CHAPTER 15

30 MCQ answers

1) Answer: (c). Abnormal psychology is the study of mental disorders, which can also be called mental illness, psychological disorders or psychopathology – what they look like (symptoms), why they occur (etiology), how they are maintained, and what effect they have on people’s lives.

2) Answer: (b). When several disruptive behaviours or symptoms occur together, they may constitute a psychological disorder. Psychological disorders are formally defined in widely used classification systems or ‘nosologies’: the International Classification of Diseases – 10th edition (ICD-10; World Health Organization, 1992) and the Diagnostic and Statistical Manual of Mental Disorders – 4th edition (DSM-IV; APA, 1994). Although they differ from one another in format, these two systems cover the same disorders and define them in a similar manner. Importantly, both the ICD-10 and the DSM-IV require that the level of impairment a person is experiencing be taken into account when deciding whether they meet criteria for any mental disorder.

3) Answers: (a), (c), and (d). Biological and genetic models assert that mental disorders are diseases, and symptoms of mental disorders are caused by factors such as brain defects (abnormalities in the structures of the brain), biochemical imbalances (complex dysregulation processes involving various neurotransmitters) and genetic predispositions (risk for psychopathology carried via our genetic material). It is important to be sensitive to how contextual factors affect judgements about abnormality, so as not to over- or under-pathologize groups or individuals; such factors include ethnicity and culture, gender, age and socio-political values. But contextual factors do NOT apply to biological and genetic models.

4) Answer: (d). The attachment model of psychopathology developed by Bowlby (1969, 1973, 1980) resembles the contemporary psychodynamic models in that it also emphasizes the early parent–child relationship and how the resulting models of self and others guide development. But rather than being interested in people’s perceptions of their early experience, Bowlby was interested in the actual characteristics of the relationship. He relied on observational studies of parents and children to build his theory, rather than on retrospective reports of adults. The theory therefore has a strong empirical foundation.
5) Answer: (a). Behavioural models suggest that all behaviour, abnormal included, is a product of learning – mainly learning by association. For example, according to the classical conditioning model of learning (e.g. Pavlov, 1928), if a man experiences chest pains which result in anxiety while shopping in a department store, he may develop a fear of department stores and begin to avoid them because he associates them with anxiety. The operant model of learning (e.g. Skinner, 1953) is demonstrated by the following: a young, normal weight woman begins to lose weight and her friends and family praise her for doing so, she may continue to lose weight, even if it means starving herself. Her restricted eating behaviour will continue because she now associates a reduction in her diet with the praise and acceptance of others. In observational learning, in which personal experiences are not required to establish associations, behaviour is learned simply by watching someone else do something and observing what happens to them (Bandura, 1969). For example, a young boy may learn to be aggressive after watching his peers act aggressively.

6) Answer: (c). Developmental psychopathology provides a rigorous framework for understanding how psychopathology develops from childhood to adulthood, suggesting that risk for psychopathology depends on success at negotiating and mastering important developmental tasks. It is developmental psychology that is concerned with the changes our bodies undergo as we progress from infancy to adolescence.
7) Answers: (a), (c), and (d). The young girl in this situation may develop low self-esteem and the expectation that people will not like her, which puts her at risk of becoming depressed. She may then have difficulty making friends in school because she is afraid of rejection. She may feel lonely and undesirable, her withdrawal leading to actual rejection by her peers, continuing her risk for depression. But if this young girl has a teacher who treats her with warmth and care and helps her learn how to make friends, her risk for depression might be reduced. This is because she is acquiring important skills that have the potential to change the course of her subsequent development.

8) Answers: (a) and (b). People with schizophrenia may exhibit any of these symptoms:

· Perceiving things that are not there – these hallucinations are usually auditory (e.g. hearing voices), but visual and tactile hallucinations (e.g. seeing God or the devil, or feeling that insects are crawling under your skin) also occur relatively frequently.

· Believing things that are not true – paranoid delusions are particularly common. A schizophrenic woman may believe that the government is plotting against her or that aliens plan to kill her. Everything will be interpreted in the context of the delusion, even things that are meant to help, so medication will be seen as poison. Delusions of grandeur are also common: a schizophrenic person may believe that he is someone famous, such as Elvis or Jesus Christ, and may insist on behaving like and being treated as that person.

· Using odd or bizarre language, such as idiosyncratic meanings for common words or made-up words (neologisms). They may also go off on tangents when they speak.

· Disturbances in affect – flat (rather than active) affect can result in a lack of facial expressions and emotionless, monotone speech, while inappropriate affect is characterized by laughing when nothing funny has happened, crying when nothing sad has happened or getting angry when nothing upsetting has happened.

Changes in sleep habits (i.e. either being unable to sleep or wanting to sleep all the time) is not part of the diagnostic criteria of schizophrenia, but it certainly could be the case that some people with schizophrenia experience changes in sleep habits.

9) Answers: (a) and (b). People with schizophrenia manifest behavioural differences in four important areas:

1. odd mannerisms, such as repetitive movements or behaviours and odd facial expressions (e.g. grimaces);

2. a significant lack of motivation, called avolition (rather than hypervolition);

3. difficulty taking care of themselves, including basic life skills such as paying bills, shopping, and dressing; and

4. poor social skills, being socially withdrawn, and having disturbed relationships with others (the nature of interpersonal relationships plays a key role in the course of the disorder).

Although people with schizophrenia might suffer from speaking very quickly, this is not one of the diagnostic criteria for the illness.

10) Answer: (b). Schizophrenia is a chronic disorder. Although some people have brief episodes of schizophrenic-like behaviour (called brief reactive psychoses), most people with schizophrenia suffer from symptoms for their entire lives. One common course of schizophrenia is a period of negative symptoms and odd behaviour during which the person’s functioning slowly deteriorates (the prodromal phase), followed by a ‘first break’ – the first episode of positive symptoms. Some people experience an episode of positive symptoms with a few warning signs beforehand. Schizophrenia typically has its onset in late adolescence or early adulthood. Although it can start in childhood, this is quite rare. Sufferers don’t necessarily deteriorate over time, but they do have relapses into episodes of positive symptoms.
11) Answer: (b). The most well researched psychosocial predictor of the course of schizophrenia is a phenomenon called expressed emotion (EE). This does not refer to the level of emotion the sufferer expresses, as the name implies, but to a specific set of feelings and behaviours directed at people with schizophrenia by their family members. A family that is high in EE tends to be critical and resentful of their schizophrenic relative and may be overprotective or over-involved in his life (Brown et al., 1962). A family that is low in EE tends to be more caring and accepting, and less enmeshed in the sufferer’s life.

12) Answer: (a). Major depressive disorder, also called unipolar depression, is one of the most common mood disorders, whereas bipolar disorder (also known as manic-depression), like schizophrenia, is less prevalent.

13) Answers: all of the above. Unlike schizophrenia, which almost certainly has a genetic and/or biological trigger, major depressive disorder can be caused by either genetic/biological or psychosocial factors (which incorporate psychological, environmental and social factors).
14) Answer: (d). According to Beck (1967; Beck et al., 1979), pessimistic ways of thinking about ourselves, the world and the future are known as cognitive distortions. Examples are viewing things in a black and white manner, focusing on and exaggerating negative aspects, and minimizing our positive qualities.
15) Answer: (c). In bipolar disorder, depression alternates with periods of mania, which is virtually the polar opposite of depression. During a manic period, people feel euphoric or elated. And just as major depression is not the same as simply feeling sad, mania is not the same as simply feeling happy. Mania is characterized by these symptoms:

· An excessively euphoric mood, typically associated with a sense of grandiosity. Manic people feel unbelievably good about themselves, to the extent that they often believe they can do anything. And they frequently try to!

· Engaging in many more activities than usual. This increase in activity often becomes excessive to the point of being dangerous. For example, manic people may go on shopping sprees, spend amounts of money that go well beyond their means, and incur enormous levels of debt. They may take off on a trip in their car, driving recklessly and leaving responsibilities behind. They may engage in frequent sexual indiscretions, putting themselves at risk for sexually transmitted diseases, pregnancy and relationship conflict.

· A decreased need for sleep – even staying awake for days at a time.

· High distractibility and poor concentration as the mind races with a million thoughts.

· Speaking very quickly – others can barely get a word in during conversations.

Therefore someone with bipolar disorder can experience the full range of symptoms of both depression and mania (e.g. feeling very bad about themselves while in a depressive period, and then very good about themselves when in a manic period). Obsessive/compulsive behaviour is not generally a symptom of bipolar disorder.

16) Answer: (b). There is even more evidence of genetic transmission for bipolar disorder than for major depressive disorder (Gershon, 1995), and research has also shown that schizophrenia is caused by genetic/biological factors. There is also evidence of dysfunction of various neurotransmitters, including serotonin, dopamine and norepinephrine, in bipolar disorder, but like schizophrenia, there is no evidence that psychosocial factors (which incorporate psychological, environmental and social factors) are the initial cause. But they do influence the course of the disorder. Conversely, it has been found that unipolar depression (or major depressive disorder), panic disorder and substance use disorders can all be caused by genetic/biological and psychosocial factors – while bipolar disorder and schizophrenia can both only be caused by genetic/biological factors.
17) Answer: (d). The most common and straightforward of the anxiety disorders are specific phobias – fear and avoidance of a particular object or situation (e.g. dogs, heights, flying). This anxiety may be very circumscribed, occurring only in response to the target of fear, and may result in impairment in only a very specific domain. For example, someone who is afraid of flying may lead a very normal, productive life but simply isn’t able to fly. This may impair their work if they are expected to travel for business, or their relationships if, for example, they can’t take a vacation with their partner. But it won’t usually affect other areas of their life. Social phobia tends to be more impairing than specific phobias because it often results in significant social isolation.
18) Answer: (a). Panic disorder (a type of anxiety disorder) can be quite debilitating, especially when it is coupled with agoraphobia. Literally ‘fear of the marketplace’, agoraphobia is often thought of as fear of leaving the house (claustrophobia is a fear of confined spaces). More accurately, it is fear of situations in which escape would be difficult or there would be no one to help should panic occur. Panic disorder begins with sudden panic attacks that occur out of the blue. The disorder develops when people worry about having another panic attack and subsequently begin to avoid places and situations they associate with it. For example, if you had a panic attack while driving, you might avoid driving again. When someone avoids so many places and situations that they are finally unable to leave their home, they are said to have agoraphobia.
19) Answers: (a) and (b). Obsessions are unwanted, persistent, intrusive, repetitive thoughts, and compulsions are ritualistic, repetitive behaviours. When someone with OCD experiences obsessions, such as fear of contamination, anxiety is generated. To reduce this anxiety, she might engage in compulsions, such as repetitive hand-washing. The compulsions reduce anxiety briefly, but the obsessions soon return, and the sufferer becomes caught in a vicious cycle. Sometimes OCD is fairly circumscribed, but often it begins to dominate people’s lives, causing significant impairment. Typical obsessions involve religion, contamination, fear of hurting someone, fear of losing something important, and fear of saying or doing something inappropriate or dangerous. Typical compulsions are hand-washing, checking, counting and hoarding.
20) Answer: (c). Experiencing a traumatic event can lead to post-traumatic stress disorder (PTSD). It was first documented among war veterans who had been exposed to wartime atrocities, but we now know that it can occur in response to many types of event, including natural disasters, accidents, rape and physical abuse. And it isn’t just the victim who is vulnerable to the disorder. Someone who observes severe physical abuse, for example, is also at risk. PTSD has a paradoxical set of symptoms. The target of fear is the trauma itself, which creates tremendous anxiety, so the sufferer will desperately try to avoid anything associated with the trauma. They may even lose their memory for the event. On the other hand, people with PTSD might be plagued with unwanted and intrusive thoughts about the event, such as flashbacks and nightmares. Sufferers also tend to become psychologically numb. Their emotions shut down, and they can’t derive pleasure from things or even envision the future. But again, paradoxically, they may also experience symptoms of hyper-arousal. They are usually hyper-vigilant to their environment, they startle easily, can’t sleep or concentrate, and are irritable and easily angered. This complex set of symptoms makes PTSD is a very debilitating disorder.

21) Answers: (a) and (b). In some ways, generalized anxiety disorder is the simplest, and in other ways the most complex, anxiety disorder. It is characterized by an extended period – say, six months or more – of chronic, uncontrollable worry about numerous things. This sounds simple. Sufferers spend their lives worried and tense all the time, they are easily irritated, and they have trouble sleeping and concentrating. On the other hand, it isn’t entirely clear what people are attempting to avoid and what function their worry serves. Some theorists have suggested that people with this disorder fear that they will not be able to control their lives or themselves, and worry is a way to exert control (Borkovec, 1985). It doesn’t work, of course, but sufferers may feel completely out of control if they stop worrying. They may have no other coping strategies to rely on.

22) Answers: (b), (c), and (d). There are currently two eating disorders included in the ICD-10 and DSM-IV classifications – bulimia nervosa and anorexia nervosa. Although they differ in important ways, they have four things in common:
1. a distorted body image (inaccurate assessment about shape and weight);

2. an intense fear of being fat;

3. a sense of self that revolves around the individual’s body and weight; and

4. eating that is regulated by psychological rather than physiological processes, although the form of eating regulation is quite different for the two disorders.
23) Answers: (a) and (c). People with bulimia tend to be of normal weight and are sometimes even overweight. Bulimia nervosa is characterized by recurrent episodes of binge eating and purging. During a binge, bulimic people consume an enormous number of calories in a brief period of time and feel an overwhelming loss of control as they are doing so. The binge is then followed by purging behaviour – usually vomiting, taking laxatives, taking diuretics or using enemas, and sometimes fasting or excessive exercise. Other symptoms may include:

· somewhat chaotic lives;

· a tendency to be impulsive, emotionally labile, sensitive to rejection and in need of attention;

· depression and/or substance abuse.
24) Answer: (b). Anorexia nervosa is characterized by a refusal to maintain normal body weight. People with anorexia restrict their food intake through diet and typically engage in excessive exercise. Their weight often becomes so low that their bodies stop functioning normally (e.g. females stop menstruating), and they often appear emaciated. Anorexics also tend to:

· be perfectionist, rule-bound and hard-working;

· have a strong need to please others, but never feel special themselves;

· be high-achievers, but also feel uncertain of their capacity to be independent.

Some people with anorexia also engage in binging and purging and have other features of their personalities and lives in common with bulimics.

25) Answer: (b). Research supports genetic transmission of eating disorders, but some suggest that it may not be the disorder itself that is inherited. They believe that a set of personality traits – such as obsessiveness, rigidity, emotional restraint in the case of anorexia, and impulsivity and emotional instability in the case of bulimia – might increase the likelihood of poor coping. The eating disorder is seen as a maladaptive way of coping with stress (e.g. Strober, 1995). There is presently no evidence that biological dysfunctions actually cause eating disorders, but they may affect their course. One of the primary sets of psychosocial factors in the development and course of eating disorders are social pressures and cultural forces.
26) Answers: (a), (c), and (d). Physical substance dependence includes:

· tolerance – the need for increased amounts of the substance or diminished effect with same amount; and

· withdrawal – the experience of physical symptoms when the substance is stopped, or turning to another substance to relieve or avoid those symptoms.

Psychological substance dependence is indicated by:

· taking substances in larger amounts or over longer periods of time than intended;

· a persistent desire to use or unsuccessful efforts to cut down or control use;

· spending a great deal of time trying to obtain, use or recover from the substance;

· giving up important activities; and

· continued use, despite knowledge of a problem that is exacerbated by the substance.
27) Answers: (a) and (c). The tension-reduction hypothesis is the notion that people use substances in order to reduce tension and negative affect.
28) Answers: (a) and (c). All personality disorders have a number of things in common. They are:

· longstanding – i.e. begin at a relatively early age;

· chronic – i.e. continue over time; and

· pervasive – i.e. occur across most contexts (e.g. one forbidden drink leading to more).
29) Answer: (d). The primary personality disorders and their key traits, as described in the DSM-IV (APA, 1994) are:
Cluster A – the odd and eccentric cluster: Paranoid – suspicious, distrustful, makes hostile attributions; Schizoid – interpersonally and emotionally cut off, unresponsive to others, a ‘loner’; Schizotypal – odd thoughts, behaviours, experiences; poor interpersonal functioning.

Cluster B – the dramatic and erratic cluster: Histrionic – dramatic, wants attention, emotionally shallow; Narcissistic – inflated sense of self-importance, entitled, low empathy, hidden vulnerability; Anti-social – behaviours that disregard laws, norms, rights of others; lacking in empathy; Borderline – instability in thoughts, feelings, behaviour and sense of self.

Cluster C – the fearful and avoidant cluster: Obsessive-compulsive – rigid, controlled, perfectionistic; Avoidant – fears negative evaluation, rejection and abandonment; Dependent – submissive, dependent on others for self-esteem, fears abandonment.

30) Answer: (d). There is evidence of modest genetic transmission for some personality disorders, especially anti-social personality disorder, although environmental factors also play an important role (e.g. Cadoret et al., 1995). There is also evidence that children are born with different temperaments, which may serve as vulnerability factors. Biological factors are also being explored as causes of some personality disorders, such as anti-social personality disorder. Cognitive, psychodynamic and attachment theorists all suggest that negative early experiences in the family put people at risk for developing personality disorders. The assumption is that this happens, at least in part, through the cognitions that people develop.
