Paper 2: Individual Differences: Psychopathology 

Definitions of Abnormality

Deviation from social norms

· [image: image1]All societies have commonly accepted standards of behaviour. Sometimes these are written and form a set of laws that direct behaviour. Social norms can also be unwritten; examples include the British habit of queuing in shops or not standing too close to people when you are talking to them.  

· People who violate such norms can be perceived as deviant or abnormal.  For example, displaying inappropriate emotions such as laughing when being told someone has died may be seen as a symptom of schizophrenia.

Strengths
· Real life application – There is a place for deviation from social norms with regards to thinking about what is normal and abnormal and therefore This definition is useful for diagnosing anti-social personality disorder.  Thus helping to protect society from the effects of individual’s abnormal behaviour.  
·  Situational norms – It considers the social dimensions of behaviours; behaviours seen as abnormal in one setting are normal in a different setting.  For example, wearing a bikini on the tube would be considered abnormal but normal on a beach.  
Limitations 

· Changes with the times - Social norms are subjectively defined by society and can vary over time.  For example, up until the early 20th century, unmarried women in the UK who became pregnant were sometimes sent to a mental institution.  In addition, up until 1967 (UK) homosexual acts were classed as criminal offences. 

· Cultural relativity - Whether a specific behaviour is classified as socially normal can vary between different cultures. For example in Italy, waiting for a green light at a set of traffic lights when no other cars are around, is seen as abnormal. 
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 Most people who seek psychiatric help tend to be in distress and are therefore not coping with everyday life. Most adults have everyday tasks that have to be adhered to e.g. getting up and dressed in the morning, going to work as they have families to support and relationships to maintain. When an individual deviates from this normal pattern of behaviour it can be argued that they are failing to function adequately i.e. they are not able to lead a ‘normal’ life. Examples would include sufferers of agoraphobia, a disorder where the person is fearful of open spaces and therefore does not leave the house or depression where they may fail to get out of bed in the morning never mind hold down a job. Such changes of behaviour can be as a sign of psychopathology. 

Rosenhan and Seligman (1989) suggested that personal dysfunction has 7 features and the more a person has the more they are classed as abnormal:
1. Observer discomfort: Where the observed behaviour causes distress to the person witnessing it.

2. Unpredictability: Unpredictable and uncontrolled behaviour.

3. Irrationality: Behaviour that appears irrational and hard to understand.
4. Maladaptiveness: Behaviour that interferes with a person’s usual daily routine.
5. Personal Distress: A key feature of abnormality. including depression and anxiety disorders

6. Violation of moral standards: Behaviour displayed that doesn’t comply with societies moral standards.
Strengths
· Personal perspective – this definition recognises that subjective experience of the individual with the mental disorder is important when carrying out diagnosis.  
· Matches sufferers perceptions – This definition is supported by the notion that most people seek psychiatric help when they believe they are suffering from a psychological problem that interferes with their ability to function properly.  
Limitations 

· Importance of context - A student experiencing anxiety and distress about an upcoming exam could be classified as failing to function adequately; however this kind of behaviour would be appropriate and not abnormal within this context. Another example would be political prisoners on hunger strike, in another situation starving oneself would be irrational, maladaptive and unpredictable however in this context it is a means to an end.

· Abnormality not always accompanied by dysfunction - Not all people who experience mental disorders such as depression or anxiety fail to function. Some maintain adequate function despite clinical diagnosis. Those with personality disorders can also appear perfectly normal for example Harold Shipman essentially led a ‘normal life’ despite murdering countless victims. This definition would therefore not include these individuals.
· Cultural differences – Standard patterns of behaviour vary from culture to culture therefore whether you are failing to function may appear quite different depending on the culture in which you are living. There are however many similarities amongst cultures e.g. having to earn a livelihood and raise children, failing in these activities would still satisfy this definition.
Deviation from ideal mental health
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· Jahoda (1958) proposed that when defining abnormal mental health we should try to define what is meant by ‘normal’ or ideal mental health. She identifies six key criteria of mental health which, if an individual displays, would promote psychological health and well being. These include:

1. Positive Self-attitudes

This means displaying a positive self-concept and a sense of identity.  If an individual displays this, Jahoda would argue that person is demonstrating a healthy mental attitude. This also involves viewing oneself in a realistic and objective way, accepting both ones limitations, strengths and potential
2. Focus on the future and self-actualisation
Maslow (1968) first proposed the idea of self-actualisation, which essentially means the fulfilment of ones potential (for example intellectual, artistic, athletic).  According to this criterion, mental health problem ensue when we are prevented from this fulfilment.

3. Resistance to Stress
This involves the extent to which an individual can cope with stressful encounters (e.g. an upcoming exam or coursework deadline).  Research has suggested that those individuals’ who are prone to stress and anxiety are more likely to develop psychological problems.

4. Autonomy

Autonomy involves being able to make decisions independently and not being dependent on others.  In a situation where someone faces frustration, set backs and deprivation an autonomous individual is likely to cope better and remain mentally stable. 

5. Perception of reality

This means seeing oneself and the world in a realistic way; neither through ‘rose-tinted glasses’ or in an overly pessimistic way.  If someone continually distorts reality, their views and behaviour may appear abnormal to others.

6. Adapting to the environment

This final criterion involves meeting the demands of any situation and being competent in all areas of life; for example, being able to adapt and adjust to change at work and in leisure activities. It also means developing good personal relationships, showing empathy and understanding towards others. Someone who is fixed in old ways of thinking and behaving may appear abnormal to younger people, and as such, is not adjusting to a changing environment. 

Strengths
· It’s a comprehensive definition – As it covers a broad range of criteria for mental health, making it very comprehensive.  This is because it covers most reason why an individual would seek psychiatric help for their mental illness.
· Holistic definition – By considering the person as a whole it takes a holistic approach rather than focusing on individual areas of their behaviour.  
Limitations 

· The difficulty of self-actualising - In reality, self-actualisation is rare with very few people achieving their full potential.  This may be for a variety of different reason, such as financial constraints.  In this sense, according to this criterion, most individuals would be seen as mentally unhealthy

· Western bias – Some concepts are only appropriate to western societies for example concepts such as autonomy and self-actualisation would not be recognised and the individual would instead follow collectivist goals.

· Cultural issues – Jahoda’s ideas are based on western ideals of self-actualisation with a central focus on individual achievement.  In non-western cultures, seeking to achieve your potential is not seen as important.  Indeed, it may be perceived as abnormal.  For example, in Asian cultures elders in a family may plan such things as career paths or arranged marriages.    

· Possible benefits of stress - In relation to the resistance to stress criterion, it might be that some people work most effectively in stressful situations. For example, many actors claim that they performance at their best when experiencing a certain amount of anxiety. 
Statistical infrequency
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This definition proposes that behaviours which are statistically rare are seen as abnormal.  Therefore behaviour that we observe a number of times is normal, and behaviour that is not observed is seen as abnormal.
· Whether behaviour is regarded as statistically rare depends on normal distribution.  By drawing a normal distribution curve the proportion of people that share the characteristics or behaviour in question can be examined. Any individual that falls outside of the normal distribution which is usually about 5% of the population (two standard deviation points away from the mean) are perceived as being abnormal.  
· For example, people who have an IQ below 70 would be considered abnormal, as most people’s IQ ranges from 85-115.  
Strengths

· Based on real data – As the definition relies on real unbiased data it is therefore is an objective way of measuring abnormality as well as the fact that it is an objective way of deciding who is abnormal once a way of collecting data about a behaviour/characteristic and cut off point has been agreed.  

· Real life application – There is a place for statistical deviation in diagnosis of intellectual disability disorder and thinking about what is normal and abnormal.  What’s more all assessments of patients with mental disorders involve a measurement of how severe their symptoms are in comparison to statistical norms.  
Limitations
· Where to draw the line – It’s not clear how far behaviour must deviate from the norm to be considered abnormal.  For example, many disorders like depression vary greatly between individuals with regards to the severity of their symptoms. 
·  Not all infrequent behaviours are abnormal – for example being highly intelligent is statistically rare but desirable therefore some rare behaviour are not undesirable and can have a positive impact on an individual.  Although few people displaying certain behaviours makes it statistically infrequent it doesn’t mean it requires treatment.  
· Not all abnormal behaviours are infrequent – Depression would be considered to be normal under this definition as 10% of the population will be chronically depressed at some point in their lives.  This illustrates that some statistically frequent behaviours are abnormal and therefore not accounted for under this definition.  
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Paper 2: Individual Differences: Psychopathology
Characteristics of phobias, depression and OCD
Phobias

Phobias are a type of anxiety disorder that is characterised by excessive, uncontrollable fear that is out of proportion to any real danger and is brought on by an object, situation or place. Phobias usually develop during childhood and can last many years although often reduce in severity during adulthood.  Those who suffer with phobias will often have insight into their condition and realise that the fear they experience is irrational however, are unable to consciously control it.  

· The DSM-5 categories Phobias into three subtypes:

· Simple Phobias – This involves an individual having fear of a specific thing or environmental factor such as thunderstorms (astraphobia).
· Social Phobias – This is characterised by being overly anxious in social situations, for example being in a crowd at a concert, going on a date or having to act in front of an audience.  

· Agoraphobia – This is characterised by being outside or in a public place.  This involves the person experiencing panic first and the anxiety that is generated as a result makes them vulnerable about being in an open space. To avoid the individual experiencing this they will often avoid it by staying at home or in a place they feel safe.  

Behavioural characteristics of phobias:

In response to the present of their phobia individuals behave in a particular way.  
This could include:

Avoidance - therefore consciously going to a lot of effort to avoid facing their fear, which can make it hard to go about everyday life. For example, fear of public toilets may lead the person to have to limit the amount of time they spend away from their home.
Endurance – This involves the phobic remaining in the presence of the stimulus they fear even though they experience a high level of anxiety.  However, in some cases this may be unavoidable, for example being enclosed in a small space such as a lift (claustrophobic).

Panic – In the presence of the phobia the individual display a certain type of panicked behaviour such as freezing, clinging or running away.     
Emotional characteristics of phobias: 
Persistent, excessive fears - High levels of anxiety are produced by the presence or anticipation of a situation or object when an individual has a phobia. Anxiety is an unpleasant state of arousal which prevents the individual relaxing and trouble experiencing positive emotion. 

Fear from exposure to phobic stimulus – An instant fear response is produced as a result of phobias, even panic attacks, as a result of the presence of the phobic situation or object.  
Cognitive characteristics of phobias: 
This is concerned with the way in which people process information concerning their phobia as it is different to how they process other situations and objects.
Selective attention to the phobic stimulus – A individual sufferer who is presented with the phobic stimulus may find it hard to divert their attention away from the stimulus. For example a Xanthophobic will struggle to concentrate if there is the colour yellow in the room.  

Irrational beliefs – In relation to their phobia the sufferer may hold irrational beliefs, which put significant pressure on them, for example, fear of touching a button.       
Cognitive distortions – The sufferer may have a distorted view of the stimulus they are fearful of, for example, a pogonophobic is likely to see beards as disgusting and ugly.  
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Depression
Depression is characterised by changes in mood and about 20% of the population will suffer with some form of depression, with women being twice as vulnerable to the mood disorder as men.  Symptoms of depression will come and go and episodes normally last between two and six months.  It can develop at any time from adolescence onwards; females are particularly vulnerable to developing depression during this time due to low self-esteem or experience of body dissatisfaction.  Average onset is usually in the late twenties and at least five symptoms need to be apparent for a two week period for a diagnosis to be carried out by a doctor.  
· The DSM recognises the following categories of depression and depressive disorders:

· Persistent depressive disorder – long term or reoccurring depression, including sustained major depression and what use to be called dysthymia.

· Major depressive disorder – severe but often short-term depression

· Disruptive mood dysregulation disorder – childhood temper tantrums

· Premenstrual dysphoric disorder – Disruption to mood prior and or during menstruation 

Unipolar depression

The following are characteristics of unipolar depression unlike bi-polar which is characterised by episodes of mania.  Unipolar depression can be so severe that the individual experiences delusions and the depression are likely to have a significant impact on the individual.  Therefore, they may not respond well to antidepressants alone – therefore needing anti-psychotics alongside.  
Behavioural characteristics of depression:

When an episode of depression is experienced behaviour changes

Activity levels – As a result of depression people can experience a reduction in their energy levels which can result in them withdrawing from social life, work, education and any other commitments.  Energy levels may well be so depleted sufferers will find it difficult to get out of bed.  
Disruption to sleep and eating behaviour – Depression can be very disruptive to an individual’s behaviour.  Those who suffer with depression often experience changes in their sleeping habits for example a reduction in sleep via premature waking (insomnia) or an increase in the need for sleep (Hypersomnia).  Changes in eating habits can be influenced by depression resulting in an increased or decrease in appetite which leads to weight loss or gain.  
Aggression and self-harm – Depression can cause individuals to be irritable and in some cases aggressive either verbally or physically by ending a relationship or leaving home.  This physical aggression may not necessarily be directed at someone else it could take the form of self-harm such as cutting or suicide attempts.  

Emotional characteristics of depression:

Changes in emotions can occur in a variety of ways when experiencing depression:
Lowered Mood – This is more pronounced than daily kind of experience of feeling lethargic and sad.  A sufferer might describe themselves as being worthless or empty.  

Anger – People experience more negative emotions than positive when they are going through an episode of depression one of which could be anger which can be directed at themselves or others.  This can result in aggressive or self-harming behaviour.  
Self-esteem – This is defined by how much an individual likes themselves.  Those who experience depression tend to report reduced self-esteem which means they like themselves less than usual.  This can result in feeling a sense of self-loathing and expression for hatred for themselves. 
Cognitive characteristics of depression: 
This is concerned with the notion that those with depression tend to process information differently to those without depression. 
Poor concentration -  This is associated with depression and may characterised by an individual finding it hard to stick to one task or difficulty making decisions that would usually be very natural for them.   

Thoughts of death and poor memory – Sufferers may have thoughts of death and or carrying out suicide but also have trouble with retrieving memories.  
Attending to and dwelling on the negative – During an episode of depression an individual maybe inclined to pay attention to the negative aspects of a situation and are prone to recalling unhappy events rather than positive ones.
Bipolar Depression:
This type of depression is also known as manic depression and less common than unipolar depression.  Sufferers are equally divided between males and females and consist of about 2% of the population.  This condition is most likely to develop in an individual’s twenties and consists of a mixture of mania and depression episodes.  In addition to the symptoms of unipolar depression an individual with bipolar will experience different symptoms during a manic episode, which may include some of the following:
Behavioural characteristics of manic episodes:

High energy levels – boundless energy leading to increased work output, increase social interaction or sexual activity

Reckless behaviour – this may involve risk taking /dangerous behaviour such as taking drugs.

Talkative – during a manic episode may speak very fast or endlessly without consideration for others input or understanding of turn-taking. 

Emotional characteristics of manic episodes: 

Elevated mood state – during a manic episode the individual might experience high moods and an intense feeling of euphoria.

Irritability – Feelings of frustration particularly if they don’t get their own way.  

Lack of guilt – Social inhibition and a general lack of guilt concerning their own behaviour for example they would not feel guilty if they hurt some ones feelings.  

Cognitive characteristics of manic episodes:

Delusions – false beliefs which may well be grandiose or persecuting for example belief that they are the king of Scotland or that their family is out to get them.

Irrational though processes – Reckless and irrational decision making for example spending a significant amount of money even though they are not in a financial situation to afford that type of spending.  
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Obsessive-compulsive disorder (OCD)
OCD is an anxiety disorder which occurs in about 2% of the population and is characterised by persistent and intrusive thoughts which occur as compulsions or obsessions or both.  For example a person may obsessively think about the presence of germs in their home and this may result in a compulsion to clean the house relentlessly.  Their obsessions and compulsions can become very time-consuming which then interferes with their everyday life.  Although there are no differences in the prevalence rates of OCD between males and females, there is a difference in the type of OCD males and females have: for example females – cleaning and males – sexual obsession.  However, OCD is more common in male children compared to female children and they tend to have earlier onset and experience more severe symptoms.   

Behavioural characteristics of OCD:

Compulsions – A sufferer may feel the need to repeat behaviour over and over again e.g. praying.  The purpose of this is to reduce the anxiety /fear by carrying out the compulsion which acts as a temporary solution to their obsession and therefore provides them with a coping mechanism. So although they are aware that their fear is inappropriate and excessive the sufferer is unable to control it, resulting in higher levels of anxiety and continued use of compulsions as a short-term solution.  However, some do not experience obsessions they only experience compulsions (10%).  

Avoidance – this might involve staying away from the item/situation that triggers their feared response to help reduce their anxiety.  This can result in them not being able to lead a normal life as they will avoid ordinary situations.    
Emotional characteristics of OCD:

Anxiety and distress – OCD is characterised by an over powering feeling of anxiety that goes together with their obsessions and compulsions.  Obsessions can be very unpleasant for the individual which results severe anxiety.  If these obsessions result in a compulsion to repeat certain behaviours, this also generates additional anxiety within the sufferer.  
Accompanying diagnosis – Depression is often experienced by those with OCD resulting in a lack of enjoyment in activities and low mood.  
Guilt and disgust – Those with OCD may realise their behaviour is excessive which can result in negative emotions such as shame and embarrassment.  Obsessions concerning germs can result in feelings of disgust.  
Cognitive characteristics of OCD:
Obsessive thoughts – These are experienced by about 90% of those with OCD and are recurrent and intrusive.  They can be very frightening for the individual and maybe perceived as inappropriate or forbidden and therefore they may not want to share them with others due to the embarrassment they experience.  They are not just excessive worries about everyday life problems but uncontrollable for the individual resulting in anxiety.  
Cognitive strategies to deal with obsessions – In response to their obsessions those with OCD might adopt various coping strategies to help manage their anxiety.  For example, repetitively locking a door to ensure its locked.

Insight into excessive anxiety – For a diagnosis of OCD to be carried out its important for the individual to be aware that their obsessions and compulsions are not rational, otherwise this would be a symptom of a different mental illness.  
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 Paper 2: Individual Differences: 

Psychopathology – The behavioural approach to explaining phobias
According to this approach we are born a blank slate ‘tabla rosa’ and our behaviour is shaped by the events around us. This approach to psychopathology emphasises the role of learning and experience in causing Phobias.
The two-process model
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This model was proposed by Hobart Mowrer (1947) and suggests that phobias are initiated via classical conditioning and maintained by operant conditioning resulting in the developing of the two-process model to explain how phobias are learnt.
Initiation – classical conditioning

Classical conditioning proposes that phobias are learnt through ‘stimulus response’ associations, when the response produced by an unconditioned stimulus (UCS) such as pain becomes paired with a neutral stimulus (NS), such as the dentist. If the NS (pain) and UCS (dentist) are paired frequently enough then the NS on its own will cause the same response as the UCS; this response is known as the conditioned response (CR) in this case fear.  
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The case of ‘little Albert’:  Watson and Rayner (1920) showed how classical conditioning can be used to deliberately cause phobias. They conditioned an 11 month old boy (little Albert) to fear a white rat using a very loud noise, this caused Albert to fear all white rats (a phobia).  The learning for this particular type of conditioning is passive and does not require effort on the behalf of the learner.  The process of classical conditioning works as follows:
Before conditioning: UCS [ loud noise  ] = Fear

During Conditioning: UCS [ loud noise ] + NS [ rat ] = Fear

After Conditioning:   CS (Rat) = Fear (CR)

Maintenance – Operant condition
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As classical conditioning doesn’t explain why individuals continue to fear situations or objects, therefore the next step to the maintenance of the phobia is operant conditioning.  Operant conditioning involves a much more active learning process.  It suggests that our behaviour is influenced by the consequences of our actions.  According to operant conditioning, we learn at an early age that our actions tend to be either rewarded or punished which determines whether the behaviour is repeated or not.  If behaviour is reinforced, it is more likely to be repeated this is called positive or negative reinforcement, whereas behaviour which is punished is less likely to be repeated.  In the case of a phobia, the individual may avoid the stimulus they fear, which reduce anxiety and therefore acts as a negative reinforcement as it is removing something unpleasant for the individual.   For example, if a child has a fear of dogs as a result of being bitten this might lead them to avoid dogs to reduce the anxiety they experience when in the presence of dogs, which acts as a negative reinforcement.  
Positive evaluations

· Scientific theory – The behavioural approach is based upon research evidence we can see and measure.  This makes the approach more scientific compared to approaches such as the cognitive or psychodynamic approach, which rely on thoughts or internal processes which cannot be seen and measured. For example Di Gallo (1996) Found that 20% of people who experienced traumatic car accidents developed phobia of travelling in car.  This supports the notion that phobias are acquired through association (classical conditioning).  Furthermore, they avoided travelling in a car by staying at home which supports the idea that phobias are maintained through operant conditioning as their phobia becomes resistant to extinction due to negative reinforcement.  
· Application to therapy – The two-process model explains how phobias develop and are maintained over time.  Therefore, it illustrates why people need to be exposed to the feared stimulus and prevented from practicing their avoidance behavior to help overcome their phobia.  As this results in the phobia no longer being reinforced they experience a decline in the fear they have in the presence of the phobic object or situation. 
Negative evaluations

· Diathesis stress model– It is thought that phobias might be better explained by a diathesis stress model which suggests that we inherit a genetic vulnerability to developing a mental disorder such as a phobia, however, the phobia only manifests itself if triggered by a life event. Supporting research by Di Nardo et al (1988) found that not everyone who is bitten by a dog develops a phobia.  This suggests that phobias only develop in those that are predisposed due to a genetic vulnerability.   
· Reductionism – Reductionist approach as it suggests the development and maintenance of phobias can be fully explained by classical and operant conditioning. This approach ignores the influence that biology may play in the development of phobias.  For example, evolutionary explanation would suggest that we may be an innate predisposition to developing certain phobias such as fear of snakes as this is adaptive and very common however, it cannot account for phobias that are not adaptive such as fear of feet.  This suggests there is more to acquiring a phobia than solely conditioning.  
Paper 2: Individual Differences: 

Psychopathology – The behavioural approach to treating phobias
The assumption of behaviourism is that phobias are acquired in the same way as normal behaviour therefore therapies involve the phobia being “unlearnt”.

Therapies based on classical conditioning

· Systematic desensitisation

· Flooding

Systematic desensitisation
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This was first developed by Wolpe in 1958 to help individuals gradually overcome anxiety by learning to relax in the presence of the stimulus that once made them nervous and afraid. It is particularly useful for treating anxiety problems such as phobias and shyness. 

Patients gradually overcome their fears by learning to relax either in the presence of feared objects or by imagining the presence of the feared object. First patients are taught how to relax their muscles completely. The therapist and patient then together construct a desensitisation hierarchy, a series of imagined scenes each are causing a little more anxiety than the previous one. The patient gradually works through the desensitisation hierarchy visualising each anxiety evoking event while engaging in the relaxation response. The principal of this treatment is reciprocal inhibition which means the fear response and relaxation response cannot occur together, the person therefore learns to replace anxiety with relaxation.

Positive evaluations

· Systematic desensitisation can be highly effective in treating simple phobias, success rates of 60 -90% have been found (Barlow et al 2002).

· The effectiveness can be clearly measured as the techniques are highly structured.
· Supporting research by Choy et al (2007) found that SD that involves contact with the feared stimulus (in vivo techniques) is more successful than just using pictures or imagining a feared stimulus (in vitro techniques).
Negative evaluations

· Relaxation may not be necessary as it is the exposure to the feared object that leads to success of SD.  Klein et al (1983) compared SD with psychotherapy and found no difference in their effectiveness for treating their social or specific phobia.  This suggests that the most important aspect that the therapy generates is the hopeful expectation that they will be able to cope with being confronted with the feared stimulus.  
Flooding

Flooding involves exposing clients to an extreme form of the threatening situation under relaxed conditions until the anxiety reaction is extinguished. The client needs to be in good physical health for this treatment as they are placed into a situation that involves exposing them directly to their phobic object so inducing their maximum level of fear. For example somebody with claustrophobia could be placed alone in an enclosed space. They would be required to stay there until there was a marked decrease in anxiety as physiologically it is not possible to maintain a high state of anxiety for a long period therefore eventually it will subside.

In the initial stages of the treatment anxiety is very high but it will reduce fairly quickly as emotional exhaustion and / or habituation set in (they learn to stop responding). As the client realises that they are still safe and nothing has happened to them their fear should be extinguished.

Positive evaluations

· Effective therapy – Research by Ost (1997) found that flooding often delivers rapid and immediate improvement, particularly when patients are encouraged to continue self-directed exposure to feared objects and situations outside of the therapy sessions.  
Negative evaluations

· Flooding can be a highly traumatic procedure and therefore is not appropriate for all patients and therapists.  This can result in patient’s quitting during the procedure even though they have previously been made aware of the distress they may experience during the session.  
· They are superficial in nature as only addressing symptoms with no attempt made to address deeper psychological or emotional issues related to the disorder.
· There are significant ethical issues in relation to flooding as clients are subjected to fear and anxiety. Even systematic desensitisation involves some anxiety however the patient has more control as it involves negotiation. However, a cost benefit analysis regarding the long term benefits of overcoming the phobia outweigh the short-term costs of distress.  
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Paper 2: Individual Differences: 

Psychopathology – The Cognitive approach to explaining depression
This approach which was founded by Albert Ellis (1962) and Aaron Beck (1963), stresses the role of cognitive processes - such as irrational thinking – in depression.  .   

Irrational thinking 

The cognitive approach argues that depression can be attributed directly to distortions in our thinking.   Such distortions may include negative thoughts and irrational beliefs/perceptions. These maladaptive thoughts are claimed to usually take place automatically and without full awareness.   

Maladaptive response

Thinking 

Feelings 

Behaviour

Outcome

‘I can’t do exams’

‘Fear of failure’

‘Leave college’

‘Depression’



Adaptive response

Thinking 

Feelings 

Behaviour

Outcome

‘Must try harder’

‘Determination’

‘Work harder’

‘Success’



Ellis’s ABC model

This model explains how irrational thoughts affect our behaviour and emotional state.
· A = Activating events (negative things that happen in a person’s life which trigger irrational beliefs)
· B = Beliefs (these are irrational for example, the belief that we must always succeed or achieve perfectionism))
· C = Consequences (when activation events trigger irrational beliefs there are emotional and behavioural consequences such as depression)
Errors in logic

Beck found that depressed people tend to draw illogical conclusions when evaluating events.  For example, such people may conclude that they are stupid after receiving an average grade for a piece of work, even though they usually receive A’s.  This is called over-generalisation – drawing a sweeping conclusion on the basis of a single event.  Such negative thoughts and thus feelings can lead to depression.

Cognitive triad

Three forms of negative thinking were identified which formed Becks ‘cognitive triad.’ These were thought to be typical of those suffering from depression.
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Positive evaluations

· Research support – Research has shown that People with mental illness do exhibit faulty thought patterns.  For instance, Gustafson (1992) found that maladaptive thinking processes were displayed by many people with psychological disorders such as anxiety, depression and sexual disorders.
· Incorporates cognitions – The cognitive approach incorporates the idea that irrational thinking can explain depression.  This aspect is overlooked by the behavioural approach, which only tends to focus on an individual behaviour when explaining depression.
· It has practical application to CBT – The theory has predictive validity as Becks Cognitive explanation forms the basis of CBT. Within CBT the cognitive aspects of depression can be identified and challenged by testing whether they are true, this includes components of the Becks negative triad.  
Negative evaluations

· Too simplistic – Becks theory explains the basic symptoms of depression however, depression is a complex disorder.  Becks cannot explain extreme emotions that people with depression might experience such as extreme anger, hallucinations or bizarre beliefs.  Although cognitions are important when explaining depression, severe depression is more complex than this. 

· Individual is responsible – This approach emphasizes the role of the individual in displays of maladaptive behaviour, rather than the social environment.  Indeed, Ellis believed depression was an ‘indulgence of self-defeating thoughts.’  
Paper 2: Individual Differences: 

Psychopathology – The Cognitive approach to treating depression
COGNITIVE-BEHAVIOURAL THERAPY
This approach links depression to irrational and dysfunctional thoughts. Negative events occur that can trigger negative schemata that may have been acquired in childhood e.g. “I will never succeed at anything”. This leads to the negative automatic thoughts that you are indeed a failure at everything. The aim of CBT is to challenge these irrational and dysfunctional thought processes. Two examples of the Cognitive approach are Beck’s therapy for depression and Ellis's RET which both follow the same assumptions and share many similarities. 

Beck’s Cognitive Therapy

Beck (1976) believed that negative schemata lead to pessimistic thoughts about the self, the world and the future. These sort of cognitive biases maintain negative thoughts. The aim of Beck’s approach is to challenge these irrational cognitions and replace them with more realistic appraisals.

· The therapist helps the client identify specific negative thoughts e.g. “I always fail exams in that subject” or “I will never have a successful relationship”. They will often advocate keeping a diary record.

· The therapist challenges these records by pointing out positive incidents and drawing their focus onto these. This is a form of reality testing.
· Beck also uses behavioural techniques to encourage more positive behaviour e.g. setting someone who is depressed a list of small goals to achieve such as getting up by a certain time. This is to give them a sense of personal effectiveness.

· Training in problem solving skills is another aspect along with relaxation techniques to reduce anxiety in stressful situations.

Rational-emotive behaviour therapy (REBT)
This was developed by Ellis in 1957 and is based on the idea that depression are the result of irrational thinking. Individuals develop self-defeating habits because of faulty beliefs about themselves and the world around them. 

This therapy works according to the ABC model:
A – Activating events i.e. things that happen in a person’s life
B – Beliefs that explain the event, either rational or irrational and self-defeating
C – Consequences are either productive or unproductive depending on beliefs.
	ACTIVATING EVENT
	SELF-DEFEATING THOUGHTS
	CONSEQUENCES

	Getting a bad mark for an essay.
	I’m hopeless and will never get the grade I need.
	No longer trying and just accepting my lot.


RET (renamed REBT) helps clients substitute more effective problem solving methods. This treatment has been used in a variety of situations and can be helpful for conditions such as anxiety disorders, depression and addictions.

The therapist and client work together to identify situations and negative reactions they produce. The therapist then helps the client rationalise the situation, giving the client a more realistic perspective. Ellis developed a more confrontational approach to therapy than Beck, challenging the client’s self-defeating beliefs in intense debates.
Positive evaluations

· There is evidence of effectiveness - David and Avellino (2003) in grouping CBT’s together reported that they jointly have the highest overall success rate of any therapy.
· CBT is a structured approach to therapy - it acknowledges that complex cognitive processes are important.
· Long lasting - There is some evidence that beneficial effects of CBT may last longer than those of anti-depressant drugs.
· Less time consuming - As it occurs over a relatively short period of time and more cost effective than psychoanalytic therapies.
· Not intrusive - It avoids in-depth probing associated with psychoanalysis which might be appealing to some people.
Negative evaluations

· Thoughts might be rational - A key issue is that some negative thoughts are based on a rational, accurate perception and dealing with this depressive realism is as important as correcting dysfunctional thoughts. It is important the therapist recognises this.
· Overemphasis on cognitions – as the CBT focuses on what is going on in the person’s mind it minimises the importance of the circumstances the sufferer is living in (McCusker, 2014).  The individual maybe suffering abuse and need to change this, therefore focusing on what’s happening in the persons mind rather than their environment can prevent them addressing the problem and the techniques used within CBT may actually demotivate them to change their situation.  
· CBT is only slightly more effective than drug therapy - Hollon et al (2006) found that 40% of moderately to severely depressed patients who were treated with CBT for a period of sixteen weeks relapsed within the following twelve months compared to 45% of patients treated with drug therapy and 80% relapsing who were treated with placebo. 


Paper 2: Individual Differences: 

Psychopathology – The Biological approach to explaining obsessive-compulsive disorder
This approach argues that OCD has a strong biological component. It focuses on OCD being a result of genetic vulnerability or differences in brain function to someone without OCD.  
Genetic Explanation
Genetic research has suggested the possibility that some individual’s may be genetically prone to developing OCD as a result of inheriting a particular set of genetics.  To assess the validity of this explanation twin and family studies has previously played a significant role, but this means the role of the environments influence on the development of OCD has not been ruled out.  To overcome this, more recent research has been focusing DNA profiling which involves comparing the DNA of those with and without OCD.  This is known as gene mapping research. It has been found that OCD is polygenic which means vulnerability to the disorder is a result of a combination of gens not one single gene. Different types of OCD have found to be a result of different variations of particular genetic coding. Current research is exploring OCD as a condition on its own as individuals often suffer with Tourette’s syndrome alongside it.   

Positive evaluations
· Supporting research for the genetic explanation – Lenane et al (1990) assessed the prevalence of OCD amongst family members and found heritability was a contributing factor to the onset of OCD.
· Support for OCD as a separate sub-type - Gene mapping research by Samuel et al (2007) found when OCD sufferers who exhibited compulsive hoarding behaviour were compared with those that didn’t have OCD, a genetic link to chromosome 14 marker D14S588 was found.  
Negative Evaluations
· Only genes – Although there is strong link for between genetic and OCD it’s not entirely genetic in origin.  For example, as monozygotic twins are 100% genetically the same if one twin has OCD so should the other however this is not the case.  Therefore the environment plays a vital role in the development of the condition.  This suggests OCD is a result of a complex interaction between nature and nurture.  
· Little predictive value – Research has found it hard to identify all the genes involved in the development of OCD as several genes are involved.  Consequently, each gene variation only increases the chances of developing OCD by a fraction; therefore this explanation is not particularly useful as an approach.  

Neural Explanations
The role of Serotonin

Neurotransmitters relay information from one neuron to another. The role of the neurotransmitter serotonin is to regulate mood.  If an individual has low serotonin then normal transmission of mood relevant information does not occur and therefore mood some other mental processes are affected.  A reduction in the function of the serotonin system in the brain can explain cases of OCD.  
Abnormal brain circuits 

The frontal lobes are responsible for logical thinking and decision making.  Abnormal functioning of this area behind the forehead can lead to impaired decision making which is associated with certain types of OCD such as hoarding disorders.  One area in the frontal lobe that is thought to be abnormal in people with OCD is the Orbital frontal cortex which is associated with higher level thought processing and the conversion of sensory information into thoughts.  Through PET Scans it has become evident that those with OCD display higher levels of activity within this area.  The Orbital frontal cortex receives impulses to act and initiate an activity and then stop as the impulse lessons.  However, those with OCD have issues with switching off their impulses which means that they will wash their hands once but this will not be sufficient to reduce the impulse therefore they will need to continue with that particular activity, resulting in compulsive behavior.
Located in the temporal lobe is a part of the brain called the Basal ganglia as research has found cases of OCD in people suffering with Huntington’s chorea, Parkinson’s disease and Tourette’s syndrome and these are all disorders that involve the basal ganglia? Research suggested that surgery that disconnects the basal ganglia from the frontal cortex can reduce symptoms in those with severe OCD and those with head injuries which caused damage to the basal ganglia were vulnerable to OCD like symptoms.  
Positive Evaluations

· Scientific evidence – Drugs known to increase serotonin (Serotonin reuptake inhibitors) have been found to reduce the symptoms of OCD, which suggests it has validity.  
· Zohar et al (1987) – gave a drug which reduces serotonin (mCPP) to twelve OCD patients and a control of twelve non –OCD participants.  The findings were that the symptom of OCD significantly increased in those with OCD.  This suggests that OCD is related to a disruption in serotonin system. 
· Cavedini et al (2002) research into decision making has shown that these neural system are the same systems that function abnormally in those with OCD.  This supports the role of the frontal lobe in OCD.    
Negative Evaluations
· Co-morbidity with depression – Having two disorders simultaneously is known as co-morbidity.  Many patients who experience OCD also experience depression therefore the disruption in patients with OCD may actually be a result of the depression and not the OCD as evidence suggests depression is caused by a disruption in the serotonin system.  
·  Not straight forward – Neuro-imaging studies do not show damage to the Basal ganglia in all OCD sufferers and some people with brain impairment in this area show no signs of OCD (Ring and Serra-Mestres, 2002). Therefore, a cause and effect cannot be established between OCD and the function of the basal ganglia.    

Paper 2: Individual Differences: 

Psychopathology – The Biological approach to treating obsessive-compulsive disorder

SSRIs
Drug treatments for mental illness were first developed on a large scale in the 1950’s. Prior to this individuals suffering from mental illnesses were commonly institutionalised for long periods of time. It aims to increase or decrease the levels or activity of neurotransmitters A particular neurotransmitter associated with OCD is serotonin, serotonin is released by certain neurons in the brain.  Once released by the presynaptic neurons it travels across the synapse to the postsynaptic neuron and the reabsorbed by the presynaptic neuron where it is broken down and reused.  Therefore drug therapy works to increase the levels of this neurotransmitter in the brain. The latest group of drugs developed in the 1990’s are the SSRI’s (selective serotonin reuptake inhibitors) one of which is Prozac. These work by preventing the reabsorption and break down of serotonin which means there is an increased level in the synapse and therefore continued stimulation of the postsynaptic neuron occurs.  An example of a SSRI that might be prescribed to those with OCD is Fluoxetine (Prozac) at a daily dose of 20mg however; the dosage can be increased accordingly if the patient’s symptoms are not alleviated.  However, the capsule or liquid has to be taken for three or four months daily for the SSRI’s to work effectively on the symptoms.    
Combining SSRIs with other treatments

Drugs are frequently used in conjunction with cognitive behavioural therapy as the drugs reduce the patients emotional symptoms which means they are able to engage with the CBT more effectively.  However, both these therapies have been found to work effectively alone or some people.

 Alternatives to SSRIs 

If patients don’t respond to SSRI’s the dose may have to be increased or alternative drugs can be tried as they may respond to them better.  Tricyclics such as Clomipramine which was brought out in the 1970’s is an alternative that can be used if patients don’t respond to SSRIs.  Although they have more side effects than SSRIs they have the same effect as them.   

More recently a different class of anti-depressants have been used to treat OCD called serotonin-noradrenaline reuptake inhibitors (SNRIs).  These provide a second line of defence for patients who don’t respond to SSRI’s.  This drug increases the levels of noradrenaline as well as serotonin.  
Positive Evaluations

· Effective therapy: Soomro et al (2009) did a meta-analysis of research that compared SSRIs to placebos for treatment of OCD.  From all 17 studies the SSRIs were more effective than placebo, however, the SSRIs were more effective when used a long side CBT.  For 70% of the patients taking SSRIs symptoms did decline.  The other 30% responded to alternative drug therapy or SSRIs used in conjunction with psychological therapies.  This illustrates that SSRIs are beneficial for a majority of people with OCD.  
· Cost effective: This is the fastest and most accessible form of treatment. Drugs are readily available to treat OCD and much cheaper for public health services like the NHS than psychological therapies.  Unlike psychological therapies they don’t require any hard work and are therefore not disruptive to the individuals life, as they can take the drug until their symptoms decline whilst continuing with their day to day life. 
Negative Evaluations
· Taking away individual responsibility can lead to dependency and have a stigmatising effect.  This means they will take a passive approach to their condition.  
· Side effects: Although drug therapy can help alleviated the symptoms of OCD they may also experience side effects which means compliance can become an issue.  Side effects that might be experienced include indigestion, loss of sex drive, tremors, weight gain, a disruption to blood pressure and many more.  
· Foa et al (2005) found that drug therapy was less effective than CBT by itself or combined with drugs. Although better than no therapy at all.    


Comparative effectiveness of therapies

It has been established that various therapies work well for certain conditions eg Schizophrenia responds best to anti-psychotic drugs and systematic desensitisation works well with specific phobias. The best measure however would be to compare differing therapies within the same study. This would require:

· Patients with the same psychological disorder at the same level of severity throughout all therapy groups

· Thorough assessment of patients before and after treatment using agreed criteria and an appropriate timescale

· A placebo control group for drug therapy

	RESEARCH STUDIES


Elkin et al (1989) studied 240 patients with depression who were treated with either CBT, psychotherapy or antidepressant drugs over a 16 week period. There was also a placebo treatment group. Findings: A placebo effect of 35-40% occurred but all therapies were significantly more effective than placebo and overall had similar levela of effectiveness. Drugs were the most effective therapy for severe depression. Within psychotherapy, the individual therapist was a significant factor in the effectiveness. Across all treatment groups, 30-40% did not respond to therapy. Conclusions: Drugs, CBT and psychotherapy are all more effective in treating depression than placebo treatment.

· The 16 week follow-up may have been too short as there could be differences between treatments in how long the effects last.

Davidson et al (2004) investigated 295 patients with generalised social anxiety. They were treated with either CBT, the SRRI anti-depressant Fluoxetine or with combined CBT and Fluoxetine. Findings: An overall placebo effect of 19% occurred with all therapies being effective over and above the placebo effect. After 14 weeks there were no differences between the therapy groups. The combined therapy was not superior to either therapy alone and 40-50% of patients did not respond to therapy. Conclusions: Drugs and CBT are equally effective in treating social anxiety and combining them does not improve their effectiveness. Also, some patients are not helped by either treatment.

	METHODOLOGICAL ISSUES


· Patients within treatment groups can sometimes differ in terms of the severity of their condition whereas it would be preferable to be matched on severity.

· It is also difficult to match patients on characteristics such as age, gender and socioeconomic status which can influence the course of some conditions.

· The length of the study should be acceptable as some treatments can take time to work. Some research only looks at the short term effect.

· Although placebo treatments can be used for drug testing, it is difficult to have a “non-treated” control group for comparison with psychological therapies. There are also ethical issues in withholding what could be a beneficial treatment just for research purposes.

· The measurement of improvement can be problematic as it is open to subjective interpretation and bias even if qualified staff are rating the clinical improvement. If patient questionnaires are used there is the possibility of all the problems associated with self-report data.

· Further ethical issues include informed consent as people with psychological disorders may be less able to understand the consequences of treatments. Protection from psychological harm is also important as some treatments involve re-encountering disturbing memories and others involve inflicting pain.[image: image2.png]



Sample questions





Explain what is meant by deviation from social norms. (4 marks)








Outline one strength of the deviation from ideal mental health definition of abnormality ( 4 marks)








Describe and evaluate at least two definitions of abnormality (12 marks as; )





Sample questions





Outline the behavioural characteristics of phobias. (3 marks)





Outline the emotional characteristics of phobias. (3 marks)





Outline the cognitive characteristics of phobias. (3 marks)











Sample questions





Outline the behavioural characteristics of unipolar depression. (3 marks)





Outline the emotional characteristics of bipolar depression. (3 marks)





Outline the cognitive characteristics of depression. (3 marks)











Sample questions





Outline the behavioural characteristics of OCD. (3 marks)





Outline the emotional characteristics of OCD. (3 marks)





Outline the cognitive characteristics of OCD. (3 marks)











Sample questions





Derek was walking home after a night out in town when a man suddenly grabbed him and swung a punch at him.  Ever since then Derek has been scared of the dark and cannot get to sleep unless the light is on.  He now refuses to go out at night time and prefers to stay home.


    Use classical conditioning to explain how Derek has developed a phobia of the dark (3 marks)





Outline and evaluate the behavioural approach to explaining phobias (12 marks)





Explain how relaxation and the hierarchy component of systematic desensitisation are used to treat phobias (4 marks)





Outline and evaluate flooding as a treatment for phobias (16 marks)








Outline the cognitive characteristics of OCD. (3 marks)











‘Negative views about self:


‘I’m worthless and inadequate’





Negative views about the world:


‘Everyone hates me because I am worthless’














Negative views about future:


‘I’ll never be good at anything because everyone hates me’





Sample questions





Explain one limitation of Beck’s negative triad as an explanation for depression (4 marks)





Describe and evaluate the cognitive approach to explaining depression (12 marks AS, 16 marks AL)





Outline the ABC model as an explanation for depression (4 marks)





Outline the role of challenging irrational thoughts in the cognitive- behavioural treatment of depression (4 marks)





Outline what is meant by cognitive behaviour therapy (4 marks)








Sample questions





Outline the genetic explanation of OCD (6 marks)





Outline the neural basis for OCD (4 marks)





Explain one criticism of neural explanations of OCD (2 marks)








Sample questions





Outline the use of drug therapy for OCD (4 marks)





Explain one limitation of using drug therapies to treat OCD (4 marks)





Describe and evaluate the biological approach to the treatment of OCD (12 marks AS, 16 marks AL)





Extension material
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