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Glossary


Introduction

In Component 1 of OCR A Level Psychology you looked at the methods used throughout psychological research to a greater or lesser extent. You also gained an understanding of the methodological issues in psychology and how psychology is seen predominantly as a science. Component 2 focused on the key research that has contributed to our understanding of human and animal behaviour, alongside some of the debates that exist in psychology. In addition, you have seen that psychology is not one clear idea about human behaviour but is made up of several different and sometimes overlapping theories about why people behave in the way they do, in any given situation.

Using this knowledge, psychologists can take research findings and use them to predict what might happen if they manipulate variables such as making changes to the environment or manipulate the cognitive processes of people. In other words, how they can apply the research findings to real-life situations. It would be nice to think that this is always for the good of society, but there are some situations when such evidence has been misused to justify atrocities, such as genocide or dictatorships. Generally though, people are helped by the application of psychological research, both theories and studies.

In this book we will look at the application of knowledge in the real-life fields of clinical psychology (mental health), child development, criminal behaviour, environmental psychology, and sport and exercise psychology. There are many other applications of psychology that we could have looked at, but the OCR specification has identified these five. The important thing to remember about the OCR specification is that for the Component 3 exam you will need to know the compulsory section – Issues in Mental Health – as well as two of the four options: child development, crime, environmental, and sport and exercise psychology.

This component is more concerned with the application of knowledge than with detailed knowledge of research studies, although there will be some research mentioned in the background of each topic on which the psychological concepts and ideas are based. You don’t need to know these research studies in detail but, if you use them in your assessment, it will show your understanding of the application. However, you must know the Key Research, which will form an integral part of the exam. The background and the key research will enable you to identify how we might devise strategies and techniques for helping people or changing their behaviour for the better. This is the third part of each topic and you will need to be able to apply your knowledge of psychology in a synoptic way to consider practical applications and the issues around implementing these.

PLEASE NOTE: You will not need to know everything about every topic. For example you don’t have to know every change of view in the history of mental illness, but you need show an understanding of how views have changed over time. Don’t worry if you get confused between Hippocrates and Homer, you don’t need to know both.

In a topic such as intelligence, you will only need how some psychologists define intelligence, not all the definitions. You can learn as much or as little as you can cope with. There will be a depth/breadth trade off where you can write about several definitions in less detail than one or two.

Check the specification and make sure you have a knowledge and understanding of each topic in the background.

You will notice that the areas in psychology, such as biological and cognitive, and perspectives such as behaviourism, are revisited to some extent in the Issues in Mental Health section, with the introduction of new perspectives from Humanistic Psychology and Cognitive Neuroscience, which could not be more different in their approach to explaining human behaviour. In each of the options there are six topics: two with a foundation in the social explanation of behaviour, two from the area of cognitive psychology, and two based on the biological assumptions about human behaviour. These are not definitive however (for example, the whole of the child psychology unit could fit into the Developmental area) so don’t get too worried about the focus of each topic. You should know by now that nothing is psychology is clear cut – there are always areas for discussion and overlap.

It is hoped that reading about these topics will show you the wide range of applications of psychological research, together with stimulating a critical interest in the world around you and providing a better understanding about what makes you both similar to other humans and uniquely different from everyone else.

Feel free to look at the options that you are not studying for the exam and read any that strike you as interesting. Remember, reading about the application of psychology is not just about passing the exam (but reading the book will certainly help!).
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•  Look on the website of the British Psychological Society (WWW.BPS.ORG.UK) to find out what careers studying psychology can lead to.
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Part 3

Applied Psychology


Chapter 1

Issues in Mental Health

Mental health problems are not necessarily viewed as an illness, sometimes they are disorders or a disturbance of the usual mental functions we expect. They can be relatively minor and short lived, such as worries we all have, or can be serious and/or long-term conditions. There are common symptoms within mental disorders which allow for diagnosis but individual differences mean that no two people will experience a disorder in the same way, just the same as the way people have different pain thresholds and will therefore experience physical discomfort differently.

Mental health disorders are diagnosed by medical practitioners – either by psychiatrists, who are medical doctors who have specialised in mental illness, or by psychologists, who are specialists in the mind only. Both can diagnose and treat patients and it is important that people seek help from professionals, as the earlier the treatment often the better the outcome. Mental illness should not be seen as a person’s fault or as a weakness, or something that someone can help. Telling a patient suffering from depression to ‘pull themselves together’ is as useful as saying to a person with a broken leg ‘just walk on it’.

The Mental Health Foundation suggests that mental health problems are very common, with about a quarter of the UK population experiencing some kind of mental health problem in any one year. These may not be diagnosed, or may not need treatment. Anxiety and depression are the most common diagnoses, with about one in ten people affected at any one time. Between one and two in every 100 people experience a severe mental illness, such as bipolar disorder or schizophrenia; these disorders are known as psychotic disorders during which people may have periods when they lose touch with reality.


[image: ]
Figure 1.1



There is still a stigma attached to mental illness, although legislation and changes in society are, hopefully, slowly eradicating these.
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	Stop and ask yourself …
	Links to



	
•  How do you think people with mental illness might be discriminated against?



	
•  Ethics
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The historical context of mental health

The specification requires you to know historical views of mental illness, to know how abnormality can be defined, and how mental disorders are categorised. The key research, ‘On being sane in insane places’, is by Rosenhan (1973), and the application considers how the categorisation is applied in terms of the characteristics of any one affective disorder, any one psychotic disorder and any one anxiety disorder.

Historical views of mental health

Views on the causes or reasons for mental illness vary according to the culture and the age in which they occur. This in turn influences the ‘treatment’ of these disorders. Some of them may seem barbaric to us now, but maybe we will look back at the twenty-first century in amazement that some mental illnesses were treated with chemicals!

There is some evidence that prehistoric people believed that madness was caused by possession of devils and the way to release these was to practise trepanation. This is where holes are drilled in the skull to let the ‘demons’ out; skulls dating back to 6500BC have been found that show this. It can also be seen from the skulls that some of these have healed, suggesting that the patient survived this treatment. Trepanation was also used later and Hippocrates (c. 460–377BC) also gives directions on how to carry out this procedure. During the Middle Ages and the Renaissance, trepanation was seen as a cure for various ailments, including seizures and skull fractures. Much later in the nineteenth century, prefrontal leucotomy treatment was used, which was a precursor to lobotomy used in the twentieth century to cure many disorders such as depression, mania and schizophrenia. This involved cutting a trephine hole into the skull, inserting an instrument and destroying parts of the brain.

If we go back to the times of the Old Testament (around 1000BC) the use of the term ‘madness’ was an all-encompassing term for psychotic and neurotic illnesses, and it was perceived as a punishment from God. Saul became mad, which was evidenced by his slaughter of 85 priests for no reason, after he had angered God. Interestingly, it is recorded in the Bible that music calmed Saul, perhaps the first documented treatment for ‘madness’.

Early civilisations such as the Chinese and Egyptian civilisations viewed mental illness as a result of possession by demons and treatment consisted of exorcism techniques (such as beatings, restraint and starvation) designed to drive demons out of the afflicted person’s body.


[image: ]
Figure 1.2 Trepanning



When Homer was writing in ancient Greece (800–700BC) it was still considered that madness was a punishment from the gods. The myth that Hera punished Hercules by ‘sending madness upon him’ illustrates this view. However, the Greek physician Hippocrates first identified mental illness as a scientific phenomenon. He thought that madness resulted from an imbalance of four bodily humours and could be cured by balancing these four humours.

Man’s body has blood, phlegm, yellow bile and black bile. These make up his body and through them he feels illness or enjoys health. When all the humours are properly balanced and mingled, he feels the most perfect health. Illness occurs when one of the humors is in excess, or is reduced in amount, or is entirely missing from the body. (Hippocrates, On the Constitution of Man (c. 500BC), in Jones, 1931)


[image: ]
Figure 1.3 The four humours and how they might affect moods



Depression was thought to be a result of an excess of black bile (melaina chole) and diets, purgatives (laxatives) and bloodlettings would rebalance this excess. Although this seems ridiculous in modernity, it is a significant advance on the theory of religion or mythology as it actually suggests mental illness is a response to physical changes. This founded the medical model of medicine in Europe.

In Ancient Rome, Hippocrates’ theory of unbalanced humours was rejected by some (c. 100BC) and replaced with the belief that melancholy resulted from emotions such as rage, fear and grief. Anxiety-prone people had excessive perturbations (disturbances) of the mind. Cicero’s questionnaire for the assessment of mental disorders is very similar to the tools used today to assess a patient’s psychiatric history and mental state. Following the growth of the Christian church around AD300, it promoted the idea of madness as a punishment from God or demonic (devil) possession. It followed that religion was central to any treatment within medieval asylums such as the Bethlem Hospital in London. Some monasteries also became centres for the treatment of mental disorders. However, older treatments such as bloodletting and purgatives continued alongside prayer and confession.

During the Middle Ages, Eastern cultures that hadn’t adopted Christian ideas focused on the separation of the soul with ideas based on science rather than the metaphysical concepts of Christianity.

Mental illness in the Middle Ages had potentially fatal consequences. The burning of witches, who were deemed to be mad, reached its peak in the fourteenth and fifteenth centuries. However, in 1563 De Praestigiis Daemonum (The Deception of Demons) was written by Johann Weyer, which argued that the madness of heretics was not divine punishment or demonic possession, but resulted from natural causes. Hysteria and epilepsy were the two illnesses that were most frequently confused with witchcraft or demonic possession and, as these were more prevalent in women, more women were burned as witches than men. The burning of witches began to fade out towards the end of the 1700s as people gained a greater understanding of hysteria and epilepsy.


[image: ]
Figure 1.4 Bloodletting, a cure for ‘madness’



Hippocrates’ humoural theories persisted into the seventeenth and eighteenth centuries even though other theories were contributing to the ‘treatment’ of madness. More enlightened thinkers began to suggest that disorders of the psyche or mind arose from reasons and emotions, and exposure to stressors was also considered to be a factor in madness, with the beginning of the idea of inheritance of disorders and physical damage. This resulted in a ‘moral treatment’, which incorporated respect for the patient, a trusting and confiding doctor–patient relationship, a calm environment and routine, and which removed treatments such as diets, purgatives and bloodlettings. In 1796 the Tukes (father and son) in England founded the York Retreat, the first institution ‘for the humane care of the insane’ in the British Isles.

In the nineteenth century, mental hospitals in North America, Britain and many countries of continental Europe treated the ‘insane poor’ according to the principles of moral treatment. Psychiatry became a recognised medical speciality, although medical views on the origins of mental illness had not changed much.


[image: ]
Figure 1.5 Bethlem Hospital



Modern psychology began in the 1890s and is responsible for the acceptance that mental illness is a result of influences on the mind, which can vary from biological influences, such as the disease syphilis, to the unconscious conflicts of Freud’s theory, and the humanistic beliefs of self-worth, with the behaviourists believing in the idea of learning being involved in the acquisition of disorders. However, the predominant approach to mental illness is the medical model, with mental health now more often than not being diagnosed and treated according to the biological explanation.


[image: ]

[image: ] Have a go yourself


•  Make a timeline to show how attitudes to mental illness have changed over time. This will help with your revision.
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Defining abnormality

There is more than one way to define abnormal or atypical behaviour. These each have their flaws, and it is often a problem that labelling a person as abnormal can have a major impact on how they see themselves and how society sees them. Criminals who are diagnosed as insane may find that they are sentenced to a secure hospital instead of prison, or they may be given lesser sentences. People with mental illness may be discriminated against by doctors – residents in mental hospitals who are deemed unable to understand the voting procedure are unable to vote in the UK. There is also evidence of more widespread discrimination against people with a label of mental illness. Examples include higher insurance premiums, as the insurance company may believe that the person is a higher risk, or employers perceiving mental illness as a negative, even though discrimination against people simply because of a diagnosis of a mental disorder is illegal in the UK.


[image: ]

IN THE NEWS

In February 2015 the Commons Home Affairs Select Committee reported that 236 children under the age of 18 with mental health issues were detained in police custody in England and Wales from 2013 to 2014. Keith Vaz, the chairman of the committee, said that this scandal is unacceptable. Over 6000 adults were also detained in police cells under the Mental Health Act; they were not necessarily criminals, just mentally ill. Patients were sometimes restrained by handcuffs and leg restraints, and two patients who were detained due to mental health died in police custody. Even being released from police custody didn’t solve the problem: 45 out of the 68 people who were released from police custody and committed suicide within two days of their release, had mental health issues.
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So if, as a society, we are going to define abnormality it should be as accurate and fair as possible because, as we shall see in the key research by Rosenhan, this labelling can have short- and long-term consequences.

Rosenhan and Seligman (1984) suggested four definitions that would identify abnormality, not saying that every criteria would necessarily have to be fulfilled: statistical infrequency, failure to function adequately, acting against social norms and deviation from ideal mental health.

Statistical infrequency

Any behaviour that is shown less often than the normal amount for that society is, by its very nature, abnormal. According to the Report of the National Audit of Schizophrenia (NAS) in 2012, 220,000 of the UK population of 63.7 million (3.45 per cent) suffered from schizophrenia. Schizophrenia can therefore be classed as an abnormality. An analysis of NHS data in 2012 showed that depression is one of the most frequently occurring disorders, being diagnosed in 4.7 million people (7.38 per cent of the population). It is still infrequent enough to be classified as abnormal under this criteria.

However, to simply be abnormal does not actually mean that there must be a diagnosis of a psychological disorder. For example, highly gifted individuals in sport, art or intelligence may be abnormal but do not actually have a psychological disorder.


[image: ]
Figure 1.6 Where would you put the cut off point for statistical infrequency?



Failure to function adequately

If a person is unable to live a normal life adequately – for example, is unable to hold down a job, maintain a relationship, look after themselves or interact in society effectively – then they could, under Rosenhan and Seligman’s definition, be considered abnormal. Again, it is important that this definition of abnormality does not automatically confer the label of mental illness on that person. Someone may, for many reasons (such as lack of education), not be able to get employment, and lack of money could then foster the lack of relationship and self-care. However, it is fair to say that often such failure to function adequately is a result of a psychological disorder, such as addiction – when all financial resources go on the addictive substance, such as alcohol – or depression, where a person is unable to take care of him or herself due to the lethargy associated with this disorder.


[image: ]
Figure 1.7 Failure to function adequately or not?



Deviation from social norms

Every society has social norms (normal behaviours) that it maintains through laws, guidelines or societal pressure. In the UK it is illegal to possess or take Class A drugs such as heroin and cocaine; there are also guidelines about how much it is ‘safe’ to drink per week. Society also pressures people to go to work, and frowns upon people talking to themselves in the middle of the street. So a person who doesn’t abide by these acceptable or normal social behaviours expected by society may be considered abnormal. These abnormalities may actually be the result of disorders such as obsessive–compulsive disorder (OCD) where people are driven to extreme behaviours such as excessive double-checking of things like locks, appliances and switches, or repeating certain words to reduce anxiety. These behaviours are not seen as normal in society.

However, if someone doesn’t follow a society’s norms, such as getting a job, this doesn’t necessarily indicate a psychological disorder. Someone may talk to themselves for a variety of reasons – that ‘why did I go up the stairs?’ moment we all have sometimes. It is difficult to judge someone as abnormal if it is sometimes acceptable to break our social norms.


[image: ]
Figure 1.8 Different or abnormal?
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	Stop and ask yourself …
	Links to



	
•  Can you make a list of socially acceptable behaviours that you think show mental health?



	
•  Validity
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One good point about this definition is that it can be culturally specific, as any society has its own set of norms against which to judge people’s behaviour.

Deviation from ideal mental health

This is a rather ambiguous criteria, as who is to judge what ‘ideal mental health’ actually is? Psychologists have criteria that are generally believed to represent, to a lesser or greater extent, ideal mental health. These can include:


•  feeling positive about yourself and being able to grow psychologically

•  having self-discipline and being able to act independently

•  having an accurate perception of reality and coping with the demands of that reality

•  having positive social interactions with friends and family.



Not all of these criteria have to be present all of the time for someone to be seen as having mental health rather than mental illness. This definition hints at the symptoms of psychological disorders rather than simple abnormality.

In 1989, Rosenhan and Seligman extended their criteria to include:


•  suffering – in some way a person has negative consequences of their behaviour

•  maladaptiveness – not fitting in with society and maintaining normal social contacts

•  unconventional behaviour – something that wouldn’t be expected in society

•  irrationality in behaviours that others wouldn’t be able to understand

•  unpredictability/loss of control that may be unpredictable to the observer or the person exhibiting the behaviour and is not what we would expect

•  observer discomfort due to the unpredictability and irrationality of the behaviour

•  violation of moral standards where behaviour fails to meet the standards set by society.



Again Rosenhan and Seligman thought that ‘normal’ people might display one of these, but it is when several of these are met that it can indicate abnormality.

Rosenhan and Seligman are not the only psychologists to attempt to define abnormality. Jahoda developed her criteria for ideal mental health in 1958 and suggested that failure to meet these criteria would suggest a mental illness. Her criteria are:


1.  Positive attitudes toward the self.

2.  Growth, development and self-actualisation (reaching potential).

3.  A balance of psychic forces, with resistance to stress and frustration.

4.  Independent behaviour, including non-conformity when it is appropriate.

5.  A true perception of reality.

6.  Adequacy in love, work and play, and the ability to adapt and adjust to problems.



As you can see, Jahoda’s criteria are inherent in the later definitions of Rosenhan and Seligman. There are common themes of positive self-image, growth and development, independent thoughts and actions, accurate perceptions of reality and being able to cope with the demands and problems of that reality, and maintaining interpersonal relationships.

There are problems with trying to use these criteria however, as they are vague and can be difficult to quantify. What is a ‘balance of psychic forces’? Many, if not all of us, may have periods where we don’t exhibit all of these criteria, and so it is difficult to use them to accurately assess abnormality.

As you can see, the terms abnormality and mental illness are not interchangeable. Abnormality may not be due to mental illness, but could mental illness always be regarded as abnormality under these criteria?
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[image: ] Have a go yourself


•  Make a chart of the definitions you are going to revise for the exam. In one column give the definition, in the second give an example from mental health, and, in the third, give a strength and weakness of each definition.
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Categorising mental disorders

Medical practitioners and psychologists need to make a diagnosis of patients presenting symptoms, which can then allow appropriate treatment or therapy. As mental illness has been predominantly medicalised – in Western cultures particularly – this diagnosis follows much the same logical process of assessing behavioural criteria identified as symptomatic of a disorder. For physical illnesses, such as chicken pox or a stroke, there are lists of symptoms that people – both medical and non-medical – can look out for. The same process is therefore used when diagnosing such diverse psychological disorders as post-traumatic stress disorder (PTSD) and malingering.

There are two main approaches to categorising disorders and identifying specific disorders within those categories. These are the Diagnostic and Statistical Manual of Mental Disorders (DSM) and the International Classification of Disorders (ICD). Both of these comprise of a set of symptoms that are indicative of each disorder but, beyond that, there are some major differences. DSM is used predominantly in the USA and ICD throughout the rest of the world, although this difference is gradually being eroded – it would be more likely that a practitioner would use both of these tools. These two tools diagnose disorders but within each manual are the categories of disorders that practitioners use to group together illnesses with similar symptoms or behaviours.

The ICD and DSM are updated to allow for changes in social attitudes or norms, for example homosexuality was once considered to be a disorder but was removed from DSM in 1986. Internet gaming disorder was included for the first time in DSM-5 (2013).

These tools may offer a starting point to identify a disorder but they are not useful for explanations or treatments for disorders, and may cause harm by labelling an illness something which it isn’t. They could be influenced by corporate pressure; for example, there is an argument that identifying a disease allows a pharmaceutical company to provide a drug to treat it, thus increasing its profits, and keeping medical practitioners in lucrative work.

Krimsky and Cosgrove (2012) found that the 69 per cent of the panel working on the new DSM-5 had links with the pharmaceutical industry, which may have biased their work. Also, there is scope for misuse of drugs or using a diagnosis to avoid looking for other causes of a disorder, such as parenting or the environment. Professor L. Alan Sroufe (2012), who has carried out a longitudinal study on children to assess the incidence of ADHD-type disorders, and wrote the essay Ritalin Gone Wrong, suggests that there is no causal link between brain activity and ADHD, but there is a link. However, simply giving drugs such as Ritalin may not be the answer:


[image: ]
Figure 1.9 What influence does the pharmaceutical industry have over the categorisation of mental disorders?



Finally, the illusion that children’s behavior problems can be cured with drugs prevents us as a society from seeking the more complex solutions that will be necessary. Drugs get everyone – politicians, scientists, teachers and parents – off the hook. Everyone except the children, that is …

This view was countered by others, such as John M. Grohol (2012). In his rebuttal of Sroufe, Ritalin Gone Right: Children, Medications and ADHD, he said:

What it [Sroufe’s essay] does demonstrate, to me anyways, is someone who will cherry-pick the vast ADHD research literature to find something that supports his point of view, and then suggest this one study characterizes the vast majority of ADHD research. There are a dozen longitudinal studies measuring how ADHD progresses into early adulthood, and many other studies – some that are far more methodologically rigorous – that demonstrate just the opposite of Dr. Sroufe’s claims.

This shows the controversy which surrounds the categorisation and diagnosis of dysfunctional behaviours. The fifth version of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) was ready for use in 2013 and was expected to be used instead of the previous version (DSM-IV) by 2014. It combined the first three axes of DSM-IV and removed Axis Five, where a patient was given a score out of 100 as to their ability to function. It also revised many of its disorders, and added some more contemporary disorders. For example, it now includes childhood-onset fluency disorder (a new name for stuttering) and has specified a new disorder of hoarding. It removed the DSM-IV subtypes of schizophrenia – such as paranoid, disorganised, catatonic – because the ability to identify specific, separate subtypes of schizophrenia from symptoms lacked diagnostic stability, low reliability and poor validity. It has categories such as tic disorders and then these are subdivided (into three in DSM-5), which are:


•  Tourette’s disorder (also called Tourette Syndrome; TS)

•  persistent (also called chronic) motor or vocal tic disorder

•  provisional tic disorder.



DSM-5 also lists, where appropriate, the ICD code number to cross reference the two diagnostic manuals.

ICD is now in its 10th edition (ICD-11 is due by 2017) and is used by all member states in the World Health Organization, and has been translated into 43 languages. ICD-10 came into use in 1994. Chapter V(F) of ICD-10, which refers to mental disorders rather than physical disorders, has 100 categories of disorder – F00 to F99 – although not all of these are used in ICD-10 (this is to allow for changes and additions when ICD-11 is introduced in 2017).

These categories include, for example, F95 Tic disorders, which is then divided into sub-divisions:


•  F95.0 Transient tic disorder

•  F95.1 Chronic motor or vocal tic disorder

•  F95.2 Combined vocal and multiple motor tic disorder (Tourette’s syndrome)

•  F95.8 Other tic disorders

•  F95.9 Tic disorder, unspecified.



The validity of the diagnostic tools can be questioned, as they are used by practitioners in what could be a subjective or personal way. For example, Ford and Widiger (1989) found that presenting the same symptoms to practitioners but changing the gender of the patient resulted in different diagnosis, with females more likely to be diagnosed with histrionic personality disorder and males with antisocial personality disorder, even when they actually had the other disorder.

The reliability is also questioned by practitioners. Kappa is a measure of the extent of agreement between two clinicians diagnosing the same patients (think of it as a similar concept to inter-rater reliability). The measure ranges from 0 to 1 and considers the probability of the same diagnosis being due to chance – 0 is only chance levels of agreement, 1 is perfect agreement, and 0.50 is an agreement level halfway between the two. Spitzer and Fleiss (1974) looked at the kappa values for each of six prior studies and these values ranged from 0.10 to 0.90 with a mean of 0.52. They concluded that no category of mental disorder has consistently high reliability, but three (mental deficiency, organic brain syndrome (but not its subtypes) and alcoholism) had a satisfactory kappa score:

The level of reliability is no better than fair for psychosis and schizophrenia, and is poor for the remaining categories.

This aspect of validity and reliability is explored further in the key research by Rosenhan below.

Key research: Rosenhan (1973) On being sane in insane places

Background

Rosenhan wanted to see if it was possible to tell the difference between sanity and insanity in a person, and whether hospitals really could tell the difference between someone who is sane and someone who is insane.

Method

Pseudopatients (people pretending to be mentally ill) tried to gain admission to 12 hospitals in five different states on the East and West coasts of the USA. There were old and new facilities, some had good staffing levels and some didn’t; 11 of them had some state or university funding, only one was strictly private, relying on patients’ fees for their funds.

Each of the eight pseudopatients would call one of the hospitals for an appointment and would pretend to be suffering from symptoms, complaining that they had been hearing voices. These ‘voices’ were unclear but were saying ‘empty’, ‘hollow’ and ‘thud’. They were not familiar voices and were the same sex as the pseudopatient. The rest of the pseudopatient’s personal details were true, although if they were a medical practitioner, they hid that fact.

Once they were admitted, they immediately acted normally with no mention of the symptoms again. The pseudopatient spoke to people the way he or she would normally behave and speak, for example attempting to engage in conversations. They did everything they were asked, such as going to dinner, but didn’t swallow any medication they were given. While on the ward the pseudopatients made notes on what happened, often in public places. They were only able to leave if they were discharged.
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Figure 1.10 One Flew Over the Cuckoo’s Nest explored the state of mental health hospitals
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[image: ] Take it further


•  Read One Flew Over the Cuckoo’s Nest by Ken Kesey to explore these ideas further.
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Participants

The participants were the people in the hospital – not the pseudopatients. Data was collected on the other patients and the medical staff in the hospitals. In all, 12 hospitals were included in the study. Only in one did the hospital administrator and chief psychologist know what Rosenhan (himself the first pseudopatient) was doing.
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[image: ] Stop and ask yourself …


•  Are there any ways in which the observers could also be seen as participants in this study? What are the strengths and weaknesses of a participant observation? How are these reflected in Rosenhan’s study?
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Results and discussion

Each pseudopatient (apart from one instance) was admitted with a diagnosis of schizophrenia and released with a diagnosis of schizophrenia in remission. The pseudopatients were never detected as being fake by the medical staff, and their records show this. The time they spent in hospital ranged from 7 to 52 days, with an average of 19 days.

The normal are not detectably sane

It was obviously difficult for the medical staff to identify the sane people who were pseudopatients, although the other patients were less easily fooled. In three hospitals 35 out of 118 patients voiced their suspicions about the ‘insanity’ of the pseudopatients, saying things like: ‘You’re not crazy’, ‘You’re a journalist, or a professor’, ‘You’re checking up on the hospital’.

The reason why doctors may have been so ready to misdiagnose could be the bias towards calling a healthy person sick (a false positive, type 2 error), which is better in many ways than misdiagnosing a sick person as healthy (false negative, type 1 error), as then that person would fail to get the treatment they needed. However, while this might work for physical illness it is less clear cut for a diagnosis of medical illness. The stigma of the label of mental illness may override the need to err completely on the side of caution.

Rosenhan then wanted to check if it was just as likely that a doctor could make a type 1 error and misdiagnose a sick person as healthy. He set up a study where staff at a research and teaching hospital who doubted his findings from the pseudopatients were told that during the next three months one or more pseudopatients would try to get admitted. The staff were told to rate each patient as how likely they were to be a pseudopatient but to treat everyone as if they were a real patient, so that no one would miss out on treatment they needed. A 10-point scale was used, with 1 and 2 reflecting high confidence that the patient was a pseudopatient. For the 193 patients who were admitted:


•  at least one staff member rated 41 patients as highly confident they were pseudopatients

•  23 were rated highly confident by at least one psychiatrist and 19 by a psychiatrist plus one other member of staff.



In reality, no genuine pseudopatient had contacted and gone to the hospital.

This shows that it is just as easy to judge the sick as healthy. This may be because staff knew about the research so went too far the other way, and that this wouldn’t normally happen, but it does suggest that massive errors in diagnosis can be made when trying to diagnose sanity or insanity.

Experience of psychiatric hospitalisation

Staff and patients were segregated, with staff facilities and work rooms, and the pseudopatients spending time in the ward and dayroom. Staff tended to only come out to administer medication or therapy, to attend a patient conference, or to instruct or reprimand a patient.

Rosenhan suggests this was ‘as if the disorder that afflicts their charges is somehow catching’.

To measure the amount of staff and patient interaction, the pseudopatients recorded how much time out of their work room (nicknamed ‘the cage’) the staff actually spent, even if this time was spent on something other than interacting with patients, such as folding laundry or watching television.

The average amount of time spent by attendants outside of the cage was 11.3 per cent of their shift, and it was rare for a staff member to spend time talking with patients or playing games with them. The actual time nurses spent outside of the cage was so small as to be immeasurable. The number of times they left it was recorded and this averaged 11.5 times per shift; in late and night shifts this reduced to 9.4 times per shift. The range of 4–41 times, suggests that some staff were much more likely to leave the work room than others.
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	Stop and ask yourself …
	Links to



	
•  Is there scientific proof of this, or is this Rosenhan’s subjective interpretation?



	
•  Psychology as a science
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Doctors, especially psychiatrists, were seen even less often – only when they arrived and left – spending the rest of the item in the office. They would leave on average 6.7 times per day (range 1–17).

The ‘stickiness’ of psychodiagnostic labels

The diagnoses made were in no way influenced by the past ‘normal’ backgrounds of the pseudopatients, but their case histories were actually interpreted by the label they were given. The label influenced the history. For example, one pseudopatient had a normal background with a close relationship with his mother but was more remote from his father during his early childhood, which is often the case; during adolescence his relationship with his father became more close, while his relationship with his mother cooled. This is what we would expect from many teenagers, but this was interpreted as:

This white 39-year-old male … manifests a long history of considerable ambivalence in close relationships, which began in early childhood. A warm relationship with his mother cools during his adolescence. A distant relationship to his father is described as becoming very intense.

His relationship with his wife was close and warm, with occasional angry exchanges – again, perfectly normal – and his children had been rarely smacked. This was noted in his case history as:

Affective stability is absent. His attempts to control emotionality with his wife and children are punctuated by angry outbursts and, in the case of the children, spankings. And while he says that he has several good friends, one senses considerable ambivalence embedded in those relationships also.

Behaviours in the hospital were seen and interpreted as being another aspect of their disorder, the label of schizophrenia colouring all the interpretations about what they were doing and why.

Making notes on the behaviour of the medical staff and patients was seen as an aspect of their pathological behaviour – continuous writing must be a behavioural manifestation of their disorder. One nurse asked a pseudopatient who was pacing the hospital corridors: ‘Nervous, Mr X?’, making the assumption that his pacing was a manifestation of his disorder. ‘No, bored,’ he said.

Another example was a group of patients sitting outside the entrance to the dining room half an hour before lunchtime. This was labelled as oral acquisitive behaviour in line with what might be expected from schizophrenia, but in fact there was so little to do in the hospital that patients tended to go to the dining room early as it was something to do.

Powerlessness and depersonalisation

Patients were often powerless to influence the interactions with medical staff, and could be punished verbally and physically by staff, although this stopped when other staff (not other patients) came into the room. No one would believe a patient if they complained, but they would believe a staff member. Rosenhan mentions that when he was acting as a pseudopatient a real patient was beaten because he approached an attendant and told him, ‘I like you’.

The overwhelming sense of powerlessness was evident. The patients had lost many legal rights, they could not initiate contact with staff, and staff ignored them if they did try to talk to them, more often than not walking straight past. There was no privacy, either in the patient’s possessions or case notes, which could be seen by anyone.

The patient was often monitored during bath and toilet times; sometimes there were no doors on the toilets. Physical examinations took place in semi-public places with other staff members there, and staff would point to patients and discuss them as if they weren’t there.

The depersonalisation also ran to staff not caring if medication was taken or not; the pseudopatients flushed theirs down the toilet, often finding other patients’ medication in there as well.

The sources of depersonalisation

The main concern was the lack of time patients spent with their medical staff, the average daily contact with psychiatrists, psychologists, and doctors combined ranged from 3.9 to 25.1 minutes, with an overall mean of 6.8 minutes. This was over a total of 129 days that the pseudopatients were in hospital and included the time spent during the admissions interview, ward meetings, group and individual psychotherapy sessions, case conferences and discharge meetings.

Avoidance and depersonalisation may also come about as patients are being given medication and staff may feel this is enough, with personal contact not being necessary.

Comparison studies

To consider the data on interpersonal contact, Rosenhan compared the responses to questions from pseudopatients with the responses of people to others who had not been diagnosed with a psychiatric illness.

In four hospitals a pseudopatient approached a staff member with the request, such as: ‘Pardon me, Mr [or Dr or Mrs] X, could you tell me when I will be eligible for grounds privileges?’, ‘… when I will be presented at the staff meeting?’, or ‘… when I am likely to be discharged?’, always adopting a courteous stance.

Data was also collected from Stanford University; a young female would approach a faculty member who was walking purposefully and asked them the following questions:


1.  ‘Pardon me, could you direct me to Encina Hall?’ (‘… to the Clinical Research Center?’ was used if the student was at the medical school in Stanford)

2.  ‘Do you know where Fish Annex is?’ (there is no Fish Annex at Stanford)

3.  ‘Do you teach here?’

4.  ‘How does one apply for admission to the college?’

5.  ‘Is it difficult to get in?’

6.  ‘Is there financial aid?’
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Figure 1.11



Data was also collected from a university medical centre with a young female who had six questions. After the first question, however, she remarked to 18 of her respondents: ‘I’m looking for a psychiatrist,’ and to 15 others: ‘I’m looking for an internist.’ Ten other respondents received no inserted comment.

Table 1.1 Results of interaction initiated by pseudopatients and young females


[image: ]


Table 1.1 shows quite clearly that out of the hospital and on the university campus, all questions were answered, with nobody moving on without stopping. Compare this to the psychiatric hospitals where only 6 per cent of psychiatrists and 2.5 per cent of nurses and attendants stopped or paused to talk.

Similarly, in the medical centre more people stopped, at least pausing, except for when the person said after the first question that she was ‘Looking for a psychiatrist’ – even the hint of mental illness is enough to reduce the amount of interpersonal contact.

The consequences of labelling and depersonalisation

This research appears to show that we cannot distinguish insanity from sanity, and it is worrying how this type of label, even if it is wrongly applied, can be used.

People can be needlessly stripped of their rights, such as the right to vote or handle their own bank accounts. The stigma attached to labels of mental illness can stick to people and affect their lives forever. Finally, patients might be ‘sane’ outside the psychiatric hospital but seem insane inside due to the bizarre setting they are responding to.

Summary and conclusions

As we cannot judge the sane from the insane, it makes sense not to admit people to hospital with labels that will stick to them but to have community-based therapy where they are treated as humans without a label, with therapy for specific behaviours rather than a named disorder.

The hospital environment only magnifies the distortion in the behaviour of others towards the patients.

Secondly, the staff in the hospitals were not malicious or stupid but just reacted as directed by the hospital environment. There needs to be some increase in the understanding and sensitivity of mental health workers towards psychiatric patients. This may be achieved by education or through experiencing the impact of hospitalisation.

It must be noted, however, that the experience of pseudopatients may be nothing like that of true patients. While being a very important study, this research was carried out in the 1970s and, as such, may lack validity as, we hope, the situation in mental health facilities would be very different today.

Application: characteristics of an affective disorder, a psychotic disorder and an anxiety disorder

Practitioners can use DSM and ICD to support their diagnoses of mental illness. The categories of disorder in them refer to the disorders that have a similar range of behaviours, not necessarily a similar cause or treatment. There are key facets of behaviour that might indicate one of the categories, which in turn can be investigated in more depth to identify a specific disorder.

The three categories included in the specification are just a sample of the categories in both of the publications. Affective disorders are mood disorders, such as depression or mania; psychotic disorders are disorders where the patient loses touch with reality, such as schizophrenia and bipolar (which has been categorised in ICD as an affective or mood disorder if there are no psychotic symptoms), and anxiety disorders include phobias and post-traumatic stress disorder.

The examples given below are only one such disorder and any other appropriate disorder would be equally acceptable in the exam. You will need to know the characteristics but also wider application issues, such as the problems of applying these categories in diagnosing disorders, or how researchers might investigate the validity or reliability of the characteristics. It is important to recognise that you are not a qualified psychologist and therefore shouldn’t attempt to diagnose anyone using the incomplete information below. However, if you have concerns about a person you can always talk to a teacher or MIND for guidance.

To answer a question on this in the exam you would not have to know every one of the characteristics or both ICD and DSM. Look at symptoms that you think define the type of disorder.

Characteristics of an affective disorder: depression

ICD-10

F32.1 Moderate depressive episode

Diagnostic guidelines

At least two of the three most typical symptoms should be present, plus at least three (and preferably four) of the other symptoms.

Several symptoms are likely to be present to a marked degree, but this is not essential if a particularly wide variety of symptoms is present overall.

Minimum duration of the whole episode is about two weeks.

An individual with a moderately severe depressive episode will usually have considerable difficulty in continuing with social, work or domestic activities.

Typical symptoms

Depressed mood, loss of interest and enjoyment, and increased fatiguability.

Other symptoms


(a) Reduced concentration and attention.

(b) Reduced self-esteem and self-confidence.

(c) Ideas of guilt and unworthiness (even in a mild type of episode).

(d) Bleak and pessimistic views of the future.

(e) Ideas or acts of self-harm or suicide.

(f) Disturbed sleep.

(g) Diminished appetite.
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•  What do you think might be different in today’s mental health hospitals?



	
•  Application
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DSM-5

Major depressive episode

Five (or more) symptoms present during the same two-week period including either symptom 1 or symptom 2.


1.  Depressed mood most of the day, nearly every day.

2.  Markedly diminished interest or pleasure in all or almost all activities most of the day, nearly every day.

3.  Body weight loss of more than 5 per cent not due to diet or change to appetite.

4.  Insomnia or excessive sleep (hypersonic) nearly every day.

5.  Restlessness or less activity nearly every day.

6.  Fatigue or loss of energy nearly every day.

7.  Feelings of worthlessness or inappropriate/excessive guilt nearly every day.

8.  Lack of ability to think, concentrate or make decisions nearly every day.

9.  Recurrent thoughts of death or suicide, or suicide attempt.



The symptoms should not be attributable to any other cause, for example another disorder or substance, and must cause clinically significant distress or impairment in functioning.

Characteristics of a psychotic disorder: schizophrenia

ICD-10

F20.0 Paranoid schizophrenia

Diagnostic guidelines

The normal requirement for a diagnosis of schizophrenia must be fulfilled. This is a minimum of one very clear symptom (and usually two or more if less clear-cut) belonging to any one of (a) to (d) or symptoms from at least two (e) to (h) should have been clearly present for most of the time during a period of one month or more.


(a) Thought echo, thought insertion or withdrawal, and thought broadcasting.

(b) Delusions of control, influence, or passivity, clearly referred to body or limb movements or specific thoughts, actions, or sensations; delusional perception.

(c) Hallucinatory voices giving a running commentary on the patient’s behaviour, or discussing the patient among themselves, or other types of hallucinatory voices coming from some part of the body.

(d) Persistent delusions of other kinds that are culturally inappropriate and completely impossible, such as religious or political identity, or superhuman powers and abilities (for example, being able to control the weather, or being in communication with aliens from another world).

(e) Persistent hallucinations in any modality, when accompanied either by fleeting or half-formed delusions without clear affective content, or by persistent over-valued ideas, or when occurring every day for weeks or months on end.

(f) Breaks or interpolations in the train of thought, resulting in incoherence or irrelevant speech, or neologisms (made up new words).

(g) Catatonic behaviour, such as excitement, posturing, or waxy flexibility, negativism, mutism, and stupor.

(h) ‘Negative’ symptoms such as marked apathy, paucity of speech, and blunting or incongruity of emotional responses, usually resulting in social withdrawal and lowering of social performance.

(i) A significant and consistent change in the overall quality of some aspects of personal behaviour, manifest as loss of interest, aimlessness, idleness, a self-absorbed attitude, and social withdrawal.



In addition for paranoid schizophrenia, hallucinations and/or delusions must be prominent.
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Look up the terms you are unfamiliar with and write a summary of the characteristics of the disorder, this will prepare you for an exam question on this topic.

[image: ]



Hallucinations and/or delusions


(a) Delusions of persecution, reference, exalted birth, special mission, bodily change, or jealousy.

(b) Hallucinatory voices that threaten the patient or give commands, or auditory hallucinations without verbal form, such as whistling, humming, or laughing.

(c) Hallucinations of smell or taste, or of sexual or other bodily sensations; visual hallucinations may occur but are rarely predominant.



DSM-5

Schizophrenia

Two of more of the following in one month; at least one must be symptom 1, 2 or 3.


1.  Delusions.

2.  Hallucinations.

3.  Disorganised speech.

4.  Grossly disorganised or catatonic behaviour.

5.  Negative symptoms such as diminished emotional expression.



Level of functioning should be below that prior to the onset of the symptoms, for example not able to self-care or achieve academic expectations. The disturbance should persist for six months, even if at minor levels, and there should be no other causes such as other disorders or substances.

Characteristics of an anxiety disorder: agoraphobia

ICD-10

F40.0 Agoraphobia

Diagnostic guidelines

All of the following criteria should be fulfilled for a definite diagnosis:


(a) The psychological or autonomic symptoms must be primarily manifestations of anxiety and not secondary to other symptoms, such as delusions or obsessional thoughts.

(b) The anxiety must be restricted to (or occur mainly in) at least two of the following situations: crowds, public places, travelling away from home, and travelling alone.

(c) Avoidance of the phobic situation must be, or have been, a prominent feature.



DSM-5

Agoraphobia

Marked fear or anxiety about two or more of these situations:


•  using public transport

•  being in open spaces

•  being in enclosed places

•  standing in line or in a crowd

•  being outside of the home alone.



These situations almost always provoke an anxiety attack, and the situations are actively avoided or require a companion. The fear is out of proportion to the danger even if another disorder might induce anxiety, for example irritable bowel syndrome (IBS), the fear is excessive.

The fear/avoidance persists for more than six months and causes significant distress and impairment of normal functioning. There are no other disorders or causes, such as reminders of trauma.

The medical model

The specification requires that you know the biochemical, genetic and brain abnormality explanations of mental illness. The key research is by Gottesman et al. (2010) – severe mental disorders in offspring with two psychiatrically ill parents – and the application is the biological treatment of one specific disorder.

The biochemical explanation of mental illness

The biochemical explanation of mental illness, put very simply, is that our bodies have a balance of chemicals that can become unbalanced, which is linked to psychological disorders. You probably have an understanding that a lack of insulin is linked to diabetes, or not enough iron in your body causes a reduction in red blood cells, leading to anaemia. It is the same type of explanation that can be used for some mental illness. It is not always obvious what that causal effect is – which came first, the illness or the chemical imbalance? The role of serotonin in depression has long been held as a theory of depression, and has led to drug treatments of selective serotonin reuptake inhibitors (SSRIs), which are drugs that increase the effect of serotonin in the body.

The effect of neurotransmitters such as serotonin needs to be considered in relation to their role in the nervous system. If the levels of a chemical are out of balance, this can result in the symptoms and diagnosis of mental illness.

Serotonin is a neurotransmitter that moves across the synaptic gap in a neural pathway. Our nervous system is made up of thousands of nerve cells (neurons) which are activated by a stimulus from our senses. This activation is then transferred along the neural pathway to the appropriate area in the central nervous system (spinal cord and brain) for the body to behave in an appropriate way. For example, if we touch something hot the message is sent from the receptors in the skin, via the neurons, to the brain, which interprets the message as ‘that is hot’, and sends a message back to the muscles to move the hand away. All this happens in microseconds, as the speed of the neural message can be up to 300 mph. Therefore, if we see a stimulus that should make us feel hungry, our brain will ensure we go to find food. However, if this message is interrupted then the body may not behave in an appropriate way. So, seeing a normal, happy stimulus may not make us feel happy as a result of the message not getting to our brains.
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•  What are the problems of using a list of criteria to diagnose a disorder?



	
•  Validity

•  Reliability
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Figure 1.12 The synaptic gap between the first (pre-synaptic) nerve cell and the second (post-synaptic) nerve cell is ‘bridged’ by the serotonin being released from the pre-synaptic cell and floating across to the post-synaptic cell where it will stimulate the electrical charge which will then transmit the message to the next cell and so on



The role of serotonin is in transmitting the message across the synaptic gap between two neurons.

Once the post-synaptic cell is stimulated the serotonin is taken back (reuptake) into the pre-synaptic cell, to await further stimulation. However, if the levels of serotonin are low then it would mean the message may not get passed effectively across the gap, before the serotonin is taken back. There is, however, conflicting evidence on this theory. Young and Leyton (2002) found that people given amino acids devoid of tryptophan, which reduced the levels of brain serotonin, resulted in lower mood. Research on mice by Sachs et al. (2015) supported this; they found that in a mouse with a genetic tendency towards serotonin deficiency, low serotonin could be a contributing factor to the development of depressive symptoms when exposed to social stress, however, the common theory is that low serotonin is linked with depression. Other research, such as that by Angoa-Pérez et al. (2014), suggests that there is no such link, again researching mice. This may be an example of when it is very difficult to accurately extrapolate conclusions from animal research to apply to humans.

Another biochemical explanation is the role of dopamine (another neurotransmitter) in schizophrenia. In this disorder an overactive dopamine system is linked to symptoms of schizophrenia, although again it is difficult to derive causal effect, as it may be that the schizophrenia increases the dopamine levels.

The biological treatments for mental illness based on the medical model focus on restoring normal levels of neurotransmitter action. By blocking the reuptake of serotonin, SSRIs increase the effect of serotonin, thereby reducing the symptoms of depression. This therapeutic effect is often taken as evidence which supports the biochemical imbalance theory. Drugs that block dopamine receptors in the post-synaptic receptors can reduce the symptoms of schizophrenia – these antipsychotic drugs bind themselves to the dopamine receptors preventing an overload of dopamine reaching the post-synaptic cell. These antipsychotic drugs are being constantly refined to ensure that they only block the dopamine receptor cells linked with symptoms of schizophrenia, not all cognitive functions. It is interesting to note that drugs such as cocaine increase the amount of dopamine in the synaptic gap, giving rise to the feeling associated with taking the drug, and heroin also acts on dopamine levels indirectly, so it is not surprising then that there is increasing evidence that drug taking can be linked to the onset of psychotic disorders.

Anxiety disorders have been explained by the chemical imbalance of both serotonin and norepinephrine, and drugs used to treat them try to address these imbalances. Again there is a lack of concrete evidence to show the links between the imbalance of serotonin, norepinephrine and anxiety however; it could be that the data on effectiveness published by drug companies is being seen as evidence for the theory.

For example, Effexor (venlafaxine) is an antidepressant that was said to be able to restore the chemical balance linked with anxiety symptoms ‘by affecting the levels of two naturally occurring chemicals in the brain – serotonin and norepinephrine. Because Effexor XR affects these two chemicals, it is known as an SNRI, or serotonin-norepinephrine reuptake inhibitor.’ (Pfizer, 2014) But remember that this is promotional material from a drug company citing nine years of successful prescription by doctors as evidence for this theory.

The genetic explanation of mental illness

There is some evidence that certain disorders are passed from one parent to a child through genetic transference. In much the same way that children might inherit eye colour or body shape, they could inherit either a disorder or a disposition towards a disorder. There would be no guarantee that they would have that disorder, for example depression, but if the environmental factors are sufficient, the person may be more likely to have that disorder.
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Figure 1.13 Genetic transfer from parents to child can vary



Because of the nature of genetics, as only half of the genes come from each parent it is possible for a one child to show such as tendency and a sibling not to. The study of twins who have identical genetic make-up (monozygotic – one egg) with those who are not identical (dizygotic – two eggs) helps us to see the impact of genes and environment. Adoption studies can also show how children with biological parents who have a mental illness and are adopted by parents without such an illness are impacted by their environment and the influence of genes.

Gottesman’s key research shows the increased risk if children have two parents with either bipolar or schizophrenia compared to those with one or no parent with this disorder. The findings would support the idea that the greater the genetic influence, the more likely the disorder will be diagnosed, showing an argument for genetic explanations of mental illness. However, the concordance rates (parents and children having the disorder) are not 100 per cent, so there has to be some environmental or individual differences effect that make some people more prone to a diagnosis of mental illness than others.

Gottesman and Shields’ research (1976) looked at many studies using both adoption and twin samples, all of which found an increased concordance rate for related pairs, but never 100 per cent concordance rates. For example, their study in 1972 showed a 58 per cent concordance rate for monozygotic twins compared to 12 per cent for dizygotic twins, meaning that if one twin had schizophrenia then there was a 58 per cent chance of an identical twin having it, and only a 12 per cent chance of a non-identical twin having it. It shows that the influence of having identical genetic make-up is higher than for non-identical genetic make-up, but it is still only a 58 per cent chance, not 100 per cent, therefore the environment and/or individual differences must also impact on the occurrence of schizophrenia.

Included in the concept of genetic transference of disorders is the evolutionary theory, which explains that behaviours that have a positive effect on our survival are likely to become traits seen in humans, as the people with these traits initially survived to mate and so passed these on. This is an explanation for phobias, for example of spiders, as if our ancestors didn’t have a fear of spiders, or snakes for example, they may have been bitten and died before they could mate. Ohman (1975) showed this in his research where he tried to induce phobias to various objects by presenting images along with an electric shock, and found that people shown images of snakes had a greater response to fear, measured by galvanic skin response (electrical charge carried through sweat on the skin) than those shown houses and faces (as there is no evolutionary need to fear houses or faces).

Obviously treatment of a genetic disorder is difficult – it is hard to ‘treat’ genetic traits – but more research is being done into embryo manipulation to reduce the inheritance of physical disorders by using genetic material from three parents. It is only a matter of time before this technique is refined and accepted enough before it is used to ‘treat’ genetic mental disorders. However, it is likely to be a long time before a specific gene can be identified as the carrier of a mental disorder.

Brain abnormality as an explanation of mental illness

Although there has been evidence of a link between brain abnormality and mental illness, in the past it has been difficult to research this.

There is evidence of brain differences post-mortem (after death). Brown et al. (1986) studied the brains of 41 patients with schizophrenia and 29 patients with affective disorder. The brains of the patients with schizophrenia were 6 per cent lighter and had lateral ventricles that were larger in the anterior and particularly in the temporal horn cross section; they also had significantly thinner parahippocampal cortices. This supports previous research into ventricular enlargement, which suggests that such enlargement leads to a loss of matter in the temporal lobe.
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	Stop and ask yourself …
	Links to



	
•  Could social learning theory explain this just as well as genetics? How?



	
•  Refutability
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Figure 1.14 Brain scanning techniques can now identify differences in the brain structure of people with schizophrenia (right) compared with a normal brain (left), but can’t answer the question of cause and effect



Further, a study by Weinberger (1992) into identical twins who were not concordant for schizophrenia (one had it and the other didn’t) investigated the brain structures of the nine pairs of twins and found that magnetic resonance imaging (MRI) scans showed differences in the prefrontal cortex and the hippocampus volume in the non-affected twins compared to the affected twins.

It is difficult to actually pin point a specific brain abnormality in patients with any disorder, even using newer brain imaging techniques, but there is evidence that parts of the brain essential to ‘normal’ functioning may be damaged in patients diagnosed with a disorder such as schizophrenia. There is still the problem of cause and effect, but brain imaging techniques can identify markers of susceptibility to certain disorders. And there is as ever contradictory evidence, along with ethical considerations for this research.

Strakowski et al. (1999) found that patients with bipolar disorder had significant differences in the volumes in the prefrontal, thalamic, hippocampal, amygdala, pallidal and striatal regions compared with a control group. The amygdala was particularly enlarged in these patients. As these areas of the brain deal with moods in humans, it shows that abnormalities in brain structure could be linked to the behavioural symptoms of disorders such as bipolar.
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[image: ] Have a go yourself


•  Find a large image of a side view of the brain and mark on the areas of the brain linked to bipolar and what they control. Now write an explanation for mental illness based on brain abnormality.
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The volume of brain structures can differ and studies show that patients suffering from depression can show a smaller hippocampus than non-depressed people. There is evidence that cortisol, a chemical released in response to stress, can destroy the hippocampal cells, which may be cells that would normally respond to serotonin. If they are destroyed this would reduce the effect of serotonin in our bodies which, as we saw in the biochemical explanation, is linked with depression.

In a study of elderly women whose depression was in remission, the hippocampus was smaller than in other women of the same age (Sheline et al., 1995).

Positron emission tomography (PET) scans can show the differences in brain activity in people with mental disorders. The image in Figure 1.15 shows how brain activity is different in one person at various stages of the bipolar cycle, from depression to normal to mania. Activity levels are indicated by colour ranging from blue (low activity) through green to yellow and red (high activity).
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Figure 1.15 Image showing the brain functioning during episodes of depression (top and bottom) and mania (middle)
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	Stop and ask yourself …
	Links to



	
•  What are the ethical problems associated with using the medical model to explain and treat mental illness?



	
•  Ethics
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There is a wealth of evidence on many disorders, each having some evidence of brain changes in the patients diagnosed with this disorder. It is difficult to be certain about determinism in terms of a brain abnormality meaning a disorder has to follow. There may be many people walking around with such abnormalities showing no symptoms of a disorder. As brain scanning techniques develop, together with prospective research where people are tracked over time, the changes and subsequent behaviours can be identified and possibly related to specific disorders.

Treatments based on the brain abnormality explanation of mental illness would most likely be by drug therapy, although in some cases surgery may be used, for example in the case of brain tumours that are producing symptoms of disorders.

Baxter et al. (1992) investigated metabolic rates (activity levels) in areas of the brain in patients with obsessive – compulsive disorder before and after drug treatment. The changes in behaviour correlated with a reduction in brain activity in the right caudate nucleus, and there was a trend for the brain activity to also be reduced by behaviour therapy, suggesting that drug therapy might not necessarily be the only way to treat biological differences.

Key research: Gottesman, Laursen and Bertelsen et al. (2010) Severe mental disorders in offspring with two psychiatrically ill parents

Background

If we accept that previous research has found a link between one parent having a mental disorder and an increased incidence of that mental disorder in the child, then it should follow that having two parents with a psychiatric illness would increase the risk (to super-high risk) of the child having this or a similar disorder.

Aim

To investigate in a large sample (previous studies had used very small samples) the probability of a child, with two parents with a psychiatric illness, being diagnosed with a mental disorder, in particular the one that their parents have.

Participants

The population of Denmark alive in or born after 1968 and with a clear link to their biological parents was established from the Civil Registration System. From these, those aged ten before January 2007 were included with a total of 2,685,301 people and their parents. In all 1,278,977 couples were studied, with some having more than one child.

Anyone who had ever received a diagnosis of schizophrenia, bipolar affective disorder or unipolar depression disorder were identified from the Psychiatric Central Register and couples where both had been admitted to a psychiatric hospital were identified for study (this is a good example of secondary data).

A control group of people with only one parent being admitted was also studied, as was a group of people with neither parent admitted, and a group of ‘general public’ where there was no data on whether they had had parents with psychiatric illnesses or not. These two groups were representative of the baseline of psychiatric illness in the general population.

Method

Gottesman et al. used data from national statistics to identify people with this diagnosis. As this research was in the public domain and anonymised, they did not need to gain ethical consent from the Danish Ethics Committee. The children of each couple, aged up to 52 years, were checked in the same register for any diagnosis of mental disorder. The diagnosis at discharge from hospital was used to classify the illness using classification from ICD-8 and ICD-10.

Table 1.2 The four groups of participants
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	Stop and ask yourself …
	Links to



	
•  What are the weaknesses of the method Gottesman et al. used?



	
•  Methodology







[image: ]



Results

Table 1.3 shows the results for offspring admitted with a diagnosis of schizophrenia.

Table 1.3 Results for offspring admitted with a diagnosis of schizophrenia
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These results show that the risk with two parents diagnosed is 3.9 times higher than with one parent (Group B), (remember that super-high risk Gottesman et al. talked about), and 31.7 times higher than neither parent being diagnosed (Group C). Even with a related but not the same disorder being diagnosed in parents (bipolar rather than schizophrenia), the risk of schizophrenia is still 2 times higher than the general population with one parent diagnosed with bipolar, and 4 times higher with two parents diagnosed with bipolar.


[image: ]
Figure 1.16 Cumulative incidence of admission with schizophrenia in offspring by age



Table 1.4 shows the results for offspring admitted with a diagnosis bipolar.

The risk of being admitted with a diagnosis of bipolar if both parents were admitted was ratio of 5 : 7 if there was one parent, and 51.9 times higher than if neither parent had a diagnosis of bipolar. With one parent with a diagnosis of bipolar and one with schizophrenia, the risk was 2–3 times higher than for one parent with bipolar, and with two parents with a diagnosis of schizophrenia the risk was 10 times higher than the general population.

By the age of 52 there was also an increase in the diagnosis of any disorder if patients had been admitted: 67.5 per cent of people with both parents diagnosed with schizophrenia had been admitted with psychiatric disorder, and 44.2 per cent of people with both parents diagnosed with bipolar; this compares to 11.9 per cent with neither parent admitted and 14.1 per cent of the ‘general population’.

Table 1.4 Results for offspring admitted with bipolar diagnosis
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Figure 1.17 Cumulative incidence of admission with bipolar affective disorder in offspring by age



One final note: with the age set at 52 years to assess if there had been a diagnosis, it can be seen in Figure 1.16 for schizophrenia that the diagnosis rate is levelling out as the people reach 45 years and beyond, suggesting that this disorder is not often diagnosed in people as they get older. However, in Figure 1.17 for bipolar, the incidence of diagnosis is still increasing, suggesting that this diagnosis is made in older people.
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[image: ] Have a go yourself


•  Try to write a 500-word summary of the results from Gottesman et al.’s study referring to what it contributes to our understanding of the genetic explanation of mental illness.
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Conclusions

Gottesman’s study supported the previous smaller studies, and his impressive sample size makes it very robust. He is mindful of the problems of using information for assigning health risks in countries where health care is provided and funded by the public. The data might be different in countries where people have to pay for health care, but Gottesman suggests that this information can help people make decisions about marriage, children, adoption and future planning, although he emphasises the need for well-informed counsellors to help with this. He also mentions the risks involved in this kind of study, citing the Nazi policy of eugenics as an extreme response to information on the genetic transference of certain characteristics. There are also limitations to the data set, such as people with bipolar and depression being less likely to be admitted and more likely to be treated as outpatients or by GPs. The number of beds in psychiatric wards is reducing but this is not reflected in a drop in admissions; it is rather a trend towards shorter hospital stays. He contends that ICD is a valid measure for diagnosis, but also acknowledges that there needs to be concurrent validity in terms of adoption and twin studies before making any definitive statements about genetic determinism.

Application: biological treatment of one specific disorder

While biological treatments all have the same basic premise that somehow the biological make-up of a person has to be altered in some way, the actual action may have a different effect: consider antidepressants, which increase the effect of serotonin by reducing its reuptake, and antipsychotic drugs that reduce the symptoms of schizophrenia by inhibiting the effect of dopamine.

While drug therapy is not the only biological treatment, it is the most frequently used. It is often quicker than talking therapies such as cognitive behavioural therapy (see page 29) or behaviourist therapies (see page 27). There are considerations such as side effects to consider. These could range from making the condition worse; for example, the antidepressant Prozac (fluoxetine) has been linked to an increase in suicidal thoughts and actions. However research by Kahn et al. (2003) failed to support both an increase in suicide risk between patients taking antidepressants and placebos, and between patients taking SRRIs and other antidepressants. Research by Hershal et al. (2004) also found that after controlling potential confounding variables – such as age, sex, time and duration of treatment with antidepressants prior to suicidal behaviour – the risk of suicidal behaviour was not significantly different for patients taking any of the four antidepressants amitriptyline, fluoxetine, paroxetine or dothiepin. The research is ongoing.

Other biological treatments include electro-convulsive therapy (ECT). ECT is where electrodes are placed on the patient’s head on the temples. The patient is anaesthetised while an electric shock is passed into the patient’s brain.

ECT can be a quick fix for reducing severe depression while waiting for drug therapy to become effective. It has risks, however, such as physical trauma and heart problems, although these are not common. It also has psychological risks of short-term confusion and longer-term memory loss.
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Figure 1.18 Electro-convulsive therapy (ECT)



A milder form of brain stimulation is transcranial magnetic stimulation (TMS) where a magnetic field is created causing a much weaker electrical signal to be applied to the prefrontal
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Alternatives to the medical model


The behaviourist explanation of mental illness
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	Stop and ask yourself …
	Links to



	
•  Can you remember the theories of acquisition of behaviour? If not, revisit the terms ‘unconditional stimulus’, ‘unconditional response’, ‘conditioned stimulus’ and ‘conditioned response’.



	
•  Behaviourist perspective
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•  Have a look on the internet (YouTube is a good place to start) for original footage of the Little Albert experiment. Try using the terms in classical conditioning to explain Albert’s fear.
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The cognitive explanation of mental illness




•  ‘I am worthless or flawed.’

•  ‘Everything I do results in failure.’

•  ‘The future is hopeless.’
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	Stop and ask yourself …
	Links to



	
•  What are the ethical problems of using behaviourism to explain and treat mental illness?



	
•  Ethics







[image: ]




[image: ]





1.  ‘I must be outstandingly competent, or I am worthless.’

2.  ‘Others must treat me considerately, or they are absolutely rotten.’

3.  ‘The world should always give me happiness, or I will die.’
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•  If you are interested in the cognitive explanation, look up Beck and Ellis in books and on the internet to get a more in-depth explanation of mental illness.
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	Stop and ask yourself …
	Links to



	
•  What behaviours might a mother record that show she is actually a good mother and that would contravene her belief that she is not?



	
•  Self-report
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Cognitive behavioural therapy (CBT)
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•  CBT is generally seen as a positive treatment by the NHS. Use textbooks or the internet see if you can find some criticisms or research evidence that it doesn’t work. This will help you with your evaluation, but make sure it is valid, objective criticism.
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Alternative explanations


The humanistic explanation of mental illness
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	Stop and ask yourself …
	Links to



	
•  How are your needs met? Can you think of a time you couldn’t concentrate in class as one of the lower needs had been compromised, for example you hadn’t had breakfast so were hungry?



	
•  Application
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	Stop and ask yourself …
	Links to



	
•  What are the key attributes a therapist needs and what phrases might a counsellor use to show these?



	
•  Humanistic perspective
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The psychodynamic explanation of mental illness
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	Stop and ask yourself …
	Links to



	
•  Do you remember the case study of Little Hans? If not, reread it to remind yourself (or ask yourself why you have repressed it into your unconscious).



	
•  Psychodynamic perspective
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Key features of dream analysis


•  Dreamwork – the process by which latent content becomes manifest content.

•  Condensation – latent content (unconscious desires) is detailed but has to be condensed into an image to represent many things; the gorilla could represent authority (exams, parents, driving test).

•  Displacement – the emotions really felt can be attached to a different object; the fear of the gorilla is a fear of failure of exams.

•  Representation – this is translated into a visual image; running away from the gorilla may represent the unconscious thought that you have not been doing enough revision.

•  Symbolism – a symbol replaces an actual person or idea. The tutu is your mother who is there at all times to support you; of course, it could be your mother who is there at all times to make you feel foolish. The therapist will help you decide what the image means to you.

•  Secondary revision – the collection of the images is formed into a logical story.
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	Stop and ask yourself …
	Links to



	
•  Think of a recent dream you had. Can you think what your unconscious might have really been thinking?



	
•  Psychodynamic perspective
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The cognitive neuroscience explanation of mental illness
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Key research: Szasz (2011) The myth of mental illness: 50 years later

Background




Conclusion
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	Stop and ask yourself …
	Links to



	
•  Do you understand the HPA system? If not, look it up in a textbook or on the internet to see how it might impact on cognitive processes.



	
•  Biological area
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Application: non-biological treatment of one specific disorder
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1.  Give one explanation that has been used to explain mental illness.


2.  How might psychologists categorise psychological disorders?


3.  With reference to Rosenhan’s (1973) study, discuss the validity of diagnosing mental illness.


4.  Outline one non-biological explanation of mental illness.


5.  Compare the biological treatment with the non-biological treatment of mental illness.


6.  Discuss the issue of determinism in explaining mental illness.
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	Stop and ask yourself …
	Links to



	
•  Can you write for ten minutes on a non-biological treatment for one disorder (you can choose which one)? Think of a scenario that you could refer to, such as a teenager or elderly person.



	
•  Exam focus
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