played 
by Jodie Foster. He shot the prostitute’s 
pimp to make himself a hero to the girl 
and to the public.
 Hinckley began to imitate Travis, 
 accumulating weapons and becoming 
obsessed with Jodie Foster. He fi rst tried 
to gain Foster’s attention by planning 
to assassinate President Jimmy Carter, 
but he was arrested for possession of 
 fi rearms in a Nashville airport where 
Carter was making a campaign stop. 
Following this arrest, Hinckley’s parents 
sent John to a psychiatrist, who diag-
nosed his problems as “emotional im-
maturity.” When Hinckley learned that 
Foster would be attending Yale Univer-
sity, he traveled to Connecticut to be 
near her. He did make contact with 
her on a couple of occasions, and ulti-
mately he decided to take a drastic 
measure to gain her  attention—attempt 

The case of John Hinckley, who in 1981 tried to assassinate President 
Ronald Reagan, raised public concern over possible misuse of the 
insanity defense. Hinckley, who was declared insane by the courts, 
was not imprisoned; instead, he was committed to treatment at  
St. Elizabeth’s Hospital in Washington, D.C., where he still resides.
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to assassinate the new president, 
 Ronald Reagan.
 John Hinckley’s own words, written 
by him in a March 1981 letter to Jodie 
Foster, capture the intensity of his feel-
ings and the disturbance of his thinking:

Dear Jodie, 
There is a possibility that I will be 
killed in my attempt to get Reagan. It 
is for this reason that I am writing 
you this letter now.
 As you well know by now I 
love you very much. Over the past 
seven months I’ve left you dozens of 
 poems, letters, and love messages  
in the faint hope that you could de-
velop an interest in me. Although we 
talked on the phone a couple of times 
I never had the nerve to simply ap-
proach you and introduce myself. 
 Besides my shyness, I honestly did 
not wish to bother you with my con-
stant presence. I know the many mes-
sages left at your door and in your 
mailbox were a nuisance, but I felt 
that it was the most painless way for 
me to express my love for you.
 I feel very good about the fact 
that you at least know my name and 
know how I feel about you. And by 
hanging around your dormitory I’ve 
come to realize that I’m the topic  
of more than a little conversation, 
however full of ridicule it may be.  
At least you know that I’ll always 
love you.
 Jodie, I would abandon this idea 
of getting Reagan in a second if I 
could only win your heart and live 
out the rest of my life with you, 
whether it be in total obscurity or 
whatever.  .  .  .
 Jodie, I’m asking you to please 
look into your heart and at least give 

me the chance, with this historical 
deed, to gain your respect and love.
 I love you forever,

John Hinckley1

 Two years later, following his treat-
ment in the psychiatric hospital, Hinckley 
wrote in a manner refl ecting a very dif-
ferent frame of mind. Hinckley was re-
questing that he be given expanded 
privileges in the hospital, such as being 
permitted to walk on the hospital grounds 
with a staff member or being allowed to 
use the telephone.

When I arrived at St. Elizabeth’s 
Hospital on June 22, 1982, I did 
have mental problems. I was out of 
control two years ago and the restric-
tions placed upon me at that time 
were appropriate. Looking back now, 
I can see that I defi nitely needed mail 
and telephone and interview restric-
tions because my illness led me to do 
and write and say some very stupid 
and very sick things. At the time, I 
didn’t appreciate these restrictions on 
me, but now I can see that they were 
necessary and protected me from my-
self. I no longer need protection from 
myself. These severe restrictions have 
become severe and unnecessary.  .  .  . 
Your honor, I can see now that I did 
need that interview restriction in the 
summer of ‘82 because my judgment 
was so poor and my delusions about 
Jodie Foster were so strong that I was 
capable of saying some very danger-
ous things. But now my doctors and I 
believe that my judgment is much bet-
ter and my obsession with Jodie Foster 
has been over for 19 months.  .  .  .
 All I want is the chance to have 
my therapy in the sunshine for a 
change away from the walls and 
fences and bars and every other 

 depressing thing. The atmosphere at 
John Howard Pavilion can be suffo-
cating at times and it would be the 
best therapy in the world for me 
to breathe fresh air away from the 
building an hour a day or an hour a 
week if the court feels that is more 
appropriate.2

 Two decades have passed since that 
fateful day in March 1981, and John 
Hinckley and his family continue to 
plead with the courts for expanded 
 freedoms pertaining to John’s status.  
For example, in November 2004, 
Hinckley’s lawyers told the court that he 
is no longer mentally ill and should be 
allowed to make longer, unsupervised 
visits to his parents’ home. Although 
prosecutors objected, U.S. District Judge 
Paul Friedman did allow Hinckley to 
continue making overnight visits to his 
parents without supervision, but these 
visits would be limited to six 32-hour 
 visits with his parents at a Washington 
area hotel, with hospital assessments 
 required after each visit. In objecting to 
Hinckley’s request for more freedom, 
government lawyers pointed to the fact 
that Hinckley had a romantic relation-
ship with a woman while both were 
confi ned to the hospital, but the woman 
broke it off several years after she was 
released in 1990. Since her  release, 
she has remained a close friend of 
Hinckley, but prosecutors said it is un-
clear whether Hinckley has come to 
terms with the breakup. They are 
 concerned that he may stalk her just as 
he stalked Jodie Foster prior to the 
 assassination attempt on Reagan.

Sources: 1 http://www.law.umkc.edu/faculty/ 
projects/ftrials/hinckley/jfostercommun.htm.
2 http://www.law.umkc.edu/faculty/projects/ 
 ftrials/hinckley/hinckleyeliz.htm.
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level. Some states have moved toward separating the ques-

tion of guilt from that of mental disorder by allowing the 

plea of “guilty, but mentally ill” (Simon & Aaronson, 1988). 

The defendant is not then exonerated from the crime but is 

given special consideration by virtue of  having a mental 

 disorder. Another important feature of the reform act was 

developed in response to criticisms that “insane” people were 

often released from mental hospitals after a much shorter 

period of time than they would have spent in a jail. With 

the reform act, people who are guilty, but mentally ill, are 

treated in a psychiatric institution. Should their psychologi-

cal condition improve, they would then be moved to a prison 

for the duration of the sentence. 

    In the decade following these reforms, controversy sur-

rounding the insanity plea resurfaced, and once again the 

U.S. judicial system struggled with some of the thorny legal 

issues raised in the case of  John Hinckley. Partly because 

of  the storm of  criticism following the Hinckley case, how-

ever, a very different route was taken in 1992. This time, 

the case involved a 31-year-old man, Jeffrey Dahmer, 

 mentioned earlier. Dahmer confessed to murdering and 

 dismembering 17 boys and young men and explained that 

he was driven to kill out of  a compulsion to have sex with 

dead bodies. The trial took place in Milwaukee for the 

15 murders that Dahmer claimed to have committed in 

Wisconsin. Dahmer’s defense attorney argued that Dahmer’s 

bizarre acts could only be those of  someone who was 

insane. 

    The effects of the reform act could be seen in the out-

come of the Dahmer case (Glynn, 1992). Unlike Hinckley, 

who was sent to a psychiatric hospital for treatment,  Dahmer 

was sent to prison in February 1992, with a sentence of 15 

consecutive life terms. A sixteenth life term was added later 

for his fi rst murder, that of an Ohio hitchhiker in 1978. His 

plea of guilty, but mentally ill, was rejected by the jury, who 

believed him to be responsible for his crimes and able to 

appreciate the wrongfulness of  his conduct. At numerous 

points during the trial, questions were raised about the exact 

nature of his disorder. In the end, it was decided that he was 

not psychotic but, rather, had a sexual disorder; however, this 

was not considered suffi cient grounds for absolving him of 

responsibility. Two years after his imprisonment, publicity 

 surrounding the publication of  A Father’s Story  by his father, 

 Lionel Dahmer, drew national attention once again to  Dahmer’s 

 mental state and the psychological problems he faced through-

out his life. The sadistic murders he committed were apparently 

responses to tormenting thoughts and urges linking sex and 

mutilation. The fi nal chapter of  this story was the brutal 

death of Dahmer himself  at age 34 at the hand of another 

Wisconsin prison inmate in November 1994. Although Dah-

mer had been heavily guarded, a lapse in security one night 

allowed a seriously disturbed fellow prisoner to attack him 

and beat him to death. 

    Other highly publicized cases since Dahmer’s have brought 

out other subtleties in the insanity defense as it is currently 

construed. In both cases, the accused confessed that they had 

committed murder but claimed that they had been driven to 

these drastic actions as a result of abuse by their victims. Lyle 

and Erik Menendez, two young men in California, admitted 

to the premeditated murder of their parents in response, they 

claimed, to years of sexual and emotional abuse. Erik, 23, 

and Lyle, 26, were accused of having shot their parents, Jose 

and Kitty Menendez, as the  couple watched television and 

ate ice cream in their Beverly Hills mansion in late August 

1989. Both brothers admitted to the killings but claimed they 

had acted in self-defense. Their defense attorneys presented 

the argument of “imperfect self-defense,” asserting that they 

acted out of the mistaken belief that their parents were about 

to kill them, a belief that stemmed from a lifelong history of 

physical, emotional, and sexual abuse. According to defense 

attorneys, 12 years of abuse had led Erik, at age 18, to be 

tormented by feelings of powerlessness, hopelessness, help-

lessness, and fear. These feelings led him to believe that his 

parents, with their violent tendencies, could and would kill 

the sons to keep the molestation secret. The defense claimed 

that, on the night of the killings, a family argument was the 

stimulus for Erik to enter an altered state. Without conscious 

thought, he retrieved his shotgun, loaded it, and burst in on 

his parents. The prosecution claimed that the brothers’ actions 

were motivated by their wish to collect a $14 million inheri-

tance. Supporting this argument was the fact that Lyle spent 

$15,000 a few days after the shootings on expensive jewelry 

for himself and his brother. 

    Another dramatic example, specifi cally focused on the 

irresistible impulse defense, was the highly publicized case of 

Lorena Bobbitt, a Virginia woman who committed the 

unthinkable act of  cutting off  her husband’s penis. Her 

defense attorneys used the irresistible impulse defense for 

Lorena Bobbitt, claiming that she was temporarily insane as 

the result of years of physical and psychological abuse by 

her husband, John Wayne Bobbitt. At the time that she com-

mitted the act, she reported having gone to the refrigerator 

for a glass of water when she spotted a large kitchen knife. 

She claimed that at that point she became overcome with 

what she called “pictures,” or mental images, of having been 

abused by him. According to Lorena Bobbitt, she remem-

bered nothing of  what happened until after the incident. 

While fl eeing in her car, she discovered she was holding the 

knife in one hand and the dismembered body part in the 

other. During the 8-day trial, the defense and prosecution 

debated her psychological state during the episode and 

whether the act was intentional and premeditated. The jury 

concluded that she was temporarily insane and acquitted her 

of all charges of malicious and unlawful wounding. As man-

dated by Virginia law, the judge in the case committed Lorena 

Bobbitt to a state psychiatric hospital to determine whether 

or not she posed a danger to herself or others. After the 45-day 

period, she was released. 

    Adding to the complex debate about the insanity 

defense was the perplexing case of  Theodore Kaczynski, 

more commonly known as the Unabomber. After being 

apprehended by federal authorities at his wilderness cabin 



in Montana, Kaczynski admitted that he had killed three 

people and had maimed many others with package bombs 

in a solitary 18-year campaign aimed at bringing down the 

technological system. From his history and extensive clinical 

evaluation, fairly compelling evidence pointed toward a 

diagnosis of schizophrenia, paranoid type. Rather than fol-

low the advice of his attorneys to consider using an insanity 

defense, however, Kaczynski was outspoken in his rejection 

of such efforts. He did not consider himself  to be psycho-

logically disturbed, nor did he consider his acts to be those 

of  an insane person. Many of those involved in the trial 

sighed with relief  when Kaczynski agreed to plead guilty. By 

doing so, a thorny judicial debate was avoided. What did 

emerge from this trial, however, was the realization among 

forensic experts that more precision is needed in determining 

the competency of a person who is on trial for bizarre acts, 

such as those committed by  Kaczynski. 

    Perhaps no story in recent memory has provoked more 

discussion about the insanity defense than the case of 

Andrea Yates, whom we discussed in Chapter 8. In June 

2001, Yates methodically drowned her fi ve children in the 

bathtub of  her Texas home, and then called her husband at 

work and asked him to come home. The case of  Andrea 

Yates stands apart from other insanity pleas because her 

story is that of  a loving mother with a clear history of 

mental disturbance. In fact, prior to the tragic murder of 

her children, Andrea Yates had suffered episodes of  pro-

found postpartum depression following the births of  her 

fourth and fi fth children. With her history of  psychiatric 

hospitalizations and suicide attempts, the stage was set for 

what would seem to be a compelling case for an insanity 

plea, but she was ruled in March 2002 to be guilty of  cap-

ital murder. In 2006, an appeals court overturned the verdict 

on the basis of  the fact that one of  the trial expert witnesses 

had presented false testimony relevant to her mental state 

at the time of  the killings. She was moved from a high-

security mental health facility to a low-security state mental 

hospital in July 2006. 

    Yet another complicated issue pertaining to the insanity 

defense was brought to light in the trials of  Lee Boyd Malvo 

and John Allen Muhammed. These individuals were arrested 

in October 2002 in connection with sniper attacks in the 

Washington, DC area during the preceding summer when 

they shot and killed 10 strangers. At the time of  the  murders, 

17-year-old Malvo had become involved with Muhammed 

(a man in his forties), who became powerfully controlling 

in his relationship with Malvo. It was asserted that 

Muhammed had undertaken the shooting spree and ordered 

Malvo to help carry it out. Malvo’s defense attorneys 

pleaded the insanity defense on the grounds that he was 

indoctrinated, and that such indoctrination could be con-

sidered a form of mental illness. Malvo’s attorneys insisted 

that his intense indoctrination by Muhammed made it 

impossible for this teenager to know right from wrong. The 

jury rejected the insanity defense for Malvo and convicted 

him of capital murder in the state of  Virginia. Muhammed 
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was sentenced to death. The case did not end there, because 

both men were extradited to Maryland where they will be 

tried for the murders that took place in that state. The inter-

esting point about this case is the notion that the control 

of  one person over another could be used as a basis for the 

insanity defense. 

    From the cases we have just discussed, you can see how 

many complex issues pertain to the insanity defense. One 

major question concerns the process by which forensic men-

tal health evaluations of  insanity are actually conducted. 

Keep in mind that the task involves determining a defen-

dant’s sanity at the time of the offense, which may have been 

months or even years prior to the trial. Researchers attempt-

ing to understand the process that takes place when profes-

sionals evaluate the sanity of defendants have examined a 

number of possible variables. In one study involving 5,175 

sanity evaluations conducted in Virginia over a 10-year 

period, researchers focused on (1) the clinical, criminal, 

and demographic attributes of  the defendants who were 

determined to have met the criteria for insanity; (2) the 

forensic process and legal criteria used by the evaluating 

clinician in reaching a psycholegal opinion; (3) differences 

in sanity evaluations conducted by psychologists and psy-

chiatrists in terms of  process and outcome; and (4) the 

consistency in these opinions over the 10-year period. The 

researchers found that the overall model that best predicted 

an opinion of  insanity was most likely to be found in an 

individual who had an Axis I (not an Axis II) diagnosis as 

the primary diagnosis, had a history of  prior hospitaliza-

tions, was not under the infl uence of  substances at the time 

of  the offense, and had not been charged with a drug 

offense. Those individuals with a history of  serious mental 

illness, not surprisingly, were the most likely to meet the 

criteria associated with insanity. Signifi cant differences per-

taining to the professional discipline of  the evaluator were 

not found, leading the researchers to conclude that well-

trained psychiatrists and psychologists, although using dif-

ferent assessment meth ods, are fairly consistent. One fi nding 

with considerable social signifi cance was that minority sta-

tus had a  signifi cant negative association with the opinion 

of  insanity (8.5 percent of  minorities versus 11.4 percent 

of  Whites were opined to be insane), a fi nding that high-

lights the racial disparity in the American justice system 

(Best, Williams, & Coccaro, 2002). In terms of  assessing 

trends over the 10-year period, the researchers found no 

signifi cant changes in the proportion of  defendants evalu-

ated as insane from one year to the next. In teasing out 

other signifi cant infl uences on the designation of  a perpe-

trator as insane, the researchers differentiated cognitive 

from volitional prongs. Cognitive prongs include (1) the 

ability to understand the nature, character, and conse-

quences of  the act and (2) the ability to distinguish right 

from wrong. A volitional prong is the ability to resist the 

impulse of  the act. In the analyses of  the cases in which 

insanity was determined, it was clear that the cognitive 

prongs played a much more signifi cant role than was played 
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by volitional prongs. In other words, evaluators have a dif-

fi cult time ascertaining the extent to which an individual 

acted in response to an irresistible impulse (volitional 

prong), but have less diffi culty concluding that psychotic 

delusions may have interfered with the individual’s ability 

to differentiate right from wrong (cognitive prong). 

    Joining the debate about the insanity defense is the 

National Alliance on Mental Illness (NAMI), which has 

undertaken lobbying efforts aimed at educating the public 

about the relationship between mental illness and some 

 criminal behaviors. In strongly worded statements, NAMI 

supports the retention of the insanity defense that incorpo-

rates the ALI two-prong test using both volitional and cog-

nitive standards. NAMI opposes the guilty, but mentally ill 

statutes, which it views as attempts to punish rather than 

treat individuals with “brain disorders who have committed 

crimes as a consequence of  their brain disorders” ( http://

www.nami.org/update/platform/criminal.htm ). In the years 

to come, cases such as the one involving Andrea Yates will 

add to judicial and legislative deliberations regarding the 

most appropriate ways to view the homicidal behavior of men-

tally disturbed individuals.   

 Competency to Stand Trial 

 The case of  Theodore Kaczynski involved a man whose 

 history and behavior at the time of  the trial raised many 

questions about the extent to which he was competent to 

participate in legal proceedings with an informed under-

standing of  what was taking place in the trial and to par-

ticipate in his own defense. The determination of     competency 

to stand trial    pertains to the question of whether a  defendant 

is aware of  and able to participate in criminal proceedings 

against him or her. In other words, a person should not be 

tried, convicted, sentenced, or punished while, as a result of 

mental illness, he or she is not able to understand the legal 

proceedings or assist in his or her own defense (Brant, 1998). 

To make this determination, the judge calls on a psycholo-

gist or psychiatrist to conduct an examination of  the defen-

dant and to testify about the defendant’s competency. This 

decision is never taken lightly; in fact, a fi nding of  incom-

petency must be based on a preponderance of  the evidence; 

in other words, both the quantity and the quality of  the 

evidence clearly point to a conclusion that the defendant is 

suffering from mental illness or defect and that the defen-

dant is unable to understand or participate in the court pro-

ceedings (Brant, 1998). The job of the mental health expert 

is to evaluate the defendant’s cognitive capacity, emotional 

stamina, and ongoing symptoms. For  example, if  a man is 

hallucinating and evidently delusional, he will probably have 

a very diffi cult time participating in the court proceedings. 

In other cases, however, defendants whose crime was com-

mitted while they were in a disturbed, perhaps psychotic,  

state may appear mentally competent when interviewed 

about the crime. The forensic expert must determine, though, 

whether the stress of  the criminal trial would precipitate a 

psychotic episode. 

    In efforts to increase the precision of  competency 

assessments, forensic experts have developed standardized 

instruments to be used in such evaluations. One such 

instrument is the MacArthur Structured Assessment of 

the Competencies of  Criminal Defendants (MacSAC-CD) 

(Bonnie et al., 1997; Hoge et al., 1997a, 1997b). The Mac-

SAC-CD was developed to replace imprecise assessment 

techniques that have been common for years. Rather than 

rely on the defendant’s answers to such questions as “Where 

does the judge sit in the courtroom?” the MacSAC-CD 

tries to measure the extent to which the defendant is able 

to understand more cognitively complex information. For 

example, the defendant may be told a story about two men, 

Fred and Reggie, who get into a barroom fi ght during a 

game of  pool. Fred hits Reggie so hard with a pool stick 

that Reggie falls, injuring his head and nearly dying. The 

tester then describes the legal system and the roles of  a 

lawyer, prosecutor, and judge; then the tester asks the 

defendant questions in order to assess his or her under-

standing of  the legal process. Instruments such as the Mac-

SAC-CD have considerable appeal, because they establish 

national norms that can be used in court evaluations 

throughout the country.   

 Understanding the Purpose of Punishment 

 Separate from the issue of  competency to stand trial is 

the question of  whether a mentally ill person who is con-

After many years of eluding capture, Theodore Kaczynski, com-
monly known as the Unabomber, was apprehended by law enforce-
ment offi cers working on a tip from his brother, who recognized 
Theodore Kaczynski’s disordered style of thought in the anonymous 
manifesto published by the New York Times and the Washington 
Post.



victed of  a capital offense is able to understand the nature 

and purpose of  being sentenced to death. The case of 

Scott Louis Panetti, which was heard by the U.S. Supreme 

Court in 2007, highlights some of  the complexities of  this 

question. 

    In 1992, Panetti shot to death his mother-in-law and 

father-in-law with a sawed-off shotgun while holding hos-

tage his estranged wife and their 3-year-old daughter. Even 

though Panetti had a lengthy history of mental illness and 

psychiatric hospitalizations, he was sentenced to death by a 

Texas court. In 2003, Panetti petitioned the Texas state 

appeals court to determine his competency for execution. 

Panetti asserted his belief  that satanic forces had sought his 

execution to prevent him from preaching the Gospel. His 

defense lawyers claimed that since Panetti could not under-

stand why he was being sentenced to death, the death pen-

alty would constitute cruel and unusual punishment and 

therefore violate the Eighth Amendment of  the Constitu-

tion. The Texas Department of  Criminal Justice objected 

to this argument, contending that capital punishment in 

such cases should not rest on whether or not a convict has-

rational understanding of  the reasons for execution, but 

rather on the convict’s moral culpability at the time the 

crime was committed. 

    In 2007, the U.S. Supreme Court blocked Panetti’s exe-

cution and returned the case to the U.S. District Court in 

Austin, Texas. This decision was based in part on arguments 

put forth by the American Psychological Association, the 

American Psychiatric Association, and the National Alliance 

on Mental Illness, which joined together in submitting a 

brief  stating that individuals with psychotic conditions, such 

as that of Panetti, may experience delusions and a disrupted 

understanding of reality. Also, these individuals may be un-

able to connect events or understand cause and effect, 

namely, the connection between the murder and the punish-

ment (American Psychological Association, American Psy-

chiatric Association, and National Alliance on Mental 

Illness, 2007).     
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Courts often rely on the testimony of psychologists for guidance in 
determining issues of insanity or competency.

         Concluding Perspectives on Forensic Issues 

 As you can see from our discussion of forensic issues, there 

is a whole body of knowledge and practice regarding men-

tal disorders that has little to do with psychology per se. 

Mental health professionals are playing an increasingly im-

portant role in the legal system and, at the same time, are 

fi nding that they must familiarize themselves with a whole 

array of  forensic issues. Clearly, the areas of  intersection 

between psychology and the law will continue to grow as 

society looks for interventions that are humane, ethical, and 

effective. 

REVIEW QUESTIONS

1.   What is assessed in the process of determining compe-

tency to stand trial?

2.  What prompted Congress to enact the insanity reform 

act of 1984?

3.  The ___________ two-prong test involves differentiating 

cognitive from volitional prongs.For almost two decades the case of Scott Louis Panetti has been the 
focus of legal debate and controversy. Panetti’s death sentence in 
Texas was overturned by the U.S. Supreme Court on the premise that 
Panetti lacked understanding of why he was being put to death.
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Mark’s History

Gathering information about Mark’s 

life history was challenging, due to 

the fact that he was too emotionally 

incapacitated to tell me the story 

himself. I had to rely on the clinical 

record from his hospitalization a 

 decade ago, as well as information 

provided by his wife. Prior to meet-

ing with Tanya the afternoon of 

Mark’s admission, I obtained Mark’s 

chart from the Medical Records De-

partment and quickly read it in order 

to refresh my memory of that previ-

ous treatment. Then, when I met 

with Tanya, I was able to ask ques-

tions about Mark’s life and experi-

ences during the 10 intervening 

years.

 Mark was born in San Francisco, 

the only son of parents who had im-

migrated to the United States from 

Taiwan a year prior to his birth. 

 Although they spoke very little En-

glish, they chose to give their son a 

Western-sounding name in the hope 

that he would be perceived as 

American. Both parents worked in 

the garment industry, in circum-

stances that were harsh. Mark’s 

mother operated a sewing machine, 

and his father was a technician re-

sponsible for maintaining industrial 

equipment in the factory. Although 

the Chens had little affection for 

their jobs, they felt  fortunate to ob-

tain work permits in  positions with 

benefi ts, such as life insurance. Little 

did they realize how important those 

benefi ts would prove to be. Just be-

fore Mark’s fi fth birthday, Mr. Chen 

was killed in a gruesome machine ac-

cident at work.

 Alone and emotionally devas-

tated, Mrs. Chen wanted to pack up 

her belongings and take Mark back 

to Taiwan, feeling that her dream of 

a better life in the States had been 

an unrealistic fantasy. Although she 

had once intended to gain Ameri-

can citizenship, this goal suddenly 

seemed pointless. With the support 

of caring relatives, Mrs. Chen recon-

sidered and remained in San Fran-

cisco. She quit her job in the factory 

and began working as a maid in a 

luxury hotel.

 Mark was educated in public 

schools, where he was regarded as 

a model student. His mother was able 

to manage the household with the 

earnings from her job and the inter-

est from the $50,000 life insurance 

money. The road was not an easy 

one for her, however, in that she be-

gan to suffer from recurring episodes 

of depression in her late twenties. 

Fortunately, she had access  to good 

health care and found a physician who 

prescribed effective antidepressant 

medication. Although Mrs. Chen’s doc-

tor had urged her to see a clinical psy-

chologist or psychiatrist, Mrs. Chen 

refused,  because she would feel too 

ashamed. In fact, Mrs. Chen didn’t 

like the idea of taking medication, ei-

ther. Periodically, she stopped taking 

her meds and, within a month or two, 

became depressed, stopped going to 

work, and felt incapable of caring for 

Mark. Fortunately, she had a sister 

who lived nearby, who swung into 

action each time, to make sure that 

Mrs. Chen was taken for help and 

Mark was adequately cared for.

  Even though Mark’s life had been 

fi lled with much emotional stress, 

including the untimely death of his 

father and the depressive episodes 

of his mother, he seemed to manage. 

He occasionally became moody and 

felt a bit sorry for himself, but those 

feelings subsided in a few days. He 

excelled in his high-school classes 

and won a full scholarship to the uni-

versity, where he chose to pursue a 

degree in management.

 By the time Mark had reached his 

senior year, he had found that there 

was an emotional storm raging within 

him that caused him to experience 

periods of despair and hopelessness. 

His customary optimism and good 

cheer suddenly gave way to expres-

sions of pessimism and gloom. There 

were ups and downs during his 

freshman and sophomore years, but 

life seemed to feel great for Mark 

during his junior year. He had begun 

dating Tanya and had found a great 

sense of peace and security in that 

relationship. They decided to live 

 together during their senior year, 

with the expectation that they would 

 consider marriage later on. Mark’s 

mother disapproved of this plan but 

decided to go along with it, believing 

that his positive state of mental health 

was probably due to his happy rela-

tionship with Tanya.

 During Mark’s senior year, he 

took a turn for the worse during the 

fi nal exam period at the end of the 

fi rst semester. Feeling stressed and 

overwhelmed, he slipped into a de-

pression far more intense than he 

had ever experienced or ever ob-

served in his mother. When it be-

came apparent that Mark’s symp-

toms could not be managed on an 

outpatient basis, he agreed to 

enter the hospital and agreed to the 

administration of ECT.

 Mark recovered quickly from that 

depression and went on to marry 

Tanya and obtain a well-paying job 

as an account executive. He contin-

ued to take antidepressant medica-

tion for several years, then decided 

to try life without meds. He realized 

that his thinking was remarkably 

similar to his mother’s unwise deci-

sion about medication but, neverthe-

less, felt that he wanted to try this 

path himself. Several years went by, 

during which Mark was psychologi-

cally healthy. Other than the cus-

tomary mood swings of life, he 

experienced no worrisome signs of 

a mood disorder. All that changed 

the week before he was brought in 

for this hospitalization.

 When I asked Tanya in the admis-

sion interview if there had been any 

recent stressors in their lives, she 

responded, “No, not at all. Things 

have been going great. In fact, we 

have both been so happy in recent 

weeks since learning that I’m preg-

nant.” When Tanya spoke those 

words, she was not even imagining 

the possibility that good news can 

also cause stress. Some people with 

a history of severe emotional distur-

bance respond in ways far different 

from what others might expect.

Assessment

Assessing a client in such a severe 

state of depression is obviously 

 diffi cult. Not only were traditional 
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psychological tests out of the ques-

tion, but it was even impossible to 

engage Mark in an interview. My 

assess ment would have to rest on 

behavioral observations and the re-

ports of other people. Mark’s immo-

bilization refl ected a depth of de-

pression that was so great that his 

body seemed to have shut down in a 

self-protective  maneuver.

 Although I could see that Mark 

was immobilized, I could not conclude 

with certainty that he was depressed. 

Drugs can cause a person to be immo-

bilized. So can certain medical condi-

tions. Consequently, I had to rely on 

Tanya’s report about Mark’s behavior 

during the past several days. I asked 

her directly whether it was possible 

that Mark had used any drugs, to 

which she responded with an em-

phatic “no.” Explaining that they 

were both “health fanatics,” she as-

sured me that he did not, and would 

not, put anything into his body other 

than prescription medication—

 which he would take reluctantly. She 

had been with him for the entire pe-

riod during which he had become 

symptomatic, and was certain that 

nothing had happened to Mark out of 

the ordinary. The only spark for 

Mark’s depression seemed to be the 

good news about their impending 

parenthood.

Diagnosis

Based on Mark’s symptom picture 

and history, it was safe to conclude 

that he was suffering from a mood 

disturbance. I had ruled out drugs as 

the cause for his state of stupor, and 

there was no evidence of a medical 

condition that could explain what he 

was experiencing. (Of course, a com-

plete medical examination would still 

be conducted by a hospital physi-

cian.) Had I not had so much informa-

tion about Mark’s psychiatric and 

family history, I would have consid-

ered several diagnostic possibilities. 

However, in view of the fact that he 

had a previous episode of major de-

pression and that his mother also 

had a history of depression, the con-

clusion seemed clear that Mark’s 

symptom picture was that of a 

 person with major depressive dis-

order. His bodily immobility pointed 

to further specifi city—namely, that 

his condition involved catatonic 

features.

Axis I: Major Depressive 

Disorder, Recurrent, 

with Catatonic 

Features

Axis II: No personality disorder

Axis III: None

Axis IV: Familial stressor—

recent news of his 

wife’s pregnancy 

(planned)

Axis V: Current Global 

Assess ment of 

Function ing: 20

 Highest Global 

Assessment of 

Functioning (past 

year): 95

Case Formulation

Mark’s history, in both biological and 

psychological terms, contained sev-

eral aspects that would predispose 

a person to a mood disorder. The 

fact that his mother suffered from 

recurrent depression was an impor-

tant clue regarding the potential role 

of genetics in causing Mark’s de-

pression. In addition to a possible 

biological predisposition, some of 

Mark’s life experiences could also 

have infl uenced the development of 

his mood disorder. The death of his 

father when Mark was only 5 years 

old apparently evoked a powerful 

emotional reaction within the family 

that would have an impact on Mark 

for the rest of his life. As Mark grew 

older, he found it diffi cult to manage 

intense stress. His personal diffi culty 

managing stress was compounded 

by the fact that he felt that it would 

be culturally unacceptable to seek 

professional help to deal with his 

emotional problems. As a college stu-

dent facing seemingly insurmount-

able pressures, Mark fell into a deep 

depression requiring an extreme in-

tervention. Although he found ways 

to cope following his recovery from 

the fi rst depressive episode, he 

lacked suffi cient coping resources to 

thwart a recurrence of his depres-

sion. Even though a decade had 

passed between episodes, a new 

stressor—anxiety about becoming a 

parent—sent him into a state of 

emotional havoc. This occurrence 

was especially salient for Mark, in 

light of his unresolved feelings of 

loss about the premature death of 

his father during Mark’s childhood.

Treatment Plan

My intervention plan for Mark re-

quired special attention to issues 

of immediate management before 

turning my attention to longer-term 

treatment planning. Mark needed a 

dramatic intervention to help him re-

cover from the depth of immobilizing 

depression that had overtaken him. 

His inability to take care of himself 

and his self-injurious behavior justi-

fi ed the recommendation of electro-

convulsive therapy. It was fortunate 

that his wife was willing to sign 

forms giving permission for the mul-

tiple administrations recommended 

by the medical professionals.

 Following Mark’s emergence from 

his incapacitating state, a course of 

antidepressant medication and psy-

chotherapy would be recommended. 

In individual treatment, Mark could 

attempt to understand the factors in 

his life that might have sparked the 

current mood episode, while paying 

special attention to cognitive strate-

gies he could develop to reduce the 

likelihood of subsequent episodes.

Outcome of the Case

In textbook fashion, Mark’s response 

to the course of six ECT treatments 

involved a seemingly miraculous re-

covery. In fact, after only three treat-

ments, Mark was saying that he was 

feeling great. His thinking had be-

come clearer, and his catatonic-like 

behaviors had subsided. Although 

he expressed some reservations 

about completing the full course of 

ECT, he went along with the recom-

mendation of the treatment team. He 

also agreed to begin a regimen of 

antidepressant medication and to 

continue working with me in individ-

ual psychotherapy.
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                 SUMMARY  

■      Clinicians have various roles and responsibilities. They are 

expected to have the intellectual competence to assess, con-

ceptualize, and treat clients whom they accept into treat-

ment, in addition to being emotionally capable of managing 

the clinical issues that emerge. When beginning work with cli-

ents, they should obtain the client’s informed consent to en-

sure that the client understands the goals of treatment, the 

process of  therapy, the client’s rights, the therapist’s re-

sponsibilities, the treatment risks, the techniques that will be 

used, fi nancial issues, and the limits of confi dentiality.  

■    Confi dentiality is the principle that the therapist must safe-

guard disclosures in therapy as private. With only a few 

exceptions, the content of therapy is considered privileged 

communication; that is, the clinician may not disclose any 

information about the client in a court without the client’s 

expressed permission. Exceptions to confi dentiality include 

instances involving mandated reporting and duty to warn. 

Mental health professionals are mandated by law to report 

information involving the abuse or neglect of  children or 

other people who are unable to protect themselves. The duty 

to warn involves the clinician’s responsibility to take action to 

inform a possible victim of a client’s intention to do harm 

to that person.  

■    In their relationships with clients, clinicians are expected to 

adhere to the highest standards of  ethical and professional 

conduct. They are to avoid inappropriate relationships, such 

as sexual intimacy with clients, and are expected to main-

tain neutrality and distance in their dealings with clients. 

In overseeing the business aspects of  psychotherapy prac-

tice, mental health professionals face various challenges, 

particularly when operating within managed health care 

delivery systems. Sometimes clinicians are called on for 

roles that present unique ethical challenges (e.g., expert wit-

ness, child custody evaluations, and evaluations of  people 

with dementia).  

■    Clinicians are sometimes involved in the process of commit-

ment, an emergency procedure for the involuntary hospitaliza-

tion of a person who, if not hospitalized, is deemed to be likely 

to create harm for self or others as a result of mental illness. 

Clients who are hospitalized have the right to treatment—the 

right to a humane environment with appropriate amenities, in 

addition to liberty and safety. Clients also have the right to 

refuse unwanted treatment, unless a court deems that the client 

is at risk of harming self or others without needed intervention. 

Clients also have the right to be placed in the least restrictive 

alternative to treatment in an institution.  

 One of the fi rst issues I felt it im-

portant to address in our therapy 

was Mark’s feelings about having 

been committed to the hospital and 

administered ECT without his making 

an informed choice about these de-

cisions. Mark’s response in this dis-

cussion consisted of a perplexing 

mixture of gratitude and anger. He 

acknowledged that he felt markedly 

better, and that he was deeply thank-

ful to me and to his wife for our will-

ingness to make the hospitalization 

and treatment choice for him. At the 

same time, however, he said, “I don’t 

ever want to be in this position again, 

of having someone else take control 

over such important decisions.” I 

could see his point and could em-

pathize with the emotionality of his 

 reaction, but I also felt a bit defensive. 

Rather than getting into a lecture jus-

tifying these choices, I suggested 

that we move our focus to the task of 

helping Mark develop strategies to 

minimize the likelihood of a recur-

rence of incapacitating depression.

 I saw Mark weekly for 8 months, 

and all seemed to be going well. 

Matters took a turn for the worse, 

however, shortly after Tanya deliv-

ered their baby. Although their new 

son was healthy and normal, Mark 

once again found that deep emo-

tions were being stirred up in re-

sponse to the increasing demands 

 of being a new parent. A week after 

his wife and son came home from 

the hospital, Mark found that he 

 was becoming unexplainably sad 

and tearful each day. His symptoms 

were evident in one of our sessions, 

and we talked about what he was 

going through. We increased the fre-

quency of our sessions to twice 

weekly for the next few weeks,  

and Mark’s psychiatrist also raised 

the dosage of his medication. Mark 

responded quite positively to these 

added efforts and gradually returned 

to a normal mood. We resumed 

weekly meetings, which we contin-

ued for another year. We then re-

duced the frequency of sessions to 

monthly meetings, and more re-

cently to twice yearly. Mark has re-

mained stabilized on a relatively low 

dose of antidepressant medication. 

Although all has seemed fi ne for the 

past several years, Mark and his 

wife both realize the importance of 

their vigilance for any signs of 

 deepening depression. Mark knows 

that he is vulnerable to a recur-

rence, but if action can be taken 

quickly, the development of disturb-

ing symptoms surrounding his pre-

vious hospitalizations might be 

avoidable.

Sarah Tobin, PhD

R E T U R N  T O  T H E  C A S E
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■    The major forensic issues that pertain to the fi eld of mental 

health involve the insanity defense and the competency to stand 

trial. The insanity defense is the argument presented by a lawyer 

acting on behalf of the client that, because of the existence of 

a mental disorder, the client should not be held legally responsible 

for criminal actions. Various controversies have emerged during 

Internet Resource 481

the past two decades regarding the insanity defense, as courts 

have struggled with issues of assessing a defendant’s responsi-

bility in well-publicized cases involving violent assault and mur-

der. The determination of competency to stand trial pertains to 

the question of whether a defendant is aware of and able to 

participate in criminal proceedings against him or her.       

KEY TERMS

See Glossary for defi nitions

Commitment 467

Competency to stand trial 476

Confi dentiality 462

Duty to warn 465

Guardian ad litem 467

Least restrictive alternative 470

Mandated reporting 464

Parens patriae 467

Privileged communication 462

Health Insurance Portability and 

Accountability Act of 1996 

(HIPAA) 466

Informed consent 461

Insanity defense 470

ANSWERS TO REVIEW QUESTIONS

Ethical Issues (p. 470)

1. Privileged communication

2.  Mandated reporting is a legal requirement that profes-

sionals notify appropriate authorities about cases in which 

children and certain other vulnerable individuals are be-

ing abused, while duty to warn is the clinician’s responsi-

bility to notify a potential victim of a client’s harmful 

intent toward that individual.

3.  Right to treatment, right to refusal of  treatment, and 

right to the least restrictive alternative to treatment

Forensic Issues in Psychological Treatment 
(p. 477)

1.  The question of whether a defendant is aware of and able 

to participate in criminal proceedings against him or her

2.  The public outrage when John Hinckley, who attempted to 

assassinate President Ronald Reagan, was deemed insane 

and sent to a mental hospital rather than a prison

3. American Law Institute (ALI)

INTERNET RESOURCE

To get more information on the material covered in this chapter, visit our website at www.mhhe.com/halgin6e.

There you will fi nd more information, resources, and links to topics of interest.





      A 

  Abstinence violation effect:     A sense of loss of 

control over one’s behavior that has an 

overwhelming and demoralizing effect. 399  

  Acceptance and Commitment Therapy (ACT):     A 

form of cognitive therapy that helps clients 

accept the full range of their subjective ex-

periences, such as distressing thoughts and 

feelings, as they commit themselves to tasks 

aimed at achieving behavior change that 

will lead to an improved quality of life. 126  

  Active phase:     A period in the course of schizo-

phrenia in which psychotic symptoms are 

present. 279  

  Acute stress disorder:     An anxiety disorder that 

develops after a traumatic event, with symp-

toms such as depersonalization, numbing, 

dissociative amnesia, intense anxiety, hy-

pervigilance, and impairment of  everyday 

functioning. People with this disorder may 

reexperience the event and desperately avoid 

reminders of the trauma. These symptoms 

arise within the month following the trauma 

and last from 2 days to 4 weeks. 161  

  Adoption study:     A method of comparing ge-

netic versus environmental contributions to 

a disorder by tracking the incidence of disor-

ders in children whose biological parents 

have diagnosed psychological disorders but 

whose rearing parents do not. 28  

  Adult antisocial behavior:     Illegal or immoral 

behavior such as stealing, lying, or cheating. 

311  

  Affect:     An individual’s outward expression of 

emotion. 75  

  Affective fl attening:     A symptom of schizophre-

nia in which an individual seems unresponsive 

and which is refl ected in relatively motionless 

body language and facial reactions, as well as 

minimal eye contact. 282  

  Agnosia:     The inability to recognize familiar 

objects or experiences, despite the ability to 

perceive their basic elements. 372  

  Agoraphobia:     Intense anxiety about being 

trapped or stranded in a situation without 

help if  a panic attack occurs. 146  

  Akinesia:     A motor disturbance in which a 

 person’s muscles become rigid and movement 

is diffi cult to initiate. 377  

  Alcohol dehydrogenase (ADH):     A zinc-

 containing enzyme that breaks down 

 alcohol into fatty acids, carbon dioxide, and 

water before it enters the bloodstream. 398  

  Aldehyde dehydrogenase (ALDH):     An enzyme 

that is involved in metabolizing alcohol. 402  

  Allele:     One of  two different variations of  a 

gene. 129  

  Alogia:     Speechlessness or a notable lack 

of  spontaneity or responsiveness in con-

versation. 282  

  Alters:     The alternative personalities that 

 develop in an individual with dissociative 

identity disorder. 193  

  Alzheimer’s disease:     A form of  dementia 

 characterized by progressive and gradual 

cognitive defi cits due to severe cerebral 

 atrophy. 373  

  Amnestic disorders:     Cognitive disorders in-

volving the inability to recall previously 

learned information or to register new 

memories. 369  

  Amyloid cascade hypothesis:     The proposal 

that Alzheimer’s disease results from the 

 snipping of beta amyloid when it is being 

 manufactured in the neuron. 381  

  Amyloid plaques:     A characteristic of Alzheimer’s 

disease in which clusters of dead or dying 

neurons become mixed  together with frag-

ments of protein  molecules. 381  

  Anal stage:     A period of psychosexual develop-

ment in which the toddler’s pleasure focuses 

on anal stimulation from holding onto and 

expelling feces. 108  

  Anhedonia:     A loss of interest in or ability to 

experience pleasure from activities that 

most people fi nd appealing. 282  

  Anorexia nervosa:     An eating disorder charac-

terized by an inability to maintain normal 

weight, an intense fear of gaining weight, 

and distorted body perception. 430  

  Antisocial personality disorder:     A personal-

ity disorder characterized by a lack of  re-

gard for society’s moral or legal standards.  

309  

  Anxiety:     A future-oriented and global response, 

involving both cognitive and emotional 

components, in which an individual is inor-

dinately apprehensive, tense, and uneasy 

about the prospect of  something terrible 

happening. 144  

  Anxiety disorders:   Disorders characterized by 

intense, irrational, and incapacitating ap-

prehension. 144  

  Anxiety sensitivity theory:     The belief  that 

panic disorder is caused in part by the 

 tendency to interpret cognitive and somatic 

manifestations of  stress and anxiety in a 

catastrophic manner. 147  

  Aphasia:     A loss of the ability to use language. 

372  

  Apraxia:     A loss of the ability to carry out co-

ordinated bodily movements that the indi-

vidual could previously perform without 

diffi culty. 372  

  Asperger’s disorder:     A pervasive  developmental 

disorder in which a child maintains ad-

equate cognitive and language development 

but becomes severely impaired in social 

 interaction. Children with this disorder also 

develop restricted, repetitive, and stereo-

typed patterns of  behavior, interests, and 

activities. 347  

  Assessment:     The evaluation of  a person in 

terms of  the psychological, physical, and 

social factors that have the most infl uence 

on the individual’s functioning. 70  

  Assigned (biological) sex:     The sex of the indi-

vidual that is recorded on the birth certifi -

cate. 224  

  Asylum:     Literally a place of refuge or safety; 

the term was originally used to describe a 

psychiatric facility and later came to have 

negative connotations. 13  

  Attachment style:     The way a person relates to a 

caregiver fi gure. 110  

  Attention-defi cit/hyperactivity disorder (ADHD):  

   A behavior disorder involving problems 

with inattentiveness, hyperactivity, and im-

pulsivity. 349  

  Auditory hallucination:     A hallucination that 

involves hearing sounds, often voices or 

even entire conversations. 78  

  Autistic disorder:     A pervasive developmental 

disorder involving massive impairment in 

an individual’s ability to communicate and 

relate emotionally to others. 344  

  Automatic thoughts:     Ideas so deeply  entrenched 

that the individual is not even aware that 

they lead to feelings of  unhappiness and 

discouragement. 123  

  Aversions:     Responses of discomfort or dislike 

to a particular object or situation. 148  

  Aversive conditioning:     A form of conditioning 

in which a painful stimulus is paired with an 

initially neutral stimulus. 121  

  Avoidant personality disorder:     A personality 

disorder whose most prominent feature is 

that the individual desires, but is fearful of, 

any involvement with other people and is 

terrifi ed at the prospect of  being publicly 

embarrassed. 327  

  Avolition:     A lack of  initiative, either not 

 wanting to take any action or lacking the 

energy and will to take action. 282  

  Axis:     A class of  information in  DSM-IV  

 regarding an aspect of the individual’s func-

tioning. 45  

   B 

      Baseline:     The period in which a participant is 

observed prior to being given treatment, the 

purpose being to document the frequency 

of the target behavior. 27  

 Base rate:    The frequency with which a  disorder 

occurs in the general population. 41

  Behavioral assessment:     A form of  measurement 

based on objective recording of the individ-

ual’s behavior. 89  

  Behavioral medicine:     An interdisciplinary ap-

proach to medical conditions affected by 

psychological factors that is rooted in learn-

ing theory. 191  

  Behavioral observation:     A behavioral method 

of assessment in which the clinician  observes 

the individual and records the frequency of 

specifi c behaviors along with any relevant 

situational factors. 91  

G L O S S A R Y

G-1



G-2 Glossary

  Behavioral perspective:     A theoretical perspec-

tive in which it is assumed that abnormality 

is caused by faulty learning experiences. 120  

  Behavioral self-report:     A method of behavioral 

assessment in which the individual provides 

information about the frequency of partic-

ular behaviors. 90  

  Benzodiazepines:     Medications that slow down 

central nervous system reactions that are 

thought to contribute to anxiety. 147  

  Big win:     A gain of large amounts of  money 

in one bet that propels the pathological 

gambler into a pattern of  uncontrollable 

gambling. 442  

  Binges:     The ingestion of  large amounts of 

food during a short period of  time, even 

 after reaching a point of feeling full, and a 

lack of control over what or how much is 

eaten. 434  

  Biofeedback:     A procedure in which people 

learn to monitor and control their auto-

nomic responses, such as blood pressure, 

heart rate, skin conductance, and muscular 

tension. 131  

  Biological markers:     Measurable characteristics 

or traits whose patterns parallel the inheri-

tance of a disorder or other characteristic. 28  

  Biological perspective:     A theoretical perspec-

tive in which it is assumed that disturbances 

in emotions, behavior, and cognitive pro-

cesses are caused by abnormalities in the 

functioning of the body. 126  

  Biopsychosocial:     A model in which the interac-

tion of biological, psychological, and socio-

cultural factors is seen as infl uencing the 

development of the individual. 10  

  Bipolar disorder:     A mood disorder involving 

manic episodes—intense and very disrup-

tive experiences of heightened mood, pos-

sibly alternating with major depressive 

episodes. 252  

  Bipolar I disorder:     The diagnosis used to 

 describe a clinical course in which the indi-

vidual experiences one or more manic 

 episodes with the possibility, though not the 

necessity, of  having experienced one or 

more major depressive episodes. 253  

  Bipolar II disorder:     The diagnosis used to 

 describe a clinical course in which the indi-

vidual experiences one or more major de-

pressive episodes and at least one hypomanic 

episode. 253  

  Body dysmorphic disorder:     A somatoform dis-

order in which individuals are preoccupied 

with the idea that a part of  their body is 

ugly or defective. 178  

  Borderline personality disorder:     A personality 

disorder characterized by a pervasive pat-

tern of poor impulse control and instability 

in mood, interpersonal relationships, and 

self-image. 314  

  Bradykinesia:     A motor disturbance involving a 

general slowing of motor activity. 377  

  Brief psychotic disorder:     A disorder character-

ized by the sudden onset of psychotic symp-

toms that are limited to a period of  less 

than a month. 286  

  Broca’s aphasia:     A form of aphasia that in-

volves a disturbance in language production 

but intact comprehension abilities. 372  

  Bulimia nervosa:     An eating disorder involving 

alternation between the extremes of eating 

large amounts of food in a short time, and 

then compensating for the added calories 

either by vomiting or other extreme actions 

to avoid gaining weight. 434  

   C 

  Caregiver burden:     The adverse effects on care-

givers from the constant demands placed on 

them by their role. 384  

  Caregivers:     The people (usually family mem-

bers) primarily responsible for caring for a 

person with a chronic disease, such as 

 Alzheimer’s disease. 384  

  Case formulation:     A clinician’s analysis of the 

factors that might have infl uenced the 

 client’s current psychological status. 53  

  Case study method:     An intensive study of  a 

single person described in detail. 26  

  Caspase theory of Alzheimer’s disease:     The 

proposal that beta amyloid stimulates 

 substances called caspases, which become 

enzymes that destroy neurons. 381  

  Catatonia:     Extreme motor disturbances in a 

psychotic disorder not attributable to physi-

ological causes. 75  

  Childhood disintegrative disorder:     A pervasive 

developmental disorder in which the child 

develops normally for the fi rst 2 years and 

then starts to lose language, social, and mo-

tor skills, as well as other adaptive functions, 

including bowel and bladder control. 347  

  Chromosomes:     Structures found in each cell of 

the body that contain the genes and exist in 

a pair, with one chromosome contributed 

from each parent at conception. 128  

  Classical conditioning:   The learning of  a 

 connection between an originally neutral 

stimulus and a naturally evoking stimulus 

that produces an automatic refl exive reac-

tion. 120  

  Client:     A person seeking psychological treat-

ment. 38  

  Client-centered:     An approach based on the 

 belief  held by Rogers that people are in-

nately good and that the potential for self-

improvement lies within the individual. 113  

  Clinical psychologist:     A mental health profes-

sional with training in the behavioral sciences 

who provides direct service to clients. 40  

  Cognitive-behavioral perspective:     A theoretical 

perspective in which it is assumed that 

 abnormality is caused by maladaptive 

thought processes that result in dysfunc-

tional behavior. 120  

  Cognitive distortions:   Errors that depressed 

people make in the way they draw conclu-

sions from their experiences. 259  

  Cognitive restructuring:     One of the fundamen-

tal techniques of  cognitive-behavioral 

 therapy in which clients learn to reframe 

negative ideas into more positive ones. 125  

  Cognitive triad:     A negative view of the self, the 

world, and the future. 259  

  Command hallucination:   A hallucination in 

which the individual hears an instruction to 

take an action. 78  

  Commitment:   Legal procedure designed to 

protect individuals from doing harm to 

themselves or others through involuntary 

institutionalization or other forms of men-

tal health treatment. 467  

  Communication disorders:     Conditions involv-

ing impaired expression or understanding 

of language. 357  

  Community mental health center (CMHC):   

 Outpatient clinic that provides  psychological 

services on a sliding fee scale to serve indi-

viduals who live within a certain  geographic 

area. 60  

  Comorbidity:     Multiple diagnostic conditions 

that occur simultaneously within the same 

individual. 39  

  Competency to stand trial:   A prediction by a 

mental health expert of  the defendant’s 

 cognitive and emotional stability during the 

period of the trial. 476  

  Compulsion:   A repetitive and seemingly pur-

poseful behavior performed in response to 

uncontrollable urges or according to a ritu-

alistic or stereotyped set of rules. 75, 156  

  Computed axial tomography (CAT or CT 

scan):     A series of X-rays taken from vari-

ous angles around the body that are inte-

grated by a computer to produce a composite 

picture. 95  

  Concordance rate:   Agreement ratios between 

people diagnosed as having a particular dis-

order and their relatives. 27  

  Conditioned fear reactions:   Acquired associa-

tions between an internal or external cue 

and feelings of intense anxiety. 147  

  Conditioned response:   An acquired response to 

a stimulus that was previously neutral. 121  

  Conditioned stimulus:     A previously neutral 

stimulus that, after repeated pairings with 

the unconditioned stimulus, elicits a condi-

tioned response. 120  

  Conduct disorder:   A development-related dis-

order that involves repeated violations of 

the rights of others and society’s norms and 

laws; the childhood precursor of antisocial 

personality disorder in adulthood. 351  

  Confi dentiality:   The principle that disclosures 

in therapy must be safeguarded by the ther-

apist as private. 462  

  Content of thought:   Ideas that fi ll a client’s 

mind. 75  

  Contingency management:     A form of behav-

ioral therapy that involves the principle of 

rewarding a client for desired behaviors and 

not providing rewards for undesired behav-

iors. 125  

  Continuous amnesia:   Inability to recall past 

events from a particular date up to and in-

cluding the present time. 201  

  Control group:   The group of participants that 

does not receive the “treatment” thought to 

infl uence the behavior under study. 23  
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  Conversion disorder:     A somatoform disorder 

involving the translation of  unacceptable 

drives or troubling confl icts into physical 

symptoms. 175  

  Coping:     The process through which people 

 reduce stress. 187  

  Coprolalia:     The involuntary uttering of ob-

scenities. 359  

  Correlation:     An association, or correlation, 

between two variables, that can range in 

value from +1.0 to −1.0. 25  

  Cortical atrophy:     A wasting away of tissue in 

the cerebral cortex of the brain. 292  

  Cortisol:     A hormone involved in the mobiliza-

tion of the body’s resources in times of 

stress. 257  

  Counterconditioning:     The process of replacing 

an undesired response to a stimulus with an 

acceptable response. 124  

  Covert conditioning:     A behavioral intervention 

in which the therapist instructs the client to 

imagine a highly negative experience when 

engaging in an undesirable behavior. 217  

  Crack cocaine:     A crystallized form of cocaine 

that is usually smoked. 409  

  Creutzfeldt-Jakob disease:     A neurological dis-

ease transmitted from animals to humans 

that leads to dementia and death resulting 

from abnormal protein accumulations in 

the brain. 378  

  Crossfostering study:     A method of comparing 

genetic versus environmental contributions 

to a disorder by tracking the incidence of 

disorders in children who are adopted by 

parents with psychological disorders but 

whose biological parents are  psychologically 

healthy. 28  

  Culture-bound syndromes:     Recurrent patterns 

of  abnormal behavior or experience that 

are limited to specifi c societies or cultural 

areas. 54  

  Cyclothymic disorder:     A mood disorder that, 

compared with bipolar disorder, involves a 

less intense vacillation between states of eu-

phoria and dysphoria. 252    

 D 

  Day treatment program:     A structured program 

in a community treatment facility that pro-

vides activities similar to those provided in 

a psychiatric hospital. 60  

  Decision tree:     A strategy used for diagnosis, 

consisting of  yes/no questions that guide 

clinicians in ruling in or out psychological 

disorders. 51  

  Deep brain stimulation (DBS):     A somatic treat-

ment in which a neurosurgeon implants a 

microelectrode that delivers a constant low 

electrical stimulation to a small region of the 

brain, powered by an implanted battery. 131  

  Defense mechanisms:   Tactics that keep unac-

ceptable thoughts, instincts, and feelings 

out of conscious awareness and thus pro-

tect the ego against anxiety. 105  

  Deinstitutionalization movement:   The process 

in the 1960s and 1970s that prompted the 

release of psychiatric patients into commu-

nity treatment sites. 19  

  Delirium:     A temporary state in which individ-

uals experience a clouding of consciousness 

in which they are unaware of what is hap-

pening around them and are unable to focus 

or pay attention. 368  

  Delirium tremens:     A physical condition con-

sisting of  autonomic nervous system dys-

function, confusion, and possible seizures 

associated with alcohol withdrawal. 402  

  Delusional disorders:     Disorders marked by a 

single striking psychotic symptom—an orga-

nized system of nonbizarre false  beliefs. 288  

  Delusions:     Deeply entrenched false beliefs not 

consistent with the client’s intelligence or 

cultural background. 75  

  Demand characteristics:     The expectations of 

participants in an experiment about what is 

going to happen to them or the proper way 

to respond. 24  

  Dementia:     A form of cognitive impairment in-

volving generalized progressive defi cits in a 

person’s memory and learning of  new 

 information, ability to communicate, judg-

ment, and motor coordination. 371  

  Dementia praecox:     The term coined by Kraepelin 

to describe what is currently known as schizo-

phrenia. According to Kraepelin, this condi-

tion involves a degeneration of the brain that 

begins at a young age and ultimately leads to 

a disintegration of the entire personality. 

278  

  Deoxyribonucleic acid (DNA):     A molecule 

containing a sequence of nucleotides that 

forms the structure of the chromosome. 128  

  Dependent personality disorder:     A personality 

disorder whose main characteristic is that 

the individual is extremely passive and tends 

to cling to other people, to the point of be-

ing unable to make any decisions or to take 

independent action. 328  

  Dependent variable:     The variable whose value 

is the outcome of the experimenter’s ma-

nipulation of the independent variable. 23  

  Depersonalization:     An altered experience of 

the self, ranging from feeling that one’s 

body is not connected to one’s mind to the 

feeling that one is not real. 79  

  Depersonalization disorder:     A dissociative dis-

order in which the individual experiences 

recurrent and persistent episodes of deper-

sonalization. 202  

  Depressant:     A psychoactive substance that 

causes the depression of  central nervous 

system activity. 395  

  Developmental coordination disorder:     A condi-

tion characterized by marked impairment 

in the development of  motor coordina-

tion. 358  

  Deviation IQ:     An index of intelligence derived 

from comparing the individual’s score on an 

intelligence test with the mean score for that 

individual’s reference group. 83  

   Diagnostic and Statistical Manual of  Mental 

Disorders (DSM) :     A book published by 

the American Psychiatric Association that 

contains standard terms and defi nitions of 

psychological disorders. 40  

  Dialectical behavior therapy (DBT):     Treatment 

approach for people with borderline per-

sonality disorder that integrates support-

ive and cognitive-behavioral treatments to 

reduce the frequency of  self-destructive 

acts and to improve the client’s ability to 

handle disturbing emotions, such as anger 

and dependency. 319  

  Diathesis-stress model:     The proposal that  peo-

ple are born with a predisposition (or “dia-

thesis”) that places them at risk for de-

veloping a psychological disorder if  exposed 

to certain extremely stressful life experi-

ences. 10, 129  

  Differential diagnosis:     The process of system-

atically ruling out alternative diagnoses. 52  

  Disorder of written expression:     A learning dis-

order in which the individual’s writing is 

characterized by poor spelling, grammati-

cal or punctuation errors, and disorganiza-

tion of paragraphs. 356  

  Dissociative amnesia:     An inability to remem-

ber important personal details and experi-

ences; is usually associated with traumatic 

or very stressful events. 200  

  Dissociative fugue:     A dissociative disorder in 

which a person, confused about personal 

identity, suddenly and unexpectedly travels 

to another place and is unable to recall past 

history or identity. 201  

  Dissociative identity disorder:     A dissociative 

disorder, formerly called multiple personal-

ity disorder, in which an individual develops 

more than one self  or personality. 193  

  Disulfiram:     Known popularly as Antabuse, 

a medication used in the treatment of 

 alcoholism that inhibits aldehyde de-

hydrogenase (ALDH) and causes severe 

physical reactions when combined with 

alcohol. 402  

  Dizygotic twins:     Nonidentical, or fraternal, 

twins who are genetically alike only to the 

same degree as other siblings. 27  

  Dopamine hypothesis:     The biological hypothe-

sis that the delusions, hallucinations, and 

attentional defi cits of schizophrenia result 

from overactivity of neurons that commu-

nicate with each other via the transmission 

of dopamine. 292  

  Double-blind technique:     An experimental 

procedure in which neither the person giv-

ing the treatment nor the person receiving 

the treatment knows whether the parti-

cipant is in the experimental or control 

group. 24  

  Down syndrome:     A form of mental retardation 

caused by abnormal chromosomal forma-

tion during conception. 341  

  Dream analysis:     A method used in psycho-

analysis in which the client relates the events 

of a dream to the clinician and free associ-

ates to these events. 110  

  Duty to warn:     The clinician’s responsibility to 

notify a potential victim of a client’s harm-

ful intent toward that individual. 465  
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  Dysfunctional attitudes:     Personal rules or val-

ues people hold that interfere with adequate 

adjustment. 123  

  Dyslexia:     A learning disorder in which the in-

dividual omits, distorts, or substitutes words 

when reading and reads in a slow, halting 

fashion. 356  

  Dyspareunia:     A sexual dysfunction affecting 

both males and females that involves recur-

rent or persistent genital pain before, dur-

ing, or after sexual intercourse. 234  

  Dysphoria:     The emotion of sadness. 248  

  Dysphoric mood:     Unpleasant feelings, such as 

sadness or irritability. 78  

  Dysthymic disorder:     A mood disorder involv-

ing chronic depression of less intensity than 

major depressive disorders. 248    

 E 

  Echolalia:     Repetition of  words or phrases 

in the speech of  a person with autistic 

 disorder. 344  

  Ego:     In psychoanalytic theory, the structure of 

personality that gives the individual the 

mental powers of judgment, memory, per-

ception, and decision making, enabling the 

individual to adapt to the realities of  the 

external world. 105  

  Electroconvulsive therapy (ECT):     The applica-

tion of electrical shock to the head for the 

purpose of inducing therapeutically benefi -

cial seizures. 130  

  Electroencephalogram (EEG):     A measure of 

changes in the electrical activity of  the 

brain. 95  

  Emotion-focused coping:     A type of coping in 

which a person does not change anything 

about the situation itself, but instead tries  

to improve feelings about the situation. 189  

  Emotional dysregulation:     Lack of awareness, 

understanding, or acceptance of emotions; 

inability to control the intensity or duration 

of emotions; unwillingness to experience 

emotional distress as an aspect of pursuing 

goals; and inability to engage in goal-directed 

behaviors when experiencing distress. 316  

  Encopresis:     An elimination disorder in which 

the child is incontinent of  feces and has 

bowel movements either in clothes or in an-

other inappropriate place. 360  

  Endophenotypes:     Biobehavioral abnormalities 

that are linked to genetic and neurobiologi-

cal causes of mental illness. 293  

  Enuresis:     An elimination disorder in which the 

child is incontinent of urine and urinates in 

clothes or in bed after the age when the 

child is expected to be continent. 360  

  Environmental assessment scales:     Measures of 

key environmental dimensions hypothesized 

to infl uence behavior. 93  

  Ephebophilia:     A variant of pedophilia in which 

an adult (16 years or over) has uncontrollable 

sexual urges toward male adolescents. 213  

  Episode:     A time-limited period during which 

specifi c symptoms of a disorder are present. 

248  

  Euphoria:     The emotion of elation. 248  

  Euphoric mood:     A feeling state that is more 

cheerful and elated than average, possibly 

even ecstatic. 78  

  Evidence-based practice in psychology:     Clinical 

decision making that integrates the best 

available research evidence and clinical ex-

pertise in the context of the cultural back-

ground, preferences, and characteristics of 

clients. 62  

  Executive functioning:     Cognitive abilities such 

as abstract thinking, planning, organizing, 

and carrying out of behaviors. 372  

  Exhibitionism:     A paraphilia in which a person 

has intense sexual urges and arousing fanta-

sies involving the exposure of genitals to a 

stranger. 217  

  Expectancy model:     An approach to alcohol de-

pendence that focuses on cognitive-behavioral 

and social learning perspectives. According 

to this view, people acquire the belief  that 

alcohol will reduce stress; will make them 

feel more competent socially, physically, 

and sexually; and will give them feelings of 

pleasure. 399  

  Experimental group:     The group of participants 

that receives the treatment thought to in-

fl uence the behavior under study. 23  

  Experimental method:     A research method that 

involves altering or changing the conditions 

to which participants are exposed (indepen-

dent variable) and observing the effects of 

this manipulation on the participants’ be-

havior (dependent variable). 23  

  Expressed emotion (EE):     An index of  the de-

gree to which family members speak in 

ways that refl ect criticism, hostile feelings, 

and emotional overinvolvement or over-

concern with regard to the schizophrenic 

individual. 295  

  Expressive language disorder:     A communication 

disorder characterized by having a limited 

and faulty vocabulary, speaking in short sen-

tences with simplifi ed grammatical struc-

tures, omitting critical words or phrases, or 

putting words together in peculiar order. 357  

  Extinction:     The cessation of  behavior in the 

absence of reinforcement. 122    

 F 

  Factitious disorder:     A disorder in which  people 

fake symptoms or disorders not for the pur-

pose of any particular gain, but because of 

an inner need to maintain a sick role. 182  

  Factitious disorder by proxy (or Munchausen’s 

syndrome by proxy):     A condition in which a 

person induces physical symptoms in an-

other person who is under that person’s 

care. 183  

  Failure to thrive:     A condition in which the child 

does not grow physically and cognitively at 

a normal rate due to poor prenatal care or 

grossly inadequate and inattentive parent-

ing. 343  

  Family dynamics:     The pattern of interactions 

among the members of a family. 116  

  Family history:     Information gathered in a psy-

chological assessment regarding the se-

quence of major events in the lives of the 

client’s relatives, including those who are 

closest to the client as well as more distantly 

related family members. 71  

  Family perspective:     A theoretical perspective 

in which it is assumed that abnormality is 

caused by disturbances in the pattern of 

 interactions and relationships within the 

family. 116  

  Family therapy:     Psychological treatment in 

which the therapist works with several or all 

members of the family. 61  

  Fear:     An innate, almost biologically based alarm 

response to a dangerous or life-threatening 

situation. 144  

  Feeding disorder of infancy or early childhood:     

A disorder involving the persistent failure 

to eat, leading to a loss of weight or failure 

to gain weight. 359  

  Female orgasmic disorder:     A sexual dysfunc-

tion in which a woman experiences prob-

lems having an orgasm during sexual ac-

tivity. 232  

  Female sexual arousal disorder:     A sexual dys-

function characterized by a persistent or 

recurrent inability to attain or maintain 

normal physiological and psychological 

arousal responses during sexual activity. 

232  

  Fetal alcohol syndrome (FAS):     A condition as-

sociated with mental retardation in a child 

whose mother consumed large amounts of 

alcohol on a regular basis while pregnant. 

342  

  Fetish:     A strong, recurrent sexual attraction to 

a nonliving object. 218  

  Fetishism:     A paraphilia in which the individual 

is preoccupied with an object and depends 

on this object rather than sexual intimacy 

with a partner for achieving sexual gratifi ca-

tion. 218  

  Fixation:     Arrested development at a particular 

stage of psychosexual development attrib-

utable to excessive or inadequate gratifi ca-

tion at that stage. 108  

  Flooding:     A behavioral technique in which the 

client is immersed in the sensation of anxi-

ety by being exposed to the feared situation 

in its entirety. 150  

  Free association:     A method used in psycho-

analysis in which the client speaks freely, 

saying whatever comes to mind. 110  

  Frontotemporal dementia:     Dementia that in-

volves the frontotemporal area of the brain. 

377  

  Frotteur:     A person with the paraphilia of 

 frotteurism. 219  

  Frotteurism:     A paraphilia in which the indi-

vidual has intense sexual urges and sexually 

arousing fantasies of  rubbing against or 

fondling an unsuspecting stranger. 219  

  Functional magnetic resonance imaging (fMRI):     

A variant of  the traditional MRI, which 

makes it possible to construct a  picture of 

activity in the brain. 95    
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 G 

  Galvanic skin response (GSR):     Minor electrical 

changes in the skin that result from sweat-

ing. 95  

  Gender identity:     The individual’s self-perception 

as a male or female. 224  

  Gender identity disorder:     A condition in which 

there is a discrepancy between an individu-

al’s assigned sex and gender identity, involv-

ing a strong and persistent identifi cation 

with the other gender. 224  

  Gender role:     The behaviors and attitudes a per-

son has that are indicative of maleness or 

femaleness in one’s society. 224  

  Gene:     The basic unit of heredity. 128  

  Generalized amnesia:     Inability to remember 

anything from one’s past. 201  

  Generalized anxiety disorder:     An anxiety dis-

order characterized by anxiety that is not 

associated with a particular object,  situation, 

or event but seems to be a constant feature 

of a person’s day-to-day existence. 154  

  Genetic mapping:     The attempt by biological 

researchers to identify the structure of  a 

gene and the characteristics it controls. 28  

  Genital stage:     A period of psychosexual devel-

opment coinciding with the resurfacing of 

sexual energy just prior to puberty. 108  

  Genome:     The complete set of  instructions 

for “building” all the cells that make up an 

organism. 128  

  Genotype:     The genetic makeup of an organ-

ism. 130  

  Global Assessment of Functioning (GAF) 

scale:     Axis V of the  DSM-IV,  a scale that 

rates the individual’s overall level of  psy-

chological health. 50  

  Graduated exposure:     A procedure in which 

 clients gradually expose themselves to in-

creasingly challenging anxiety-provoking 

situations. 151  

  Grandiosity:     An exaggerated view of oneself  

as possessing special and extremely favor-

able personal qualities and abilities. 322  

  Group therapy:     Psychological treatment in 

which the therapist facilitates discussion 

among several clients who talk together 

about their problems. 61  

  Guardian ad litem:     A person appointed by the 

court to represent or make decisions for a 

person (e.g., a minor or an incapacitated 

adult) who is legally incapable of doing so 

in a civil legal proceeding. 467  

  Gustatory hallucination:     A hallucination in-

volving the false sensation of taste, usually 

unpleasant. 78    

 H 

  Halfway house:     A community treatment facil-

ity designed for deinstitutionalized clients 

leaving a hospital who are not yet ready for 

independent living. 60  

  Hallucination:     A false perception not corre-

sponding to the objective stimuli present in 

the environment. 78  

  Hallucinogens:     Psychoactive substances that 

cause abnormal perceptual experiences in 

the form of illusions or hallucinations, usu-

ally visual in nature. 413  

  Health Insurance Portability and Accountability 

Act (HIPAA):     U.S. legislation intended to 

ensure adequate coverage and protect con-

sumers from loss of  insurance coverage 

when they change or lose their jobs. 466  

  Hebephilia:     A variant of pedophilia in which 

an adult (16 years or over) has uncontrolla-

ble sexual urges toward adolescents. 213  

  Heritability:     The proportion of the offspring’s 

phenotype that is due to genetic causes. 129  

  Hierarchy of needs:     According to Maslow, the 

order in which human needs must be ful-

fi lled. 114  

  Histrionic personality disorder:     A personality 

disorder characterized by exaggerated emo-

tional reactions, approaching theatricality, 

in everyday behavior. 321  

  Host:     The central personality of an individual 

with dissociative identity disorder. 193  

  Humanistic perspective:     An approach to per-

sonality and psychological disorder that re-

gards people as motivated by the need to 

understand themselves and the world and 

to derive greater enrichment from their ex-

periences by fulfi lling their unique individ-

ual potential. 113  

  Huntington’s disease:     A hereditary condition 

causing dementia that involves a widespread 

deterioration of the subcortical brain struc-

tures and parts of  the frontal cortex that 

control motor movements. 377  

  Hyperactivity:     A motor pattern involving ab-

normally energized physical activity, often 

characterized by quick movements and fast 

talking. In children, behavior characterized 

by fi dgeting, restlessness, running about in-

appropriately, talking excessively, and feel-

ing incapable of playing quietly. 74, 349  

  Hypnotherapy:     A method of therapy in which 

hypnosis is used for various purposes, such 

as helping a person recall repressed memo-

ries. 195  

  Hypnotic:     A substance that induces sedation. 

417  

  Hypnotism:     The process of inducing a trance 

state. 17  

  Hypoactive sexual desire disorder:     A sexual 

dysfunction in which the individual has an 

abnormally low level of  interest in sexual 

activity. 231  

  Hypochondriasis:     A somatoform disorder 

characterized by the misinterpretation of 

normal bodily functions as signs of serious 

illness. 180  

  Hypomanic episode:     A period of elated mood 

not as extreme as a manic episode. 252  

  Hypothesis formation process:     The stage of re-

search in which the researcher generates 

ideas about a cause-effect relationship be-

tween the behaviors under study. 23  

  Hysteria:     A disorder in which psychological 

problems become expressed in physical 

form. 17  

  Hysterical neurosis:     A term used by Freud to 

describe conversion disorder, implying that 

it is a reaction to anxiety. 175    

 I 

  Id:     In psychoanalytic theory, the structure of 

personality that contains the sexual and ag-

gressive instincts. 104  

  Identity:     One’s self-concept or sense of  who 

one is. 315  

  Identity confusion:     A lack of  clear sense of 

who one is, ranging from confusion about 

one’s role in the world to actual delusional 

thinking. 79  

  Imaginal fl ooding:     A behavioral technique in 

which the client is immersed through imagi-

nation in the feared situation. 150  

  Impulse:     An urge to act. 439  

  Impulse-control disorders:     Psychological disor-

ders in which people repeatedly engage in 

behaviors that are potentially harmful, 

 feeling unable to stop themselves and expe-

riencing a sense of  desperation if  their 

 attempts to carry out the behaviors are 

thwarted. 439  

  Impulsivity:     Inability to control oneself, ex-

pressed in behaviors such as blurting out 

answers to questions, having diffi culty 

 waiting one’s turn, and interrupting other 

people. 349  

  Inappropriate affect:     The extent to which a 

person’s emotional expressiveness fails to 

correspond to the content of what is being 

discussed. 78  

  Incidence:     The frequency of new cases within a 

given time period. 26  

  Independent variable:     The variable whose level 

is adjusted or controlled by the experi-

menter. 23  

  Individual psychotherapy:     Psychological treat-

ment in which the therapist works on a one-

to-one basis with the client. 61  

  Informed consent:     The process, often in the 

form of  a written statement, in which a 

 client participates in setting treatment goals, 

understands and agrees to the treatment 

plan, and knows the credentials of  the 

 clinician. 461  

  Insanity defense:     The argument, presented by 

a lawyer acting on behalf  of  the client, 

that, because of  the existence of  a mental 

disorder, the client should not be held legally 

responsible for criminal actions. 470  

  Insight:     A sense of understanding and aware-

ness about oneself  and one’s world. 79  

  Intelligence quotient (IQ):     A method of quan-

tifying performance on an intelligence test, 

originally calculated according to the ratio 

of  a person’s tested age to that person’s 

chronological age, and changed in the 1960 

revision of the Stanford-Binet to the devia-

tion IQ. 82  

  Intensity of affect:     Strength of emotional ex-

pression. 78  

  Intermittent explosive disorder:     An impulse-

control disorder involving an inability to 
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hold back urges to express strong angry feel-

ings and associated violent behaviors. 449  

  Internet addiction:     An impulse-control condi-

tion in which an individual feels an irresist-

ible need to be involved in Internet-based 

activities. 450  

  Interpersonal and social rhythm therapy 

(IPSRT):     Treatment method in which the 

clinician focuses on disturbances in circa-

dian rhythms and social relationships. 265  

  Interpersonal therapy (IPT):     A time-limited 

form of psychotherapy for treating people 

with major depressive disorder, based on 

the assumption that interpersonal stress 

 induces an episode of depression in a per-

son who is genetically vulnerable to this 

 disorder. 260  

   In vivo  observation:     A form of behavioral as-

sessment in which the individual is observed 

in the natural context in which the target 

behavior occurs. 91    

 K 

  Kleptomania:     An impulse-control disorder that 

involves the persistent urge to steal. 440  

  Korsakoff ’s syndrome:     A permanent form of 

dementia associated with long-term alcohol 

use in which the individual develops retro-

grade and anterograde amnesia, leading to 

an inability to remember recent events or 

learn new information. 398    

 L 

  La belle indifférence:     Lack of concern by some 

people with a conversion disorder over what 

might otherwise be construed as very dis-

turbing physical problems. 175  

  Latency:     In psychoanalytic theory, a period 

of  psychosexual development during 

which the child interacts with peers and 

imitates the behavior of  parents and other 

adults of  the same biological sex as the 

child. 108  

  Latent:     A state in which a disorder is present 

and capable of becoming evident but is not 

yet obvious or active. 326  

  Learning disorder:     A delay or defi cit in an aca-

demic skill that is evident when an individu-

al’s achievement on standardized tests is 

substantially below what would be expected 

for others of  comparable age, education, 

and level of intelligence. 356  

  Least restrictive alternative:     A treatment set-

ting that provides the fewest constraints on 

the client’s freedom. 470  

  Lewy body dementia:     A form of dementia sim-

ilar to Alzheimer’s disease, with progressive 

loss of memory, language, calculation, and 

reasoning, as well as other higher mental 

functions. 377  

  Libido:     An instinctual pressure for gratifi ca-

tion of sexual and aggressive desires. 105  

  Localized amnesia:     Inability to remember 

all events that occurred in a specifi c time 

 period. 201  

  Lovemap:     The representation of an individual’s 

sexual fantasies and preferred practices. 223    

 M 

  Magical thinking:     A peculiarity of thinking in 

which an individual makes a connection be-

tween two objects or events that other peo-

ple would see as unrelated. 76  

  Magnetic resonance imaging (MRI):     The use 

of  radiowaves rather than X-rays to con-

struct a picture of the living brain based on 

the water content of various tissues. 95  

  Mainstreaming:     A governmental policy to in-

tegrate fully into society people with cogni-

tive and physical disabilities. 343  

  Major depressive disorder:     A mood disorder in 

which the individual experiences acute, but 

time-limited, episodes of depressive symp-

toms. 248  

  Major depressive episode:     A period in which 

the individual experiences intense psycho-

logical and physical symptoms related to a 

dysphoric mood. 248  

  Male erectile disorder:     A sexual dysfunction 

marked by a recurrent partial or complete 

failure to attain or maintain an erection 

during sexual activity. 232  

  Male orgasmic disorder:     A sexual dysfunction 

in which a man experiences problems hav-

ing an orgasm during sexual activity; also 

known as inhibited male orgasm. 233  

  Malingering:     The fabrication of  physical or 

psychological symptoms for some ulterior 

motive. 181  

  Mandated reporting:     The legal requirement 

that professionals notify appropriate au-

thorities about cases in which children and 

certain other groups of vulnerable individu-

als are being abused. 464  

  Manic episode:     A period of  euphoric mood 

with symptoms involving abnormally 

heightened levels of thinking, behavior, and 

emotionality. 252  

  Masochism:     The seeking of pleasure from be-

ing subjected to pain. 219  

  Mathematics disorder:     A learning disorder in 

which the individual has diffi culty with 

mathematical tasks and concepts. 356  

  Maturation hypothesis:     The proposition that 

people with antisocial personality and the 

other Cluster B disorders become better able 

to manage their behaviors as they age. 312  

  Medical model:     The view that abnormal be-

haviors result from physical problems and 

should be treated medically. 16  

  Melancholic features:     A specifi er for a depres-

sive episode in which the individual loses in-

terest in most activities, awakens much earlier 

than usual in the morning, has  signifi cant 

loss of appetite, and possibly  experiences 

psychomotor agitation or retardation and 

excessive or inappropriate guilt feelings. 249  

  Mental health parity:     A standard that would 

require health insurers to provide equal 

 levels of coverage for physical and mental 

illnesses. 21  

  Mental retardation:     A condition, present from 

childhood, characterized by signifi cantly 

below-average general intellectual function-

ing (an IQ of 70 or below). 340  

  Mental status examination:     A method of ob-

jectively assessing a client’s behavior and 

functioning in a number of  spheres, with 

particular attention to the symptoms asso-

ciated with psychological disturbance. 74  

  Mesmerized:     Derived from the name Mesmer; 

a process of  bringing about a state of 

heightened suggestibility through the words 

and actions of a charismatic individual. 17  

  Methadone:     A synthetic opioid that produces 

a safer and more controlled reaction than 

heroin and that is used in treating heroin 

addiction. 415  

  Milieu therapy:     A treatment approach, used in 

an inpatient psychiatric facility, in which all 

facets of  the milieu, or environment, are 

components of the treatment. 61, 119  

  Mixed episode:     A period of  at least a week 

during which the symptoms of both a manic 

episode and a major depressive episode 

 occur in rapidly alternating fashion. 252  

  Mixed receptive-expressive language disorder:  

   A communication disorder in which the in-

dividual has diffi culty understanding and 

expressing certain kinds of words or phrases, 

such as directions, or, in more severe forms, 

basic vocabulary or entire sentences. 357  

  Modality:     The form in which psychotherapy is 

offered. 61  

  Modeling:     Acquiring new behavior by imitat-

ing that of another person. 123  

  Monoamine depletion model:     The proposal 

that defi cits in monoamine neurotransmit-

ters are the cause of depression. 257  

  Monozygotic twins:     Identical twins, who share 

the same genetic inheritance. 27  

  Mood:     A person’s experience of emotion. 78  

  Moral treatment:     The philosophy popular in 

the mid-nineteenth century that people can, 

with the proper care, develop self-control 

over their own disturbed behaviors. 15  

  Motivational interviewing (MI):     A directive, 

client-centered style for eliciting behavior 

change by helping clients explore and re-

solve ambivalence. 115  

  Multiaxial system:     A multidimensional classi-

fi cation and diagnostic system that summa-

rizes a variety of relevant information about 

an individual’s physical and psychological 

functioning. 45  

  Multifactorial polygenic threshold:     The position 

that several genes with varying infl uence are 

involved in the transmission of a disorder or 

characteristic. 130  

  Multiple baseline approach:     In behavioral re-

search, the observation of different depen-

dent variables in a person over the course of 

treatment, or observing the behavior as it 

occurs under different conditions. 27  

  Munchausen’s syndrome:     An extreme form of 

factitious disorder in which the individual 

goes to great lengths to maintain a sick 

role. 183    
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 N 

  Narcissistic personality disorder:     A personality 

disorder primarily characterized by an un-

realistic, infl ated sense of  self-importance 

and a lack of  sensitivity to the needs of 

other people. 322  

  Negative reinforcement:     The removal of aver-

sive conditions when certain behaviors are 

performed. 122  

  Negative symptoms:     The symptoms of  schizo-

phrenia, including affective fl attening, alo-

gia, avolition, and anhedonia, that involve 

functioning below the level of  normal be-

havior. 282  

  Neurofi brillary tangles:     A characteristic of Alz-

heimer’s disease in which the material within 

the cell bodies of  neurons becomes fi lled 

with densely packed, twisted protein micro-

fi brils, or tiny strands. 380  

  Neuroleptics:     A category of medications used 

to reduce the frequency and intensity of 

psychotic symptoms; also called major 

tranquilizers. 296  

  Neuropsychological assessment:     A process of 

gathering information about a client’s brain 

functioning on the basis of performance on 

psychological tests. 97  

  Neurosis:     Behavior that involves symptoms 

that are distressing to an individual and that 

the person recognizes as unacceptable; un-

offi cially used to characterize psychological 

disorders considered to be less severe than 

psychosis. 44  

  Neurotransmitter:     A chemical substance re-

leased from a neuron into the synaptic cleft, 

where it drifts across the synapse and is ab-

sorbed by the receiving neuron. 127  

  Nonpurging type:     A form of bulimia nervosa 

in which individuals compensate for what 

they eat by fasting or engaging in excessive 

exercise. 434  

  Normal mood (euthymic mood):     A feeling state 

that is neither unduly happy nor sad but 

shows day-to-day variations within a rela-

tively limited range considered to be 

 appropriate. 78    

 O 

  Object relations:     One’s unconscious represen-

tations of important people in one’s life. 109  

  Observation process:     The stage of research in 

which the researcher watches and records 

the behavior of interest. 22  

  Obsession:     An unwanted thought, word, 

phrase, or image that persistently and re-

peatedly comes into a person’s mind and 

causes distress. 75, 156  

  Obsessive-compulsive disorder (OCD):     An anx-

iety disorder characterized by recurrent ob-

sessions or compulsions that are inordinately 

time-consuming or that cause signifi cant 

distress or impairment. 156  

  Obsessive-compulsive personality disorder:   

Intense perfectionism and infl exibility mani-

fested in worrying, indecisiveness, and behav-

ioral rigidity. 330  

  Olfactory hallucination:     A hallucination in-

volving the perception of a smell. 78  

  Operant conditioning:     A learning process in 

which an individual acquires behaviors 

through reinforcement. 121  

  Oppositional defi ant disorder:     A disruptive be-

havior disorder of childhood that is charac-

terized by undue hostility, stubbornness, 

strong temper, belligerence, spitefulness, 

and self-righteousness. 353  

  Oral stage:     A period of psychosexual develop-

ment in which the infant’s pleasure comes 

from stimulation of the mouth. 108  

  Orgasmic reconditioning:     A behavioral inter-

vention geared toward a relearning process 

in which the individual associates sexual 

gratifi cation with appropriate stimuli. 218  

  Orientation:     A person’s awareness of  time, 

place, and identity. 75  

  Overvalued idea:     A thought that has an odd 

and absurd quality but is not usually bizarre 

or deeply entrenched. 75    

 P 

  Pain disorder:     A somatoform disorder in which 

the only symptom is pain that has no physi-

ological basis. 178  

  Panic attack:     A period of  intense fear and 

physical discomfort accompanied by the 

feeling that one is being overwhelmed and 

 is about to lose control. 144  

  Panic control therapy (PCT):     Treatment that 

consists of  cognitive restructuring, expo-

sure to bodily cues associated with panic 

 attacks, and breathing retraining. 125, 148  

  Panic disorder:     An anxiety disorder in which 

an individual has panic attacks on a recur-

rent basis or has constant apprehension and 

worry about the possibility of recurring at-

tacks. 144  

  Paranoid personality disorder:     A personality 

disorder whose outstanding feature is that 

the individual is extremely suspicious of 

others and is always on guard against po-

tential danger or harm. 324  

  Paraphilias:     A disorder in which an individual 

has recurrent, intense sexually arousing fan-

tasies, sexual urges, or behaviors involving 

(1) nonhuman objects, (2) children or other 

nonconsenting persons, or (3) the suffering 

or humiliation of self  or partner. 212  

  Parasuicide:     A suicidal gesture to get attention 

from loved ones, family, or professionals. 

316  

   Parens patriae:      The state’s authority to pro-

tect those who are unable to protect them-

selves. 467  

  Parkinson’s disease:     A disease that can cause 

dementia and that involves the degenera-

tion of neurons in the subcortical structures 

that control motor movements. 377  

  Partialism:     A paraphilia in which the person is 

interested solely in sexual gratifi cation from 

a specifi c body part, such as feet. 218  

  Participant modeling:     A form of  therapy in 

which the therapist fi rst shows the client a 

desired behavior and then guides the client 

through the behavioral change. 125  

  Pathological gambling:     An impulse-control 

disorder involving the persistent urge to 

gamble. 441  

  Patient:     In the medical model, a person who 

receives treatment. 38  

  Pedophilia:     A paraphilia in which an adult’s 

sexual urges are directed toward children. 

213  

  Penetrance:     The extent to which a genotype is 

expressed in the individual’s phenotype. 

130  

  Personality disorder:     Ingrained patterns of re-

lating to other people, situations, and events 

with a rigid and maladaptive pattern of in-

ner experience and behavior, dating back to 

adolescence or early adulthood. 308  

  Personality trait:     An enduring pattern of per-

ceiving, relating to, and thinking about the 

environment and others. 308  

  Person-centered theory:     The humanistic theory 

that focuses on the uniqueness of each indi-

vidual, the importance of allowing each in-

dividual to achieve maximum fulfi llment of 

potential, and the need for the individual to 

confront honestly the reality of his or her 

experiences in the world. 113  

  Pervasive developmental disorders:     Conditions 

that begin in childhood and have a major 

impact on social and cognitive functioning; 

involving serious defi cits in social interac-

tion and communication skills, as well as 

odd behavior, interests, and activities. 344  

  Phallic stage:     A period of psychosexual devel-

opment in which the genital area of  the 

body is the focus of the child’s sexual feel-

ings. 108  

  Phenotype:     The expression of the genetic pro-

gram in the individual’s physical and psy-

chological attributes. 128  

  Phonological disorder:     A communication dis-

order in which the individual misarticulates, 

substitutes, or omits speech sounds. 357  

  Pica:     A condition in which a person eats ined-

ible substances, such as dirt or feces; com-

monly associated with mental retardation. 

359  

  Pick’s disease:     A relatively rare degenerative 

disease that affects the frontal and temporal 

lobes of  the cerebral cortex and that can 

cause dementia. 376  

  Placebo condition:     The condition used in ex-

perimental research in which people are 

given an inert substance or treatment that is 

similar in all other ways to the experimental 

treatment. 24  

  Pleasure principle:     In psychoanalytic theory, a 

motivating force oriented toward the imme-

diate and total gratifi cation of sensual needs 

and desires. 105  

  Polygenic:     A model of  inheritance in which 

more than one gene participates in the 

process of  determining a given character-

istic. 129  

  Population:     The entire group of  individuals 

sharing a particular characteristic. 23  
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  Positive reinforcement:     Providing reward when 

certain behaviors are performed. 122  

  Positive symptoms:     The symptoms of schizo-

phrenia, including delusions, hallucinations, 

disturbed speech, and disturbed behavior, 

that are exaggerations or distortions of nor-

mal thoughts, emotions, and behavior. 279  

  Positron emission tomography (PET) scan:     A 

measure of brain activity in which a small 

amount of radioactive sugar is injected into 

an individual’s bloodstream, following 

which a computer measures the varying lev-

els of  radiation in different parts of  the 

brain and yields a multicolored image. 97  

  Post-concussion syndrome:     A disorder in which 

a constellation of physical, emotional, and 

cognitive symptoms persists from weeks to 

years. 371  

  Post-traumatic stress disorder (PTSD):     An 

anxiety disorder in which the individual ex-

periences several distressing symptoms for 

more than a month following a traumatic 

event, such as a reexperiencing of the trau-

matic event, an avoidance of reminders of 

the trauma, a numbing of general respon-

siveness, and increased arousal. 161  

  Potentiation:     The combination of  the effects 

of  two or more psychoactive substances 

such that the total effect is greater than the 

effect of either substance alone. 395  

  Pragmatic case study:     An organized approach 

for the development and accumulation of 

case study material that focuses on practical 

results. 26  

  Premature ejaculation:     A sexual dysfunction in 

which a man reaches orgasm well before he 

wishes to, perhaps even prior to penetra-

tion. 234  

  Prevalence:     The number of people who have 

ever had a disorder at a given time or over 

 a specifi ed period. 26  

  Primary gain:     The relief  from anxiety or re-

sponsibility due to the development of 

physical or psychological symptoms. 184  

  Primary process thinking:     In psychoanalytic 

theory, loosely associated, idiosyncratic, 

and distorted cognitive representation of 

the world. 105  

  Primary reinforcers:     Rewards that satisfy a bi-

ological need, making them intrinsically re-

warding. 122  

  Principal diagnosis:     The disorder that is con-

sidered to be the primary reason the indi-

vidual seeks professional help. 52  

  Privileged communication:     Information pro-

vided by a client to a clinician that cannot 

be disclosed in a court of law without the 

client’s expressed permission. 462  

  Probability:     The odds or likelihood that an 

event will happen. 23  

  Problem-focused coping:     Coping in which the 

individual takes action to reduce stress by 

changing whatever it is about the situation 

that makes it stressful. 189  

  Prodromal phase:     A period in the course of 

schizophrenia, prior to the active phase of 

symptoms, during which the individual 

shows progressive deterioration in social 

and interpersonal functioning. 279  

  Prognosis:     A client’s likelihood of recovering 

from a disorder. 50  

  Projective test:     A technique in which the test-

taker is presented with an ambiguous item 

or task and is asked to respond by providing 

his or her own meaning or perception. 87  

  Pseudodementia:     Literally, false dementia, or a 

set of symptoms caused by depression that 

mimic those apparent in the early stages of 

Alzheimer’s disease. 378  

  Psychiatrist:     A medical doctor (MD) with ad-

vanced training in treating people with psy-

chological disorders. 40  

  Psychoanalysis:     A theory and system of prac-

tice that relies heavily on the concepts of the 

unconscious mind, inhibited sexual im-

pulses, early development, and the use of 

the “free association” technique and dream 

analysis. 18  

  Psychoanalytic model:     An approach that seeks 

explanations of abnormal behavior in the 

workings of unconscious psychological pro-

cesses. 16  

  Psychodynamic perspective:     The theoretical 

orientation in psychology that emphasizes 

unconscious determinants of behavior. 104  

  Psychodynamics:     The processes of interaction 

among personality structures that lie  beneath 

the surface of observable behavior. 104  

  Psychological factors affecting medical con-

ditions:     Situations in which psychological 

or behavioral factors have an adverse effect 

on a medical condition. 185  

  Psychological testing:     A broad range of mea-

surement techniques, all of  which involve 

having people provide scorable information 

about their psychological functioning. 40  

  Psychometrics:     Literally, “measurement of the 

mind,” refl ecting the goal of  fi nding the 

most suitable tests for psychological vari-

ables under study. 80  

  Psychomotor agitation:     A motor pattern in-

volving an obvious level of  personal dis-

comfort in which the individual appears to 

be restless and stirred up. 75  

  Psychomotor retardation:     A motor pattern in-

volving abnormally slow movements and 

lethargy. 75  

  Psychoneuroimmunology:     The study of  con-

nections among psychological stress, ner-

vous system functioning, and the immune 

system. 189  

  Psychopathy:     A personality type characterized 

by a cluster of  traits that constitutes the 

core of what is now called  antisocial person-

ality disorder.  310  

  Psychosexual stages:     According to psychoana-

lytic theory, the normal sequence of devel-

opment through which each individual 

passes between infancy and adulthood. 105  

  Psychosis:     Behavior involving loss of contact 

with reality. 44  

  Psychosurgery:     A form of brain surgery, the 

purpose of which is to reduce psychological 

disturbance. 130  

  Psychotherapy:     The treatment of abnormal be-

havior through psychological techniques. 18  

  Punishment:     The application of  an aversive 

stimulus. 122  

  Purge:     To eliminate food through unnatural 

methods, such as vomiting or the excessive 

use of laxatives. 430  

  Purging type:     A form of bulimia nervosa in 

which individuals force out of their bodies 

what they have just eaten. 434  

  Pyromania:     An impulse-control disorder in-

volving the persistent and compelling urge 

to start fi res. 444    

 Q 
  Quasi-experimental design:     A design that is 

like an experimental design but lacks the 

key ingredient of  random assignment to 

groups. 25    

 R 
  Range of affect:     The extent and variety of an 

individual’s emotional expression. 78  

  Rapid cyclers:     Individuals with bipolar disor-

der who have four to eight mood episodes 

within the course of a year. 255  

  Reactive attachment disorder of infancy or 

childhood:     A disorder involving a severe 

disturbance in the ability to relate to others 

in which the individual is unresponsive to 

people, is apathetic, and prefers to be alone 

rather than to interact with friends or fam-

ily. 360  

  Reading disorder:     A learning disorder in which 

the individual omits, distorts, or substitutes 

words when reading and reads in a slow and 

halting fashion. 356  

  Reality principle:     In psychoanalyic theory, 

 motivational force that leads the individual 

to confront the constraints of the external 

world. 105  

  Reinforcement:     The “strengthening” of  a be-

havior. 121  

  Relapse prevention therapy:     A treatment 

method based on the expectancy model, in 

which individuals are encouraged not to 

view lapses from abstinence as signs of cer-

tain failure. 402  

  Relaxation training:     A behavioral technique 

used in the treatment of anxiety disorders 

that involves progressive and systematic 

patterns of  muscle tensing and relaxing. 

148  

  Reliability:     The consistency of measurements 

or diagnoses. 41, 80  

  Representativeness:     The extent to which a 

sample adequately refl ects the characteris-

tics of  the population from which it is 

drawn. 23  

  Residual phase:     A period in the course of 

schizophrenia, following the active phase, in 

which there are continuing indications of 

disturbance, evidenced by the same kinds of 

behaviors that characterize the prodromal 

phase. 279  
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  Resistance:     The unconscious blocking of 

 anxiety-provoking thoughts or feelings. 110  

  Response-contingent positive reinforcement:   

  Behaviors that increase in frequency as the 

result of  performing actions that produce 

pleasure. 258  

  Rett’s disorder:     A pervasive developmental dis-

order, occurring only in females, in which 

the child develops normally until between 

5 months and 4 years of age and then begins 

to show a number of neurological and cogni-

tive impairments, including a deceleration of 

head growth, stereotyped movements of the 

hand, a lack of bodily coordination, language 

impairments, and social withdrawal. 347  

  Rumination disorder:     An eating disorder in 

which the infant or child regurgitates food 

after it has been swallowed and then either 

spits it out or reswallows it. 359    

 S 

  Sadomasochist:     A person who derives sexual 

pleasure from both infl icting and receiving 

pain. 220  

  Sample:     A selection of  individuals from a 

larger group. 23  

  Schizoaffective disorder:     A psychotic disorder 

involving the experience of a major depres-

sive episode, a manic episode, or a mixed 

episode while also meeting the diagnostic 

criteria for schizophrenia. 288  

  Schizoid personality disorder:     A personality 

disorder primarily characterized by an in-

difference to social relationships, as well as 

a very limited range of emotional experi-

ence and expression. 325  

  Schizophrenia:     A disorder with a range of 

symptoms involving disturbances in  content 

of  thought, form of thought, perception, 

 affect, sense of  self, motivation, behavior, 

and interpersonal functioning. 278  

  Schizophrenia, catatonic type:     A type of 

schizophrenia characterized by a variety of 

bodily movement abnormalities. 283  

  Schizophrenia, disorganized type:     A type of 

schizophrenia characterized by a combina-

tion of symptoms, including disorganized 

speech and behavior and fl at or inappropri-

ate affect. Even delusions and hallucina-

tions lack a coherent theme. 283  

  Schizophrenia, paranoid type:     A type of schizo-

phrenia characterized by preoccupation 

with one or more bizarre delusions or with 

auditory hallucinations that are related to a 

particular theme of being persecuted or ha-

rassed. 283  

  Schizophrenia, residual type:     A type of schizo-

phrenia in which people who have previously 

been diagnosed as having schizophrenia may 

no longer have prominent psychotic symp-

toms but still show some lingering signs of 

the disorder, such as emotional dullness, 

 social withdrawal, eccentric behavior, or 

 illogical thinking. 284  

  Schizophrenia, undifferentiated type:     A type of 

schizophrenia characterized by a complex 

of schizophrenic symptoms, such as delu-

sions, hallucinations, incoherence, or disorga-

nized behavior, that does not meet the criteria 

for other types of schizophrenia. 283  

  Schizophrenia spectrum disorders:     A term used 

by some researchers to characterize a contin-

uum of disorders, including schizophrenia, 

schizoid personality disorder, and schizo-

typal personality disorder. 325  

  Schizophreniform disorder:     A disorder charac-

terized by psychotic symptoms that are 

 essentially the same as those found in schizo-

phrenia, except for the duration and chronic 

nature of the symptoms; specifi cally, symp-

toms usually last from 1 to 6 months. 287  

  Schizotypal personality disorder:     A  personality 

disorder that primarily involves peculiari-

ties and eccentricities of thought, behavior, 

appearance, and interpersonal style. People 

with this disorder may have peculiar ideas, 

such as magical thinking and beliefs in psy-

chic phenomena. 326  

  Seasonal pattern:     A specifi er for a depressive 

episode in which the individual has varying 

symptoms according to time of year, with 

symptoms usually developing during the 

same months every year. 249  

  Secondary gain:     The sympathy and attention 

that a sick person receives from other peo-

ple. 184  

  Secondary process thinking:     In psychoanalytic 

theory, the kind of  thinking involved in 

logical and rational problem solving. 105  

  Secondary reinforcers:     Rewards that derive 

their value from association with primary 

reinforcers. 122  

  Sedative:     A psychoactive substance that has a 

calming effect on the central nervous sys-

tem. 417  

  Selective amnesia:     Inability to remember some, 

but not all, events that occurred in a speci-

fi ed time period. 201  

  Selective mutism:     A disorder originating in 

childhood in which the individual con-

sciously refuses to talk, sometimes accom-

panying this refusal by oppositional or 

avoidant behavior. 360  

  Selective serotonin reuptake inhibitors (SSRI):    

 Medications that block the reuptake of se-

rotonin at the synapse, enabling more of 

this neurotransmitter to be available at the 

receptor sites. 131  

  Self-actualization:     In humanistic theory, the 

maximum realization of  the individual’s 

 potential for psychological growth. 114  

  Self-effi cacy:     The individual’s perception of 

competence in various life situations. 123  

  Self-injurious behaviors:     Acts that are not  socially 

sanctioned involving deliberate self-harm, 

self-injury, self-mutilation, and cutting. Dra-

matic increases have occurred in the last 

 decade in the prevalence of self-injurious be-

havior, particularly among female adoles-

cents and young adults. 451  

  Self-monitoring:     A self-report technique in 

which the client keeps a record of  the 

 frequency of specifi ed behaviors. 90  

  Self-report clinical inventory:     A psychological 

test with standardized questions having 

fi xed response categories that the test-taker 

completes independently, self-reporting the 

extent to which the responses are accurate 

characterizations. 84  

  Semistructured interview:     A standardized  series 

of questions in which the interviewer has the 

discretion to ask follow-up questions that 

will clarify the person’s responses. 71  

  Sensate focus:     A method of  treatment for sex-

ual dysfunctions that involves the partners’ 

taking turns stimulating each other in non-

sexual but affectionate ways at fi rst, then 

gradually progressing over a period of  time 

toward genital stimulation. 239  

  Separation anxiety disorder:     A childhood 

 disorder characterized by intense and inap-

propriate anxiety, lasting at least 4 weeks, 

concerning separation from home or care-

givers. 358  

  Sexual aversion disorder:     A sexual dysfunction 

characterized by an active dislike of inter-

course or related sexual activities. 231  

  Sexual dysfunction:     An abnormality in an indi-

vidual’s sexual responsiveness and reac-

tions. 228  

  Sexual impulsivity:     An impulse-control disor-

der in which people feel uncontrollably 

driven to seek out sexual encounters and to 

engage in frequent and indiscriminate sex-

ual activity. 446  

  Sexual masochism:     A paraphilia marked by an 

attraction to achieving sexual gratifi cation 

by having painful stimulation applied to 

one’s own body. 220  

  Sexual orientation:     The degree to which a 

 person is erotically attracted to members of 

the same or opposite sex. 224  

  Sexual sadism:     A paraphilia in which sexual 

gratifi cation is derived from activities 

that harm, or from urges to harm, another 

 person. 220  

  Shaping:     A learning technique in which rein-

forcement is provided for behaviors that in-

creasingly resemble a desired outcome. 122  

  Shared psychotic disorder:     A psychotic disor-

der in which one or more people develop a 

delusional system as a result of a close rela-

tionship with a psychotic person who is de-

lusional. 290  

  Single photon emission computed tomography 

(SPECT):     A variant of the PET scan that 

permits a longer and more detailed imaging 

analysis. 97  

  Single-subject design:     An experimental proce-

dure in which one person at a time is stud-

ied in both the experimental and control 

conditions. 27  

  Situationally bound (cued) panic attack:     A 

panic attack that is triggered by anticipa-

tion of or exposure to a specifi c situation or 

cue. 145  

  Situationally predisposed panic attack:     A 

panic attack that is usually but not invari-

ably triggered by exposure to a situational 

cue. 145  
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  Social cognition:     Perspective that focuses on 

the factors that infl uence the way people 

 perceive themselves and others and form 

judgments about the causes of  behavior. 

123  

  Social learning theory:     Perspective that focuses 

on understanding how people develop psy-

chological disorders through their relation-

ships with others and through observation 

of other people. 123  

  Social phobia:     An anxiety disorder character-

ized by irrational and unabating fear that 

one’s behavior will be scrutinized by others, 

causing the individual to feel embarrassed 

and humiliated. 151  

  Sociocognitive model of dissociative identity 

disorder:     The view that an individual who 

appears to have dissociative identity disor-

der might be enacting a social role. 195  

  Sociocultural perspective:     The theoretical 

 perspective that emphasizes the ways that 

individuals are infl uenced by people, social 

institutions, and social forces in the world 

around them. 116  

  Somatic hallucination:     A hallucination involv-

ing the false perception of  bodily sensa-

tion. 78  

  Somatic therapies:     Biologically based treat-

ments that act upon known or presumed 

immediate causes of a psychological disor-

der. 130  

  Somatization disorder:     A somatoform disor-

der in which multiple and recurrent bodily 

symptoms, which lack a physiological ba-

sis, are the expression of  psychological is-

sues. 176  

  Somatoform disorders:     A variety of conditions 

in which psychological confl icts become 

translated into physical problems or com-

plaints. 174  

  Specifi c phobia:     An irrational and unabating 

fear of a particular object, activity, or situa-

tion. 148  

  Spectatoring:     The experience in which the in-

dividual feels unduly self-conscious during 

sexual activity, as if  evaluating and moni-

toring his or her performance during the 

sexual encounter. 231  

  Splitting:     A defense, common in people with 

borderline personality disorder, in which 

 individuals perceive others, or themselves, 

as being all good or all bad, usually result-

ing in disturbed interpersonal relation-

ships. 315  

  Squeeze technique:     A method of treatment for 

premature ejaculation in which the partner 

stimulates the man’s penis during foreplay 

and squeezes it when he indicates he is ap-

proaching orgasm. 239  

  Stereotypic movement disorder:     A disorder in 

which the individual voluntarily repeats 

nonfunctional behaviors, such as rocking or 

headbanging, that can be damaging to his 

or her physical well-being. 360  

  Stigma:     A label that causes certain people to be 

regarded as different, defective, and set apart 

from mainstream members of society. 28  

  Stimulant:     A psychoactive substance that has 

an activating effect on the central nervous 

system. 407  

  Stimulus discrimination:     Differentiation be-

tween two stimuli that possess similar but 

essentially different characteristics. 121  

  Stimulus generalization:     The process of learn-

ing to respond in the same way to stimuli 

that share common properties. 121  

  Stop-start procedure:     A method of treatment 

for premature ejaculation in which the man 

or his partner stimulates him to sexual ex-

citement, and, as he approaches the point 

of  orgasmic inevitability, stimulation is 

stopped. When this procedure is repeated 

over time, the man can develop greater con-

trol over his orgasmic response. 239  

  Stress:     The unpleasant emotional reaction that 

a person has when an event is perceived by 

an individual as threatening. 186  

  Stressor:     An event that disrupts the individu-

al’s life; also called a  stressful life event.  

186  

  Structured interview:     A standardized series of 

assessment questions, with a predetermined 

wording and order. 71  

  Stuttering:     A communication disorder that in-

volves a disturbance in the normal fl uency 

and patterning of speech that is character-

ized by such verbalizations as sound repeti-

tions or prolongations, broken words, the 

blocking out of sounds, word substitutions 

to avoid problematic words, or words ex-

pressed with an excess of tension. 358  

  Substance:     A chemical that alters a person’s 

mood or behavior when it is smoked, 

 injected, drunk, inhaled, or swallowed in 

pill form. 392  

  Substance abuse:     The pattern of maladaptive 

substance use that leads to signifi cant im-

pairment or distress. 394  

  Substance dependence:     A maladaptive pattern 

of  substance use manifested by a cluster of 

cognitive, behavioral, and physiological 

symptoms during a 12-month period and 

caused by the continued use of  a substance. 

394  

  Substance-induced persisting amnestic disor-

der:     An amnestic disorder caused by drugs 

or environmental toxins. 370  

  Substance-induced persisting dementia:     A form 

of  dementia caused by the ingestion of 

 substances, such as drugs, or exposure to 

toxins. 376  

  Substance intoxication:     The temporary mal-

adaptive experience of behavioral or psy-

chological changes that are due to the ac-

cumulation of a substance in the body. 393  

  Substance withdrawal:     Psychological and phys-

ical changes that occur when some sub-

stances are discontinued. 393  

  Suicidal intent:     The level of  commitment to 

taking one’s own life. 270  

  Suicidal lethality:     The dangerousness of a sui-

cidal person’s intended method of dying. 270  

  Superego:     In psychoanalytic theory, the struc-

ture of  personality that includes the con-

science and the ego ideal; it incorporates 

societal prohibitions and exerts control over 

the seeking of instinctual gratifi cation. 105  

  Survey method:     A research tool, used to gather 

information from a sample of people con-

sidered representative of a particular popu-

lation, in which participants are asked 

to answer questions about the topic of 

 concern. 26  

  Syndrome:     A collection of  symptoms that 

form a defi nable pattern. 43  

  Systematic desensitization:     A variant of counter-

 conditioning that involves presenting the 

client with progressively more anxiety-

 provoking images while in a relaxed state. 124    

 T 

  Target behavior:     A behavior of interest or con-

cern in an assessment. 90  

  Tau:     A protein that normally helps maintain the 

internal support structure of the axons. 381  

  Theoretical perspective:     An orientation to un-

derstanding the causes of human behavior 

and the treatment of abnormality. 104  

  Thinking style and language:     A term used in a 

mental status exam to indicate how a per-

son thinks. This includes information on 

the client’s vocabulary use and sentence 

structure. 76  

  Thought stopping:     A cognitive-behavioral 

method in which the client learns to stop 

having anxiety-provoking thoughts. 151  

  Tic:     A rapid, recurring, involuntary movement 

or vocalization. 359  

  Token economy:     A form of  contingency man-

agement in which a client who performs 

desired activities earns chips or tokens 

that can later be exchanged for tangible 

 benefi ts. 125  

  Tolerance:     The extent to which the individual 

requires larger and larger amounts of a sub-

stance in order to achieve its desired effects, 

or the extent to which the individual feels 

less of  its effects after using the same 

amount of the substance. 393  

  Tourette’s disorder:     A tic disorder involving a 

combination of chronic movement and vo-

cal tics. 360  

   Transcranial magnetic stimulation (TMS):  Treat-

ment in which a powerful electromagnet is 

placed on the individual’s scalp and a cur-

rent is passed through the cortex. 130  

  Transference:     The carrying over toward the 

therapist of the feelings the client had to-

ward parents or other signifi cant people in 

the client’s life. 110  

  Transsexualism:     A term sometimes used to re-

fer to gender identity disorder, specifi cally 

pertaining to individuals choosing to un-

dergo sex reassignment surgery. 224  

  Transvestic fetishism:     A paraphilia in which a 

man has an uncontrollable craving to dress 

in women’s clothing in order to derive sex-

ual gratifi cation. 221  

  Traumatic brain injury (TBI):     Damage to the 

brain caused by exposure to trauma. 370  
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  Traumatic experience:     A disastrous or an 

 extremely painful event that has severe 

 psychological and physiological effects. 161  

  Trephining:     The drilling of a hole in the skull, 

presumably as a way of treating psychologi-

cal disorders during prehistoric times. 11  

  Trichotillomania:     An impulse-control  disorder 

involving the compulsive, persistent urge to 

pull out one’s own hair. 447    

 U 

  Unconditional positive regard:     A method in cli-

ent-centered therapy in which the clinician 

gives total acceptance of  what the client 

says, does, and feels. 114  

  Unconditioned response:     A refl exive response 

that occurs naturally in the presence of the 

unconditioned stimulus without having 

been learned. 121  

  Unconditioned stimulus:     Stimulus that natu-

rally produces a response without having 

been learned. 120  

  Unexpected (uncued) panic attack:     A panic at-

tack that occurs in the absence of a specifi c 

situation or cue. 145  

  Unstructured interview:     A series of open-ended 

questions aimed at determining the client’s 

reasons for being in treatment, symptoms, 

health status, family background, and life 

history. 70    

 V 

  Vaginismus:     A sexual dysfunction that involves 

recurrent or persistent involuntary spasms 

of the musculature of the outer part of the 

vagina. 234  

  Validity:     The extent to which a test, diagnosis, 

or rating accurately and distinctly charac-

terizes a person’s psychological status. 41, 80  

  Variable:     A dimension along which people, 

things, or events differ. 23  

  Vascular dementia:     A form of  dementia 

 resulting from a vascular disease that causes 

deprivation of  the blood supply to the 

brain. 378  

  Vicarious reinforcement:     A form of learning in 

which a new behavior is acquired through 

the process of watching someone else receive 

reinforcement for the same behavior. 123  

  Visual hallucination:     A hallucination involving 

the false visual perception of objects or per-

sons. 78  

  Voyeur:     A person with the paraphilia of 

 voyeurism. 223  

  Voyeurism:     A paraphilia in which the individ-

ual has a compulsion to derive sexual grati-

fi cation from observing the nudity or sexual 

activity of others. 223    

 W 

  Wernicke’s aphasia:     A form of  aphasia in 

which the individual is able to produce lan-

guage but has lost the ability to compre-

hend, so that these verbal productions have 

no meaning. 372  

  Wernicke’s encephalopathy:     An acute 

 condition—associated with long-term, 

heavy alcohol use—involving delirium, 

eye movement disturbances, diffi culties in 

movement and balance, and deterioration 

of  the peripheral nerves to the hands and 

feet. 398  

  Working through:     A phase of psychoanalytic 

treatment in which the clinician helps 

the client achieve a healthier resolution of 

 issues than had occurred in the client’s early 

childhood environment. 110     
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  for avoidant personality 

disorder,   328  

  with benzodiazepines,   154  

  for depression,   265  

  for eating disorders,   438  

  for narcissistic personality 

 disorder,   323–324  

  for PTSD,   165  

  for schizophrenia,   298  

  for substance abuse,   422–423   

   cohorts,   250   

   colera,   55 t    

   College Undergraduate Stress Scale 

(CUSS),   187, 188 r    

   colloquialisms,   29   

   combat fatigue,   162   

   combat stress,   162   

   command hallucinations,    78    

   commitment,    467 –468   

   common cold, stress and,   190   

   communication, autistic disorder 

and,   344   

   communication disorders,   

46 t,   357 –358   

   community,   31–32   

   community mental health centers 

(CMHCs),    60    

   comorbidity,    39,  45   

   competency to stand trial,    476    

   Composite International  Diagnostic 

Interview (CIDI),   72–73, 73 t    

   compulsion,    75, 156 .      See 

also   impulsivity   

  examples of,   157 t    

   computed axial tomography 

(CAT),    95    

   COMT. 

     See   catechol-o-methyl-transferase    

   Concerta, for ADHD,   345   

   concordance rate,    27    

   concussion, post-concussion 

syndrome,    371    

   concussions, depression and,   371 f    

   conditioned fear reactions,    147    

   conditioned response,    121    

   conditioned stimulus,    120    

   conditioning  

  aversive,   121  

  for sexual impulsivity,   447  

  classical,   120–121  

  classical conditioning,   18  

  counterconditioning,   124  

  covert,   217  

  operant,   18, 121–123  

  for intermittent explosive 

disorder,   450  

  orgasmic reconditioning,   

218–219   

   conduct disorder,    351 –352  

  adjustment disorder with 

 disturbance of conduct,   47 t    

   confabulation,   77 t    

   confi dentiality,    462    

   conformity,   119   

   Conners Ratings Scales-Revised 

(CRS-R),   91   

   conscience,   105   

   consumer,   38   

   content of thought,    75    

   contingency management,    125    

   continuous amnesia,    201    

   Continuous Performance Test,   294   

   control delusion,   76 t    

   control group,    23    

   conversion disorder,   47 t,   175 –176   

   coping,    187,  189   

   coprolalia,    359    

   coprophilia,   213 t    

   correction, MMPI and,   85 t    

   correlational method,   22 t,   25    

   cortical atrophy,    292    

   cortisol,    257   

  eating disorders and,   437   

   counselors,   40   

   counterconditioning,    124,  148   

   couples therapy, for Internet 

 addiction,   451   

   covert conditioning,    217    

   crack cocaine,    409    

   Creutzfeldt-Jakob disease,    378    

   criminal,   311   

   crisis center,   59 f    

   cross-dressing,   221   

   crossfostering study,    28    

   CRS-R.      See   Conners Ratings 

Scales-Revised    

   culture  

  intelligence testing and,   84  

  schizophrenia and,   285–286   

   culture-bound syndromes,   

 53 –57, 55 t –56 t    

   CUSS.      See   College Undergraduate 

Stress Scale    

   cyber-disorders,   450   

   cyclothymic disorder,   

46 t,   252,  255–256   

   Cylert.      See   pemoline     

  D 

   Dalmane.      See   diazepam fl urazepam    

   DATOS.      See   Drug Abuse 

 Treatment Outcome Study    

   day treatment programs,    60    

   DBS.      See   deep brain stimulation    

   DBT.      See   dialectical behavior 

therapy    

   death,   49 t    

    The Deception of Demons  

(Weyer),   14   

   decision tree,    51,  52 f    

   deep brain stimulation (DBS),    131    

   defense mechanism,    105   

  categories of,   106 t –107 t    

   dehumanization,   9, 29   

   deinstitutionalization movement,    19    

   delirium,   46 t,   368 –369  

  from caffeine,   412  

  hyperactivity with,   369  

  hypoactivity with,   369   

   delirium tremens,    402    

   delta-9-tetrahydrocannabinol 

(THC),   412   

   delusional disorder,   46 t,   288 –289   

   delusional projection, as defense 

mechanism,   107 t    

   delusions,    75   

  examples of,   76 t   

  schizophrenia and,   279–281   

   demand characteristics,    24    

   dementia,   46 t,   371 –385.      See also  

 Alzheimer’s disease   

  AIDS and,   371  

  causes of,   374–379  

  depression with,   378–379  

  memory loss with,   372  

  semantic,   310  

  types of,   376–378   

   dementia praecox,   16,  278    

   denial, as defense mechanism,   107 t    

   deoxyribonucleic acid (DNA),    128    

   Depakote.      See   valproate    

   dependent personality 

 disorder,    328,  328–330  

  age and,   332 t   

  Family Environment Scale and,   

329–330  

  self-esteem and,   329   

   dependent variable,    23    

   depersonalization,    79    

   depersonalization disorder,   47 t,   202    

   Depo-testosterone.      See   anabolic 

steroids    

   depressant,    395,  419 t    

   depression,   248–251.      See also   major 

depressive disorder   

  adjustment disorder with 

 depressed mood,   47 t   

  with borderline personality 

 disorder,   315  

  cognitive-behavioral therapy 

for,   265  

  comorbidity with,   45  

  concussions and,   371 f   

  with dementia,   378–379  

  MMPI and,   85 t   

  norepinephrine and,   257  

  prevalence of,   26 f   

  sexual impulsivity and,   447  

  stress and,   260  

  suicide and,   44 f   

  with trichotillomania,   448   

   desipramine (Norpramin),   132 t    

   Desyrel.      See   trazodone    

   devaluation, as defense 

mechanism,   106 t    

   developmental coordination 

disorder,    358    

   developmental trauma disorder,   161   

   development-related disorders,   

340–363  

  biopsychosocial perspective of,   

360–361   

   deviation IQ,    83    

   Dexedrine.      See   amphetamine    

   dhat,   55 t    

   diabetes mellitus,   235   

    Diagnostic and Statistical Manual 

of Mental Disorders  (DSM),   

40–42  

  American Psychiatric Association 

and,   41–42  

  ICD and,   44  

  medical model and,   44  

  neurosis and,   44  

  psychosis and,   44  

  PTSD and,   42   

   diagnostic criteria,   51–52   

   diagnostic process,   50–57   

   diagnostic testing,   84–89   

   dialectical behavior therapy 

(DBT),    319–320    

   diathesis-stress model,   

 10, 129,  293   

   diazepam (Valium),   132 t,  147, 419 t    

   diazepam fl urazepam 

(Dalmane),   417   

   dichotomous thinking,   259 t    

   didactic work,   265   

   diet.      See also   eating disorders   

  Alzheimer’s disease and,   382  

  Mediterranean,   382   

   differential diagnosis,    51 –52   

   dimethoxymethlamphetamine 

(DOM, STP),   413–414   

   dimethyltryptamine (DMT),   

413–414   

   disasters,   49 t    

   discrimination,   30   

   disorder of written expression,    356    
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   disorganized speech, schizophrenia 

and,   281   

   displacement, as defense 

 mechanism,   106 t    

   disruptive behavior disorders,   46 t    

   dissociation  

  as defense mechanism,   106 t   

  sexual impulsivity and,   447   

   dissociative amnesia,   47 t,   200 –201  

  hypnotism for,   200 f    

   dissociative disorders,   193–203  

  family violence and,   196 f   

  PTSD and,   203   

   dissociative fugue,   47 t,   201 –202   

   dissociative identity disorder,   

47 t,  193–195  

  legal problems and,   199–200   

   distress,   5, 28–30   

   distress tolerance,   217   

   disturbance in perception,   281   

   disturbance of thinking, language, 

and communications,   281   

   disturbance of thought 

content,   279–281   

   disturbed behavior, schizophrenia 

and,   281–282   

   disulfi ram (Antabuse),    402    

   divorce,   49 t    

   dizygotic twins,    27    

   DNA.      See   deoxyribonucleic acid    

   doctor of psychology (PsyD),   40   

   DOM.      See  

 dimethoxymethlamphetamine    

   donepezil hydrochloride (Aricept),   

383–384   

   dopamine,   127  

  amphetamines and,   406 f   

  cigarettes and,   406 f   

  cocaine and,   406 f,  407  

  eating disorders and,   437  

  genetics and,   399  

  nicotine and,   406 f   

  normal action of,   406 f   

  schizophrenia and,   292   

   dopamine hypothesis,    292    

   dopamine receptors, cocaine 

and,   410 f    

   double-blind technique,    24 –25   

   down regulation,   407   

   Down syndrome,    341    

   downward social drift 

hypothesis,   295   

   dream analysis,   18,  110    

   Drug Abuse Treatment Outcome 

Study (DATOS),   422   

   DSM.      See    Diagnostic and  Statistical 

Manual of Mental Disorders     

   Durabolin.      See   anabolic steroids    

   Duragesic.      See   fentanyl    

   Durham Rule,   471   

   duty to warn,    465    

   dysfunctional attitudes,    123,  124 f    

   dysfunctional family,   116   

   dyslexia,    356    

   dyspareunia,    234    

   dysphoria,    248    

   dysphoric mood,    78    

   dyssomnias,   47 t    

   dysthymic disorder,   46 t,   248,  

250–251    

  E 

   EAP.      See   Employee Assistance 

Program    

   Eating Attitudes Test,   430, 

431 t –432 t    

   eating disorders,   47 t,  430–456. 

     See also   anorexia nervosa ; 

  bulimia nervosa   

  biopsychosocial perspective 

for,   451–452  

  in children,   359  

  cognitive-behavioral therapy 

for,   438  

  cortisol and,   437  

  dopamine and,   437  

  family and,   116, 437  

  group therapy for,   438–439  

  of infancy and early 

childhood,   46 t   

  IPT for,   438  

  obesity and,   434  

  obsession and,   437  

  separation anxiety disorder 

and,   437  

  serotonin and,   437  

  sociocultural perspective on,   439  

  theories of,   437–438  

  treatment for,   438–439  

  with trichotillomania,   448   

   ECA.      See   Epidemiological 

 catchment Area    

   ECG.      See   electrocardiogram    

   echolalia,   77 t,   344    

   economic problems,   49 t    

   Ecstasy.      See   3,4-

methylenedioxymethamphetamine    

   ECT.      See   electroconvulsive therapy    

   educational problems,   49 t    

   EE.      See   expressed emotion    

   effectiveness research,   62   

   Effexor.      See   venlafaxine    

   ego,    105    

   1800’s,   16   

   Elavil.      See   amitriptyline    

   elderly, psychological practice 

guidelines for,   463 t    

   Electra complex,   108   

   electrocardiogram (ECG),    95    

   electroconvulsive therapy 

(ECT),   18,  130,  263–264, 263 f   

  for schizophrenia,   296  

  for schizophreniform 

disorder,   288   

   electromyography (EMG),   95   

   Eliminate the Barriers Initiative,   32   

   elimination disorders,   46 t    

   emetics,   11   

   EMG.      See   electromyography    

   emotional dullness,   284   

   emotional dysregulation,    316    

   emotional expression,   190   

   emotion-focused coping,    189    

   Employee Assistance Program 

(EAP),   60   

   encephalitis,   374   

   encopresis,    360    

   endophenotypes,    293    

   enkephalins,   127   

   enuresis,    360    

   environmental assessment 

scales,    93 –94   

   environmental problems,   48–50   

   ephebophilia,    213    

   Epidemiological catchment Area 

(ECA),   38–39   

   episode,    248    

   Equipoise.      See   anabolic steroids    

   Eros Clitoral Therapy Device,   236   

   erotomanic type, of delusional 

 disorder,   289, 290 f    

   escitalopram (Lexapro),   132 t    

   ethics,   460–477   

   ethnic minorities,   31–32   

   euphoria,    248    

   euphoric mood,    78    

   euthymic mood,    78    

   evidence-based practice in 

psychology,    62    

   evil eye,   6   

   excessive responsibility,   259 t    

   excessive self-references,   259 t    

   executive functioning,    372    

   exhibitionism,    217    

   existential psychology,   113   

   existential psychosis,   6   

   expectancy model,    399    

   experimental group,    23    

   experimental method,   22 t,   23    

   expressed emotion (EE),    295    

   expressive language disorder,    357    

   extinction,    122    

   eye movements, schizophrenia 

and,   294    

  F 

   facial expression, affect and,   78 f    

   factitious disorder,   47 t,   182 –183   

   factitious disorder by proxy,   

47 t,   183    

   failure to thrive,    343    

   falling out,   55 t    

   family,   30–31  

  ADHD and,   354  

  alcohol and,   395 f,  398–399  

  eating disorders and,   437  

  stigma and,   31   

   family counselors,   40   

   family dynamics,    116    

   Family Environment Scale,   93  

  dependent personality disorder 

and,   329–330   

   family history,    71    

   family perspective,    116    

   family sculpting,   116   

   family therapy,    61,  61 f,  118   

   family violence, dissociative 

 disorders and,   196 f    

   FAS.      See   fetal alcohol syndrome    

    Fatal Attraction,    315   

    A Father’s Story  (Dahmer),   474   

   fear,    144 .      See also   phobias    

   Fear Survey Schedule,   91   

   fearlessness hypothesis,   313   

   feeding disorder of infancy or early 

childhood,    359    

   female orgasmic disorder,   

 232 –233, 239   

   female sexual arousal disorder,    232    

   females, psychological practice 

guidelines for,   464   

   fentanyl (Actiq, Duragesic, 

 Sublimaze),   420 t    

   fetal alcohol syndrome (FAS),    342    

   fetish,    218    

   fetishism,   47 t,   218    

   FGAs.      See   fi rst-generation 

antipsychotics    

   fi bromyalgia,   176   

   fi nal diagnosis,   52–53   

   Finger Oscillation Test,   98   

   fi rst rank symptoms,   279   

   fi rst-generation antipsychotics 

(FGAs),   297   

   fi xation,   108   

   fl ight of ideas,   77 t    

   fl ooding,    150    

   fl unitrazepam,   419 t    

   fl uoxetine (Prozac),   131, 132 t,  147, 

159, 261  

  for borderline personality 

 disorder,   320  

  for separation anxiety 

disorder,   359   

   fl uphenazine (Permitil, Prolixin),   

133 t,  296   

   fl uvoxamine (Luvox),   

132 t,  147, 261  

  for pathological gambling,   444   

   fMRI.      See   functional magnetic 

 resonance imaging    

   focal interpersonal therapy,   438   

   folie a deux,   290   

   four temperaments,   12 f    

   Fragile X syndrome,   341   

   free association,   18,  110    

   free radicals,   384   

   fronto-temporal dementia,    377    

   frotteur,    219    

   frotteurism,    219    

   fully,   113   

   functional magnetic resonance 

 imaging (fMRI),    95,  97 f     

  G 

   GABA.      See   gamma-aminobutyric 

acid    

   GAF.      See   Global assessment of 

functioning    

   galvanic skin response (GSR),    95    

   Gamblers Anonymous,   444   

   gamma-aminobutyric acid 

(GABA),   127, 147  

  barbiturates and,   417  

  genetics and,   399   
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   gamma-hydroxybutyrate 

(GHB),   419 t    

   gender identity disorder,   

47 t,   224,  224–228  

  chromosomes and,   226   

   gender role,    224   

  sexual dysfunction and,   240   

   gender, schizophrenia and,   285–286   

   gene,    128    

   general medical conditions,   48   

   generalized amnesia,    201    

   generalized anxiety disorder,   

46 t,   154 –156   

   genetic mapping,    28    

   genetics  

  Alzheimer’s disease and,   382  

  antisocial personality disorder 

and,   312  

  behavior and,   128–130  

  dopamine and,   399  

  GABA and,   399  

  mental retardation and,   340–341  

  mood disorders and,   256–257  

  neurotransmitters and,   399  

  opioids and,   399  

  pathological gambling and,   443  

  schizophrenia and,   292–293  

  serotonin and,   399  

  studies,   27–28  

  substance abuse and,   407  

  suicide and,   267   

   genital stage,    108    

   genome,    128    

   genotype,    130    

   Geodon.      See   Ziprasidone    

   GHB.      See   gamma-hydroxybutyrate    

   ghost sickness,   54, 55 t    

   girls.      See   females    

   Global assessment of functioning 

(GAF),    50    

   Global Family Environment 

Scale,   94, 94 t    

   glutamate,   384   

   goals,   29 t    

   good-byes, borderline personality 

disorders and,   319 f    

   graduated exposure,    151    

   grandeur delusion,   76 t    

   grandiose type, of delusional 

 disorder,   289   

   grandiosity,    322    

   Greece,   11–12   

   group therapy,   20 f,   61,  118, 119 f   

  for antisocial personality 

 disorder,   314  

  for eating disorders,   438–439   

   GSR.      See   galvanic skin response    

   guardian ad litem,    467    

   guidance counselors,   60, 60 f    

   gustatory hallucinations,    78     

  H 
   hair pulling.      See   trichotillomania    

   halazepam (Paxipam),   132 t    

   Haldol.      See   haloperidol    

   halfway houses,    60    

   hallucinations,    78   

  schizophrenia and,   279, 281   

   hallucinogen persisting perception 

disorder,   414   

   hallucinogens,    413 –415, 420 t    

   haloperidol (Haldol),   133 t,  296   

   Halstead-Reitan Neuropsycho-

logical Test Battery,   97–98   

   hashish,   419 t    

   health care, access to,   49 t    

   Health Insurance Portability and 

Accountability Act 

(HIPAA),   466   

   health maintenance organization 

(HMO),   60   

   hearing voices,   279   

   hebephilia,    213    

   hematophobia,   148   

   heritability,    129    

   heroin,   406, 415–417, 420 t   

  HIV and,   416  

  withdrawal from,   416   

   herpes simplex,   370   

   hierarchy of needs,    114    

   high-functioning autism,   345   

   HIPAA.      See   Health 

Insurance Portability and 

 Accountability Act    

   hippocampus  

  antisocial personality disorder 

and,   313  

  borderline personality disorder 

and,   318   

   historical events,   117–118   

   histrionic personality 

disorder,    321 –322  

  age and,   332 t    

   HIV.      See also   AIDS   

  alcohol and,   398  

  heroin and,   416  

  stress and,   190   

   HMO.      See   health maintenance 

organization    

   homosexuality,   42  

  psychotherapy guidelines 

for,   461 t   

  transvestic fetishism and,   222   

   housing problems,   49 t    

   humanistic perspective,    113 –115   

   humor,   29–30  

  as defense mechanism,   106 t    

   Huntington’s disease,    377 –378   

   hwa-byung,   55 t    

   hydrocodone bitartrate, 

 acetaminophen (Vicodin),   420 t    

   hyperactivity,    74 –75,  349   

  with delirium,   369   

   hypersomnia,   47 t    

   hypnotherapy,    195    

   hypnotics,    417    

   hypnotism,    17,  192  

  for dissociative amnesia,   200 f    

   hypoactive sexual desire 

disorder,    231    

   hypoactivity, with delirium,   369   

   hypochondriasis,   47 t,   180 –181  

  MMPI and,   85 t    

   hypomania, MMPI and,   85 t    

   hypomanic episodes,    252    

   hypothesis formation process,    23    

   hypothyroidism, rapid cyclers 

and,   255   

   hysteria,    17   

  MMPI and,   85 t    

   hysterical neurosis,    175     

  I 
   ICD.      See   International 

 Classifi cation of Diseases    

   idea density,   383   

   idealization, as defense 

mechanism,   106 t    

   identity,    315    

   identity confusion,    79, 104    

   IEDs.      See   improvised explosive 

devices    

   illiteracy,   49 t    

   illogical thinking,   77 t,  284   

   imaginal desensitization,   447   

   imaginal fl ooding,    150    

   imipramine (Tofranil),   132 t,  354   

   impairment,   5   

   improvised explosive devices 

(IEDs),   370   

   impulse,    439    

   impulse-control disorders,   

47 t,   439 –456  

  biopsychosocial perspective 

for,   451–452   

   impulsivity,    349    

    in vivo  fl ooding,   151   

    in vivo  observation,    91    

   inappropriate affect,    78    

   inattentiveness,   349   

   incidence,    26    

   incoherence,   77 t    

   independent variable,    23    

   Indian Gambling Regulatory Act 

of 1988,   442   

   individual psychotherapy,    61    

   indoleamine hypothesis,   257   

   infi delity delusion,   76 t    

    The Infl uence of the Planets  

 (Mesmer),   16   

   infl uenza, schizophrenia and,   293   

   informed consent,   460–462,  461    

   infrequency, MMPI and,   85 t    

   inhalants,   418   

   insanity defense,    470,  470–476   

   Insanity Defense Reform Act of 

1984,   471   

   insight,    79    

   insomnia,   47 t    

   insurance,   21, 49 t    

   intellectualization, as defense 

 mechanism,   106 t    

   intelligence quotient (IQ),    82   

  mental retardation and,   340  

  classifi cation by,   341 t    

   intelligence tests,   81–84  

  culture and,   84  

  twins and,   83 f    

   intensity of affect,    78    

   intermittent explosive disorder,   

47 t,   449 –450  

  theories and treatment of,   

449–450   

   International Classifi cation of 

 Diseases (ICD),   41  

  DSM and,   44   

   International Personality Disorder 

Examination (IPDE),   73–74   

   Internet addiction,    450–451    

   Internet, pedophilia and,   216–217   

   interpersonal and social rhythm 

therapy (IPSRT),    265    

   interpersonal therapy (IPT),    260,  266  

  for eating disorders,   438   

   IPDE.      See   International Personality 

Disorder Examination    

   IPSRT.      See   interpersonal and social 

rhythm therapy    

   IPT.      See   interpersonal therapy    

   IQ.      See   intelligence quotient    

   irresistible impulse defense,   474   

   isocarboxazid (Marplan),   132 t     

  J 
   J curve,   267   

   jealous type, of delusional 

disorder,   289   

   jokes,   29–30   

   judgment,   79    

  K 
   Ketalar.      See   ketamine    

   ketamine (Ketalar),   419 t    

   kleptomania,   47 t,   440 –441  

  OCD and,   440  

  SSRIs for,   440   

   klismaphilia,   213 t    

   Klonopin.      See   clonazepam    

   knockout mice,   407   

   koro,   55 t    

   Korsakoff’s syndrome,   376,  398     

  L 
   la belle indifférence,    175    

   LAAM. 

     See   levo-alpha-acetyl-methadol    

   latah,   55 t    

   latency,    108    

   latent,    326    

   law of effect,   18   

   LCU.      See   life change units    

   learning disorders,   46 t,   356 –357   

   least restrictive alternative,    470    

   legal issues,   49 t,  278, 460–477  

  dissociative identity disorder and,   

199–200  

  with substance abuse,   394   

   Leksell Gamma Knife,   160 f    

   Levitra.      See   vardenafi l    

   levo-alpha-acetyl-methadol 

(LAAM),   422   

   Lewy body dementia,    377    

   Lexapro.      See   escitalopram    
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   LHRH.      See   luteinizing 

hormone-releasing hormone    

   libido,    105    

   Librium.      See   chlordiazepoxide    

   lie scale, MMPI and,   85 t    

   life change units (LCU),   187   

   light therapy,   24 f    

   Lindane.      See   molindone    

   Lithium.      See   lithium carbonate    

   lithium carbonate (Lithium),   

132 t,  262  

  for borderline personality 

 disorder,   320  

  for schizoaffective disorder,   288   

   LNN-III.      See   Luria-Nebraska III    

   lobotomy,   296   

   localized amnesia,    201    

   loosening of associations,   77 t    

   lorazepam (Ativan),   132 t,  419 t    

   lovemap,    223    

   loxapine (Loxitane),   133 t    

   Loxitane.      See   loxapine    

   LSD.      See   lysergic acid diethylamide    

   lunatics,   13   

   Luria-Nebraska III (LNN-III),   98   

   Luria-Nebraska Neuropsycho-

logical Battery,   98   

   luteinizing hormone-releasing 

 hormone (LHRH),   214, 221   

   Luvox.      See   fl uvoxamine    

   lysergic acid diethylamide (LSD),   

406, 413–414, 420 t   

  for schizophrenia,   414    

  M 

   MacArthur Structured Assessment 

of the Competencies of 

 Criminal Defendants 

 (MacSAC-CD),   476   

   MacSAC-CD.      See   MacArthur 

Structured Assessment of the 

Competencies of Criminal 

Defendants    

    The Madhouse,    13 f    

   magazines, personality tests in,   81 f    

   magical thinking,    76    

   magnetic resonance imaging 

(MRI),    95,  96 f   

  for MDD,   96–97   

   magnetism,   16–17   

   magnetizer,   16   

   mainstreaming,    343    

   major depressive disorder (MDD),   

46 t,   248   

  diagnostic features of,   249  

  lifetime prevalence of,   250, 250 f   

  MRI for,   96–97   

   major depressive episode,    248    

   mal de ojo,   6, 56 t    

   male erectile disorder,    232    

   male orgasmic disorder,    233 –234   

   malingering,    181 –182   

    Malleus Malifarcum,    13   

   malnutrition  

  antisocial personality disorder 

and,   314  

  mental retardation and,   341   

   mandated reporting,    464    

   manic depression,   252   

   manic episode,    252    

   MAO.      See   monamine oxidase    

   MAOIs.      See   monoamine oxidase 

inhibitors    

   marijuana,   412–413, 419 t    

   marital problems,   49 t    

   Marplan.      See   isocarboxazid    

   marriage counselors,   40   

   masculinity-femininity, MMPI 

and,   85 t    

    The Mask of Sanity  (Cleckley),   310   

   masochism,    219 –220   

   mathematics disorder,    356    

   maturation hypothesis,    312    

   MDD.      See   major depressive 

disorder    

   MDMA.      See   3,4-

methylenedioxymethamphetamine    

   MDs.      See   medical doctors    

   medical doctors (MDs),   40   

   medical model,    16   

  DSM and,   44   

   Medical Superintendents of 

 American Institutions,   16   

   Mediterranean diet,   382   

   melancholic,   11   

   melancholic features,    249    

   Mellaril.      See   thioridazine    

   memantine,   384   

   member,   38   

   memory  

  blocked,   196  

  loss of  

  with Alzheimer’s disease,   374  

  with dementia,   372  

  repressed,   196   

   meningitis,   374   

   mental disorder,   44  

  defi nition of,   43   

   mental health,   44   

   Mental Health Association,   32   

   mental health parity,    21    

   mental hospital,   44   

   mental retardation,   48, 340–343  

  environmental causes of,   341  

  genetics and,   340–341  

  IQ and,   340  

  classifi cation by,   341 t    

   Mental Retardation Facilities and 

Community Health Center 

Construction Act,   19   

   mental status examination,   

 74 –79   

   mescaline,   413–414, 420 t    

   mesmerized,    17    

   mesoridazine (Serentil),   133 t    

   methadone,    415,  422   

   methamphetamine,   

406, 408–409, 421 t    

   methaqualone (Quaalude, Sopor, 

Parest),   417, 419 t    

   3,4-methylenedioxymethamphet-

amine (MDMA, Ecstasy),   

415, 421 t   

  serotonin and,   415   

   methylphenidate (Ritalin),   

133 t,  408–409, 421 t   

  for ADHD,   354   

   MI.      See   motivational interviewing    

   MID.      See   multi-infarct dementia    

   Middle Ages,   12–14   

   milieu therapy,    61, 119,  298–299   

    A Mind That Found Itself  

(Beers),   16   

   Mini-Mental State Examination 

(MMSE),   380, 380 t    

   Minnesota Multiphasic Personality 

Inventory (MMPI),   84–86  

  RCs for,   85, 86 t   

  validity in,   84, 85 t    

   miracle drugs,   18   

   mirtazapine (Remeron),   133 t    

   mixed episode,    252    

   mixed receptive-expressive language 

disorder,    357    

   MMPI.      See   Minnesota Multiphasic 

Personality Inventory    

   MMSE.      See   Mini-Mental State 

Examination    

   M’Naghten Rule,   471   

   Moban.      See   molindone    

   modality, of treatment,    61    

   modeling,    123    

   molindone (Lindane, Moban),   133 t    

   monamine oxidase (MAO),   406 f    

   money,   122   

   monoamine depletion model,    257    

   monoamine oxidase inhibitors 

(MAOIs),   132 t,  261  

  for PTSD,   165   

   monozygotic twins,    27    

   mood,    77 –78   

   mood disorders,   46 t,  248–274  

  ADHD and,   353  

  behavior and,   265  

  biopsychosocial perspective on,   

271–272  

  cognitive-behavioral perspective 

and,   258–260  

  genetics and,   256–257  

  with intermittent explosive 

 disorder,   449  

  neurotransmitters and,   257  

  psychodynamics and,   258  

  schizophrenia and,   288  

  treatment for,   256–266   

   mood disorders with psychotic 

 features,   291   

   mood stabilizers,   132 t    

   moral insanity,   310   

   moral treatment,    15,  16   

   morphine,   420 t    

   motivation,   79   

   motivational interviewing 

(MI),    115    

   motor skills disorder,   46 t,  358   

   MPD.      See   multiple personality 

disorder    

   MRI.      See   magnetic resonance 

imaging    

   multiaxial system,    45    

   multicultural approach,   118–119   

   multicultural assessment,   91–93   

   multifactorial polygenic 

threshold,    130    

   multi-infarct dementia (MID),   378   

   multiple baseline approach,    27    

   multiple personality disorder 

(MPD),   194   

   Munchausen’s syndrome,    183    

   Munchausen’s syndrome by 

proxy,    183    

   mutations,   129    

  N 

   NA.      See   Narcotics Anonymous    

   NAB.      See   Neuropsychological 

 Assessment Battery    

   naloxone (Suboxone),   422   

   naltrexone (ReVia),   401, 422  

  for pathological gambling,   444   

   NAMI.      See   National Alliance on 

Mental Illness    

   narcissistic personality 

disorder,    322 –324  

  age and,   332 t   

  cognitive-behavioral therapy for,   

323–324  

  sadomasochism and,   221   

   Narcotics Anonymous (NA),   422   

   Nardil.      See   phenelzine    

   NaSSA.      See   noradrenaline and 

 specifi c serotonergic agent    

   National Alliance on Mental Illness 

(NAMI),   31, 32, 476   

   National Committee for Mental 

Hygiene,   16   

   National Comorbidity Survey 

(NCS),   39   

   National Comorbidity Survey 

 Replication (NCS-R),   39   

   National Health and Social Life 

Survey (NHSLS),   228   

   National Institute of Mental 

Health,   38   

   National Mental Health 

Month,   31 f    

   Navane.      See   thiothixene    

   NCS.      See   National Comorbidity 

Survey    

   NCS-R.      See   National Comorbidity 

Survey Replication    

   NDRI.      See   norepinephrine 

 dopamine reuptake inhibitors    

   necrophilia,   213 t    

   negative reinforcement,    122    

   negative symptoms,    282,  285 f   

  schizophrenia and,   282   

   neglect,   47 t,  49 t   

  antisocial personality disorder 

and,   313–314  

  pyromania and,   445   

   Nembutal.      See   pentobarbital    

   NEO Personality Inventory 

 (Revised) (NEO-PI-R),   86   

   neologisms,   77 t    

   NEO-PI-R.      See   NEO Personality 

Inventory (Revised)    
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   nervous system, behavior and,   

127–128   

   neurofi brillary tangles,    380    

   neuroleptics,   133 t,   296   

  Parkinson’s disease and,   296   

   neurological soft signs (NSS),   96   

   neurons,   127   

   neuropsychological 

assessment,    97 –98   

   Neuropsychological Assessment 

Battery (NAB),   98   

   neurosis,    44    

   neurosyphilis,   374   

   neurotransmitters,    127 .      See also 

specifi c neurotransmitters   

  genetics and,   399  

  mood disorders and,   257  

  schizophrenia and,   292   

   New Age,   18   

   NHSLS.      See   National Health and 

Social Life Survey    

   nicotine,   418, 421 t .      See also  

 cigarettes   

  dopamine and,   406 f    

   nightmare disorder,   47 t    

   nitrous oxide,   418   

   nonpurging type,    434    

   noradrenaline and specifi c 

 serotonergic agent 

(NaSSA),   133 t    

   norepinephrine,   127  

  depression and,   257   

   norepinephrine dopamine reuptake 

inhibitors (NDRI),   133 t    

   normal mood,    78    

   Norpramin.      See   desipramine    

   nortriptyline (Pamelor),   132 t    

   NRI.      See   selective norepinephrine 

reuptake inhibitor    

   NSS.      See   neurological soft signs    

   Nun Study,   382   

   Nurr1,   407   

   nurse clinicians,   40   

   Nytol,   417    

  O 

   obesity, eating disorders and,   434   

   object relations,    109 –110   

   observation process,    22    

    Observations and Inquiries upon 

the Diseases of the Mind  

(Rush),   15   

   obsession,    75, 156   

  eating disorders and,   437  

  examples of,   157 t    

   obsessive-compulsive disorder 

(OCD),   46 t,   156 –160  

  cognitive-behavioral perspective 

for,   159  

  kleptomania and,   440  

  sexual impulsivity and,   447  

  Tourette’s syndrome and,   159  

  with trichotillomania,   448   

   obsessive-compulsive personality 

disorder,    330 –331  

  age and,   332 t   

  thought stopping 

for,   331   

   occupational problems,   49 t    

   occupational therapists,   40   

   OCD.      See   obsessive-compulsive 

disorder    

   Oedipus complex,   108   

   olanzapine (Zyprexa),   132 t,  297  

  for trichotillomania,   448   

   olanzapine-fl uoxetine 

(Symbyax),   132 t    

   olfactory hallucinations,    78    

   omnipotence, as defense 

 mechanism,   106 t    

    One Flew over the Cuckoo’s Nest,    

130, 263   

   operant conditioning,   18,  121 –123  

  for intermittent explosive 

disorder,   450   

   ophidiophobia,   149   

   opioids,   415–417, 420 t . 

     See also   heroin   

  genetics and,   399   

   opium,   420 t    

   oppositional defi ant 

disorder,    352 –353   

   oral stage,    108,  108 f    

   orgasmic disorder,   47 t    

   orgasmic reconditioning,    218 –219   

   orientation,    75    

    Ospitdale di Bonifacio,    14   

   outpatient treatment,   60   

   overgeneralizing,   259 t    

   overprotection,   49 t    

   overvalued ideas,    75 –76   

   Oxandrin.      See   anabolic steroids    

   oxazepam (Serax),   132 t    

   oxycodone (OxyContin),   

416–417, 420 t    

   OxyContin.      See   oxycodone     

  P 

   PAI.      See   Personality Assessment 

Inventory    

   pain disorder,   47 t,   177 –178  

  sexual pain disorder,   47 t,  234   

   Pamelor.      See   nortriptyline    

   panic attacks,    144   

  diagnostic features of,   145   

   panic control therapy (PCT),   

 125 –126,  148    

   panic disorder,   46 t,   144   

  characteristics of,   145–146  

  treatment for,   146–148   

   paranoia,   324  

  BDD and,   179  

  MMPI and,   85 t    

   paranoid personality 

disorder,    324 –325  

  age and,   332 t   

  self-effi cacy and,   325   

   paraphilias,   47 t,   212,  213 t    

   parasomnias,   47 t    

   parasuicide,    316    

   parens patriae,    467    

   Parest.      See   methaqualone    

   Parkinson’s disease,    377   

  neuroleptics and,   296   

   Parnate.      See   tranylcypromine    

   paroxetine (Paxil),   154, 217, 261  

  for trichotillomania,   448   

   partialism,    218    

   participant modeling,    125    

   passive aggression, as defense 

mechanism,   107 t    

   pathological gambling,   47 t,   441 –444  

  assessment of,   442 t   

  genetics and,   443  

  treatment for,   443–444   

   patient,    38    

   Paxil.      See   paroxetine    

   Paxipam.      See   halazepam    

   PCL-R.      See   Psychopathy 

Checklist-Revised    

   PCP (Phencyclidine),   406, 414, 419 t    

   PCT.      See   panic control therapy    

   peak experiences,   114   

   pediatric bipolar disorder,   255   

   pedophilia,   47 t,   213,  213–217  

  Internet and,   216–217  

  rape and,   214  

  relapse prevention for,   216   

   pemoline (Cylert),   354   

   penis envy,   112   

   pentobarbital (Nembutal),   417, 419 t    

   perceptual experiences,   78–79   

   Permitil.      See   fl uphenazine    

   perphenazine (Trilafon),   133 t    

   persecution delusion,   76 t    

   persecutory type, of delusional 

 disorder,   289   

   perseveration,   77 t    

   Personality Assessment Inventory 

(PAI),   86   

   personality disorders,   48,  308,  

308–337.      See also specifi c 

 personality disorders   

  age and,   332 t   

  biopsychological perspective and,   

331–332  

  clusters of,   309  

  diagnosis of,   308–309  

  lifetime prevalence of,   308 f    

   personality style,   190–191   

   personality tests,   84–89  

  in magazines,   81 f    

   personality trait,    308    

   person-centered theory,    113    

   pervasive developmental disorders,   

46 t,   344    

   PET.      See   positron emission 

tomography    

   phallic stage,    108    

   PhD.      See   university-based doctoral    

   Phencyclidine.      See   PCP    

   phenelzine (Nardil),   132 t    

   phenobarbital,   419 t    

   phenotype,    128    

   phenylketonuria (PKU),   340   

   phlegmatic,   11   

   phobias,   46 t,  148–149  

  behavioral therapy for,   150, 151 t   

  biological perspective on,   149  

  cognitive-behavioral perspective 

on,   150  

  virtual reality for,   150 f    

   phonological disorder,    357    

   physiological assessment,   94–95   

   pibloktog,   56 t    

   pica,    359    

   Pick’s disease,    376 –377   

   PKU.      See   phenylketonuria    

   placebo condition,    24    

   pleasure principle,    105    

   polygenic model,    129    

   poorhouses,   15   

   population,    23    

   pornography,   217   

   positive reinforcement,    122,  151, 258   

   positive symptoms,    279,  285 f    

   positron emission tomography 

(PET),    97,  97 f   

  of  Alzheimer’s disease,   379 f    

   post-concussion syndrome,    371    

   post-traumatic stress disorder 

(PTSD),   46 t,   161   

  characteristics of,   161  

  cognitive-behavioral therapy 

for,   165  

  combat and,   161–163  

  dissociative disorders and,   203  

  DSM and,   42  

  sociocultural causes of,   10  

  suicide and,   267 f    

   potentiation,    395    

   poverty,   49 t    

   practice guidelines,   62   

   pragmatic case study,    26    

   prazepam (Centrax),   132 t    

   pregnancy, schizophrenia and,   293   

   prehistoric times,   11   

   prejudice,   30   

   premature ejaculation,    234,  239   

   presenilin genes,   382   

   President’s New Freedom 

 Commission on Mental 

Health,   31, 32   

   pressure of speech,   77 t    

   prevalence,    26,  38–40, 39 t   

  of  depression,   26 f    

   primary gain,    184    

   primary process thinking,    105    

   primary reinforcers,    122    

   primary support group 

problems,   49 t    

   principal diagnosis,    52    

   prisons,   15, 31   

   privacy,   29   

   privileged communication,    462    

   probability,    23    

   problematic boundaries,   45   

   problem-focused coping,    189    

   problems in living,   9   

   prodromal phase,    279    

   prognosis,    50    

   projection, as defense mechanism,   

107 t    

   projective test,    87 –89   

   Prolixin.      See   fl uphenazine    

   Prozac.      See   fl uoxetine    
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   pseudodementia,    378    

   pseudopatients,   6–7   

   psilocybin,   413–414, 420 t    

   psychiatric hospitals,   59–60  

  patient numbers in,   19 f    

   psychiatrists,    40    

   psychoanalysis,    18    

   psychoanalytic model,    16    

   psychoanalytic theory,   104–113   

    Psychodiagnostik  (Rorschach),   88   

   psychodynamics,    104   

  mood disorders and,   258  

  post-Freudian,   109–110  

  treatment with,   111–113   

   psychological disorder,   44, 114   

   psychological factors affecting 

 medical conditions,    185 –192   

   psychological perspective  

  on alcohol,   399  

  on antisocial personality 

 disorder,   312–313  

  on borderline personality 

 disorder,   318   

   psychological testing,    40,  79–89  

  criteria for,   80 t   

  reliability in,   80  

  standardization of,   81, 81 f   

  validity in,   80   

   psychology  

  schizophrenia and,   293–295  

  stress reactions and,   10   

   psychometrics,    80    

   psychomotor agitation,    75    

   psychomotor retardation,    75    

   psychoneuroimmunology,    189    

   psychopathic deviate, MMPI 

and,   85 t    

   psychopaths,   309   

   psychopathy,    310    

   Psychopathy Checklist-Revised 

(PCL-R),   310   

   psychosexual stages,    105    

   psychosis,    44    

   psychosocial problems,   48–50   

   psychosurgery,   18,  130    

   psychotherapy,    18    

   psychotic distortion, as defense 

mechanism,   107 t    

   psychotropic medications,   

132 t –133 t    

   PsyD.      See   doctor of psychology    

   PTSD.      See   post-traumatic stress 

disorder    

   punishment,    122   

  purpose of,   476–477   

   purge,    430    

   purging type,    434    

   purple.      See   PCP    

   pyromania,   47 t,   444 –445  

  theories and treatment of,   445    

  Q 
   qi-gong psychotic reaction,   56 t    

   Quaalude.      See   methaqualone    

   quasi-experimental method,   22 t,   25    

   quetiapine (Seroquel),   132 t,  297    

  R 
   range of affect,    78    

   rape,   163  

  pedophilia and,   214   

   rapid cyclers,    255    

   rapid eye movement sleep 

(REM),   249   

   Rapunzel syndrome,   447   

   rational-emotive therapy,   18   

   rationalization, as defense 

 mechanism,   107 t    

   RCs.      See   restructured clinical scales    

   reaction formation, as defense 

mechanism,   106 t    

   reactive attachment disorder of 

 infancy or childhood,    360    

   reading disorder,    356    

   reality principle,    105    

   recreational therapists,   40   

   reference delusion,   76 t    

   reframing, suicide and,   320   

   refrigerator mother,   345   

   refusal of treatment,   469–470   

   regression,   108  

  as defense mechanism,   107 t    

   reinforcement,    121   

  negative,   122  

  positive,   122, 151, 258  

  response-contingent positive,   258  

  vicarious,    123    

   relapse prevention therapy,    402 –405  

  for pedophilia,   216  

  self-effi cacy and,   404  

  for substance abuse,   423   

   relaxation training,    148    

   reliability,    41   

  in psychological testing,   80   

   religion,   13   

   REM.      See   rapid eye movement 

sleep    

   Remeron.      See   mirtazapine    

    Removal of the Stone of Folly  

(Bosch),   13 f    

   Renaissance,   12–14   

    Renie v. Klein,    470   

   repeated transcranial magnetic 

stimulation (rTMS),   131   

   representativeness,    23    

   repression, as defense 

mechanism,   106 t    

   research methods,   21–28, 22 t    

   resident,   38   

   residual phase,    279    

   resistance,    110    

   response modulation 

hypothesis,   313   

   response-contingent positive 

reinforcement,    258    

   Restoril.      See   temazepam    

   restructured clinical scales (RCs), 

for MMPI,   85, 86 t    

   Rett’s disorder,    347    

   ReVia.      See   naltrexone    

   right to treatment,   469   

   risk to self  or others,   5–6   

   Risperdal.      See   risperidone    

   risperidone (Risperdal),   132 t,  297   

   Ritalin.      See   methylphenidate    

   road rage,   450   

   rocket fuel.      See   PCP    

    Rogers v. Okin,    470   

   Rohypnol,   419 t    

   Rome,   11–12   

   rootwork,   56 t    

   Rorschach Inkblot Test,   88, 88 f    

   rTMS.      See   repeated transcranial 

magnetic stimulation    

   rubella,   341   

   rumination disorder,    359     

  S 
   saccades, schizophrenia and,   294   

   sadism,   219–220  

  alcohol and,   400   

   sadomasochism,   220  

  narcissistic personality disorder 

and,   221   

   Salem witch trials,   14 f    

   sample,    23    

   sanguine,   11   

   SARI.      See   serotonin 2 antagonist/

reuptake inhibitor    

   schizoaffective disorder,   46 t,   288    

   schizoid personality 

disorder,    325–326   

  age and,   332 t    

   schizophrenia,   16, 46 t,   278,  

278–303  

  age and,   285–286  

  auditory hallucinations 

and,   279  

  biology and,   10, 291–293  

  biopsychosocial perspective and,   

299–300  

  brain structure and,   291–292  

  catatonia and,   281–282  

  courses of,   285  

  culture and,   285–286  

  delusions and,   279–281  

  diagnostic features of,   279  

  disorganized speech and,   281  

  disturbed behavior and,   281–282  

  dopamine and,   292  

  ECT for,   296  

  eye movements and,   294  

  favorable prognosis factors 

for,   285 t   

  gender and,   285–286  

  genetics and,   292–293  

  hallucinations and,   281  

  infl uenza and,   293  

  LSD for,   414  

  MMPI and,   85 t   

  mood disorders and,   288  

  negative symptoms and,   282  

  neurotransmitters and,   292  

  pregnancy and,   293  

  psychology and,   293–295  

  pyromania and,   445  

  saccades and,   294  

  serotonin and,   292  

  social and occupational 

 dysfunction and,   282–283  

  sociocultural perspective and,   

295–296, 298–299  

  stress and,   293  

  sustained attention and,   294  

  symptoms of,   279–283  

  theories of,   291–296  

  token economy for,   297–298, 297 t   

  treatment of,   296–299   

   schizophrenia, catatonic type,    283    

   schizophrenia, disorganized 

type,    283    

   schizophrenia, paranoid type,    283    

   schizophrenia, residual type,    284    

   schizophrenia, undifferentiated 

type,    283    

   schizophrenic spectrum disorders,   

291,  325    

   schizophreniform disorder,   

46 t,   287 –288  

  ECT for,   288   

   schizotypal personality 

disorder,    326 –327  

  age and,   332 t    

   schizotypy,   293   

   schools, treatment at,   60   

   scientifi c method,   21–23   

   SCL-90-R,   86   

   SCORS.      See   Social Cognition and 

Object Relations Scale    

   seasonal affective disorder,   264 f    

   seasonal pattern,    249    

   secobarbital (Seconal),   417, 419 t    

   Seconal.      See   secobarbital    

   secondary gain,    184,  185 f    

   secondary process thinking,    105    

   secondary reinforcers,    122    

   second-generation antipsychotics 

(SGAs),   132 t,  297  

  adverse effects of,   297   

   sedatives,    417    

   seething cauldron,   104   

   selective abstraction,   259 t    

   selective amnesia,    201    

   selective mutism,    360    

   selective norepinephrine reuptake 

inhibitor (NRI),   133 t    

   selective serotonin reuptake 

 inhibitors (SSRIs),   

 131,  132 t,  154, 261, 262  

  for kleptomania,   440  

  for pathological gambling,   444  

  for separation anxiety 

disorder,   359   

   self,   79  

  borderline personality disorder 

and,   318   

   self-actualization,    114 –115   

   self-assertion, as defense 

 mechanism,   106 t    

   self-blame delusion,   76 t    

   self-control, autistic disorder 

and,   346   

   self-effi cacy,    123,  198  

  paranoid personality disorder 

and,   325  

  relapse prevention therapy 

and,   404   
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   self-esteem  

  antisocial personality disorder 

and,   313  

  dependent personality disorder 

and,   329   

   self-injurious behaviors,   451   

   self-monitoring,    90    

   self-regulation, ADHD and,   

353–354   

   self-report clinical inventory,    84    

   semantic dementia,   310   

   semistructured interview,    71 –74   

   senile,   372   

   sensate focus,    239    

   sensory gating,   294   

   separation anxiety 

disorder,    358 –359  

  eating disorders and,   437   

   Serax.      See   oxazepam    

   Serentil.      See   mesoridazine    

   Seroquel.      See   quetiapine    

   serotonin,   127  

  eating disorders and,   437  

  genetics and,   399  

  MDMA and,   415  

  schizophrenia and,   292   

   serotonin 2 antagonist/reuptake 

 inhibitor (SARI),   133 t    

   sertindole (Serlect),   297   

   sertraline (Zoloft),   132 t,  147, 154, 

155, 159, 261   

   sex reassignment surgery,   227   

   sexual abuse,   49 t .      See also   rape   

  borderline personality disorder 

and,   316–317  

  bulimia nervosa and,   437   

   sexual arousal disorder,   47 t    

   sexual aversion disorder,    231 –232   

   sexual disorders,   212–243   

   sexual dysfunction,   46 t,  47 t,   228,  

228–240  

  antidepressants and,   237  

  gender role and,   240   

   sexual impulsivity,    446 –447  

  abuse and,   447  

  OCD and,   447  

  theories and treatment of,   447   

   sexual masochism,   220   

   sexual orientation,    224   

  borderline personality disorder 

and,   315   

   sexual pain disorder,   47 t,   234    

   sexual sadism,   220   

   SGAs.      See   second-generation 

antipsychotics    

   shaping,    122    

   shared psychotic disorder,   

 290 –291, 290 f    

   shell shock,   162   

   shen-k’uei,   56 t    

   shin-byung,   56 t    

   SI.      See   social isolation    

   siblings,   226   

   SIDS.      See   sudden infant death 

syndrome    

   sildenafi l (Viagra),   236   

   single photon emission computed 

tomography (SPECT),    97    

   single-subject design method,   

22 t,   27    

   situationally bound (or cued) panic 
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