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Chapter 13: Lecture Notes

Think about the Diagnostics and Statistics Manual, which is the list of symptoms according to which we classify people as depressed or anxious or borderline or anti-social, or other classifications; when you go there and do content analyses of descriptions, about 45% of the terms used are emotional in nature. We all have the intuition that emotion is strongly connected to psychopathology, but the empirical literature on connecting emotion to psychopathology is very thin. There are no real theories about the relation of emotion to psychopathology. It is a question awaiting an answer. The approach in the past has been more to focus on the cognitive elements in schizophrenia and depression; there has been little focus on emotion. Emotions serve important functions; they are good for us and help us build bonds and see what is important in the world and connect with others. Even jealousy and anger solve important problems. We now ask an opposite question: When is emotion problematic and dysfunctional? How do we answer that question?
I want to turn to Aristotle’s Nichomachean Ethics, a great book on virtue. Aristotle argued that moderation was the key to virtue, mental health and well-being. Aristotle believed that everything in moderation is the healthy approach to life. He believed this in the realm of emotion. Two thousand years ago he anticipated some intuitions we have. He says, “We can be afraid or get angry or feel pity, in general have pleasure and pain, both too much and too little in both ways not well. But having these feelings at the right times, about the right things, for the right people, for the right end, and in the right way is the intermediate and best position and proper to virtue. Virtue then is a means of moderation.” Aristotle is arguing that we have these emotion systems and to the extent we have them at the right times, towards the right people for the right end and in the right way is the best position. He is talking about emotion systems that are appropriately contextualized. Let me give a few examples that connect to Aristotle. Emotions can be inappropriately targeted towards wrong people. We have argued that emotions are designed to promote specific kinds of relationships, parent–child, friendship bonds, and hierarchical bonds. If an emotion system is directed at the wrong system, that might be pathological. 
There are four perspectives on emotions and psychopathology that I want you to understand. (1) Discrete Emotion Perspective. Last time we talked about how there are distinct, discrete emotions in children that are individual systems, and psychopathology occurs when one of those systems is overactive or underactive and plays too large a role in the individual’s life. For example, externalizing kids have too much anger. For autistic kids, there is a problem with social, self-conscious emotions, so one or two emotions can cause problems that lead to psychopathology. 
(2) Regulation and Response Style Perspective. This perspective argues that it is not the emotions per se that are the problem, as most people experience daily hassles, anxiety, and stress as a part of living. However, Nolen-Hoeksema argues that what differentiates people who experience major depression from those who do not is how they respond to the emotions they encounter in daily life. It is not the emotions themselves but how people handle them. Major depression is defined by the absence of pleasure, feelings of worthlessness, lethargy, inactivity, and so on that persist for more than two weeks. Dysthymia is when you have less severe depression that persists for a couple of years. It is very prevalent in the population. Three to five percent of people in the US will have major depression at some point; the same number will experience dysthymia. Nolen-Hoeksema noticed that women are twice as likely to experience major depression. Why? She argues that women, when they experience negative events in their lives, ruminate; they dwell on the causes and consequences of the emotion and its connection to the rest of their lives. They elaborate on the experience and keep it in their experience. In contrast, men tend to distract themselves and turn away from the negative event. The process of rumination takes a minor event and expands it. If we ruminate on our emotions and hold them in our minds and think them over and over and think about every facet of the experience, it leads us to think about other bad things in our lives, so we have a memory bias. It interferes with our goal-directed activity. Something upsetting may happen and it is hard to concentrate. Negative emotion interferes with problem-solving abilities. When we think about something over and over, it actually makes that experience more extreme. Just the process of thinking about something over and over makes an idea more extreme. We have experimental evidence for this. What is the evidence that this ruminative response style to stress actually causes depression? There are three kinds of evidence – experimental, diary study, and research based on response to the trauma of an earthquake.
(3) Valence Perspective. A third approach related to depression is Richie Davidson’s dimensional perspective, that we can see everything as stressful or nothing as rewarding. Davidson approached emotion from the hemispheric lateralization perspective in the CNS and said that there are two broad systems to emotion that organize our emotional responses and experience. There is the approach system related to positive emotion in the left hemisphere. It is all about moving forward, and pursuing goals and feeling enthusiastic and engaged in life. The right hemisphere is more of an avoidance system that is about shutting down and avoiding, fleeing danger. He has found that our left or right hemispheric lateralization correlates at about .70 across different times and measures. We tend to show the same hemispheric profile at different times. There seem to be individual differences. The feeling that you have no rewards in your life and are not enjoying pleasure, a key part of depression that he calls hypomania, is associated highly with low levels of left hemispheric activity. He is starting to argue that there will be kinds of depression that are informed by the study of emotion and hemispheric lateralization. There is another profile that he calls melancholia, which is the presence of anxiety and sadness and all of the negative dysphoria associated with depression. These symptoms of feeling sadness and guilt and agitation and hopelessness, which are very different from the absence of pleasure, are associated with increased right hemispheric activity. Different strands of depression may have their origins in different activities of these broad approaches to emotion.
(4) Coherence and Kring. Finally there is the coherence perspective of Ann Kring on schizophrenia. We think of our emotional systems as coherent and correlated; our facial expressions and physiology and cognition all work together, but in schizophrenia, this appears not to be the case. There are a couple of interesting findings. Schizophrenia affects about 1% of the population worldwide. It is defined by flat affect, cognitive distortions like delusions of grandeur and persecution, and hallucinations that are usually auditory. These people may have delusions of grandeur and think that they are Jesus – as a friend of mine did who had a psychotic break; they may think they are being persecuted. There are negative symptoms, which are the absence of ordinary social behavior. They talk and gesture less and have less expressive behavior. They have odd gestures and physical movements. This is a prototypical mental disorder. Early on, one of the hypotheses is flat affect. In a very odd way, if you really interact with a schizophrenic, they are impassive and non-expressive and do not show the expressive behavior like head nods, illustrators, eyebrow flashes, smiles and so on. The theory before Ann Kring was that their emotional system was knocked out and they did not have the emotions that you and I have. Kring has presented definitive studies that have reshaped how we think about schizophrenia. She has presented schizophrenic patients, controlling for levels of medication, emotional stimuli, and measured emotion in different systems. She measured their facial expression, their report, and their skin conductance. Do they show flat affect? No. What they show is a dissociation of emotion systems. If you show them powerful film clips or disturbing slides, they have the same emotional experiences we do. They report the same emotional response. She has done research where she gives schizophrenic patients beepers and beeped them at different times during the day and had them report on how they are doing, to look at the structure of their emotional experience. Imagine if you are doing this study with people who really believe people are controlling them and you give them a beeper. Their day-to-day experience of emotion looks a lot like yours or mine. It has the same levels and structure and positive and negative. Their CNS and ANS responses to stimuli are the same as ours. Where they differ is in their facial expression. Across a variety of studies they show fewer facial expressions of emotion. They are feeling it; their ANS is responding but the signal is not showing up in their facial expressions. Ann has talked about this as a disjunction between emotion and experience. They have real trouble in relationships; they have trouble maintaining long-term bonds and get disconnected from their families. Strangers interact with them and start to feel anxious. Schizophrenic patients are feeling things but not showing it in their face. They are not giving important social signals. 

So what is the evidence that this ruminative response style to stress actually causes depression? First, there is experimental evidence. You induce a negative mood by having people think about really bad things so they feel a bit glum. They look at a screen projecting negative things about their lives, telling them they are worthless. If you do this, you will get depressed. Then you have one group ruminate about that negative experience, and you distract the other group of people with crossword puzzles, anagrams, or other activities. What you find is that the group that ruminates has worsened or has persistent negative moods. The people who were distracted have a reduction of negative moods. This is important evidence that points to a causal relationship between rumination and the persistence of dysphoria, which is central to depression. If you make someone feel bad and a little sad and anxious and have them focus on the causes and consequences and nature of that affective state, and then you assess them half an hour later, they are still in the negative state. In contrast, if you have them distract themselves, the negative mood is gone half an hour later.  

A second piece of evidence is in the diary study method. In this case, researchers had college students at Stanford fill out daily mood measures for 30 straight days, like feeling happy, sad, anxious, calm, confident, energetic, depressed, and the like. Then they filled out a ruminative and a distraction style question. The ruminative questions were something like, do you tend to think about your feelings and the consequences of them? Do you think about what caused them? The distraction questions were like, when you feel upset do you go outside and play sports? Do you go out and socialize? So, they have measures of mood, and measures of rumination and distraction, and what they find is that women ruminate more on a daily basis. Second, they identified experiences of really severe negative emotion, and then statistically found that a ruminative style on day one predicted increased episodes of really severe dysphoria on day two. It also predicted longer-lasting dysphoria. You can find causal relationships between rumination on day one, but then, does that emotion and mood persist over time? They find statistically that ruminative responses to stresses and hassles predict more severe, longer-lasting dysphoric emotion later on. They controlled for levels of depression and found that rumination when discovered on Wednesday predicted worse negative effects on Thursday, and that the negative effects last a long time. Finally, there is the earthquake study that has a simple message. They found that people who had a really ruminative and depressive style prior to the Loma Prieta earthquake in 1989 felt more depression seven to ten days after the earthquake. You have a ruminative style prior to the earthquake, and then afterwards everyone is feeling pangs of anxiety when a truck passes by. Nolen-Hoeksema had measures of ruminative styles of students and she looked at how they responded emotionally to this traumatic event. The more pronounced the ruminative style, the greater the depression and dysphoria ten days after the earthquake. 
The four perspectives on emotions and psychopathology are quite useful. First, they may help children to cope with adversity. Children find it very hard to talk about adversity and what is going on. We know that physically abused kids are sensitive to anger displays and show signs of anger and fear in response to anger displays early in life. At six to eight months, children show this extra fear and sadness; it is useful for clinicians to know this and be able to pick up on this. In autism, we know that early intervention to help kids develop social skills works best. Children develop social emotions by age two; we can identify children at an early age with autism and intervene. In schizophrenia, we can improve our classification schemes and look at the flat affect. With depression, we can identify two broad types as Davidson has done; depressives with low left hemisphere activity are more responsive to SSRIs than those with high right hemisphere activity. We can predict treatment outcomes. 
Chapter 13: Multiple Choice Questions

1) Depression and anxiety are regarded as ________ disorders.

A. psychotic

B. externalizing 
C. mood 
D. emotional

2) Which of the following is not a symptom of depression?

A. inability to sleep.

B. lack of energy.
C. inability to concentrate.

D. excessive worrying. 

3) Which of the following is common to both sadness and depression?

A. decreased activity in the prefrontal cortex.
B. increased activity in the prefrontal cortex.
C. decreased activity in the limbic system.
D. increased activity in the cerebellum.
4) In extreme cases, anxiety involoves fear that is characterized by:

A. being manageable.
B. lack of an intentional object.
C. being directed towards some specific object.
D. presence of guilt.
5) Psychiatric epidemiology studies:

A. only those disorders that are widespread among the population.
B. how frequently disorders occur.
C. only emotional disorders.
D. disorders caused by a bacterium affecting the brain.

6) The prevalence of a disorder is:

A. how well understood it is.
B. how much it is being studied.
C. the percentage of people suffering from it.
D. how afraid people are from it.
7) Table 13.1 suggests that there is no significant gender difference in the prevalence of:

A. panic disorder.
B. simple phobia.
C. alcohol abuse.
D. manic episodes.
8) Which of the following is true of bipolar disorder, but not of depression?
A. Involves at least one episode of extreme fear.
B. Involves at least one episode of extreme happiness.
C. Involves at least one episode of excessive sadness.
D. Involves at least one episode of diminished pleasure.
9) The heritability of bipolar disorder is:

A. equal to that of anxiety.
B. lower than that of anxiety.
C. higher than that of depression.
D. equal to that of depression.
10)  Which of the following is not an anxiety disorder?
A. Panic attacks.
B. Social phobia.
C. Obsessions.
D. Schizophrenia.
11)  According to the stress-diathesis hypothesis, emotional disorders:

A. produce stress and are heritable.
B. are the product of stress and other predisposing factors.
C. are more prevalent than stress and certain genetic traits.
D. are caused by experiences in early life.
12)  Which of the following is one way in which emotional disorders differ from short-term emotions?
A. Short-term emotions are generally less intense and not disabling.

B. Emotional disorders involve only negative emotions.
C. Short-term emotions are generally more prevalent in children.

D. Short-term emotions are not caused by stress.

13)  Gene 5HTT and the neurotransmitter serotonin are most heavily involved in:

A. schizophrenia.
B. mania.
C. depression.
D. all short-term emotions.

14) The explanation of depression and anxiety in terms of cognitive biases:

A. holds that people with depression and anxiety are biased towards forgetting negative emotional information.

B. holds that people with depression and anxiety attend to and remember negative emotional information. 
C. claims that anxiety and depression have a common cognitive cause.

D. None of the above.

16) Which of the following is not a factor in prolonging the length of depression?

A. Interpersonal relationships.

B. Cognitive processes.
C. Genetic vulnerability.

D. Biological mechanisms.

17) Flat affect, or the lack of observable signs of emotion expression, is characteristic of:

A. schizophrenia.
B. post-traumatic stress disorder.
C. anxiety disorder.
D. bipolar disorder.
18) According to a hypothesis in psychosomatic research, people who barely express or experience emotions are:

A. less susceptible to illness than those who do express and experience emotions.

B. as susceptible to illness as those who do express and experience emotions.

C. more susceptible to illness than those who do express and experience emotions.

D. as susceptible to illness as those with high genetic vulnerability. 

. 

 19) Coronary heart disease is a psychosomatic effect of:

A. schizophrenia.
B. depression.
C. anxiety disorder.
D. negative emotions more generally.
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