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                                                            Georgia Highlands College
PSYC 2165
Abnormal Psychology 
Class Activities

In Class Exercises
Great Site for Clinical Case Studies
https://www.div12.org/case-studies/
http://truecenterpublishing.com/tcp/inclassex.html
http://www.users.miamioh.edu/shorec/685/Teaching%20resources%20685%20projects/ActivitiesforAbnormalPsych.htm
Case Studies
https://www.cram.com/flashcards/mental-illness-vignettes-2495177
NIMH Video Series
https://www.youtube.com/user/NIMHgov/featured
Class Exercise for Depression
http://www.oercommons.org/courses/are-you-blue-what-can-you-do-a-case-study-on-treatment-options-for-depression/view
Modalities of Treatment
https://nobaproject.com/modules/therapeutic-orientations
Psychopharmacology
https://nobaproject.com/modules/psychopharmacology
House Party with Personalities
Donna danced into the party and immediately became the center of attention. With sweeping gestures of her arms and dramatic displays of emotion, she boasted about her career as an actress in a local theater group. During a private conversation, a friend inquired about the rumors that she was having some difficulties in her marriage. In an outburst of anger, she denied any problems and claimed that her marriage was "as wonderful and charming as ever." Shortly thereafter, while drinking her second martini, she fainted and had to be taken home.
William wandered into the party, but didn't stay long. The "negative forces" in the room were unsettling to his "psychic soul-spot." The few guests he spoke to felt somewhat uneasy being with this aloof "space cadet."
Sherry paraded into the party drunk and continued to drink throughout the night. Laughing and giggling, she flirted with many of the men and to two of them expressed her "deep affection." Twice during the evening, she disappeared for almost half an hour, each time with a different man. After a violent argument with one of them, because he took "too long" to get her a drink, she locked herself into the bathroom and attempted to swallow a bottle of aspirin. Her friends encouraged her to go home, but she was afraid to be alone in her apartment.
Winston spent most of the time talking about his trip to Europe, his new Mercedes, and his favorite French restaurants. People seemed bored being around him, but he kept right on talking. When he made a critical remark about how one of the women was dressed - and hurt her feelings - he could not apologize for his obvious blunder. He tried to talk his way around it, and even seemed to be blaming her for being upset.
Peter arrived at the party exactly on time. He made a point of speaking to every guest for five minutes. He talked mostly about technology and finance, and avoided any inquiries about his feelings or personal life. He left precisely at 10 PM because he had work to do at home.
Before entering, Doreen watched the party for several minutes from outside through the window. Once she went in, she seemed very uncomfortable. When people tried to be nice to her, she looked guarded and distrustful. People quickly became uncomfortable with her habit of finding fault with everything little thing you said or did. She seemed to be picking fights with people. She didn't stay very long at the party.
Margie didn't come to the party, even though she promised the hostess that she would bring the ice. The hostess was very upset that everyone had warm drinks.
Harold wasn't invited to the party. No one really knows him very well because he rarely talks. In fact, he spends most of his time alone at home reading.



DSM Characteristics of Several Personality Disorders
Match up the following disorders with the descriptions of the party:

Paranoid: suspicious, argumentative, paranoid, continually on the lookout for trickery and abuse, jealous, tendency to blame others, cold and humorless
Schizoid: has few friends; a "loner"; indifferent to praise and criticism of others; unable to form close relationships; no warm or tender feelings for other people 
Sociopath: breaks rules and laws; takes advantage of other people for personal gain; feels little remorse or guilt; appears friendly and charming on the surface; often intelligent
Schizotypal: also aloof and indifferent like the schizoid; magical thinking; superstitious beliefs; uses unusual words and has peculiar ideas; a very mild form of schizophrenia 
Borderline: very unstable relationships; erratic emotions; self- damaging behavior; impulsive; unpredictable aggressive and sexual behavior; monophobia; easily angered 
Histrionic: overly dramatic; attention seekers; easily angered; seductive; dependent on others; vain, shallow, and manipulative; displays intense, but often false emotions 
Narcissistic: grandiose; crave admiration of others; extremely self-centered; feel they are privileged and special; expects favors from others; emotions are not erratic 
Compulsive: perfectionists; preoccupied with details, rules, schedules; more concerned about work than pleasure; serious and formal; cannot express tender feelings
Passive-Aggressive: indirectly expresses anger by being forgetful and stubborn; procrastinates; cannot admit to feeling angry; habitually late


Suggested answers:
Donna=histrionic, William=schizotypal, Sherry=borderline, Winston=narcissistic, Peter=compulsive, Doreen=paranoid, Margie=passive-aggressive, Harold=schizoid

Which Treatment is Best?
For this exercise, I divide students up into small groups and give them the following two handouts. For each of the people described in the first handout, the group is to discuss and choose which mental health treatment from the second handout would probably be best for that person and his/her particular problem. 

The People and Their Problems

Joan can't understand why she feels down and despondent. Just last week she was feeling so wonderful that she decided to quit her job so she could leave for the Himalayas. She just knew she could climb Mt. Everest. 
Tom's friends say he has a drinking problem. He said he can stop whenever he wants, but secretly he doubts it. Is booze slowly destroying his life?
Melissa is unable to sleep, has lost 15 lbs., and cannot concentrate on her studies. She is beginning to feel worthless and suicidal.
Barry believes everyone in the hospital is plotting to kill him. He has already punched two nurses, stabbed his psychiatrist in the leg with a fork, and tried to jump out the window. Despite his many drug treatments, he is getting more psychotic and violent. Everyone is afraid of him.
Archie is such a perfectionist that it drives others and himself crazy. He always hears himself thinking, "It has to be perfect or it is no good! YOU should always be the best or you are no good!"
Anna has this recurring dream about a prince who is searching for her, but she is being held captive by an evil witch. Sometimes it is so scary it wakes her up. The dream started on the anniversary of her father's death. What does it mean? Does it have something to do with her feeling anxious lately?
Susan realizes she just has to get over this fear of flying as soon as possible! When she gets the promotion, she will have to travel often.
Lyle is bored and unsatisfied with his life. He has his health, a good job, friends, and a happy family - so why does he feel so unfulfilled? Why does he feel something is missing?
Martha says, "Joe is a lazy slob! All is does is lay around, drink beer, and watch the games. He doesn't pay any attention to me or help around the house." Joe says, "Martha is such a bitch! Nag, nag, nag!"
Sharon has problems relating to other people. She really wants to know what she does wrong. She really wants to know what other people think of her.
Willy says he feels so nervous and "hyped-up" that he can't even sit still to talk about what's bothering him - in fact it's sometimes even difficult to talk at all without blocking or stumbling over his words.
Harry believes he is the Emperor of Rome because a voice in his lawnmower told him so.
Mr. and Mrs. Smith can't stop complaining about their little Johnny. "He won't listen to us, he fights at school, and he's wetting his bed. Why can't he be a good kid like his big brother?"
Sam keeps sinking deeper and deeper into depression. He won't take his pills. He doesn't talk or respond to anything. He just lies there all day and stares off into space.

The Treatments
I. Somatic (biological) Treatments 
A. Drugs ("psychopharmacology")
1. Antipsychotic drugs (major tranquilizers - e.g., the phenothiazines)
2. Antidepressant drug (e.g., SSRIs)
3. Anti-anxiety drugs (minor tranquilizers: benzodiazepines like valium; barbiturates)
4. Mood swing drugs (e.g., lithium)
B. Psychosurgery, e.g., the frontal lobotomy
C. Electro-convulsive treatment ("ECT")

II. Individual Psychotherapy 
A. Psychoanalytic therapy
B. Humanistic/Existential Therapy
C. Cognitive Therapy
D. Behavioral Therapy
E. Child therapy
Note: the distinction between "insight" and "action" therapies
Note: most therapists describe themselves as "eclectic"

III. Couples/Marital Therapy
(couples/marital may be based on psychoanalytic, humanistic, cognitive, or behavioral theories, or combinations thereof)

IV. Group Approaches 
A. Group therapy
B. Family therapy
C. Self-help groups

* For the exercise:
When you select a treatment, specify whether it is A, B, C, etc.
If you select drugs as a treatment, specify 1, 2, 3, or 4.



Suggested Answers:
Joan (mood swing drug)
Tom (self-help group, AA)
Melissa (anti-depressant, perhaps ECT)
Barry (psychosurgery?)
Archie (cognitive therapy)
Anna (psychoanalysis)
Susan (behavior therapy)
Lyle (humanistic/existential therapy)
Martha and Joe (marital therapy)
Sharon (group therapy)
Willy (anti-anxiety drug)
Harry (anti-psychotic drug)


Case Study:
You will select and review ONE case study provided in this packet. You will be responsible for reviewing the case and assigning multi-axial diagnoses. You will also be responsible for providing a rationale for the diagnoses, as well as a discussion of rule outs, differential diagnoses, and prognosis. This assignment should be 2-3 pages in length (typed, double-spaced, one- inch margins). 

Case Summary #1
Robin Henderson is a 30-year-old married Caucasian woman with no children who lives in a middle-class urban area with her husband. Robin was referred to a clinical psychologist by her psychiatrist. The psychiatrist has been treating Robin for more than 18 months with primarily anti-depressant medication. During this time, Robin has been hospitalized at least 10 times (one hospitalization lasted 6 months) for treatment of suicidal ideation (and one near lethal attempt) and numerous instances of suicidal gestures, including at least 10 instances of drinking Clorox bleach and self-inflicting multiple cuts and burns. Robin was accompanied by her husband to the first meeting with the clinical psychologist. Her husband stated that both he and the patient’s family considered Robin “too dangerous” to be outside a hospital setting. Consequently, he and her family were seriously discussing the possibility of long-term inpatient care. However, Robin expressed a strong preference for outpatient treatment, although no therapist had agreed to accept Robin as an outpatient client. 

The clinical psychologist agreed to accept Robin into therapy, as long as she was committed to working toward behavioral change and stay in treatment for at least 1 year. This agreement also included Robin contracting for safety- agreeing she would not attempt suicide. 

Clinical History

Robin was raised as an only child. Both her father (who worked as a salesman) and her mother had a history of alcohol abuse and depression. Robin disclosed in therapy that she had experienced severe physical abuse by her mother throughout 
childhood. When Robin was 5, her father began sexually abusing her. Although the sexual abuse had been non-violent for the first several years, her father’s sexual advances became physically abusive when Robin was about 12 years-old. This abuse continued through Robin’s first years of high school. Beginning at age 14, Robin began having difficulties with alcohol abuse and bulimia nervosa. In fact, Robin met her husband at an A.A (Alcoholics Anonymous) meeting while she was attending college. Robin continued to display binge-drinking behavior at an intermittent frequency and often engaged in restricted food intake with consequent eating binges. 

Despite these behaviors, Robin was able to function well in work and school settings, until the age of 27. She had earned her college degree and completed 2 years of medical school. However, during her second year of medical school, a classmate that Robin barely knew committed suicide. Robin reported that when she heard of the suicide, she decided to kill herself as well. Robin displayed very little insight as to why the situation had provoked her inclination to kill herself. Within weeks, Robin dropped out of medical school and became severely depressed and actively suicidal. A certain chain of events seemed to precede Robin’s suicidal behavior. This chain began with an interpersonal encounter, usually with her husband, which caused Robin to feel threatened, criticized or unloved (usually with no clear or objective basis for this perception. These feelings were followed by urges to either self-mutilate or kill herself. Robin’s decision to self-mutilate or attempt suicide were often done out of spite- accompanied by the thought, “I’ll show you.” Robin’s self-injurious behaviors appeared to be attention-seeking. 

Once Robin burned her leg very deeply and filled the area with dirt to convince the doctor that she needed medical attention- she required reconstructive surgery. Although she had been able to function competently in school and at work, Robin’s interpersonal behavior was erratic and unstable; she would quickly and without reason, fluctuate from one extreme to the other. Robin’s behavior was very inconsistent- she would behave appropriately at times, well-mannered and reasonable and at other times she seemed irrational and enraged, often verbally berating her friends. Afterwards she would become worried that she had permanently alienated them. Robin would frantically do something kind for her friends in an attempt to bring them emotionally closer to her. When friends or family tried to distance themselves from her, Robin would threaten suicide to keep them from leaving her. 

During the course of treatment, Robin’s husband reported that he could not take her suicidal and erratic behavior any longer. Robin’s husband filed for divorce shortly after her treatment began. Robin began binge drinking and taking illegal pain medication. Robin reported suicidal ideation and feeling of worthlessness. Robin displayed signs of improvement during therapy, but this ended in her 14 months of treatment when she committed suicide by consuming an overdose of prescription medication and alcohol. 


Case Summary #2
At the time of his admission to the psychiatric hospital, Carl Landau was a 19-year-old single African American male. Carl was a college freshman majoring in philosophy who had withdrawn from school because of his incapacitating symptoms and behaviors. He had an 8-year history of emotional and behavioral problems that had become increasingly severe, including excessive washing and showering; ceremonial rituals for dressing and studying; compulsive placement of any objects he handled; grotesque hissing, coughing, and head tossing while eating; and shuffling and wiping his feet while walking. These behaviors interfered with every aspect of his daily functioning.

 Carl had steadily deteriorated over the past 2 years. He had isolated himself from his friends and family, refused meals, and neglected his personal appearance. His hair was very long, as he had refused to have it cut in 5 years. He had never shaved or trimmed his beard. When Carl walked, he shuffled and took small steps on his toes while continually looking back, checking and rechecking. On occasion, he would run in place. Carl had withdrawn his left arm completely from his shirt sleeve, as if it was injured and his shirt was a sling. Seven weeks prior to his admission to the hospital, Carl’s behaviors had become so time-consuming and debilitating that he refused to engage in any personal hygiene for fear that grooming and cleaning would interfere with his studying. Although Carl had previously showered almost continuously, at this time he did not shower at all. He stopped washing his hair, brushing his teeth and changing his clothes. He left his bedroom infrequently, and he had begun defecating on paper towels and urinating in paper cups while in his bedroom, he would store the waste in the corner of his closet. 

His eating habits degenerated from eating with the family, to eating in the adjacent room, to eating in his room. In the 2 months prior to his admission, Carl had lost 20 pounds and would only eat late at night, when others were asleep. He felt eating was “barbaric” and his eating rituals consisted of hissing noises, coughs and hacks, and severe head tossing. His food intake had been narrowed to peanut butter, or a combination of ice cream, sugar, cocoa and mayonnaise. Carl did not eat several foods (e.g., cola, beef, and butter) because he felt they contained diseases and germs that were poisonous. In addition, he was preoccupied with the placement of objects. Excessive time was spent ensuring that wastebaskets and curtains were in the proper places.

 These preoccupations had progressed to tilting of wastebaskets and twisting of curtains, which Carl periodically checked throughout the day. These behaviors were associated with distressing thoughts that he could not get out of his mind, unless he engaged in these actions. Carl reported that some of his rituals while eating were attempts to reduce the probability of being contaminated or poisoned. For example, the loud hissing sounds and coughing before he out the food in his mouth were part of his attempts to exhale all of the air from his system, thereby allowing the food that he swallowed to enter an air-free and sterile environment (his stomach). 

 Carl realized that this was not rational, but was strongly driven by the idea of reducing any chance of contamination. This belief also motivated Carl to stop showering and using the bathroom. Carl feared that he may nick himself while shaving, which would allow contaminants (that might kill him) to enter his body. The placements of objects in a certain way (waste basket, curtains, shirt sleeve) were all methods to protect him and his family from some future catastrophe such as contracting AIDS. The more Carl tried to dismiss these thoughts or resist engaging in a problem behavior, the more distressing his thoughts became.

Clinical History

Carl was raised in a very caring family consisting of himself, a younger brother, his mother, and his father who was a minister at a local church. Carl was quiet and withdrawn and only had a few friends. Nevertheless, he did very well in school and was functioning reasonably well until the seventh grade, when he became the object of jokes and ridicule by a group of students in his class. Under their constant harassment, Carl began experiencing emotional distress, and many of his problem behaviors emerged. Although he performed very well academically throughout high school, Carl began to deteriorate to the point that he often missed school and went from having few friends to no friends. Increasingly, Carl started withdrawing to his bedroom to engage in problem behaviors described previously. This marked deterioration in Carl’s behavior prompted his parents to bring him into treatment. 

Case Summary #3
At the time of his admission to a private psychiatric hospital, Sonny Ford was a 24-year-old single Latino male who lived with his adoptive parents. Sonny had been referred for hospital admission by his outpatient psychotherapist. Over the past 2 years, Sonny had struggled with symptoms such as concentration difficulties, anxiety, and obsessional thinking. More significantly, within the year prior to his admission, Sonny began to experience paranoid and delusional thoughts that had become quite persistent. These difficulties began after Sonny smoked marijuana. While experiencing the effects of marijuana, Sonny believed that his mind had gone “numb.” From that time on, Sonny believed that the marijuana had permanently “warped” his brain. He became increasingly distressed and frustrated over his inability to get others to agree that marijuana had this effect on him. More recently, Sonny had developed concerns that the police and FBI were “out to get him.” 

In addition, he had begun to feel that certain television shows had special importance to him and important information was embedded in these programs directed specifically at him. Sonny believed that these messages coming to him through the television were sent to remind him that he was at risk for some sort of plot by the authorities. Sonny also heard voices in his head. Although he could not make out what they were saying, Sonny perceived the voices as “angry” and “critical.” Over the past few months, Sonny’s symptoms had worsened to the point that they were interfering substantially with his attendance at work as a state office janitor. Because of these factors and the lack of improvement in outpatient counseling, Sonny was referred to this inpatient hospital. At the intake evaluation for his inpatient admission, Sonny’s emotions were restricted. 

Although appearing tense and anxious, Sonny’s face was mostly immobile for the duration of the interview. He engaged in very little eye contact with the interviewer and his body movements were agitated and restless, as evidenced by rocking movements of his legs and body. His speech was hesitant and deliberate, and he often answered the interviewer’s questions with brief and empty replies. For example, when the interviewer asked “what difficulties are you having that you would like help for?” Sonny replied, “I think it was the marijuana.”

 Clinical History

Sonny was adopted at birth, and no records were available about medical or psychiatric history of his family origin. Sonny was raised in a household of four: in addition to his parents, he had a sister 4 years older who had also been adopted. He could recall very few memories from his early childhood. However, Sonny said that throughout his life he had always been a loner who, to this day, never had any friends. 

Sonny’s parents, who were present at the time of his admission to the hospital, confirmed that Sonny had always been frustrated by social interactions and added that their son had always been hypertensive to real or perceived criticism during his school years. Sonny was very attached to his father and, for many years, experienced considerable distress and loneliness when he was separated from the family’s home or his father for extended periods. Whereas Sonny described his father as “a very accepting person” he claimed that his mother was “excessively critical and not accepting of me as a person.” Sonny also claimed that his mother was an alcoholic, a statement that was not supported by either of his parents. When Sonny was 16, he realized that he was homosexual. 

Although his father had been accepting Sonny reported that his mother had been very unaccepting of his homosexuality and often referred to him with pejorative labels, such as “fag.” While Sonny accepted his sexual orientation, he said that being gay had caused him many troubles one of which was loneliness. Many of Sonny’s persistent and obsessive thoughts focused on the possibility of contracting the HIV virus from having unprotected sex on one occasion. Sonny’s fears of having HIV had not been quieted by the fact that the person with whom he had sex with was HIV negative or by the fact the all of his recent HIV tests were also negative. Despite lifelong difficulties with social adjustment, Sonny had been able to meet most of the demands and responsibilities of adolescence. 

Following his graduation from high school (with a C+ average), sonny decided to attend a local college to take introductory courses. This decision was strongly influenced by his apprehension of moving out of his parent’s house to attend school away from his immediate community. However, it was during his freshman year that Sonny had smoked the marijuana that he believed permanently damaged his brain. Following the incident, Sonny dropped out of college due to the worsening of behaviors. Sonny enrolled at a second college for only one semester before dropping out again, because of his inability to cope with sitting in crowded classrooms and completing assignments and tests on time. Sonny has held his current position as a janitor for the last 18 months, in part because this position allows him to work alone and does not require extensive social interaction.
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Case Study 1
Jessica is a 28-year-old married female. She has a very demanding, high stress job as a second-year medical resident in a large hospital. Jessica has always been a high achiever. She graduated with top honors in both college and medical school. She has very high standards for herself and can be very self-critical when she fails to meet them. Lately, she has struggled with significant feelings of worthlessness and shame due to her inability to perform as well as she always has in the past. 
For the past few weeks Jessica has felt unusually fatigued and found it increasingly difficult to concentrate at work. Her coworkers have noticed that she is often irritable and withdrawn, which is quite different from her typically upbeat and friendly disposition. She has called in sick on several occasions, which is completely unlike her. On those days she stays in bed all day, watching TV or sleeping.
At home, Jessica’s husband has noticed changes as well. She’s shown little interest in sex and has had difficulties falling asleep at night. Her insomnia has been keeping him awake as she tosses and turns for an hour or two after they go to bed. He’s overheard her having frequent tearful phone conversations with her closest friend, which have him worried. When he tries to get her to open up about what’s bothering her, she pushes him away with an abrupt “everything’s fine”.
Although she hasn’t ever considered suicide, Jessica has found herself increasingly dissatisfied with her life. She’s been having frequent thoughts of wishing she was dead. She gets frustrated with herself because she feels like she has every reason to be happy, yet can’t seem to shake the sense of doom and gloom that has been clouding each day as of late. 
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Case Study 2
Kristen is a 38-year-old divorced mother of two teenagers. She has had a successful, well-paying career for the past several years in upper-level management. Even though she has worked for the same, thriving company for over 6 years, she’s found herself worrying constantly about losing her job and being unable to provide for her children. This worry has been troubling her for the past 8 months. Despite her best efforts, she hasn’t been able to shake the negative thoughts.
Ever since the worry started, Kristen has found herself feeling restless, tired, and tense. She often paces in her office when she’s there alone. She’s had several embarrassing moments in meetings where she has lost track of what she was trying to say. When she goes to bed at night, it’s as if her brain won’t shut off. She finds herself mentally rehearsing all the worse-case scenarios regarding losing her job, including ending up homeless. 
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Case Study 3
Josh is a 27-year-old male who recently moved back in with his parents after his fiancée was killed by a drunk driver 3 months ago. His fiancée, a beautiful young woman he’d been dating for the past 4 years, was walking across a busy intersection to meet him for lunch one day. He still vividly remembers the horrific scene as the drunk driver ran the red light, plowing down his fiancée right before his eyes. He raced to her side, embracing her crumpled, bloody body as she died in his arms in the middle of the crosswalk. No matter how hard he tries to forget, he frequently finds himself reliving the entire incident as if it was happening all over.
Since the accident, Josh has been plagued with nightmares about the accident almost every night. He had to quit his job because his office was located in the building right next to the little café where he was meeting his fiancée for lunch the day she died. The few times he attempted to return to work were unbearable for him. He has since avoided that entire area of town.
Normally an outgoing, fun-loving guy, Josh has become increasingly withdrawn, “jumpy”, and irritable since his fiancé’s death. He’s stopped working out, playing his guitar, or playing basketball with his friends – all activities he once really enjoyed. His parents worry about how detached and emotionally flat he’s become. 
Case Study 4
Martin is a 21-year-old business major at a large university. Over the past few weeks his family and friends have noticed increasingly bizarre behaviors. On many occasions they’ve overheard him whispering in an agitated voice, even though there is no one nearby. Lately, he has refused to answer or make calls on his cell phone, claiming that if he does it will activate a deadly chip that was implanted in his brain by evil aliens.
His parents have tried to get him to go with them to a psychiatrist for an evaluation, but he refuses. He has accused them on several occasions of conspiring with the aliens to have him killed so they can remove his brain and put it inside one of their own. He has stopped attended classes altogether. He is now so far behind in his coursework that he will fail if something doesn’t change very soon.
Although Martin occasionally has a few beers with his friends, he’s never been known to abuse alcohol or use drugs. He does, however, have an estranged aunt who has been in and out of psychiatric hospitals over the years due to erratic and bizarre behavior. 

Possible Responses:
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Case study 1
Major Depressive Disorder (single episode) 
Case study 2
Generalized Anxiety Disorder 
Case study 3
Posttraumatic Stress Disorder (PTSD) 
Case study 4
Paranoid Schizophrenia (specifically, a young man who is experiencing his first psychotic episode)
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