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Mood Disorders

Module Learning Objectives
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I Define mood disorders, and contrast major depressive disorder and
bipolar disorder.

I Describe how the biological and social-cognitive perspectives explain
mood disorders.

I Discuss the factors that affect suicide and self-injury, and identify
important warning signs to watch for in suicide-prevention efforts.

I What are mood disorders? How does major depressive disorder differ
from bipolar disorder?

The emotional extremes of mood disorders come in two principal forms: (1) major depres-
sive disorder, with its prolonged hopelessness and lethargy, and (2) bipolar disorder (formerly
called manic-depressive disorder), in which a person alternates between depression and ma-
nia, an overexcited, hyperactive state.

Major Depressive Disorder

If you are like most high school students, at some time during this year—more likely the
dark months of winter than the bright days of summer—you will probably experience some
of depression’s symptoms. You may feel deeply discouraged about the future, dissatisfied
with your life, or socially isolated. You may lack the energy to get things done or even to force
yourself out of bed; be unable to concentrate, eat, or sleep normally; or even wonder if you
would be better off dead. Perhaps academic success came easily to you in middle school, and
now you find that disappointing grades jeopardize your goals. Maybe social stresses, such as
feeling you don’t belong or experiencing the end of a romance, have plunged you into de-
spair. And maybe brooding has at times only worsened your self-torment. Likely you think
you are more alone in having such negative feelings than you really are (Jordan et al., 2011).
In one survey of American high school students, 29 percent “felt so sad or hopeless almost
every day for 2 or more weeks in a row that they stopped doing some usual activities” (CDC,
2008). In another national survey, of American collegians, 31 percent agreed when asked if
in the past year they had at some time “felt so depressed that it was difficult to function”
(ACHA, 2009). Misery has more company than most suppose.

Although phobias are more common, depression is the number-one reason people seek
mental health services. At some point during their lifetime, depression plagues 12 percent of
Canadian adults and 17 percent of U.S. adults (Holden, 2010; Patten et al., 2006). Moreover, it is
the leading cause of disability worldwide (WHO, 2002). In any given year, a depressive episode
plagues 5.8 percent of men and 9.5 percent of women, reports the World Health Organization.

mood disorders psychological
disorders characterized by
emotional extremes. See major
depressive disorder, mania, and
bipolar disorder.

“My life had come to a sudden
stop. | was able to breathe, to
eat, to drink, to sleep. | could
not, indeed, help doing so; but
there was no real life in me.” -Leo
ToLstoy, My Conression, 1887
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“Depression . . . is well adapted
to make a creature guard itself
against any great or sudden evil.”
-CHARLES DARWIN, THE LIFE AND
LerTERS OF CHARLES DARWIN, 1887

“If someone offered you a pill that |
would make you permanently :
happy, you would be well advised
to run fast and run far. Emotion :
is a compass that tells us what :
to do, and a compass that is |
perpetually stuck on NORTH is i
worthless.” -DaNIEL GILBERT, “THE |
ScIENCE oF HAPPINESS,” 2006 :

major depressive disorder

a mood disorder in which a person
experiences, in the absence of drugs
or another medical condition, two
or more weeks with five or more
symptoms, at least one of which
must be either (1) depressed mood
or (2) loss of interest or pleasure.

Abnormal Behavior

As anxiety is a response to the threat of future loss, depressed mood is often a response
to past and current loss. About one in four people diagnosed with depression is debilitated
by a significant loss, such as a loved one’s death, a ruptured marriage, or a lost job (Wake-
field et al., 2007). To feel bad in reaction to profoundly sad events is to be in touch with
reality. In such times, there is an up side to being down. Sadness is like a car’s low-fuel
light—a signal that warns us to stop and take appropriate measures. Recall that, biologically
speaking, life’s purpose is not happiness but survival and reproduction. Coughing, vomiting,
swelling, and pain protect the body from dangerous toxins. Similarly, depression is a sort of
psychic hibernation: It slows us down, defuses aggression, helps us let go of unattainable
goals, and restrains risk taking (Andrews & Thomson, 2009a,b; Wrosch & Miller, 2009). To
grind temporarily to a halt and ruminate, as depressed people do, is to reassess one’s life
when feeling threatened, and to redirect energy in more promising ways (Watkins, 2008).
Even mild sadness can improve people’s recall, make them more discerning, and help them
make complex decisions (Forgas, 2009). There is sense to suffering.

But when does this response become seriously maladaptive? Joy, contentment, sadness,
and despair are different points on a continuum, points at which any of us may be found at any
given moment. The difference between a blue mood after bad news and a mood disorder is like
the difference between gasping for breath after a hard run and being chronically short of breath.

Major depressive disorder occurs when at least five signs of depression last two or
more weeks (TABLE 67.1). To sense what major depression feels like, suggest some clini-
cians, imagine combining the anguish of grief with the sluggishness of bad jet lag.

Adults diagnosed with persistent depressive disorder (also called dysthymia) experience
a mildly depressed mood more often than not for at least two years (American Psychiatric
Association, 2013). They also display at least two of the following symptoms:

Problems regulating appetite

Problems regulating sleep

Low energy

Low self-esteem

Difficulty concentrating and making decisions
Feelings of hopelessness

SAENA I

Table 67.1

The DSM-5 classifies major depressive disorder as the presence of at least five of the
following symptoms over a two-week period of time (including depressed mood or loss of
interest or pleasure). The symptoms must cause near-daily distress or impairment and not be
attributable to substance use or another medical or mental illness.

¢ Depressed mood most of the day
e Markedly diminished interest or pleasure in activities most of the day

e Significant weight loss or gain when not dieting, or significant decrease or increase in
appetite

¢ Insomnia or sleeping too much

e Physical agitation or lethargy

e Fatigue or loss of energy

e Feeling worthless, or excessive or inappropriate guilt

e Problems in thinking, concentrating, or making decisions

e Recurrent thoughts of death and suicide
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Bipolar Disorder

With or without therapy, episodes of major depression usually end, and people temporarily
or permanently return to their previous behavior patterns. However, some people rebound
to, or sometimes start with, the opposite emotional extreme—the euphoric, hyperactive,
wildly optimistic state of mania. If depression is living in slow motion, mania is fast for-
ward. Alternating between depression and mania (week to week, and not day to day or
moment to moment) signals bipolar disorder.

Adolescent mood swings, from rage to bubbly, can, when prolonged, produce a bipolar
diagnosis. Between 1994 and 2003, U.S. National Center for Health Statistics annual physician
surveys revealed an astonishing 40-fold increase in diagnoses of bipolar disorder in those 19
and under—from an estimated 20,000 to 800,000 (Carey, 2007; Flora & Bobby, 2008; Moreno
et al., 2007). The new popularity of the diagnosis, given in two-thirds of the cases to boys, has
been a boon to companies whose drugs are prescribed to lessen mood swings. The DSM-5
will likely reduce the number of child and adolescent bipolar diagnoses, by classifying as dis-
ruptive mood dysregulation disorder some of those with emotional volatility (Miller, 2010).

During the manic phase, people with bipolar disorder are typically overtalkative, overac-
tive, and elated (though easily irritated); have little need for sleep; and show fewer sexual inhi-
bitions. Speech is loud, flighty, and hard to interrupt. They find advice irritating. Yet they need
protection from their own poor judgment, which may lead to reckless spending or unsafe sex.

In milder forms, mania’s energy and free-flowing thinking does fuel creativity. George
Frideric Handel, who may have suffered from a mild form of bipolar disorder, composed
his nearly four-hour-long Messiah (1742) during three weeks of intense, creative energy
(Keynes, 1980). Robert Schumann composed 51 musical works during two years of mania
(1840 and 1849) and none during 1844, when he was severely depressed (Slater & Meyer,
1959). Those who rely on precision and logic, such as architects, designers, and journalists,
suffer bipolar disorder less often than do those who rely on emotional expression and vivid
imagery (Ludwig, 1995). Composers, artists, poets, novelists, and entertainers seem espe-
cially prone (Jamison, 1993, 1995; Kaufman & Baer, 2002; Ludwig, 1995).

Creativity and bipolar

disorder There are many creative
artists, composers, writers, and
musical performers with bipolar
disorder. Madeleine LEngle wrote in A
Circle of Quiet (1972): “All the people
in history, literature, art, whom | most
admire: Mozart, Shakespeare, Homer,
El Greco, St. John, Chekhov, Gregory
of Nyssa, Dostoevsky, Emily Bronté:
not one of them would qualify for a
mental-health certificate.”

Humorist

Samuel Clemens (Mark Twain)
The Granger Collection

Actress

Catherine Zeta-Jones
Wirelmage/Getty Images

3

Writer Movie Producer

Virginia Woolf Tim Burton
George C. Beresford/Hulton Getty Pictures Library Jemal Countess/Getty Images

For some people suffering
depressive disorders or bipolar
disorder, symptoms may have
a seasonal pattern. Depression
may regularly return each fall or
winter, and mania (or a reprieve
from depression) may dependably
arrive with spring. For many
others, winter darkness simply
means more blue moods. When
asked “Have you cried today?”
Americans have agreed more
often in the winter.

Percentage who cried

Men Women
August 4% 7%
December 8% 21%

Source: Time/CNN survey, 1994,

mania amood disorder marked by
a hyperactive, wildly optimistic state.

bipolar disorder a mood disorder
in which a person alternates
between the hopelessness and
lethargy of depression and the
overexcited state of mania. (Formerly
called manic-depressive disorder.)
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It is as true of emotions as of everything else: What goes up comes down. Before long,
the elated mood either returns to normal or plunges into a depression. Though bipolar dis-
order is much less common than major depressive disorder, it is often more dysfunctional,
claiming twice as many lost workdays yearly (Kessler et al., 2006). Among adults, it afflicts
men and women about equally.
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Understanding Mood Disorders

How do the biological and social-cognitive perspectives explain
mood disorders?

In thousands of studies, psychologists have been accumulating evidence to help explain
mood disorders and suggest more effective ways to treat and prevent them. Researcher Pe-
ter Lewinsohn and his colleagues (1985, 1998, 2003) summarized the facts that any theory
of depression must explain, including the following:

*  Many behavioral and cognitive changes accompany depression. People trapped in
a depressed mood are inactive and feel unmotivated. They are sensitive to negative
happenings (Peckham et al., 2010). They more often recall negative information. They
expect negative outcomes (my team will lose, my grades will fall, my love will fail). When
Life after depression Writer J. K. the mood lifts, these behavioral and cognitive accompaniments disappear. Nearly half

Rowling reports suffering acute the time, people also exhibit symptoms of another disorder, such as anxiety or substance
devpressmn—a dark time,” with use disorder.

suicidal thoughts—between ages 25

and 28. It was, she said, a “terrible *  Depression is widespread. Its commonality suggests that its causes, too, must be common.

place” that did, however, form a . . . . , .
foundation that allowed her “to come o Women’s risk of major depression is nearly double men’s. When Gallup in 2009 asked

back stronger” (McLaughlin, 2010). more than a quarter-million Americans if they had ever been diagnosed with depression,
13 percent of men and 22 percent of women said they had (Pelham, 2009). This gender
gap has been found worldwide (FIGURE 67.1). The trend begins in adolescence;
preadolescent girls are not more depression-prone than are boys (Hyde et al., 2008).

Figure 67.1 15%
Gender and major Around the world., women
N ! . Percentage are more susceptible to

depression Interviews with of adults depression
89,037 adults in 18 countries experiencing 10
(10 shown here) confirm what  major depression
many smaller studies have in previous
found: Women’s risk of major 12 months 5
depression is nearly double
that of men’s.

0

Belgium France Germany Israel Italy Japan Netherlands New Spain USA
Zealand
Males Females

The factors that put women at risk for depression (genetic predispositions, child abuse,
low self-esteem, marital problems, and so forth) similarly put men at risk (Kendler et al.,
2006). Yet women are more vulnerable to disorders involving internalized states, such as
depression, anxiety, and inhibited sexual desire. Men’s disorders tend to be more external—
alcohol use disorder, antisocial conduct, lack of impulse control. When women get sad, they
often get sadder than men do. When men get mad, they often get madder than women do.

*  Most major depressive episodes self-terminate. Although therapy often helps and
tends to speed recovery, most people suffering major depression eventually return
to normal even without professional help. The plague of depression comes and, a
few weeks or months later, it goes, though for about half of people it eventually
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recurs (Burcusa & Iacono, 2007; Curry et al.,
2011; Hardeveld et al., 2010). For only about 20
percent is the condition chronic (Klein, 2010). On

Phoed gsndtrd fr'd

average, patients with major depression today will - / '3?.{..; o - ;
spend about three-fourths of the next decade in f ”:,f-'-::"ﬁ‘ \ |
a normal, nondepressed state (Furukawa et al., \ & 4..*?-:-_13 "}
2009). Recovery is more likely to be permanent e e { = & %l\.
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2001).

The emotional lives of men and women?
e Stressful events related to work, marriage, and

close relationships often precede depression.

A family member’s death, a job loss, a marital crisis, or a physical assault increase
one’s risk of depression (Kendler et al., 2008; Monroe & Reid, 2009; Orth et al., 2009).
If stress-related anxiety is a “crackling, menacing brushfire,” notes biologist Robert
Sapolsky (2003), “depression is a suffocating heavy blanket thrown on top of it.” One
long-term study (Kendler, 1998) tracked rates of depression in 2000 people. The risk
of depression ranged from less than 1 percent among those who had experienced

no stressful life event in the preceding month to 24 percent among those who had
experienced three such events in that month.

e With each new generation, depression is striking earlier (now often in the late
teens) and affecting more people, with the highest rates in developed countries
among young adults. This is true in Canada, the United States, England, France,
Germany, Italy, Lebanon, New Zealand, Puerto Rico, and Taiwan (Collishaw et al.,
2007; Cross-National Collaborative Group, 1992; Kessler et al., 2010; Twenge et
al., 2008). In one study, 12 percent of Australian adolescents reported symptoms of FOnininininiet N
depression (Sawyer et al., 2000). Most hid it from their parents; almost 90 percent of | ‘I see depression as the plague
. . . . 1 of the modern era.” -Lewss Juop,
those parents perceived their depressed teen as not suffering depression. In North ! FoRMER GHEF, NATIONAL INSTITUTE OF
America, today’s young adults are three times more likely than their grandparents to ! MenTaL HeaLTH, 2000
report having recently—or ever—suffered depression (despite the grandparents’many =~ N-==============ccue-. ’
more years of being at risk). The increase appears partly authentic, but it may also

reflect today’s young adults’ greater willingness to disclose depression.

Today’s researchers propose biological and cognitive explanations of depression, often
combined in a biopsychosocial approach.

The Biological Perspective
GENETIC INFLUENCES

Mood disorders run in families. As one researcher noted, emotions are “postcards from
our genes” (Plotkin, 1994). The risk of major depression and bipolar disorder increases if
you have a parent or sibling with the disorder (Sullivan et al., 2000). If one identical twin is
diagnosed with major depressive disorder, the chances are about 1 in 2 that at some time
the other twin will be, too. If one identical twin has bipolar disorder, the chances are 7 in 10
that the other twin will at some point be diagnosed similarly. Among fraternal twins, the
corresponding odds are just under 2 in 10 (Tsuang & Faraone, 1990). The greater similarity
among identical twins holds even among twins raised apart (DiLalla et al., 1996). Summa-
rizing the major twin studies, one research team estimated the heritability (extent to which
individual differences are attributable to genes) of major depression at 37 percent (FIGURE
67.2 on the next page).

Paula Niedenthal
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Figure 67.2

The heritability of various
psychological disorders
Researchers Joseph Bienvenu, Dimitry
Davydow, and Kenneth Kendler (2011)
aggregated data from studies of
identical and fraternal twins to estimate
the heritability of bipolar disorder,
schizophrenia, anorexia nervosa, major
depressive disorder, and generalized
anxiety disorder.

Moreover, adopted people who suffer a mood disorder often have close biological rela-
tives who suffer mood disorders, develop alcohol use disorder, or commit suicide (Wender

90%

80
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60 Bipolar disorder
50 Schizophrenia
Anorexia nervosa

40 I Major depressive disorder
30 1 Generalized anxiety disorder
20
10
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Heritability estimates

et al., 1986). (Close-up: Suicide and Self-Injury reports other research findings.)

Suicide and Self-Injury

What factors affect suicide and self-
injury, and what are some of the
important warning signs to watch for in
suicide prevention efforts?

““But life, being weary of these worldly bars, / Never lacks power
to dismiss itself.” -WiLLiam ShakespearE, Julius CaesAR, 1599

Each year nearly 1 million despairing people worldwide will elect
a permanent solution to what might have been a temporary
problem. Comparing the suicide rates of different groups, re-
searchers have found

e national differences: Britain’s, ltaly’s, and Spain’s suicide
rates are little more than half those of Canada, Australia,
and the United States. Austria’s and Finland’s are about
double (WHO, 2011). Within Europe, people in the most
suicide-prone country (Belarus) have been 16 times more
likely to kill themselves than those in the least (Georgia).

e racial differences: \Nithin the United States, Whites Kkill
themselves twice as often as Blacks (AAS, 2010).

e gender differences: \Women are much more likely than
men to attempt suicide (WHO, 2011). But men are two
to four times more likely (depending on the country) to
actually end their lives. Men use more lethal methods,
such as firing a bullet into the head, the method of choice
in 6 of 10 U.S. suicides.

e age differences and trends: In late adulthood, rates
increase, peaking in middle age and beyond. In the last
half of the twentieth century, the global rate of annual
suicide deaths nearly doubled (WHO, 2008).

e other group differences: Suicide rates are much
higher among the rich, the nonreligious, and those who
are single, widowed, or divorced (Hoyer & Lund, 1993;
Stack, 1992; Stengel, 1981). When facing an unsupportive
environment, including family or peer rejection, gay and
lesbian youth are at increased risk of attempting suicide
(Goldfried, 2001; Haas et al., 2011; Hatzenbuehler, 2011).

e day of the week differences: 25 percent of suicides
occur on Wednesdays (Kposowa & D’Auria, 2009).

The risk of suicide is at least five times greater for those
who have been depressed than for the general population
(Bostwick & Pankratz, 2000). People seldom commit suicide
while in the depths of depression, when energy and initiative
are lacking. The risk increases when they begin to rebound
and become capable of following through. Among people
with alcohol use disorder, 3 percent die by suicide. This rate
is roughly 100 times greater than the rate for people without
alcohol use disorder (Murphy & Wetzel, 1990; Sher, 2006).

Because suicide is so often an impulsive act, environmental
barriers (such as jump barriers on high bridges and the unavail-
ability of loaded guns) can reduce suicides (Anderson, 2008).
Although common sense might suggest that a determined per-
son would simply find another way to complete the act, such
restrictions give time for self-destructive impulses to subside.

Social suggestion may trigger suicide. Following highly publi-
cized suicides and TV programs featuring suicide, known suicides
increase. So do fatal auto and private airplane “accidents.” One
six-year study tracked suicide cases among all 1.2 million people
who lived in metropolitan Stockholm at any time during the 1990s

(continued)
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(Hedstréom et al., 2008). Men exposed to a family suicide were 8
times more likely to commit suicide than were nonexposed men.
Although that phenomenon may be partly attributable to family
genes, shared genetic predispositions do not explain why men
exposed to a co-worker’s suicide were 3.5 times more likely to
commit suicide, compared with nonexposed men.

Suicide is not necessarily an act of hostility or revenge. The el-
derly sometimes choose death as an alternative to current or future
suffering. In people of all ages, suicide may be a way of switching
off unendurable pain and relieving a perceived burden on family
members. “People desire death when two fundamental needs are
frustrated to the point of extinction,” notes Thomas Joiner (2006, p.
47): “The need to belong with or connect to others, and the need
to feel effective with or to influence others.” Suicidal urges typically
arise when people feel disconnected from others, and a burden
to them (Joiner, 2010), or when they feel defeated and trapped by
an inescapable situation (Taylor et al., 2011). Thus, suicide rates
increase a bit during economic recessions (Luo et al., 2011). Sui-
cidal thoughts also may increase when people are driven to reach
a goal or standard—to become thin or straight or rich—and find it
unattainable (Chatard & Selimbegovic, 2011).

In hindsight, families and friends may recall signs they believe
should have forewarned them—verbal hints, giving possessions
away, or withdrawal and preoccupation with death. To judge from
surveys of 84,850 people across 17 nations, about 9 percent of
people at some point in their lives have thought seriously of suicide.
About 30 percent of these (3 percent of people) actually attempt
it (Nock et al., 2008). For only about 1 in 25 does the attempt be-
come their final act (AAS, 2009). Of those who die, one-third had
tried to kill themselves previously. Most discussed it beforehand.
So, if a friend talks suicide to you, it's important to listen and to di-
rect the person to professional help. Anyone who threatens suicide
is at least sending a signal of feeling desperate or despondent.
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NONSUICIDAL SELF-INJURY

Suicide is not the only way to send a message or deal with
distress. Some people, especially adolescents and young
adults, may engage in nonsuicidal self-injury (NSSI) (FIGURE
67.3). Such behavior includes cutting or burning the skin, hit-
ting oneself, pulling hair out, inserting objects under the nails
or skin, and self-administered tattooing (Fikke et al., 2011).

Why do people hurt themselves? Those who do so tend
to be less able to tolerate emotional distress, are extremely
self-critical, and often have poor communication and problem-
solving skills (Nock, 2010). They engage in NSSI to

e gain relief from intense negative thoughts through the
distraction of pain,

e ask for help and gain attention,
e relieve guilt by self-punishment

e get others to change their negative behavior (bullying,
criticism), or

e tofit in with a peer group.

Does NSS!/ lead to suicide? Usually not. Those who en-
gage in NSSI are typically suicide gesturers, not suicide at-
tempters (Nock & Kessler, 2006). Suicide gesturers engage
in NSSI as a desperate but non-life-threatening form of com-
munication or when they are feeling overwhelmed. But NSSI
has been shown to be a risk factor for future suicide attempts
(Wilkinson & Goodyer, 2011). If people do not get help, their
nonsuicidal behavior may escalate to suicidal ideation and fi-
nally, to attempted suicide.

Figure 67.3

Rates of nonfatal self-injury in the U.S. Self-injury rates peak
higher for females than for males (CDC, 2009).
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AP® Exam Tip

You can review brain scanning
techniques, neurotransmitters,
and brain structures in Unit Il

To tease out the genes that put people at risk for depression, some researchers have turned
to linkage analysis. After finding families in which the disorder appears across several genera-
tions, geneticists examine DNA from affected and unaffected family members, looking for dif-
ferences. Linkage analysis points us to a chromosome neighborhood, note behavior genetics
researchers Robert Plomin and Peter McGuiffin (2003); “a house-to-house search is then needed
to tind the culprit gene.” Such studies are reinforcing the view that depression is a complex con-
dition. Many genes work together, producing a mosaic of small effects that interact with other
factors to put some people at greater risk. If the culprit gene variations can be identified—with
chromosome 3 genes implicated in separate British and American studies (Breen et al., 2011;
Pergadia et al., 2011)—they may open the door to more effective drug therapy.

THE DEPRESSED BRAIN

Using modern technology, researchers are also gaining insight into brain activity during
depressed and manic states, and into the effects of certain neurotransmitters during these
states. One study gave 13 elite Canadian swimmers the wrenching experience of watching
a video of the swim in which they failed to make the Olympic team or failed at the Olympic
games (Davis et al., 2008). Functional MRI scans showed the disappointed swimmers expe-
riencing brain activity patterns akin to those of patients with depressed moods.

Many studies have found diminished brain activity during slowed-down depressive
states, and more activity during periods of mania (FIGURE 67.4). The left frontal lobe and
an adjacent brain reward center are active during positive emotions, but less active during
depressed states (Davidson et al., 2002; Heller et al., 2009). In one study of people with
severe depression, MRI scans also found their frontal lobes 7 percent smaller than normal
(Coftey et al., 1993). Other studies show that the hippocampus, the memory-processing
center linked with the brain’s emotional circuitry, is vulnerable to stress-related damage.

Bipolar disorder likewise correlates with brain structure. Neuroscientists have found
structural differences, such as decreased axonal white matter or enlarged fluid-filled ventricles,
in the brains of people with bipolar disorder (Kempton et al., 2008; van der Schot et al., 2009).

Neurotransmitter systems influence mood disorders. Norepinephrine, which increas-
es arousal and boosts mood, is scarce during depression and overabundant during mania.
(Drugs that alleviate mania reduce norepinephrine.) Many people with a history of depres-
sion also have a history of habitual smoking, and smoking increases one’s risk for future
depression (Pasco et al. 2008). This may indicate an attempt to self-medicate with inhaled
nicotine, which can temporarily increase norepinephrine and boost mood (HMHL, 2002b).

Researchers are also exploring a second neurotransmitter, serotonin (Carver et al.,
2008). One well-publicized study of New Zealand young adults found that the recipe for
depression combined two necessary ingredients—significant life stress plus a variation on
a serotonin-controlling gene (Caspi et al., 2003; Moffitt et al., 2006). Depression arose from
the interaction of an adverse environment plus a genetic susceptibility, but not from either
alone. But stay tuned: The story of gene-environment interactions is still being written, as
other researchers debate the reliability of this result (Caspi et al., 2010; Karg et al., 2011;
Munafo et al., 2009; Risch et al., 2009; Uher & McGuffin, 2010).

images.

Figure 67.4

The ups and downs of bipolar
disorder These top-facing PET
scans show that brain energy
consumption rises and falls with the
patient’s emotional switches. Areas
where the brain rapidly consumes
glucose are shown in red in these

Phelps, UCLA School of Medicine

Courtesy of Drs. Lewis Baxter and Michael E.

Depressed state Manic state Depressed state
(May 17) (May 18) (May 27)
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Drugs that relieve depression tend to increase norepinephrine or serotonin supplies
by blocking either their reuptake (as Prozac, Zoloft, and Paxil do with serotonin) or their
chemical breakdown. Repetitive physical exercise, such as jogging, reduces depression as it
increases serotonin (Ilardi, 2009; Jacobs, 1994). Boosting serotonin may promote recovery
from depression by stimulating hippocampus neuron growth (Airan et al., 2007; Jacobs et
al., 2000).

What's good for the heart is also good for the brain and mind. People who eat a heart-
healthy “Mediterranean diet” (heavy on vegetables, fish, and olive oil) have a compara-
tively low risk of developing heart disease, late-life cognitive decline, and depression—all of
which are associated with inflammation (Dowlati et al., 2010; Sanchez-Villegas et al., 2009;
Tangney et al., 2011). Excessive alcohol use also correlates with depression—mostly because
alcohol misuse leads to depression (Fergusson et al., 2009).

The Social-Cognitive Perspective

Depression is a whole-body disorder. Biological influences contribute to depression but don’t
fully explain it. The social-cognitive perspective explores the roles of thinking and acting.

Depressed people view life through the dark glasses of low self-esteem (Orth et al.,
2009). Their intensely negative assumptions about themselves, their situation, and their fu-
ture lead them to magnify bad experiences and minimize good ones. Listen to Norman, a
Canadian college professor, recalling his depression:

I [despaired] of ever being human again. I honestly felt subhuman, lower than the
lowest vermin. Furthermore, I was self-deprecatory and could not understand why
anyone would want to associate with me, let alone love me. . .. I was positive that
I was a fraud and a phony and that I didn’t deserve my Ph.D. I didn’t deserve to
have tenure; I didn’t deserve to be a Full Professor. . . . I didn’t deserve the research
grants I had been awarded; I couldn’t understand how I had written books and
journal articles. . . .I must have conned a lot of people. (Endler, 1982, pp. 45-49)

Research reveals how self-defeating beliefs and a negative explanatory style feed depression’s
vicious cycle.

NEGATIVE THOUGHTS AND NEGATIVE MOODS INTERACT

Self-defeating beliefs may arise from learned helplessness. As we saw in Module 29, both
dogs and humans act depressed, passive, and withdrawn after experiencing uncontrollable
painful events. Learned helplessness is more common in women than in men, and wom-
en may respond more strongly to stress (Hankin & Abramson, 2001; Mazure et al., 2002;
Nolen-Hoeksema, 2001, 2003). For example, 38 percent of women and 17 percent of men
entering U. S. colleges and universities report feeling at least occasionally “overwhelmed
by all I have to do” (Pryor et al., 2006). (Men report spending more of their time in “light
anxiety” activities such as sports, TV watching, and partying, possibly avoiding activities that
might make them feel overwhelmed.) This may help explain why, beginning in their early
teens, women are nearly twice as vulnerable to depression. Susan Nolen-Hoeksema (2003)
believed women’s higher risk of depression relates to what she described as their tendency
to overthink, to ruminate. Rumination—staying focused on a problem (thanks to the con-
tinuous firing of a frontal lobe area that sustains attention)—can be adaptive (Altamirano et
al., 2010; Andrews & Thomson, 2009a,b). But when it is relentless, self-focused rumination
diverts us from thinking about other life tasks and produces a negative emotional inertia
(Kuppens et al., 2010).

But why do life’s unavoidable failures lead only some people to become depressed?
The answer lies partly in their explanatory style—who or what they blame for their failures
(or credit for their successes). Think of how you might feel if you failed a test. If you can ex-
ternalize the blame (“What an unfair test!”), you are more likely to feel angry. If you blame
yourself, you probably will feel stupid and depressed.

Susan Nolen-Hoeksema
(1959-2013) “This epidemic of
morbid meditation is a disease that
women suffer much more than men.
Women can ruminate about anything
and everything—our appearance,
our families, our career, our health.”
(Women Who Think Too Much: How
to Break Free of Overthinking and
Reclaim Your Life, 2003)

rumination compulsive fretting;
overthinking about our problems
and their causes.

“I have learned to accept my
mistakes by referring them to a
personal history which was not of
my making.” -B. F. SKINNER (1983)

Michael Marsland
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So it is with depressed people, who tend to ex-
plain bad events in terms that are stable (“It’s going to
last forever”), global (“It’s going to affect everything I
do”), and internal (“It’s all my fault”) (FIGURE 67.5).
Depression-prone people respond to bad events in

Breakup with a boyfriend/girlfriend

Stable Temporary : :
ol - “This is hard to take, but I an especially self-focused, self-blaming way (Mor &
never get over this. will get through this.” ) ) )

s g ; Winquist, 2002; Pyszczynski et al., 1991; Wood et al.,
1990a,b). Their self-esteem fluctuates more rapidly
up with boosts and down with threats (Butler et al.,

Global Specific 1994).

“Without my boyfriend/girlfriend, “I miss my boyfriend/girlfriend, The result of these pessimistic, overgeneralized,

| can’t seem to do but thankfully | have family . . . .
anything right.” and other friends.” self-blaming attributions may be a depressing sense
of hopelessness (Abramson et al., 1989; Panzarella et
al., 2006). As Martin Seligman has noted, “A recipe
for severe depression is preexisting pessimism en-

External

Internal

“It takes two to make a relationship countering failure” (1991, p. 78). What then might we
“Our breakup was all my fault.”

work and it wasn’t meant to be.” expect of new college students who are not depressed
but do exhibit a pessimistic explanatory style? Lauren
Alloy and her collaborators (1999) monitored Temple
University and University of Wisconsin students ev-
ery 6 weeks for 2.5 years. Among those identified as
having a pessimistic thinking style, 17 percent had a
first episode of major depression, as did only 1 percent of those who began college with an
Explanatory style and .. 1.
depression After a negative optimistic thinking style.
experience, a depression-prone Seligman (1991, 1995) has contended that depression is common among young West-
person may respond with a negative erners because the rise of individualism and the decline of commitment to religion and
explanatory style. family have forced young people to take personal responsibility for failure or rejection. In
non-Western cultures, where close-knit relationships and cooperation are the norm, major
depression is less common and less tied to self-blame over personal failure (WHO, 2004a).
In Japan, for example, depressed people instead tend to report feeling shame over letting
others down (Draguns, 1990a).

Depression Successful coping

Figure 67.5

PEANUTS

GEE...I WAS FEELING $0 600D,
T00...NOW I ALL DEPRESSED..

Might Charlie
Brown be
helped by an
optimism-
training
program?

Permisson of United Features

Syndicate, Inc.

There is, however, a chicken-and-egg problem with the social-cognitive explanation

of depression. Self-defeating beliefs, negative attributions, and self-blame coincide with a

depressed mood and are indicators of depression. But do they cause depression, any more

than a speedometer’s reading causes a car’s speed? Before or after being depressed, peo-

ple’s thoughts are less negative. Perhaps this is because, as we noted in our discussion of

state-dependent memory (Module 32), a depressed mood triggers negative thoughts. If you

R e L L L L L LR «  temporarily put people in a bad or sad mood, their memories, judgments, and expectations

“Man never reasons so much suddenly become more pessimistic.
and becomes so introspective

as when he suffers, since he is
anxious to get at the cause of his
sufferings.” -Luicl PIRANDELLO,

Six CHARACTERS IN SEARCH OF AN
AuTHoR, 1922

DEPRESSION’S VICIOUS CYCLE

Depression, as we have seen, is often brought on by stressful experiences—losing a job,
getting divorced or rejected, suffering physical trauma—by anything that disrupts our
sense of who we are and why we are worthy human beings. This disruption in turn leads
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to brooding, which amplifies negative feelings.
But being withdrawn, self-focused, and com-
plaining can by itself elicit rejection (Furr &
Funder, 1998; Gotlib & Hammen, 1992). In one
study, researchers Stephen Strack and James
Coyne (1983) noted that “depressed persons in-
duced hostility, depression, and anxiety in others
and got rejected. Their guesses that they were not
accepted were not a matter of cognitive distor-
tion.” Indeed, people in the throes of depression
are at high risk for divorce, job loss, and other
stressful life events. Weary of the person’s fatigue, hopeless
attitude, and lethargy, a spouse may threaten to leave or a
boss may begin to question the person’s competence. (This provides another example of
genetic-environmental interaction: People genetically predisposed to depression more often
experience depressing events.) The losses and stress only serve to compound the original
depression. Rejection and depression feed each other. Misery may love another’s company,
but company does not love another’s misery.

We can now assemble some of the pieces of the depression puzzle (FIGURE 67.6):
(1) Negative, stressful events interpreted through (2) a ruminating, pessimistic explanatory
style create (3) a hopeless, depressed state that (4) hampers the way the person thinks and
acts. This, in turn, fuels (1) negative, stressful experiences such as rejection.

None of us is immune to the dejection, diminished self-esteem, and negative thinking
brought on by rejection or defeat. As Edward Hirt and his colleagues (1992) demonstrated,
even small losses can temporarily sour our thinking. They studied some avid Indiana Uni-
versity basketball fans who seemed to regard the team as an extension of themselves. After
the fans watched their team lose or win, the researchers asked them to predict the team’s
future performance and their own. After a loss, the morose fans offered bleaker assessments
not only of the team’s future but also of their own likely performance at throwing darts,
solving anagrams, and getting a date. When things aren’t going our way, it may seem as
though they never will.

It is a cycle we can all recognize. Bad moods feed on themselves: When we feel down,
we think negatively and remember bad experiences. On the brighter side, we can break
the cycle of depression at any of these points—by moving to a different environment, by
reversing our self-blame and negative attributions, by turning our attention outward, or by
engaging in more pleasant activities and more competent behavior.

Winston Churchill called depression a “black dog” that periodically hounded him. Poet
Emily Dickinson was so afraid of bursting into tears in public that she spent much of her
adult life in seclusion (Patterson, 1951). As each of these lives reminds us, people can and do
struggle through depression. Most regain their capacity to love, to work, and even to suc-
ceed at the highest levels.

1
Stressful
experiences

4
Cognitive and
behavioral changes

Depressed
mood

Before You Move On

» ASK YOURSELF
Has your high school experience been a challenging time for you? What advice would you
have for other students about to enter high school?

» TEST YOURSELF
What is the most common psychological disorder? What is the disorder for which people most
often seek treatment?

Answers to the Test Yourself questions can be found in Appendix E at the end of the book.

2
Negative
explanatory style

“Some cause happiness wherever
they go; others, whenever they
go.” -IrisH WRITER OscAR WILDE

(1854-1900)

Figure 67.6

The vicious cycle of
depressed thinking
Cognitive therapists
attempt to break this
cycle, as we will see in
Module 71, by changing
the way depressed
people process events.
Psychiatrists attempt

to alter with medication
the biological roots of
persistently depressed
moods.
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Module 67 Review

What are mood disorders? How does major

S0 depressive disorder differ from bipolar

disorder?

Mood disorders are characterized by emotional extremes.

A person with major depressive disorder experiences two or
more weeks of seriously depressed moods and feelings of
worthlessness, and takes little interest in, and derives little
pleasure from, most activities.

A person with the less common condition of bipolar
disorder experiences not only depression but also mania—
episodes of hyperactive and wildly optimistic, impulsive
behavior.

| How do the biological and social-cognitive

“ perspectives explain mood disorders?

The biological perspective on depression focuses on
genetic predispositions and on abnormalities in brain
structures and function (including those found in
neurotransmitter systems).

The social-cognitive perspective views depression as an
ongoing cycle of stressful experiences (interpreted through
negative beliefs, attributions, and memories) leading to
negative moods and actions and fueling new stressful
experiences.

Multiple-Choice Questions
1. Which of the following is NOT a symptom of major

depressive disorder?

a. Weight gain or loss
Auditory hallucinations
Sleep disturbance
Inappropriate guilt
Problems concentrating

o anp T

2. Which of the following is true of depression?

a. Depression usually develops during middle age.

b. Depression usually happens without major cognitive
or behavioral changes.

c. A major depressive episode usually gets worse and
worse unless it’s treated.

d. True depression is usually not related to stress in
one’s work or relationships.

e. Compared with men, nearly twice as many women
have been diagnosed with depression.

. What factors affect suicide and self-injury,

“@  and what are some of the important warning

signs to watch for in suicide-prevention
efforts?

Suicide rates differ by nation, race, gender, age group,
income, religious involvement, marital status, and (for gay
and lesbian youth) social support structure.

Those with depression are more at risk for suicide than
others are, but social suggestion, health status, and
economic and social frustration are also contributing
factors.

Environmental barriers (such as jump barriers) are
effective in preventing suicides.

Forewarnings of suicide may include verbal hints, giving
away possessions, withdrawal, preoccupation with death,
and discussing one’s own suicide.

Nonsuicidal self-injury (NSSI) does not usually lead to
suicide but may escalate to suicidal thoughts and acts if
untreated.

People who engage in NSSI do not tolerate stress well
and tend to be self-critical, with poor communication and
problem-solving skills.

3. Which of the following is true of suicide?

a. Marijuana use is related to suicide, but alcohol use is
not.

b. Women are more likely to end their lives than men.

c. Suicide is a bigger problem among the poor than the
rich.

d. In the United States, suicide is more common among
Whites than Blacks.

e. Married individuals are more likely to commit suicide
than single people.
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4. Based on brain scans, which of the following is true of 5. Xavier, who has a negative explanatory style, is most

brain function and mood? likely to get depressed after failing a math test if he

a. The brain is more active during manic episodes and believes that he failed because
less active during depressive episodes. a. heis not good at math and never will be.

b. The brain is less active during manic episodes and b. his teacher made it impossible to learn the material.
more active during depressive episodes. c. he was sick on the day he took the test.

c. There is no consistent relationship between brain d. his parents have been putting too much pressure on
activity and mood. him and he panicked on the test.

d. The brain is more active than normal during both e. the testing room was very hot and stuffy.

manic and depressive episodes.
e. The brain is less active than normal during both
manic and depressive episodes.

Practice FRQs

1. Christina became depressed after being laid off from her 2. Identify and describe the two major symptoms of bipolar
job. Her therapist thinks it's because she has a stable, disorder.
global, and internal explanatory style. Illustrate each (4 points)

of these three attributes by writing a possible thought
Christina might have for each one.

Answer

1 point: Stable thought (For example, “I have always had
trouble holding down a job”).

1 point: Global thought (For example, “Everything in my life
is messed up”).

1 point: Internal thought (For example, “It’s all my fault I
lost this job”).
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Schizophrenia

Module Learning Objectives

Describe the patterns of thinking, perceiving, and feeling
that characterize schizophrenia.

schizophrenia.

HHE B

Contrast chronic and acute schizophrenia.

Discuss how brain abnormalities and viral infections help explain

Abnormal Behavior

Discuss the evidence for genetic influences on schizophrenia,
and describe some factors that may be early warning signs of

schizophrenia in children.

schizophrenia a psychological
disorder characterized by delusions,
hallucinations, disorganized speech,
and/or diminished or inappropriate
emotional expression.

psychosis a psychological disorder
in which a person loses contact with
reality, experiencing irrational ideas
and distorted perceptions.

delusions false beliefs, often of
persecution or grandeur, that may
accompany psychotic disorders.

It is common for the AP® exam
to measure your awareness

of various “media myths”

about psychology. One of

the most common of these
myths is that schizophrenia
means “split personality” or
“multiple personality.” Read this
section carefully to achieve an
accurate understanding of what
schizophrenia is—and isn’t.

AP® Exam Tip

/

magine trying to communicate with Maxine, a young woman with schizophrenia whose

thoughts spill out in no logical order. Her biographer, Susan Sheehan (1982, p. 25), ob-

served her saying aloud to no one in particular, “This morning, when I was at Hillside
[Hospital], I was making a movie. I was surrounded by movie stars. . . . I'm Mary Poppins.
Is this room painted blue to get me upset? My grandmother died four weeks after my eigh-
teenth birthday.”

Nearly 1 in 100 people (about 60 percent men) develop schizophrenia, with an esti-
mated 24 million across the world suffering from this dreaded disorder (Abel et al., 2010;

WHO, 2011).

Symptoms of Schizophrenia
' What patterns of thinking, perceiving, and feeling characterize

schizophrenia?
Literally translated, schizophrenia means “split mind.” It refers not to a multiple-
personality split but rather to a split from reality that shows itself in disturbed perceptions,
disorganized thinking and speech, and diminished, inappropriate emotions. As such, it is
the chief example of a psychosis, a psychotic disorder marked by irrationality and lost con-
tact with reality.

Disorganized Thinking and Disturbed Perceptions

As Maxine’s strange monologue illustrates, the thinking of a person with schizophrenia is
fragmented, bizarre, and often distorted by false beliefs called delusions (“I'm Mary Pop-
pins”). Those with paranoid tendencies are particularly prone to delusions of persecution.
Even within sentences, jumbled ideas may create what is called word salad. One young man
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begged for “a little more allegro in the treatment,” and sug-
gested that “liberationary movement with a view to the wid-
ening of the horizon” will “ergo extort some wit in lectures.”

A person with schizophrenia may have hallucinations
(sensory experiences without sensory stimulation). They may
see, feel, taste, or smell things that are not there. Most often,
however, the hallucinations are auditory, frequently voices
making insulting remarks or giving orders. The voices may tell
the patient that she is bad or that she must burn herself with
a cigarette lighter. Imagine your own reaction if a dream broke
into your waking consciousness. When the unreal seems real,

Module 68

© Craig Geiser

with schizophrenia
Commenting on the kind of

Geiser’'s 2010 art exhibit in
Michigan), poet and art critic
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Art by someone diagnosed

artwork shown here (from Craig

the resulting perceptions are at best bizarre, at worst terrifying.
Disorganized thoughts may result from a breakdown in

John Ashbery wrote: “The lure
of the work is strong, but so is
the terror of the unanswerable

selective attention. Recall from Module 16 that we normally
have a remarkable capacity for giving our undivided attention
to one set of sensory stimuli while filtering out others. Those
with schizophrenia cannot do this. Thus, irrelevant, minute
stimuli, such as the grooves on a brick or the inflections of a voice, may distract their atten-
tion from a bigger event or a speaker’s meaning. As one former patient recalled, “What had
happened to me .. . was a breakdown in the filter, and a hodge-podge of unrelated stimuli
were distracting me from things which should have had my undivided attention” (MacDon-
ald, 1960, p. 218). This selective-attention difficulty is but one of dozens of cognitive differ-
ences associated with schizophrenia (Reichenberg & Harvey, 2007).

CO06

Diminished and Inappropriate Emotions

The expressed emotions of schizophrenia are often utterly inappropriate, split off from real-
ity (Kring & Caponigro, 2010). Maxine laughed after recalling her grandmother’s death. On
other occasions, she cried when others laughed, or became angry for no apparent reason.
Others with schizophrenia lapse into an emotionless state of flat affect. Most also have dif-
ficulty perceiving facial emotions and reading others’states of mind (Green & Horan, 2010;
Kohler et al., 2010).

Motor behavior may also be inappropriate. Some perform senseless, compulsive acts,
such as continually rocking or rubbing an arm. Others, who exhibit catatonia, may remain
motionless for hours and then become agitated.

As you can imagine, such disorganized thinking, disturbed perceptions, and inappro-
priate emotions profoundly disrupt social relationships and make it difficult to hold a job.
Even those with dissociative identity disorder, which we’'ll discuss later in this unit, may con-
tinue to function in everyday life, but less so those with schizophrenia. During their most
severe periods, those with schizophrenia live in a private inner world, preoccupied with
illogical ideas and unreal images. Given a supportive environment and medication, over 40
percent of schizophrenia patients will have periods of a year or more of normal life experi-
ence (Jobe & Harrow, 2010). Many others remain socially withdrawn and isolated or rejected
throughout much of their lives (Hooley, 2010).

Onset and Development of Schizophrenia
| How do chronic and acute schizophrenia differ?

Schizophrenia typically strikes as young people are maturing into adulthood. Although it
only afflicts 1 in 100 people, it knows no national boundaries, and it affects both males
and females—though men tend to be struck earlier, more severely, and slightly more often
(Aleman et al., 2003; Picchioni & Murray, 2007).

riddles it proposes.”

AP°® Exam Tip

Are you clear about the

difference between delusions and
hallucinations? Delusions are false

thoughts. Hallucinations are false
sensory experiences.

“When someone asks me to
explain schizophrenia | tell them,
you know how sometimes in your
dreams you are in them yourself
and some of them feel like real
nightmares? My schizophrenia
was like | was walking through a
dream. But everything around me
was real. At times, today’s world
seems so boring and | wonder

if | would like to step back into
the schizophrenic dream, but
then | remember all the scary and
horrifying experiences.” -STUART
Emmons, witH Craic GEISER, KALMAN
J. KapLaN, AND MARTIN HARROW,
Living WitH ScHizopHRENA, 1997

hallucination false sensory
experience, such as seeing
something in the absence of an
external visual stimulus.
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Most schizophrenia patients
smoke, often heavily. Nicotine
apparently stimulates certain
brain receptors, which helps
focus attention (Diaz et al., 2008;
Javitt & Coyle, 2004).

© mikeledray/Shutterstock

For some, schizophrenia will appear suddenly, seemingly as a reaction to stress. For
others, as was the case with Maxine, schizophrenia develops gradually, emerging from a
long history of social inadequacy and poor school performance (MacCabe et al., 2008). No
wonder those predisposed to schizophrenia often end up in the lower socioeconomic levels,
or even homeless.

We have thus far described schizophrenia as if it were a single disorder. Actually, it
varies. Schizophrenia patients with positive symptoms may experience hallucinations, talk
in disorganized and deluded ways, and exhibit inappropriate laughter, tears, or rage. Those
with negative symptoms have toneless voices, expressionless faces, or mute and rigid bodies.
Thus, positive symptoms are the presence of inappropriate behaviors, and negative symp-
toms are the absence of appropriate behaviors.

When schizophrenia is a slow-developing process (called chronic, or process, schizophre-
nia), recovery is doubtful (WHO, 1979). Those with chronic schizophrenia often exhibit the
persistent and incapacitating negative symptom of social withdrawal (Kirkpatrick et al.,
2006). Men, whose schizophrenia develops on average four years earlier than women’s,
more often exhibit negative symptoms and chronic schizophrenia (Rdsdnen et al., 2000).
When previously well-adjusted people develop schizophrenia rapidly (called acute, or re-
active, schizophrenia) following particular life stresses, recovery is much more likely. They
more often have the positive symptoms that are responsive to drug therapy (Fenton &
McGlashan, 1991, 1994; Fowles, 1992).

Understanding Schizophrenia

Schizophrenia is not only the most dreaded psychological disorder but also one of the
most heavily researched. Most of the new research studies link it with brain abnormalities
and genetic predispositions. Schizophrenia is a disease of the brain manifest in symptoms
of the mind.

Brain Abnormalities

l How do brain abnormalities and viral infections help explain
schizophrenia?

Might imbalances in brain chemistry underlie schizophrenia? Sci-
entists have long known that strange behavior can have strange
chemical causes. The saying “mad as a hatter” refers to the psy-
chological deterioration of British hatmakers whose brains, it
was later discovered, were slowly poisoned as they moistened
the brims of mercury-laden felt hats with their tongue and lips
(Smith, 1983). As we saw in Module 25, scientists are clarifying
the mechanism by which chemicals such as LSD produce hal-
lucinations. These discoveries hint that schizophrenia symptoms
might have a biochemical key.

DOPAMINE OVERACTIVITY

Researchers discovered one such key when they examined schizophrenia patients’ brains
after death and found an excess of receptors for dopamine—a sixfold excess for the so-called
D4 dopamine receptor (Seeman et al., 1993; Wong et al., 1986). They now speculate that
such a hyper-responsive dopamine system may intensify brain signals in schizophrenia,
creating positive symptoms such as hallucinations and paranoia (Grace, 2010). As we might
therefore expect, drugs that block dopamine receptors often lessen these symptoms; drugs
that increase dopamine levels, such as amphetamines and cocaine, sometimes intensify
them (Seeman, 2007; Swerdlow & Koob, 1987).
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ABNORMAL BRAIN ACTIVITY AND ANATOMY

Modern brain-scanning techniques reveal that many people with
chronic schizophrenia have abnormal activity in multiple brain areas.
Some have abnormally low brain activity in the frontal lobes, which
are critical for reasoning, planning, and problem solving (Morey et al.,
2005; Pettegrew et al., 1993; Resnick, 1992). People diagnosed with
schizophrenia also display a noticeable decline in the brain waves
that reflect synchronized neural firing in the frontal lobes (Spencer
et al., 2004; Symond et al., 2005). Out-of-sync neurons may disrupt
the integrated functioning of neural networks, possibly contributing
to schizophrenia symptoms.

One study took PET scans of brain activity while people were hallu-
cinating (Silbersweig et al., 1995). When participants heard a voice or saw
something, their brain became vigorously active in several core regions,
including the thalamus, a structure deep in the brain that filters incoming
sensory signals and transmits them to the cortex. Another PET scan study
of people with paranoia found increased activity in the amygdala, a fear-
processing center (Epstein et al., 1998).

Many studies have found enlarged, fluid-filled areas and a corresponding shrinkage
and thinning of cerebral tissue in people with schizophrenia (Goldman et al., 2009; Wright
et al., 2000). Some studies have even found such abnormalities in the brains of people who
would later develop this disorder and in their close relatives (Karlsgodt et al., 2010). The
greater the brain shrinkage, the more severe the thought disorder (Collinson et al., 2003;
Nelson et al., 1998; Shenton, 1992). One smaller-than-normal area is the cortex. Another
is the corpus callosum connection between the two hemispheres (Arnone et al., 2008). An-
other is the thalamus, which may explain why people with schizophrenia have difficulty
filtering sensory input and focusing attention (Andreasen et al., 1994; Ellison-Wright et al.,
2008). The bottom line of various studies is that schizophrenia involves not one isolated
brain abnormality but problems with several brain regions and their interconnections (An-
dreasen, 1997, 2001).

Naturally, scientists wonder what causes these abnormalities. Some point to mishaps
during prenatal development or delivery (Fatemi & Folsom, 2009; Walker et al., 2010). Risk
factors for schizophrenia include low birth weight, maternal diabetes, older paternal age,
and oxygen deprivation during delivery (King et al., 2010). Famine may also increase risks.
People conceived during the peak of the Dutch wartime famine later displayed a doubled
rate of schizophrenia, as did those conceived during the famine that occurred from 1959 to
1961 in eastern China (St. Clair et al., 2005; Susser et al., 1996).

MATERNAL VIRUS DURING MIDPREGNANCY

Consider another possible culprit: a midpregnancy viral infection that impairs fetal brain
development (Patterson, 2007). Can you imagine some ways to test this fetal-virus idea?
Scientists have asked the following:

®  Are people at increased risk of schizophrenia if, during the middle of their fetal development,
their country experienced a flu epidemic? The repeated answer is Yes (Mednick et al.,
1994; Murray et al., 1992; Wright et al., 1995).

*  Are people born in densely populated areas, where viral diseases spread more readily, at
greater risk for schizophrenia? The answer, confirmed in a study of 1.75 million Danes, is
Yes (Jablensky, 1999; Mortensen, 1999).

®  Are those born during the winter and spring months—after the fall-winter flu season—also
at increased risk? Although the increase is small, just 5 to 8 percent, the answer is again
Yes (Fox, 2010; Torrey et al., 1997, 2002).

Studying the neurophysiology
of schizophrenia Psychiatrist E.
Fuller Torrey has collected the brains of
hundreds of those who died as young
adults and suffered disorders such as
schizophrenia and bipolar disorder.

Chris Mueller/Redux
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Figure 68.1

Risk of developing
schizophrenia The lifetime risk of
developing schizophrenia varies with
one’s genetic relatedness to someone
having this disorder. Across countries,

barely more than 1 in 10 fraternal twins,

but some 5 in 10 identical twins, share
a schizophrenia diagnosis. (Adapted
from Gottesman, 2001.)

* In the Southern Hemisphere, where the seasons are the reverse of the Northern Hemisphere,
are the months of above-average schizophrenia births similarly reversed? Again, the answer
is Yes, though somewhat less so. In Australia, for example, people born between
August and October are at greater risk—unless they migrated from the Northern
Hemisphere, in which case their risk is greater if they were born between January and
March (McGrath et al., 1995, 1999).

e Are mothers who report being sick with influenza during pregnancy more likely to bear
children who develop schizophrenia? In one study of nearly 8000 women, the answer
was Yes. The schizophrenia risk increased from the customary 1 percent to about 2
percent—but only when infections occurred during the second trimester (Brown et al.,
2000). Maternal influenza infection during pregnancy also affects brain development
in monkeys (Short et al., 2010).

*  Does blood drawn from pregnant women whose offspring develop schizophrenia show
higher-than-normal levels of antibodies that suggest a viral infection? In one study of 27
women whose children later developed schizophrenia, the answer was Yes (Buka et al.,
2001). And the answer was again Yes in a huge California study, which collected blood
samples from some 20,000 pregnant women during the 1950s and 1960s (Brown et
al., 2004). Another study found traces of a specific retrovirus (HERV) in nearly half of
people with schizophrenia and virtually none in healthy people (Perron et al., 2008).

These converging lines of evidence suggest that fetal-virus infections play a contribut-
ing role in the development of schizophrenia. They also strengthen the recommendation
that “women who will be more than three months pregnant during the flu season” have a
flu shot (CDC, 2003).

Why might a second-trimester maternal flu bout put fetuses at risk? Is it the virus it-
self? The mother’s immune response to it? Medications taken (Wyatt et al., 2001)? Does the
infection weaken the brain’s supportive glial cells, leading to reduced synaptic connections
(Moises et al., 2002)? In time, answers may become available.

Genetic Factors

Are there genetic influences on schizophrenia? What factors may be
W early warning signs of schizophrenia in children?

Fetal-virus infections do appear to increase the odds that a child will develop schizophre-
nia. But this theory cannot tell us why only 2 percent of women who catch the flu during
their second trimester of pregnancy bear children who develop schizophrenia. Might people
also inherit a predisposition to this disorder? The evidence strongly suggests that, Yes, some
do. The nearly 1-in-100 odds of any person’s being diagnosed with schizophrenia become
about 1 in 10 among those whose sibling or parent has the disorder, and close to 1in 2 if the
affected sibling is an identical twin (FIGURE 68.1). Although only a dozen or so such cases

are on record, the co-twin of an identical twin with

Schizophrenia risk 70% Fraternal twins schizoPhrenia retains that l—in—? chance even when
for twins of those 60 Identical twins the twins are reared apart (Plomin et al., 1997).

diagnosed Remember, though, that identical twins also share

with schizophrenia 50 a . Y
prenatal environment. About two-thirds also share
40 a placenta and the blood it supplies; the other one-
30 third have two single placentas. If an identical twin has
20 schizophrenia, the co-twin’s chances of being similarly
10 afflicted are 6 in 10 if they shared a placenta. If they had
0 separate placentas, as do fraternal twins, the chances
Japan  Denmark Finland Germany UK. are only 1 in 10 (Davis et al., 1995a,b; Phelps et al.,

(1996)  (1996)  (1998)  (1998)  (1999)

1997). Twins who share a placenta are more likely to




Schizophrenia  Module 68 689

experience the same prenatal viruses. So it is possible that shared germs as well as shared
genes produce identical twin similarities.

Adoption studies, however, confirm that the genetic link is real (Gottesman, 1991). Chil-
dren adopted by someone who develops schizophrenia seldom “catch” the disorder. Rather,
adopted children have an elevated risk if a biological parent is diagnosed with schizophrenia.

With the genetic factor established, researchers are now sleuthing specific genes that, in
some combination, might predispose schizophrenia-inducing brain abnormalities (Levinson
et al., 2011; Mitchell & Porteous, 2011; Vacic et al., 2011; Wang et al., 2010). (It is not our genes
but our brains that directly control our behavior.) Some of these genes influence the effects of
dopamine and other neurotransmitters in the brain. Others affect the production of myelin,
a fatty substance that coats the axons of nerve cells and lets impulses travel at high speed
through neural networks.

Although the genetic contribution to schizophrenia is beyond question, the genetic for-
mula is not as straightforward as the inheritance of eye color. Genome studies of thousands
of individuals with and without schizophrenia indicate that schizophrenia is influenced by
many genes, each with very small effects (International Schizophrenia Consortium, 2009;
Pogue-Geile & Yokley, 2010). Recall from Module 14 that epigenetic (literally “in addition
to genetic”) factors influence gene expression. Like hot water activat-
ing the tea bag, environmental factors such as prenatal viral infections,
nutritional deprivation, and maternal stress can “turn on” the genes
that predispose schizophrenia. Identical twins’differing histories in the
womb and beyond explain why only one of them may show differing
gene expressions (Walker et al., 2010). As we have so often seen, na-
ture and nurture interact. Neither hand claps alone.

Thanks to our expanding understanding of genetic and brain in-
fluences on maladies such as schizophrenia, the general public more
and more attributes psychiatric disorders to biological factors (Pesco-
solido et al., 2010). In 2007, one privately funded new research center
announced its ambitious aim: “To unambiguously diagnose patients
with psychiatric disorders based on their DNA sequence in 10 years’ time” (Holden, 2007).
In 2010, $120 million in start-up funding launched a bold new effort to study the neurosci-
ence and genetics of schizophrenia and other psychiatric disorders (Kaiser, 2010). So, can
scientists develop genetic tests that reveal who is at risk? If so, will people in the future sub-
ject their embryos to genetic testing (and gene repair or abortion) if they are at risk for this
or some other psychological or physical malady? Might they take their egg and sperm to a
genetics lab for screening before combining them to produce an embryo? Or will children
be tested for genetic risks and given appropriate preventive treatments? In this brave new
twenty-first-century world, such questions await answers.

No schizophrenia

Psychological Factors

If prenatal viruses and genetic predispositions do not, by themselves, cause schizophrenia,
neither do family or social factors alone. It remains true, as Susan Nicol and Irving Got-
tesman (1983) noted almost three decades ago, that “no environmental causes have been
discovered that will invariably, or even with moderate probability, produce schizophrenia in
persons who are not related to” a person with schizophrenia.

Hoping to identify environmental triggers of schizophrenia, several investigators are
following the development of “high-risk” children, such as those born to a parent with
schizophrenia or exposed to prenatal risks (Freedman et al., 1998; Olin & Mednick, 1996;
Susser, 1999). One study followed 163 teens and early-twenties adults who had two rela-
tives with schizophrenia. During the 2.5-year study, the 20 percent who developed schizo-
phrenia displayed some tendency to withdraw socially and behave oddly before the onset of

Schizophrenia in identical twins
When twins differ, only the one afflicted
with schizophrenia typically has
enlarged, fluid-filled cranial cavities
(right) (Suddath et al., 1990). The
difference between the twins implies
some nongenetic factor, such as a
virus, is also at work.

Schizophrenia

The odds of any four people
picked at random all being
diagnosed with schizophrenia are
1in 100 million. But genetically
identical sisters Nora, Iris, Myra,
and Hester Genain all have the
disease. Two of the sisters have
more severe forms of the disorder
than the others, suggesting the
influence of environmental as well
as biological factors.

Both photos: From Daniel Weinberger, M.D., CBDB, NIMH
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the disorder (Johnstone et al., 2005). By comparing the experiences of high-risk and low-risk
children who do versus do not develop schizophrenia, researchers have so far pinpointed
the following possible early warning signs:

* A mother whose schizophrenia was severe and long-lasting
e Birth complications, often involving oxygen deprivation and low birth weight
e Separation from parents
e Short attention span and poor muscle coordination
e Disruptive or withdrawn behavior
e Emotional unpredictability
e DPoor peer relations and solo play
% %

Most of us can relate more easily to the ups and downs of mood disorders than to the
strange thoughts, perceptions, and behaviors of schizophrenia. Sometimes our thoughts do
jump around, but in the absence of disorder we do not talk nonsensically. Occasionally we
feel unjustly suspicious of someone, but we do not fear that the world is plotting against us.
Often our perceptions err, but rarely do we see or hear things that are not there. We have
felt regret after laughing at someone’s misfortune, but we rarely giggle in response to bad
news. At times we just want to be alone, but we do not live in social isolation. However, mil-
lions of people around the world do talk strangely, suffer delusions, hear nonexistent voices,
see things that are not there, laugh or cry at inappropriate times, or withdraw into private
imaginary worlds. The quest to solve the cruel puzzle of schizophrenia therefore continues,
and more vigorously than ever.

Before You Move On

» ASK YOURSELF

Do you think the media accurately portray the behavior of people suffering from
schizophrenia? Why or why not?

» TEST YOURSELF

How do researchers believe that biological and environmental factors interact in the onset of
schizophrenia?

Answers to the Test Yourself questions can be found in Appendix E at the end of the book.
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What patterns of thinking, perceiving, and

Wl feeling characterize schizophrenia?

Schizophrenia is a disorder that typically strikes during late
adolescence, affects men slightly more than women, and
seems to occur in all cultures.

Symptoms are disorganized and delusional thinking,
disturbed perceptions, and diminished or inappropriate
emotions.

Delusions are false beliefs; hallucinations are sensory
experiences without sensory stimulation.

How do chronic and acute schizophrenia

—J differ?

Schizophrenia symptoms may be positive (the presence
of inappropriate behaviors) or negative (the absence of
appropriate behaviors).

In chronic (or process) schizophrenia, the disorder
develops gradually and recovery is doubtful.

In acute (or reactive) schizophrenia, the onset is sudden,
in reaction to stress, and the prospects for recovery are
brighter.

How do brain abnormalities and viral

— infections help explain schizophrenia?

People with schizophrenia have increased dopamine
receptors, which may intensify brain signals, creating
positive symptoms such as hallucinations and paranoia.

Brain abnormalities associated with schizophrenia include
enlarged, fluid-filled cerebral cavities and corresponding
decreases in the cortex.

Brain scans reveal abnormal activity in the frontal lobes,
thalamus, and amygdala.

Interacting malfunctions in multiple brain regions and

their connections may produce schizophrenia’s symptoms.

Possible contributing factors include viral infections or
famine conditions during the mother’s pregnancy and low
weight or oxygen deprivation at birth.

Schizophrenia Module 68 691

Are there genetic influences on

= schizophrenia? What factors may be early

warning signs of schizophrenia in children?

Twin and adoption studies indicate that the predisposition
to schizophrenia is inherited, and environmental factors
influence gene expression to enable this disorder, which is
found worldwide.

No environmental causes invariably produce
schizophrenia.

Possible early warning signs of later development of
schizophrenia include both biological factors (a mother
with severe and long-lasting schizophrenia; oxygen
deprivation and low weight at birth; short attention span
and poor muscle coordination) as well as psychological
factors (disruptive or withdrawn behavior; emotional
unpredictability; poor peer relations and solo play).
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Multiple-Choice Questions

1. Which of the following is the best term or phrase for a
false belief, often of persecution, that may accompany
psychotic disorders?

a.

b
C.
d
e

Psychosis

. Schizophrenia

Delusion

. Split mind
. Dissociative identity disorder

2. Which of the following is true?

a.

b.

Those born during winter and spring are less likely to

develop schizophrenia later in life.

People born in densely populated areas are less likely

to develop schizophrenia later in life.

Fetuses exposed to flu virus are more likely to
develop schizophrenia later in life.

Maternal influenza during pregnancy does not affect
brain development in monkeys.

The retrovirus HERV is found more often in people
who do not develop schizophrenia.

Practice FRQs

1. Name three possible warning signs of schizophrenia.

Answer

Score 1 point for any of the following (up to 3) possibilities.

A mother whose schizophrenia was severe and
long-lasting

Birth complications, often involving oxygen
deprivation and low weight

Separation from parents

Short attention span and poor muscle coordination
Disruptive or withdrawn behavior

Emotional unpredictability

Poor peer relations and solo play

3. According to research, which of the following has been
identified as an early warning sign of schizophrenia?

a. Emotional predictability

b. Poor peer relations and solo play
c. Long attention span

d. Good muscle coordination

e. High birth weight

2. Name and explain two brain abnormalities that help us
understand schizophrenia.

(4 points)
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Other Disorders

Module Learning Objectives

Describe somatic symptom and related disorders.

Describe dissociative disorders, and discuss why they are

controversial. ‘\‘e 0 w‘““;«‘\}&;w -

Explain how anorexia nervosa, bulimia nervosa, and binge-eating
disorder demonstrate the influence of psychological and genetic
forces.

Contrast the three clusters of personality disorders, and describe
the behaviors and brain activity that characterize the antisocial
personality.

H B BE

Somatic Symptom and Related Disorders
] What are somatic symptom and related disorders?

Among the most common problems bringing people into doctors’ offices are “medically

unexplained illnesses” (Johnson, 2008). Ellen becomes dizzy and nauseated in the late af-

ternoon—shortly before she expects her husband home. Neither her primary care physi-

cian nor the neurologist he sent her to could identify a physical cause. They suspect her

symptoms have an unconscious psychological origin, possibly triggered by her mixed feel-

ings about her husband. In a somatic symptom disorder such as Ellen’s, the distressing somatic symptom disorder a

symptoms take a somatic (bodily) form without apparent physical causes. One person may pepdieliogieal cltsonsier fa vritdn i

have a variety of complaints—vomiting, dizziness, blurred vision, difficulty in swallowing. ?ympto.m s take a somatic (bodily)

. . orm without apparent physical

Another may experience severe and prolonged pain. cause. (See conversion disorder and
Culture has a big effect on people’s physical complaints and how they explain them illness anxiety disorder.)

(Kirmayer & Sartorius, 2007). In China, psychological explanations of anxiety and depres-

sion are socially less acceptable than in many Western countries, and people less often ex-

press the emotional aspects of distress. The Chinese appear more sensitive to—and more

willing to report—the physical symptoms of their distress (Ryder et al., 2008). Mr. Wu, a

36-year-old technician in Hunan, illustrates one of China’s most common psychological

disorders (Spitzer & Skodol, 2000). He finds work difficult because of his insomnia, fatigue,

weakness, and headaches. Chinese herbs and Western medicines provide no relief. To his

Chinese clinician, who treats the bodily symptoms, he seems not so much depressed as

exhausted. Similar, generalized bodily complaints have often been observed in African cul-

tures (Binitie, 1975).
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conversion disorder a disorder
in which a person experiences very
specific genuine physical symptoms
for which no physiological basis
can be found. (Also called functional
neurological symptom disorder.)

iliness anxiety disorder

a disorder in which a person
interprets normal physical
sensations as symptoms of
a disease. (Formerly called
hypochondriasis.)

dissociative disorders disorders
in which conscious awareness
becomes separated (dissociated)
from previous memories, thoughts,
and feelings.

Abnormal Behavior

Even to people in the West, somatic symptoms are familiar. To a lesser extent, we have
all experienced inexplicable physical symptoms under stress. It is little comfort to be told
that the problem is “all in your head.” Although the symptoms may be psychological in
origin, they are nevertheless genuinely felt.

One rare type of disorder, more common in Freud’s day than in ours, is conversion
disorder (also known as functional neurological symptom disorder), so called because anxiety
presumably is converted into a physical symptom. (As we noted in Module 55, Freud's ef-
fort to treat and understand psychological disorders stemmed from his puzzlement over
ailments that had no physiological basis.) A patient with a conversion disorder might, for
example, lose sensation in a way that makes no neurological sense. Yet the physical symp-
toms would be real; sticking pins in the affected area would produce no response. Other
conversion disorder symptoms might be unexplained paralysis, blindness, or an inability to
swallow. In each case, the person would be strangely indifferent to the problem.

As you can imagine, somatic symptom and related disorders send people not to a psy-
chologist or psychiatrist but to a physician. This is especially true of those who experience
iliness anxiety disorder (formerly called hypochondriasis). In this relatively common dis-
order, people interpret normal sensations (a stomach cramp today, a headache tomorrow)
as symptoms of a dreaded disease. Sympathy or temporary relief from everyday demands
may reinforce such complaints. No amount of reassurance by any physician convinces the
patient that the trivial symptoms do not reflect a serious illness. So the patient moves on to
another physician, seeking and receiving more medical attention—but failing to confront
the disorder’s psychological root.

Before You Move On

» ASK YOURSELF
Can you recall (as most people can) times when you have fretted needlessly over a normal
bodily sensation?

» TEST YOURSELF

What does somatic mean?

Answers to the Test Yourself questions can be found in Appendix E at the end of the book.

Dissociative Disorders

What are dissociative disorders, and why are they controversial?

Among the most bewildering disorders are the rare dissociative disorders. These are
disorders of consciousness, in which a person appears to experience a sudden loss of mem-
ory or change in identity, often in response to an overwhelmingly stressful situation. Chris
Sizemore’s story, told in the book and movie The Three Faces of Eve, gave early visibility to
what is now called dissociative identity disorder. One Vietnam veteran who was haunted by
his comrades’deaths, and who had left his World Trade Center office shortly before the 9/11
attack, disappeared en route to work one day and was discovered six months later in a Chi-
cago homeless shelter, reportedly with no memory of his identity or family (Stone, 2006). In
such fugue state cases, the person’s conscious awareness is said to dissociate (become sepa-
rated) from painful memories, thoughts, and feelings. (Note that this explanation presumes
the existence of repressed memories, which, as we noted in Modules 33 and 56, have been
questioned by memory researchers.)

Dissociation itself is not so rare. Now and then, many people may have a sense of
being unreal, of being separated from their body, of watching themselves as if in a movie.
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Sometimes we may say, “I was not myself at the time.” Perhaps you can recall getting
up to go somewhere and ending up at some unintended location while your mind was
preoccupied elsewhere. Or perhaps you can play a well-practiced tune on a guitar or
piano while talking to someone. Facing trauma, dissociative detachment may actually
protect a person from being overwhelmed by emotion.

Dissociative Identity Disorder

A massive dissociation of self from ordinary consciousness characterizes those with
dissociative identity disorder (DID), in which two or more distinct identities are
said to alternately control the person’s behavior. Each personality has its own voice and
mannerisms. Thus the person may be prim and proper one moment, loud and flirtatious
the next. Typically, the original personality denies any awareness of the other(s).

People diagnosed with DID (formerly called multiple personality disorder) are usually
not violent, but cases have been reported of dissociations into a “good” and a “bad” (or
aggressive) personality—a modest version of the Dr. Jekyll/Mr. Hyde split immortalized
in Robert Louis Stevenson’s story. One unusual case involved Kenneth Bianchi, accused
in the “Hillside Strangler” rapes and murders of 10 California women. During a hypnosis
session with Bianchi, psychologist John Watkins (1984) “called forth” a hidden personality:
“I've talked a bit to Ken, but I think that perhaps there might be another part of Ken that . . .
maybe feels somewhat differently from the part that I've talked to. ... Would you talk with me,
Part, by saying,'I'm here’?” Bianchi answered “Yes” and then claimed to be “Steve.”

Speaking as Steve, Bianchi stated that he hated Ken because Ken was nice and that he
(Steve), aided by a cousin, had murdered women. He also claimed Ken knew nothing about
Steve’s existence and was innocent of the murders. Was Bianchi’s second personality a ruse,
simply a way of disavowing responsibility for his actions? Indeed, Bianchi—a practiced liar
who had read about multiple personality in psychology books—was later convicted.

Understanding Dissociative ldentity Disorder

Skeptics question whether DID is a genuine disorder or an extension of our normal ca-
pacity for personality shifts. Nicholas Spanos (1986, 1994, 1996) asked college students to
pretend they were accused murderers being examined by a psychiatrist. Given the same
hypnotic treatment Bianchi received, most spontaneously expressed a second personality.
This discovery made Spanos wonder: Are dissociative identities simply a more extreme
version of our capacity to vary the “selves” we present—as when we display a goofy,
loud self while hanging out with friends, and a subdued, respectful self around grand-
parents? Are clinicians who discover multiple personalities merely triggering role-playing
by fantasy-prone people? Do these patients, like actors who commonly report “losing
themselves” in their roles, then convince themselves of the authenticity of their own role
enactments? Spanos was no stranger to this line of thinking. In a related research area, he
had also raised these questions about the hypnotic state. Given that most DID patients
are highly hypnotizable, whatever explains one condition—dissociation or role playing—
may help explain the other.

Skeptics also find it suspicious that the disorder is so localized in time and space. Be-
tween 1930 and 1960, the number of DID diagnoses in North America was 2 per decade. In
the 1980s, when the DSM contained the first formal code for this disorder, the number of
reported cases had exploded to more than 20,000 (McHugh, 1995a). The average number of
displayed personalities also mushroomed—from 3 to 12 per patient (Goff & Simms, 1993).
Outside North America, the disorder is much less prevalent, although in other cultures some
people are said to be “possessed” by an alien spirit (Aldridge-Morris, 1989; Kluft, 1991). In
Britain, DID—which some have considered “a wacky American fad” (Cohen, 1995)—is rare.
In India and Japan, it is essentially nonexistent (or at least unreported).

The “Hillside Strangler” Kenneth
Bianchi is shown here at his trial.

dissociative identity disorder
(DID) a rare dissociative disorder
in which a person exhibits two

or more distinct and alternating
personalities. Formerly called
multiple personality disorder.

“Pretense may become reality.”
-CHINESE PROVERB
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© The New Yorker Collection, 2001, Leo Cullum from

cartoonbank.com. All Rights Reserved.

“Would it be possible to speak with

the personality that pays the bills?”

“Though this be madness, yet
there is method in ’t.” -WiLLiam
SHAKESPEARE, HAMLET, 1600

Such findings, skeptics say, point to a cultural phenomenon—a disorder created
by therapists in a particular social context (Merskey, 1992). Rather than being provoked
by trauma, dissociative symptoms tend to be exhibited by suggestible, fantasy-prone
people (Giesbrecht et al., 2008, 2010). Patients do not enter therapy saying “Allow
me to introduce myselves.” Rather, note these skeptics, some therapists go fishing for
multiple personalities: “Have you ever felt like another part of you does things you
can’t control? Does this part of you have a name? Can I talk to the angry part of you?”
Once patients permit a therapist to talk, by name, “to the part of you that says those
angry things,” they begin acting out the fantasy. Like actors who lose themselves in
their roles, vulnerable patients may “become” the parts they are acting out. The result may
be the experience of another self.

Other researchers and clinicians believe DID is a real disorder. They find support for this
view in the distinct brain and body states associated with differing personalities (Putnam,
1991). Handedness, for example, sometimes switches with personality (Henninger, 1992).
Ophthalmologists have detected shifting visual acuity and eye-muscle balance as patients
switched personalities, changes that did not occur among control group members trying to
simulate DID (Miller et al., 1991). Dissociative disorder patients also have exhibited height-
ened activity in brain areas associated with the control and inhibition of traumatic memories
(Elzinga et al., 2007).

Researchers and clinicians have interpreted DID symptoms from psychodynamic and
learning perspectives. Both views agree that the symptoms are ways of dealing with anxiety.
Psychodynamic theorists see them as defenses against the anxiety caused by the eruption
of unacceptable impulses; a wanton second personality enables the discharge of forbidden
impulses. Learning theorists see dissociative disorders as behaviors reinforced by anxiety
reduction.

Other clinicians include dissociative disorders under the umbrella of posttraumatic
stress disorder—a natural, protective response to “histories of childhood trauma” (Putnam,
1995; Spiegel, 2008). Many DID patients recall suffering physical, sexual, or emotional abuse
as children (Gleaves, 1996; Lilienfeld et al., 1999). In one study of 12 murderers diagnosed
with DID, 11 had suffered severe, torturous child abuse (Lewis et al., 1997). One was set afire
by his parents. Another was used in child pornography and was scarred from being made to
sit on a stove burner. Some critics wonder, however, whether vivid imagination or therapist
suggestion contributes to such recollections (Kihlstrom, 2005).

So the debate continues. On one side are those who believe multiple personalities are
the desperate efforts of the traumatized to detach from a horrific existence. On the other are
the skeptics who think DID is a condition contrived by fantasy-prone, emotionally vulner-
able people, and constructed out of the therapist-patient interaction. If the skeptics’ view
wins, predicted psychiatrist Paul McHugh (1995b), “this epidemic will end in the way that
the witch craze ended in Salem. The [multiple personality phenomenon] will be seen as
manufactured.”

Before You Move On

» ASK YOURSELF
In a more normal way, do you ever flip between displays of different aspects of your
personality?

» TEST YOURSELF
The psychodynamic and learning perspectives agree that dissociative identity disorder
symptoms are ways of dealing with anxiety. How do their explanations differ?

Answers to the Test Yourself questions can be found in Appendix E at the end of the book.
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Eating Disorders

‘ How do anorexia nervosa, bulimia nervosa, and binge-eating disorder
demonstrate the influence of psychological and genetic forces?

Our bodies are naturally disposed to maintain a steady weight, including stored energy
reserves for times when food becomes unavailable. Yet sometimes psychological influences
overwhelm biological wisdom. This becomes painfully clear in three eating disorders.

* Anorexia nervosa typically begins as a weight-loss diet. People with anorexia—
usually adolescents and 9 times out of 10 females—drop significantly below normal
weight. Yet they feel fat, fear being fat, and remain obsessed with losing weight, and
sometimes exercise excessively. About half of those with anorexia display a binge-
purge-depression cycle.

e Bulimia nervosa may also be triggered by a weight-loss diet, broken by gorging
on forbidden foods. Binge-purge eaters—mostly women in their late teens or early
twenties—eat in spurts, sometimes influenced by friends who are bingeing (Crandall,
1988). In a cycle of repeating episodes, overeating is followed by compensatory
purging (through vomiting or laxative use), fasting, or excessive exercise (Wonderlich
et al., 2007). Preoccupied with food (craving sweet and high-fat foods), and fearful of
becoming overweight, binge-purge eaters experience bouts of depression and anxiety
during and following binges (Hinz & Williamson, 1987; Johnson et al., 2002). Unlike
anorexia, bulimia is marked by weight fluctuations within or above normal ranges,
making the condition easy to hide.

¢ Those who do significant binge eating, followed by remorse—but do not purge, fast,
or exercise excessively—are said to have binge-eating disorder.

A national study funded by the U.S. National Institute of Mental Health reported that,
at some point during their lifetime, 0.6 percent of people meet the criteria for anorexia, 1
percent for bulimia, and 2.8 percent for binge-eating disorder (Hudson et al., 2007). So, how
can we explain these disorders?

Eating disorders do not provide (as some have speculated) a telltale sign of childhood
sexual abuse (Smolak & Murnen, 2002; Stice, 2002). The family environment may provide a
fertile ground for the growth of eating disorders in other ways, however.

*  Mothers of girls with eating disorders tend to focus on their own weight and on their
daughters’ weight and appearance (Pike & Rodin, 1991).

e  Families of bulimia patients have a higher-than-usual incidence of childhood obesity
and negative self-evaluation (Jacobi et al., 2004).

*  Families of anorexia patients tend to be competitive, high-achieving, and protective
(Pate et al., 1992; Yates, 1989, 1990).

Those with eating disorders often have low self-evaluations, set perfectionist stan-
dards, fret about falling short of expectations, and are intensely concerned with how oth-
ers perceive them (Pieters et al., 2007; Polivy & Herman, 2002; Sherry & Hall, 2009). Some
of these factors also predict teen boys’ pursuit of unrealistic muscularity (Ricciardelli &
McCabe, 2004).

Genetics also influence susceptibility to eating disorders. Twins are more likely to share
the disorder if they are identical rather than fraternal (Culbert et al., 2009; Klump et al., 2009;
Root et al.,, 2010). Scientists are now searching for culprit genes, which may influence the
body’s available serotonin and estrogen (Klump & Culbert, 2007).

But these disorders also have cultural and gender components. Ideal shapes vary
across culture and time. In impoverished areas of the world, including much of Africa—
where plumpness means prosperity and thinness can signal poverty or illness—bigger

Dying to be thin Anorexia was
identified and named in the 1870s,
when it appeared among affluent
adolescent girls (Brumberg, 2000).
Many modern-day celebrities, including
Lady Gaga, have struggled publicly
with eating disorders.

anorexia nervosa an eating
disorder in which a person (usually
an adolescent female) maintains

a starvation diet despite being
significantly (15 percent or more)
underweight.

bulimia nervosa an eating
disorder in which a person
alternates binge eating (usually of
high-calorie foods) with purging (by
vomiting or laxative use), excessive
exercise, or fasting.

binge-eating disorder significant
binge-eating episodes, followed by
distress, disgust, or guilt, but without
the compensatory purging or fasting
that marks bulimia nervosa.

Jeff Kravitz/FilmMagic for MTV/Getty Images
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© The New Yorker Collection, 1999, Michael Maslin from cartoonbank.com.

All Rights Reserved.

“Gee, I had no idea you were married to a supermodel.”

“Skeletons on Parade” A
newspaper article used this headline
in criticizing the display of superthin
models. Do such models make self-
starvation fashionable?

“Why do women have such low :
self-esteem? There are many H
complex psychological and :
societal reasons, by which mean 1
Barbie.” -Dave Baray, 1999 '

personality disorders
psychological disorders
characterized by inflexible and
enduring behavior patterns that
impair social functioning.

seems better (Knickmeyer, 2001; Swami et al., 2010). Bigger does
not seem better in Western cultures, where, according to 222
studies of 141,000 people, the rise in eating disorders over the
last 50 years has coincided with a dramatic increase in women

having a poor body image (Feingold & Mazzella, 1998).

Those most vulnerable to eating disorders are also those
(usually women or gay men) who most idealize thinness and
have the greatest body dissatisfaction (Feldman & Meyer, 2010;
Kane, 2010; Stice et al., 2010). Should it surprise us, then, that

when women view real and doctored images of unnaturally thin
models and celebrities, they often feel ashamed, depressed, and
dissatisfied with their own bodies—the very attitudes that predis-
pose eating disorders (Grabe et al., 2008; Myers & Crowther, 2009;
Tiggemann & Miller, 2010)? Researchers tested this modeling idea by
giving some adolescent girls (but not others) a 15-month subscription
to an American teen-fashion magazine (Stice et al., 2001). Compared with
their counterparts who had not received the
magazine, vulnerable girls—defined as those
who were already dissatisfied, idealizing thin-
ness, and lacking social support—exhibited in-
creased body dissatisfaction and eating disor-
der tendencies. But even ultra-thin models do
not reflect the impossible standard of the classic
Barbie doll, who had, when adjusted to a height
of 5 feet 7 inches, a 32-16-29 figure (in centi-
meters, 82-41-73) (Norton et al., 1996).

It seems clear that the sickness of today’s
eating disorders lies in part within our weight-
obsessed culture—a culture that says, in count-
less ways, “Fat is bad,” that motivates millions
of women to be “always dieting,” and that en-
courages eating binges by pressuring women
to live in a constant state of semistarvation. If
cultural learning contributes to eating behavior,
then might prevention programs increase ac-
ceptance of one’s body? Reviews of prevention
studies answer Yes, and especially if the pro-
grams are interactive and focused on girls over
age 15 (Stice et al., 2007; Vocks et al., 2010).
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Personality Disorders

l What are the three clusters of personality disorders? What behaviors
and brain activity characterize the antisocial personality?

Some dysfunctional behavior patterns impair people’s social functioning without depression
or delusions. Among them are personality disorders—disruptive, inflexible, and endur-
ing behavior patterns that impair one’s social functioning. Anxiety is a feature of one cluster
of these disorders, such as a fearful sensitivity to rejection that predisposes the withdrawn
avoidant personality disorder. A second cluster expresses eccentric or odd behaviors, such as
the emotionless disengagement of the schizoid personality disorder. A third cluster exhibits
dramatic or impulsive behaviors, such as the attention-getting histrionic personality disorder
and the self-focused and self-inflating narcissistic personality disorder.
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No remorse Dennis Rader, known
as the “BTK killer” in Kansas, was
convicted in 2005 of killing 10 people
over a 30-year span. Rader exhibited
the extreme lack of conscience that
marks antisocial personality disorder.

Antisocial Personality Disorder

The most troubling and heavily researched personality disorder is the
antisocial personality disorder. The person (sometimes called
a sociopath or a psychopath) is typically a male whose lack of con-
science becomes plain before age 15, as he begins to lie, steal, fight,
or display unrestrained sexual behavior (Cale & Lilienfeld, 2002).
About half of such children become antisocial adults—unable to
keep a job, irresponsible as a spouse and parent, and assaultive or
otherwise criminal (Farrington, 1991). When the antisocial personal-
ity combines a keen intelligence with amorality, the result may be a
charming and clever con artist, a ruthless corporate executive (Snakes in
Suits is a book on antisocial behavior in business)—or worse.

Despite their remorseless and sometimes criminal behavior, criminality is not an essen-
tial component of antisocial behavior (Skeem & Cooke, 2010). Moreover, many criminals do
not fit the description of antisocial personality disorder. Why? Because they actually show
responsible concern for their friends and family members.

Antisocial personalities behave impulsively, and then feel and fear little (Fowles &
Dindo, 2009). The results sometimes are horrifying, as they were in the case of Henry
Lee Lucas. He killed his first victim when he was 13. He felt little regret then or later. He
confessed that, during his 32 years of crime, he had brutally beaten, suffocated, stabbed,
shot, or mutilated some 360 women, men, and children. For the last 6 years of his reign of
terror, Lucas teamed with Elwood Toole, who reportedly slaughtered about 50 people he
“didn’t think was worth living anyhow” (Darrach & Norris, 1984).

e
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Understanding Antisocial Personality Disorder

Antisocial personality disorder is woven of both biological and psychological strands. No
single gene codes for a complex behavior such as crime, but twin and adoption studies
reveal that biological relatives of those with antisocial and unemotional tendencies are at
increased risk for antisocial behavior (Larsson et al., 2007; Livesley & Jang, 2008). Molecu-
lar geneticists have identified some specific genes that are more common in those with
antisocial personality disorder (Gunter et al., 2010). The genetic vulnerability of people
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AP°® Exam Tip

Notice how different antisocial
personality disorder is from the
other disorders you have studied
in this unit. Because individuals
with antisocial personality
disorder so often behave badly,
they tend to be viewed differently
from people with disorders such
as depression or phobia.

J

© The New Yorker Collection, 2007, Leo Cullum from cartoonbank.com.

All Rights Reserved.

“Thursday is out. I have jury duty.”

Many criminals, like this one,
exhibit a sense of conscience and
responsibility in other areas of
their life, and thus do not exhibit
antisocial personality disorder.

antisocial personality disorder
a personality disorder in which a
person (usually a man) exhibits a
lack of conscience for wrongdoing,
even toward friends and family
members. May be aggressive and
ruthless or a clever con artist.
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Males with criminal convictions
as adults had lower levels of
arousal as 13-year-olds

No criminal conviction
Criminal conviction

Adrenaline
excretion (ng/min.)
15
10
5
0
Nonstressful
situation
Figure 69.1

Cold-blooded arousability
and risk of crime Levels of
the stress hormone adrenaline
were measured in two groups of
13-year-old Swedish boys. In both

stressful and nonstressful situations,

those who would later be convicted
of a crime as 18- to 26-year-olds

showed relatively low arousal. (From

Magnusson, 1990.)

Does a full Moon trigger
“madness” in some people?
James Rotton and I. W. Kelly
(1985) examined data from 37
studies that related lunar phase
to crime, homicides, crisis calls,
and mental hospital admissions.
Their conclusion: There is
virtually no evidence of “Moon
madness.” Nor does lunar phase
correlate with suicides, assaults,
emergency room visits, or traffic
disasters (Martin et al., 1992;
Raison et al., 1999).

with antisocial and unemotional tendencies appears as a fearless ap-
proach to life. Awaiting aversive events, such as electric shocks or loud
noises, they show little autonomic nervous system arousal (Hare, 1975;
van Goozen et al., 2007). Long-term studies have shown that their
levels of stress hormones were lower than average when they were
youngsters, before committing any crime (FIGURE 69.1). Three-year-
olds who are slow to develop conditioned fears are later more likely to
commit a crime (Gao et al., 2010).

Other studies have found that preschool boys who later became ag-
gressive or antisocial adolescents tended to be impulsive, uninhibited,
unconcerned with social rewards, and low in anxiety (Caspi et al., 1996;
Tremblay et al., 1994). If channeled in more productive directions, such
fearlessness may lead to courageous heroism, adventurism, or star-level
athleticism (Poulton & Milne, 2002). Lacking a sense of social responsi-
bility, the same disposition may produce a cool con artist or killer (Lyk-
ken, 1995). The genes that put people at risk for antisocial behavior also
put people at risk for substance use disorders, which helps explain why
these disorders often appear in combination (Dick, 2007).

Genetic influences, often in combination with child abuse, help wire the brain (Dodge,
2009). Adrian Raine (1999, 2005) compared PET scans of 41 murderers’ brains with those
from people of similar age and sex. Raine found reduced activity in the murderers’ frontal
lobes, an area of the cortex that helps control impulses (FIGURE 69.2). This reduction was
especially apparent in those who murdered impulsively. In a follow-up study, Raine and his
team (2000) found that violent repeat offenders had 11 percent less frontal lobe tissue than
normal. This helps explain why people with antisocial personality disorder exhibit marked
deficits in frontal lobe cognitive functions, such as planning, organization, and inhibition
(Morgan & Lilienfeld, 2000). Compared with people who feel and display empathy, their
brains also respond less to facial displays of others’ distress (Deeley et al., 2006).

A biologically based fearlessness, as well as early environment, helps explain the re-
union of long-separated sisters Joyce Lott, 27, and Mary Jones, 29—in a South Carolina
prison where both were sent on drug charges. After a newspaper story about their reunion,
their long-lost half-brother Frank Strickland called. He explained it would be a while before
he could come see them—because he, too, was in jail, on drug, burglary, and larceny charges
(Shepherd et al., 1990).

Genetics alone is hardly the whole story of antisocial crime, however. A study of crimi-
nal tendencies among young Danish men illustrates the usefulness of a complete bio-
psychosocial approach. Another Adrian Raine-led study (1996) checked criminal records on
nearly 400 men at ages 20 to 22, knowing that these men either had experienced biological
risk factors at birth (such as premature birth) or came from family backgrounds marked by

Stressful
situation

Figure 69.2 e 1
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Murderous minds Researchers Ay Ve
have found reduced activation in a
murderer’s frontal lobes. This brain
area (shown in a left-facing brain)
helps brake impulsive, aggressive
behavior (Raine, 1999).

Frontal
lobe
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poverty and family instability. The researchers then compared each of these two groups with
a third biosocial group whose lives were marked by both the biological and social risk fac-
tors. The biosocial group had double the risk of committing a crime (FIGURE 69.3). Similar
findings emerged from a famous study that followed 1037 children for a quarter-century:
Two combined factors—childhood maltreatment and a gene that altered neurotransmitter
balance—predicted antisocial problems (Caspi et al., 2002). Neither “bad” genes alone nor
a “bad” environment alone predisposed later antisocial behavior. Rather, genes predisposed
some children to be more sensitive to maltreatment. Within “genetically vulnerable seg-
ments of the population,” environmental influences matter—for better or for worse (Belsky
et al., 2007; Moffitt, 2005).

With antisocial behavior, as with so much else, nature and nurture interact and together
leave their marks on the brain.To explore the neural basis of antisocial behavior, neuroscien-
tists are identifying brain activity differences in criminals who display antisocial personality
disorder. Shown emotionally evocative photographs, such as a man holding a knife to a
woman'’s throat, they display lower heart rate and perspiration responses, and less activity in
brain areas that typically respond to emotional stimuli (Harenski et al., 2010; Kiehl & Buck-
holtz, 2010). They also display a hyper-reactive dopamine reward system that predisposes
their impulsive drive to do something rewarding, despite the consequences (Buckholtz et
al., 2010). Such data provide another reminder: Everything psychological is also biological.

Before You Move On

> ASK YOURSELF

Given what we have learned in earlier units about the powers and limits of parental influence,
how much do you think parental training might affect the risk of a child’s developing
antisocial personality disorder?

» TEST YOURSELF

What contribution do genes make to the development of antisocial personality disorder?

Answers to the Test Yourself questions can be found in Appendix E at the end of the book.

Figure 69.3
Percentage 35% Biopsychosocial roots of
of criminal 3, crime Danish male babies whose
offenders backgrounds were marked both by
e obstetrical complications and social
20 stresses associated with poverty
were twice as likely to be criminal
15 offenders by ages 20 to 22 as those
10 in either the biological or social risk
5 groups. (From Raine et al., 1996.)
0
Total crime Thievery Violence
Childhood Obstetrical M Both poverty and
poverty complications obstetrical complications
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Module 69 Review

What are somatic symptom and related

i disorders?

Somatic symptom disorder presents a somatic (bodily)
symptom—some physiologically unexplained but
genuinely felt ailment.

With conversion disorder (also called functional
neurological symptom disorder), anxiety appears
converted to a physical symptom that has no reasonable
neurological basis.

The more common illness anxiety disorder is the

interpretation of normal sensations as a dreaded disorder.

What are dissociative disorders, and why
—J are they controversial?

Dissociative disorders are conditions in which conscious
awareness seems to become separated from previous
memories, thoughts, and feelings.

Skeptics note that dissociative identity disorder, formerly
known as multiple personality disorder, increased
dramatically in the late twentieth century, that it is rarely
found outside North America, and that it may reflect
role-playing by people who are vulnerable to therapists’
suggestions. Others view this disorder as a manifestation
of feelings of anxiety, or as a response learned when
behaviors are reinforced by anxiety-reduction.

Multiple-Choice Questions
1. Adela regularly interprets ordinary physical symptoms

like stomach cramps and headaches as serious medical
problems. Her doctor is unable to convince her that her
problems are not serious. Adela suffers from

a. illness anxiety disorder.
conversion disorder.

fugue state.

dissociative identity disorder.
anorexia nervosa.

o oo

How do anorexia nervosa, bulimia nervosa,

“@  and binge-eating disorder demonstrate
the influence of psychological and genetic
forces?

e In these eating disorders, psychological factors may
overwhelm the homeostatic drive to maintain a balanced
internal state.

e Despite being significantly underweight, people with
anorexia nervosa (usually adolescent females) continue to
diet because they view themselves as fat.

o Those with bulimia nervosa (usually females in their teens
and twenties) secretly binge and then compensate by
purging, fasting, or excessively exercising.

e Those with binge-eating disorder binge but do not follow
bingeing with purging, fasting, or exercise.

e Cultural pressures, low self-esteem, and negative
emotions interact with stressful life experiences and
genetics to produce eating disorders.

What are the three clusters of personality

“i disorders? What behaviors and brain
activity characterize the antisocial
personality?

®  Personality disorders are disruptive, inflexible, and enduring
behavior patterns that impair social functioning.

® These disorders form clusters, based on three main
characteristics: (1) anxiety; (2) eccentric or odd behaviors;
and (3) dramatic or impulsive behaviors.

e Antisocial personality disorder is characterized by a lack of
conscience and, sometimes, by aggressive and fearless
behavior. Genetic predispositions may interact with
the environment to produce the altered brain activity
associated with antisocial personality disorder.

2. Which of the following is the diagnosis given to people
with multiple personalities?

a. Schizophrenia

Antisocial personality disorder
Fugue state

Conversion disorder
Dissociative identity disorder

© oo o
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3. Which of the following is the defining characteristic of
antisocial personality disorder?
a. Violence
b. Lack of conscience
¢. Mood swings
d. Unexplained physical symptoms
e. Committing serial murders
Practice FRQs
1. Name and briefly describe three eating disorders. 2. Dissociative identity disorder (DID) is among the most
controversial of all psychological disorders. Briefly
Answer describe the disorder. Then, provide one piece of
1 point: Anorexia nervosa is a disorder in which the evidence that supports the existence of the disorder and
individuals starve themselves despite being significantly one piece of evidence that would indicate the disorder
underweight. might not be genuine.

1 point: Bulimia nervosa is a disorder in which the (@3 points)

individual alternates between bingeing and purging.

1 point: Binge-eating disorder is a disorder in which the
individual binges without purging.



