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Mental Health Social Work

Mental health social work can be one of the most rewarding and one of the most
frustrating areas of social work practice. Mental health is a key policy arena in which the
involvement of service users has been particularly successful, and in which there are
many new and controversial initiatives. Social workers must not only have a good
knowledge of interventions and their evidence bases, from pharmacology to
psychotherapy, but also be able to work sensitively and effectively with both clients and
carers in a rapidly changing context.

In Mental Health Social Work, Colin Pritchard draws on his many years of experience
in research, teaching and practice to explore key issues for social workers who want to
work in the mental health field. Topics covered include:

* the multiple factors affecting mental health;

» the bio-psychosocial model of practice;

* key areas including depression, suicide, schizophrenia and personality disorder;
« the mental health-child protection interface;

* residential work;

* treatment modalities.

This important book presents essential information in a clear and accessible way and
includes a series of case exercises to help the reader consolidate what has been learned. It
will be invaluable reading for undergraduate social work students and for practising
social workers.

Colin Pritchard is Professor Emeritus at the University of Southampton and Research
Professor in Psychiatric Social Work at the Institute of Health and Community Studies,
University of Bournemouth. He is an academic veteran of the social care field who has
maintained a mental health practice while being an active and sometimes controversial
interdisciplinary researcher.
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Preface

A personal journey—*flying by the seat of your
pants’ to an evidence-based mental health social
work

Social work’s link with people described as mentally ill or mentally disordered goes back
over a century, and it has always been a controversial association. This controversy
initially stemmed from two disparate approaches to ‘mental disorder’. On the one hand,
medicine and psychiatry attempted to explain disturbed and disturbing behaviour by
reference to discrete organic disorders. On the other hand, social work, with its roots in
the social and behavioural sciences, appeared to offer an alternative explanation for this
often stigmatised group of ‘outsiders’. This book integrates the best of these two
approaches and, from an evidence base, shows that people who experience what is
considered a ‘mental disorder’ actually need input from both approaches to deal with
phenomena that cross millennia, disciplines and cultures.

The mental health controversy reflects the redundant debate of ‘nurture’ versus
‘nature’. For, according to a director of the Imperial Cancer Research Fund, even an
‘organic disorder’ such as cancer is a ‘genetic predisposition awaiting an environmental
trigger’ (Bodmer and McKie 2000), as reflected, for example, in the changing morbidity
and mortality statistics of cancer and neurological disease (Pritchard and Evans 1996,
1997; Pritchard et al. 2004a; Pritchard and Sunak 2005).

This illustrates the great Durkheimian insight that changing patterns of mortality
reflect changes in society, while conversely, from physical conception, the social and
emotional environment of the mother actually affects the baby’s, infant’s and child’s
physical development (McLloyd 1990; Aber et al. 1997; Hogan and Park 2000; Barker
2001; Barker et al. 2002; Rutter 2003). Thus, this book will offer a bio-psychosocial
approach to understanding a core issue of humanity, the nature and development of the
mind and human personality, and challenge a humber of one-dimensional approaches.
With our present knowledge, there is no one theory, school or technique that answers all
questions about human behaviour, and this book is critical of both an overnarrow
mechanistic medicine, as well as the over-simplistic global critique that can come from
the social sciences.

Here is a confession. Initially, this book was planned as a textbook, one that could ask
a question X and offer a straightforward answer Y, but this turned out to be impossible
because practice experience and modern multidisciplinary research shattered any
simplistic ‘cookbook’ framework, i.e. ‘this is what to do in situation X’. What this book
does do is to share with you knowledge and techniques that may be appropriate to your
client’s or service user’s needs. In the end, however, you will have to make your own



decision about what is appropriate in the specific circumstances of working with a
particular person at a particular time, because people are not like textbooks.

| learned this lesson in a seminal experience. After 15 years of working with
vulnerable and troubled people, in 1970 I was close to burn-out and looked forward to an
academic career, free of the pressures of practice. The late Professor Max Hamilton
explained that, in medicine, ‘if you teach a practice, you practice,” and this was
invaluable advice. This meant that all the academics were also practitioners and, in a
university department, all the practitioners were interested in user research relevant to the
patient/client/service. After changing jobs, | had no client contact for over six months
and, during a particularly successful seminar with post-graduate social work students, |
suddenly realised that | was sounding like a textbook. To resolve this, | took up and
continued with a small pro bono mental health practice, not only for the personal
satisfaction that comes from service to others, but to remember just how hard,
problematic, confusing, complex and sometimes downright scary mental health practice
can be. Since then, | have been able to look students in the eye and genuinely
commiserate with them when they share the problems they face daily in work with
troubled and sometimes troublesome people.

This practice orientation has been reinforced in continued work with colleagues who
share both academic and practice responsibilities and have been strongly influenced by
modern medicine’s efforts to develop a fully ‘evidence-based practice’—an approach
whereby a student or a trainee psychiatrist identifies a current practice problem and seeks
to find a research paper that comes close to answering the patient’s/client’s problem. In
about one-quarter of cases, there is no appropriate research paper, which means that we
have to make judgements on limited information, not backed by research evidence. This
should make us professionally humble, and reinforces the need to remember that we exist
to serve our clients, which must entail that we include them in this service. Indeed, the
first strength of the professional is to understand our professional limitations. On the
other hand, the gaps in our practice knowledge can and do serve as a stimulus to research.
For example, two initially disparate research topics, suicide and child protection, came
from trying to answer questions to which no answers were available at the time (Pritchard
1999, 2004) and went on to create new practice knowledge that appears here for the first
time.

We can never be satisfied with our knowledge for there is much we do not understand,
especially in the field of mental health. However, one thing is known. Many, many
people who seek our services have very often had a very bad deal in life, i.e. they often
come from disadvantaged backgrounds, whether this be socioeconomic, social class,
ethnic and/or intergenerational psychosocial poverty, not just economic, but also of mind
and spirit. Therefore, in a continued pursuit of social justice, only the best is good enough
for them, which means we must continue to seek to improve our service, asking the
fundamental question: did it cure, improve or comfort the client/service user?

Social work, like medicine, seldom cures; like medicine, it often improves and, like
medicine, it should always comfort. Sadly, medicine and social work sometimes fail this
simple client-orientated test.

Another important aspect of work with people in the mental health field is the
knowledge we need about ourselves, as much as about others. Nowhere is this insight
better provided than through the great poets and playwrights as, generally, no matter how



distinguished the research paper, if it is about people and cannot be found reflected in the
great literature, then it is perhaps not all that important; hence, the sharing of these poetic
insights throughout the book, for:

Canst thou not minister to a mind diseased...
Raze out the written troubles of the brain,
And...

Cleanse the stuffed bosom of that perilous stuff
Which weighs upon the heart?

(Macbeth, 5:3)

Shakespeare, about 400 years ago, showed that he understood something of the bio-
psychosocial interactive nature of ‘a mind diseased’, yet ‘Though this be madness, yet
there is method in’t’ (Hamlet).

To reinforce further the authenticity of the practice text, case examples, all suitably
anonymised, are offered to illustrate the complexities and intervention issues that emerge
with the various types of mental disorder.

The book begins with our culture’s evolving history of how we responded to mental
disorder, and then considers philosophy—how we grapple with defining the mind and its
ills. The concepts of mental disorder and the impact upon the sufferer and those around
them are examined and the so-called ‘minor mental disorders’, which, at their worst, can
be totally destructive of people’s lives. As a balance to much medically orientated
research, we take a critical look at modern clinical psychiatry and, in particular, the
problem of its relationship with the pharmaceutical industry.

The book deals with the most ‘familiar’ of the mental health problems, mood
disorders, as most people have experienced the ups and down, which at the extreme
become dysfunctional and slip over into ‘demoniac frenzy’ and ‘moping melancholy’
(Milton). We explore in greater detail the syndrome known as schizophrenia and examine
the very encouraging integrated bio-psychosocial treatment approaches.

A major chapter considers suicidal behaviour and crucially seeks to differentiate
between suicide and so-called ‘attempted suicide’, now better described as ‘deliberate
self-harm’, which is a reminder that the mentally disordered have shorter lives than the
general population, as well as a high toll of suicide because of inadequately treated
mental disorder (Harris and Barraclough 1998). The next theme is inevitably
controversial because it explores that most unpopular concept, psychiatric ‘personality
disorder’, which is admittedly defined in juxtaposition with ‘social norms’. Here is
brought together new research that highlights the psychiatric-child protection interface
and the power of the media as the ‘pendulum swings’ between condemning feckless or
overzealous practitioners.

Chapter 12 is written anonymously by a senior Approved Social Worker because,
while maintaining a mental health practice for the last 30 years, | had no direct statutory
responsibility under the Mental Health Act 1983, although occasionally dealing with
‘psychiatric emergencies’ on campus. To enhance further the practice authenticity of the
text, we examine the often ignored issue of homelessness, written by a former Service



Director for Centrepoint, Rebecca Pritchard, who is keen to highlight the mental health-
homelessness interface.

The final chapter concerns examples of the psychosocial vortex that often surrounds
mental disorder and, while maintaining anonymity, we hear the clients’ voice on their
experience, which better serves to aid our understanding and insight.

One overarching theme, which comes from the core values of social work, is the
importance of the ‘therapeutic relationship’. This is not just a pious statement as there is
evidence that, irrespective of technique or approach, the ability to engage with the client,
what some are calling the ‘therapeutic alliance’, is at the core of all effective
interventions (Lazarus 1976; Pritchard et al. 1998; Pritchard and Williams 2001; Di
Clemente et al. 2002).

The book draws upon classic and modern literature which provides special insights
and shares many illuminating quotes. But, if the book had but two ‘texts’, the first would
be about the need for up-to-date research in a field that is rapidly changing, hence Francis
Bacon’s comment, ‘If a man will begin with certainties, he shall end in doubts; but if he
will be content to begin with doubts, he shall end in certainties’. The second is a reminder
that this is a text about practice, not groups or categories of people, but rather individuals
and their families, and the great Quaker dictum of ‘Seek ye the godhead in every person’
(George Fox) is a reminder for all mental health practitioners that, at this moment in time,
we are working with and for this person, in their situation, in their time.

I must acknowledge my indebtedness to numerous colleagues who, in different ways,
have contributed to this book. | owe much to people who have allowed me the privilege
of entering their lives, and who have so enhanced my life by teaching me something
about human dignity and resilience, and to generations of students who have asked
awkward questions at the Universities of Bath, Bournemouth, Bradford, Hong Kong,
Leeds, Monash and Southampton. To social workers Alan Butler, University of Leeds,
and Mike Kerfoot, University of Manchester, who have encouraged me to ask the
biological questions to social scientists, and to psychiatrists David Baldwin, Christal
Buis, Lars Hansen, David Kingdon, Robert Peveler and David Wallbridge, for
encouraging me to continue to pose the awkward psychosocial questions in medicine.

There are some special acknowledgements, though my academic indebtedness is clear
in the bibliography: Graham Reading, Senior Social Worker, helped me confront some of
the realities of under-resourced services; Claire Pritchard, Senior Social Worker with
Children’s Services Hammersmith and Fulham, gave advice on the psychiatric-child
protection interface; and Rebecca Pritchard of Centrepoint taught me about the practice
and organisational problems of the homeless-psychiatric interface.

I am very appreciative of colleagues in Routledge, Taylor & Francis, who have been
so understanding and helpful in bringing this text to completion, especially Andrew
R.Davidson of Prepress Projects for his patient forbearance.

Finally, and acknowledgements are often formulaic, but without the support, love,
encouragement, humour and friendship of Beryl, my wife for more than 40 years, nothing
worthwhile would ever have been accomplished, for her life-long professionalism was a
steadfast example of what it means to be a caring professional.

Colin Pritchard
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1
In the beginning

Cultural history and poetry of madness

Babylon in all its despoliation is a sight not so awful as
that of the human mind in ruins.
(Scrope Davies 1783-1852, Letters)

In all cultures and in all times, the perception of madness, possession or mental disorder
has created a conflict between fear and compassion (Porter 1993). Scrope Davies,
viewing the ruins of a once proud empire, Babylon, reflected this ambivalence and the
tragedy of the “human mind in ruins’. This goes to the heart of the practice problem
which, in a civilised society, should excite sympathy and a search for understanding.
From the Old Testament, which feeds into the Christian, Islamic and Jewish faiths, we
hear the psalmist hope that he will not be smitten by ‘the moon at night” (Psalm 121). For
to be ‘moonstruck’ was a description of madness that echoed well into the nineteenth
century, seen in the word ‘lunatic’. Hence, in 1820, the Lunatic Asylum Act sought to
give refuge to the afflicted, not least in recognition that even the highest in the land, the
late King George Il1, like King Lear, had admitted that ‘I fear 1 am not in my perfect
mind’. The term ‘lunacy’ was used as late as 1890 in the Lunacy Act, which was
concerned with the compulsory admission of ‘poor lunatics’, and the term was not
abandoned until the 1935 Mental Health Act.

The designation ‘lunatic’ reflected the assumption that the mad had been affected by
malign lunar influences and, in this sense, was a diagnostic category. Another term which
started as descriptive but became pejorative is ‘asylum’. Originally meaning a place of
‘refuge’, a laudable concept for vulnerable people, the word and place rapidly became
stigmatised.

Mental disorder remains one of the most stigmatised conditions throughout the world,
even in modern Western societies (Shooter 2002). Our language and culture are still
littered with earlier ideas that have become counterproductive, and the title of Kate
Millett’s book The Looney Bin Trip, describing the old ‘asylums’, was both a challenge
and an evocation for sympathy, reminding us that:

The old order changeth, yielding place to new;...
Lest one good custom should corrupt the world.

(Tennyson, The Passing of Arthur)
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For example, another progressive piece of legislation was the 1913 Deficiency Act,
which took the ‘learning disabled” out of the old workhouses and gave them greater
protection. Yet, no-one today would use the Act’s language of ‘moron, feeble minded or
idiot’ to describe another human as all civilised societies ascribe to one of the greatest
monuments to human advancement, the United Nations Declaration of Human Rights
1948. True, the declaration’s principles are often ignored, but it is a measure of how we
should behave towards each other, when it asserts that all people are equal, irrespective of
any ‘category’:

Article 1: All human beings are born free and equal in dignity and rights.
They are endowed with reason and conscience and should act towards one
another in the spirit of brotherhood.

Article 2: Everyone is entitled to all the rights and freedoms set forth in
this Declaration, without any distinction of any kind such as race, colour,
sex, language, religion, political or other opinion, national or social
origins, property, birth or other status (my emphasis).

This book’s search for an effective mental health practice is based upon this declaration.
Since 1948, society has made great strides in recognising and renouncing discrimination
against people of other ethnicities, religions, physical disability and differing sexual
orientations, as well as beginning to recognise discrimination related to age, but there is a
long way to go. In holding fast to our common humanity, the UN Declaration demands
that we use the “intellect and reason” with which we are endowed to respond to another’s
distress. This is heard in Robert Burton’s (1577-1640) dramatic evocation of the
wronged and manacled ‘lunatic’ in Anatomy of Melancholy:

See the Madman rage downright

With furious looks, a ghastly sight.

Naked in chains bound doth he lie

And roars amain, he knows not why!
Observe him; for as in a glass

Thine angry portraiture it was.

His picture keep still in thy presence;
"Twixt him and thee there’s no difference.

Although Robert Burton’s great classic is limited by the confines of late Tudor and
Jacobean science, his approach was essentially humane, and was coterminous with
Shakespeare’s great insight into the phenomena of the human mind, when he said:

Though this be madness, yet there is method in’t.
(Hamlet; commonly quoted as ‘there is meaning in his madness’)
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Certainly, cultural factors have always fed a society’s concept of madness or mental
disorder (Pilgrim and Rogers 1998). This is seen in the example of ‘delusions’. A popular
cartoon image is of a deluded person believing they are Napoleon, yet | have never met
such a person. But, among elderly patients, one could meet those who thought they were
being persecuted by the Kaiser (Wilhelm II). Religious delusions are not uncommon,
being taken over by God, the Virgin Mary or the Devil from those of a Christian culture;
or the God Khali from those of a Hindu tradition; or Shaitan by Islamic people. Delusions
reflect the contemporary culture, hence people express fear of ‘extraterrestrial aliens’, of
being controlled by television or of persecution by spies reflected in the brilliant film
starring Russell Crowe, A Beautiful Mind. This film was based upon the true story of a
Nobel laureate, John Nash, who suffered from what we now designate schizophrenia. In
the film, you initially enter John Nash’s mind-set, so you believe, like him, that you are
being kidnapped by the KGB, or was it the CIA?

It was Richard Titmuss who said, ‘reality begins with history’. In order to understand
why our culture reflects such dissonance, we need to be aware of the origins of ideas
about madness and the often contradictory and conflicting themes that came from earlier
religious and scientific thinking.

As early as the second century BC, we hear the ‘pagan’ Terence (195-159 BC)
declaim that, ‘Nothing in mankind is alien to me’. But the early Christian fathers found
such acceptance of differences in others terrifying, as they feared that the mad were
associated with witchcraft and demonic possession. Indeed, there was an association
between possession and heresy in a society that increasingly demanded adherence to
‘orthodoxy’, a forerunner of modern totalitarian ideas. Saints Augustine and Jerome have
much to answer for; and the arch-Protestant, Martin Luther, was quite convinced that his
low moods came from the devil and is reputed to have thrown an inkpot at ‘Old Nick’.
These archaic attitudes litter Western culture and, weekly in the tabloids, there are
examples of unwelcome or socially disapproved of behaviour being described as mad,
psychopathic and/or coterminous with evil.

Even in the twenty-first century, when reason and science rule, the typical Hollywood
film creates an immediate fearful rapport with its audience when, to a background of
tremulous strings, amidst the Victorian gloom, we see a man with staring eyes, muttering
meaningless expressions and rambling fears of persecution: ‘They are here, don’t let
them get me.” Then, looking directly at the audience, he asks, ‘Have you sent them?” And
from his fear, we fear, as our subliminal cultural ambivalence about the mentally
disordered is evoked.

We are still in the company of Euripides who said, ‘Whom the Gods wish to destroy,
they first make mad’, echoing Davies’ idea of the desolation and destruction that madness
causes in humans. Yet, even in the Old Testament, not always associated with
progressive ideas, we hear the call for a rational and knowledge-based approach in our
dealings with each other, when Job declared:

Who is this that darkeneth counsel by words without knowledge?
(Job 38:2)

It is salutary to consider how relatively recent is our science that began to sever us from
some of the old superstitions. For example, it was only in 1859 that Charles Darwin
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published his Origin of Species and, previously, the majority of humankind had few
doubts that they were the centre of the universe. Yet, within a hundred years of Darwin,
we have atomic power and rocket propulsion and recognise that our little planet orbits ‘an
unconsidered star at the edge of an unremarkable galaxy amongst billions of galaxies’
(Greenpeace 1980). Indeed, we think nothing of recognising that some of these galaxies
have distances across that we measure in thousands of light years (Bryson 2003), and
even the late Pope, John Paul Il, said that heaven and hell are not places but states of
mind.

However, mental disorder has often been associated with apparent irrationality; hence,
the contradictory issues of care and/or control have never been far below the surface.
Furthermore, over the last 50 years, the pendulum has swung between ‘certification’,
which proved a person was ‘mad’ and was not capable of reasoning and self-control
under the 1890 Lunacy Act, to the major breakthrough of concepts about ‘treatment’,
which was at the core of the 1959 Mental Health Act. This is still an important aspect of
the present legislation, the 1983 Mental Health Act, although, unlike legislation
concerning physical illness, ‘mental disorder’ still has elements of compulsion for a
minority. The seminal breakthrough came in 1959, which was all about de-incarceration
and treatment and the concept of ‘care in the community’.

Younger colleagues who have never seen the horrors of the old mental hospitals, the
old Bins, portrayed in Ken Loach’s film The Music Lovers, can have little idea of what
they became. By the mid-twentieth century, those well-intentioned places of refuge had
become dreadful palaces of despair. It is hard to imagine the sum of human misery they
accumulated. Under the 1890 Act, tens of thousands of people were de facto locked up
for life because they had been “certified’ mad by a magistrate, not a physician, but no-one
had considered how one ‘proves’ one’s sanity or which, if any, people should be
discharged. The main approach was for a patient to abscond and survive outside for seven
days without committing a crime; this was then taken as evidence that the person was
mentally competent and therefore ‘sane’. The ‘asylums’ were simply overwhelmed by the
numbers of people admitted. Without any provision for discharge, admission under
certification had created a cul-de-sac. People understandably feared and resisted
admission, and posed a threat to staff who were afraid they would abscond, so staff and
patients were on ‘different’ sides, undermining any latent ‘treatment’ ideal. While
numbers grew, resources shrank relatively. The overcrowding became so bad that many
of the large county mental hospitals had their own TB hospital, as the incarceration took
its toll in avoidable deaths (Jones 1959). In the old days, one would escort families to
their dying relative in a psychiatric hospital’s own TB hospital.

The idea of caring for people in the community was an incredible change. It was
possible, in part, because of public confidence in the new psychotropic drugs. So that,
within a little more than a decade, the number of people more or less permanently locked
up in our mental hospitals was reduced from 220,000 to fewer than 70,000 in the 1990s,
and now fewer than 30,000 (Department of Health 2002). It is a tribute to improved
public perception, although it is still easy to evoke the old attitudes.

Both Mental Health Acts of 1959 and 1983 stressed ‘care in the community’, which
closed the large institutions, creating ‘psychiatric units’ within the general hospital
service. Although this was not perfect, it has gone a long way to reducing some of the
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stigma against the mentally ill, but there are still some areas that need improvement, not
least adequate resources (Jones 1959; Pritchard et al. 1997a).

The 1960s and early 1970s were periods that coincided with challenges to established
‘authority’” and its nostrums and, specific to our interest, saw the burgeoning of anti-
medicine and, in particular, an ‘anti-psychiatry’ movement (Szasz 1960; Laing and
Esterton 1968; Illich 1971).

One such critic, Ivan lllich, had much to commend him, because he reminded
medicine of the need to go back to its origins—that its art needs to be humane as well as
science based—while the media-colourful Ronald D.Laing reminded us of Shakespeare’s
dictum that there is ‘meaning in madness’ and, therefore, we should consider the content
of the person’s apparent ‘rambling’ (Laing and Esterton 1968). However, Laing’s work
deteriorated into a diatribe of mystical metaphysics, although he was quite a good minor
poet, but he left his science far behind. He later had to renounce his idea that psychosis,
or the schizophrenias, was a form of clearer sanity, culturally and/or family induced
(Sedgwick 1982). Sadly, some of his unsupported metaphysical theories were taken up by
popular culture and can still be found in certain areas of psychobabble, where anecdote
and conjecture get mixed up, ignoring the need for evidence-based practice (Skinner and
Cleese 1994). One of many practice experiences that taught me to think a little clearer
came from this period.

It concerned ‘Alan’, a nine-year-old diagnosed as autistic. He was
‘typical’ in that, while functioning at a severely learning-disabled
level, he was a very handsome child, with none of the physical
disabilities associated with the genetically linked learning disabilities,
such as Down’s syndrome. We were considering Alan for possible
admission to an inpatient child psychiatric unit. His parents sat
quietly and calmly with the consultant and me as Alan literally
gyrated around the room in a startling exhibition of extreme autistic
behaviour of a child who was obviously distressed at the strangeness
of his surroundings.

The consultant and I, seeing the composure of the parents, were
convinced that this was a classic example of ‘refrigerator parents’
outlined in the textbooks of the time. This was Leo Kanner’s neo-
Freudian theory that autism was essentially a lack of bonding
between parent and child, mainly because the parent/s were cold and
distanced ‘refrigerator parents’—the dominant theory in the late
1960s and 1970s and still trotted out by some (Skinner and Cleese
1994).

At my subsequent home visit, | was surprised to find both parents
being warmly playful with their younger child. Mrs ‘Smith’ saw my
look and knowingly asked if | thought them ‘refrigerator parents’.
Now, frankly, nothing is more anxiety making for the professional
than when one realises that the client knows as much or more than
the therapist, and clearly the Smiths did. They explained that, from
the much-wanted Alan’s birth, it was Alan who did not react to them!
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To all Mrs Smith’s early expressions of concern to midwives,
health visitors and the GP came the reassurance that all was well
because Alan looked such a handsome baby and that she was being
mildly overanxious, etc. The parents explained, ‘Alan is ours and we
love him. We’ve spent the last seven years trying to get help. But the
only way for us to cope is to learn not to get upset at his behaviour. So
we sit quietly whilst others panic and then they call us “refrigerator
parents”. How else could we manage him?’

As an aside, it is worth pointing out that this totally discredited idea continued to be
disseminated by some quite eminent therapists long after it was discredited and
disproved. For example, the late Robin Skinner, who had probably not conducted any
serious research for years, in collaboration with the comedian John Cleese, perpetuated
the idea in a book (Skinner and Cleese 1994) that continues to sell well on internet book
sites. Since the 1980s, it has been known that the majority of those in the ‘autistic’
dimension are suffering from a neurological disability that impairs communication
between the child and parent, not the other way around (Gilberg 1992; Rutter et al. 1994,
Rutter 2000; Stoltenberg and Burmeister 2000; Cook 2001; Greenberg et al. 2001). The
Smith parents, and many others like them, were right, not we ‘experts’.

What we professionals, including Leo Kanner, a child psychiatrist of international
repute, had observed was family and/or parents reacting to extreme, unfathomable
behaviour of the autistic person, which no-one at the time could explain other than by
theories that had no empirical confirmation. We experts were wrong. What they had seen
was the effect of the condition on those around the child and put it down as a cause. It
was a classic example of a false correlation. That assumes that, because A and B are
present, one causes the other. | quickly appreciated that my then ego-dynamic theories
were sadly limited, and that Laing’s assertions that a person with a paranoid delusion was
reflecting family strife was very attractive, but fundamentally flawed. The Laingians
mixed up effect with cause, failing to differentiate between the ‘form’ of the syndrome
and its “‘content’.

The ‘form’ of the condition was those patterned ‘signs and symptoms’ of the
condition, with its ‘content’ being totally culturally and person specific, as the person
tries to make sense of the disruption in their thinking. Thus, the person first feels
‘depressed’ and then looks for reasons for this feeling from within their life situation.
These ideas will be expanded upon later. But, to be fair, the ‘anti-psychiatrists’ were
desperate to destigmatise mental disorder, but inadvertently switched the focus of ‘blame’
from the distressed person to their families. And Philip Larkin’s ‘They f*** you up, your
mum and dad’ is far too facile, appealing to old adolescent emotions in us, rather than
looking hard at the evidence. That neglecting, rejecting, abusive parents do damage their
children, with life-affecting psycho-socio-criminal consequences, is not in question
(Pritchard 2004), but the majority of such people do not become psychotic (Pritchard and
Butler 2000a). Moreover, careful reading of even the protagonists of ‘child sex abuse
causes schizophrenia’ shows that it is a minority correlation, although it may explain the
‘content” of some people’s symptoms (Cheasty et al. 1998; Read and Argyle 1999;
Hammersley et al. 2003; Spataro et al. 2005). Unhappy, miserable, disruptive lives, yes,
as the cycle of deprivation, without adequate intervention, is given a further twist (Audit
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Commission 1996; Lyon et al. 1996), but these people do not necessarily develop one of
the major mental disorders. Moreover, insightful novels such as | Never Promised you a
Rose Garden mistook family conflict as causal, failing to appreciate that the majority of
us who experienced an angry and turbulent adolescence nonetheless did not ‘break down’
into the structured syndromes that are the functional psychoses.

Practitioners will still find parents blaming themselves whereas, when you look into
the family history, often the son or daughter experienced no particular family stress or
scapegoating, and any family tensions emerged after the subtle and often catastrophic
changes in the young person. However, as we will discuss later, there are often real
‘trigger’ stressors that can be linked to the first breakdown, because human behaviour is a
mixture of environmental events interacting with any genetic predisposition. This is seen
not only in the mental health field, but also in apparently more genetic-based conditions,
such as cancers and neurological disease, as these physical conditions appear to require
an ‘environmental’ trigger (Pritchard and Evans 1996,2001; Bodmer and McKie 2000;
Pritchard et al. 2004a; Pritchard and Sunak 2005). A key concept at the centre of our
practice approach is the idea of the interactive influence of environment and biological
endowment upon each other. The mistake is to assume the exclusivity of either. Time and
again, it is the impact of the mental disorder that creates the family tension, not
necessarily the other way around. Self-evidently, a negative psychosocial environment
will predispose some to break down so, if there was previous family strife before the
onset of the syndrome, then the advent of yet another stressor makes matters worse. One
sees this reaction in families where an unexpected physical illness occurs. The majority
of people go to great lengths to be understanding and supportive. However, for those
undergoing marital disharmony, the impact of one of the partners having a serious illness
can be the final straw, and they often blame the underlying tensions as the cause of the
physical breakdown (Henwood 1998; Rowlands 1998; Pritchard et al. 2001, 2004b).

It is interesting to note that two major voluntary agencies concerned with mental
health, Mind (the National Association of Mental Health) and the Schizophrenia
Fellowship, initially reflected this divisive view of mental illness. Mind tended to blame
either parents or the professions, whereas the Schizophrenia Fellowship had a sympathy
for parents, who even today still carry the main burden of care and support for mentally
disordered people (Leffley and Johnson 1990; Silveria and Ebrahim 1998; Pritchard
1999; Bustillo et al. 2001; Martens and Addington 2001). However, the impact of the
anti-psychiatrists, who, in effect, ignored the inadequate underfunded mental health
service, was to focus upon ‘rights’. This led to the extant legislation, the 1983 Mental
Health Act, which is very rights orientated, although currently under criticism (see
Chapter 9) largely because the original critics forgot about the centrality of resources.
Governments are happy to cede rights, as long as they can get away with minimal
resources. Successive governmental apologists for underfunded public services trot out
the mantra, ‘you can’t solve these problems by throwing money at them’. Indeed, who
could not agree with Margaret Thatcher when she said, “You can only have the services
you can afford’. But, in terms of the proportion of its gross domestic product (GDP)
expended on health, Britain does not afford as much as most of the Western world (US
Bureau of Statistics 2004). It was shown as early as 1992 that, not only did the UK spend
substantially less than the rest of the West, but matters were getting worse across health,
education and social services in particular (Pritchard 1992c; Pritchard et al. 1997b; Evans
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and Pritchard 2000). When the last Conservative administration, while reaffirming its
commitment to care in the community, gave a record £500 million to social services for
their ‘adult services’, there were initial celebrations in the town halls. What most had
failed to notice, however, was that in the early 1980s, ‘mental health’, because it deals
with long-term problems, took 19 per cent of the NHS budget. Ten years later, mental
health took only 11 per cent of the NHS budget. The difference between the two is not
the half billion given to social services, but rather the three and a half billion that had
cleverly been siphoned off (Pritchard et al. 1997b). Of course, it is right to expect
‘savings’ in the medium and long term for mental health services being community
based, because this is a more humane and centrally efficient way of dealing with mental
health problems. But these become ineffective if they are underfunded, so that front-line
staff are often faced with an unfeasible task when there are insufficient resources to meet
client needs.

The result of this is seen in recent evaluation of English local authorities’ performance
in the delivery of ‘Social Care (C2) Adults’. Out of 154 local authorities, including the
London boroughs, only four were graded ‘good’. Forty-three local authorities were
described as “fair’ whereas the rest were graded either weak or poor (Audit Commission
2004). Of course, politicians shuffle off any responsibility and blame the services, even
though there is overwhelming evidence that, in terms of pound-for-pound expenditure,
the British NHS is one of the most efficient in the world, in that it achieves far better
clinical outcomes on a considerably lower financial input (Evans et al. 2001). In the mid-
1990s, when the NHS was especially under-resourced, although cancer treatments had
never been better, we had the lowest five-year cancer survival rates in the West (Evans
and Pritchard 2000). But recent substantial funding for cancer services has meant that, in
terms of the ultimate medical outcome measures, England and Wales has done better than
the USA in reducing the death rate from cancers (Pritchard and Galvin 2006). However,
this underfunding is not just a social service phenomenon, but occurs across the whole of
the public sector. Hence, the current criticism of ‘care in the community’ and social
services is targeting the wrong people—it is not the concept that is at fault, but rather
inadequate funding and, it must be accepted, inadequate mental health training in social
services, but this probably would not happen if managers did not have to cut corners. Yet,
as the reduced cancer deaths have shown, improved resources do make a measurable
difference (ibid.).

One longstanding problem that has bedevilled the mental health services has been the
controversy centred on the concept of what do we mean by mental health or disorder,
which is discussed in detail later. The initial difficulty was that our culture reflected the
Cartesian separation of mind and body. This schematic dualism was initially very helpful
in studying the human phenomena but, in sociological terms, it became reified, and what
was essentially a metaphor became two seemingly concrete separate structures (Szasz
1960; Shilling 1996; Pilgrim and Rogers 1998).

Long after the Second World War, behavioural and mental disorder was seen as either
‘organic’, with a well-defined and demonstrated underlying physical problem, or
‘mental’, which simply meant, based upon the technology of the day, that there was no
demonstrable physical lesion to account for the problematic and dysfunctional behaviour.
This led to an artificial schematic approach of either ‘organically orientated’, where the
patient was treated almost exclusively with pharmacological treatments, or
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‘psychological’, particularly psychodynamic, where everything stemmed from the
patient’s past. At its worst, and it could be very bad, the ‘organic’ approach led to the
chemical cosh to control behaviour and what my old professor, the late Max Hamilton,
described as ‘jug and bottle psychiatry’.

The paradox of the psychological approach was that families in desperate social need
were offered a watered down psychoanalysis, ‘and how do you feel about your mother?’,
whereas what they required was better education, housing and employment. Not
surprisingly, when people’s real needs were not addressed, they did not respond to either
ineffective approach. Suffice to say, there has been an evolution in ideas about mental
health, but one is tempted to assert that, amid all the explanatory research of human
behaviour, if we cannot find it reflected in the great poets and playwrights, then it is
probably not very important. For example, Shakespeare confronts the question of mind
and body head on when he asks:

Canst thou not minister to a mind diseased

Pluck from the memory a rooted sorrow? [disease and stress
interaction]

Raze out the written troubles of the brain,

And with some sweet oblivious antidote

Cleanse the stuffed bosom of that perilous stuff

Which weighs upon the heart? [behaviour patterns, symptom drug
treatment

and emotional reaction]

(Machbeth, 5:3)
The physician’s answer is only that:

Therein the patient
Must minister to himself.

And, seeing the limits of the medicine of the day, the frantic husband, Macbeth, echoes
many of today’s patients and families when he says, ‘Throw physic to the dogs, I’ll none
of it.” Yet, as we shall discover, the best evidence points to needing an integration of both
approaches.

The classic mental disorders, described as ‘functional psychoses’ in many psychiatric
textbooks, are recognised in every culture (Padmavathi et al. 1998; Banerjee et al. 2000;
Patel 2000; Weisman et al. 2000; WHO 2000; Fabrega 2001). However, one of our
problems is that, while some behaviour at the extreme is unequivocally ‘pathological’, for
example when a loving mother drowns her child in order to ‘save it’ from the coming
Armageddon (Stroud 2003), at another end of the continuum, a mother’s anxiety leads
her to behave in a way that most would see as overprotective. There is much in the
argument that mental disorder is in part a continuum of emotions and behaviour (Bentall
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1995,2003). Nonetheless, the ‘big three’ mental disorders do exist, ‘the schizophrenias’,
‘the depressions’ and the ‘manias’, aptly described by Milton when he said:

Demoniac frenzy [mania], moping melancholia [depression]
And moonstruck madness [schizophrenia].

(Paradise Lost)

His great insight is marred by his acceptance of his time’s assumption of cause, demonic
possession, influence of the moon and disorder of the body’s ‘humours’. We should not,
however, sneer at Milton’s beliefs as, after all, we were wrong about the benefits of
bleeding and the causes of autism, and the more we learn about the functional psychoses,
the more we realise that they are far more complex that was first appreciated. What was
wrong with Milton’s attribution of madness was his limited science, for

There are more things in heaven and earth, Horatio,
Than are dreamt of in your philosophy [knowledge].

(Hamlet, 1:2)

Again, Shakespeare’s insight tells us much when Hamlet’s mother seeks to understand
her son’s apparently aberrant behaviour. Polonius answers:

Since brevity is the soul of wit...

I will be brief. Your noble son is mad.
Mad call I it, for to define true madness,
What is’t but to be nothing else but mad?

Polonius then offers a rationale for Hamlet’s behaviour, who

Fell into a sadness, then into a fast

Thence to a watch, thence into a weakness,
Thence to a lightness and by this declension
Into the madness wherein he now raves...

(3:2)

Self-evidently, such a definition is culture bound but, as we shall see, it is a good
description of the “decline’ into what we call schizophrenia as it describes the early
confusion of the person, whose own reactive withdrawal and apparently disjointed
thoughts, expressed in words, do not register as rational with the observers. Such a
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situation, then as now, can evoke a degree of apprehension and compassion at a ‘mind in
ruins’.

What our history, both social and scientific, should teach us is that we need to have an
open mind for, as Bacon says:

If a man will begin with certainties he shall end in doubts: but if he will be
content to begin with doubts, he shall end in certainties.
(Advancement of Learning)

My initial training was essentially ‘organic psychiatry’, which was very limited. Then
followed a combination of psychoanalytic and sociological perspectives, which, while
having some value, was also limited. On the one hand, the psychodynamic model was of
little practical use to a range of clients, as the psychoanalytic theory suggested that it was
the client who was ‘resistant’, not the limitations of the model or of an oppressive
society. On the other hand, the sociological approach, while invaluable for the broader
context, said little about the person with whom one was working. The development of a
psychosocial behavioural approach, which combined some of the empirically established
insights of the ego-dynamic (Pritchard and Ward 1974): the centrality of the importance
of a client-specific rapport (relationship) as the vehicle for effective communication
(Falloon 1993; Linehan 1993); culminating in the use of cognitive behavioural therapy
(Kingdon and Turkington 2002), allied with appropriate psychotropic drugs (Baldwin and
Birtwhistle 2002); leads to an integrated bio-psychosocial model of mental health social
work. This offers the practitioner the widest effective approach to respond to specific
client’s needs and is empirically based research that is concerned with what works
(Falloon 1993; Linehan 1993; Baldwin and Birtwhistle 2002; Warner 2000; Browne
2002; Hirschfeld et al. 2002; Kingdon and Turkington 2002).

How important is ‘what works’, that is, the issue of ‘effective outcome’? Or is this but
another passing fad?

It is admitted that measuring successful intervention, especially if one is concerned
with prevention, can be difficult (Huxley et al. 1987; Pritchard 1999; Shepherd 2002).
Yet it is central to practice for, if we get the mental health situation wrong, people die
(Harris and Barraclough 1998; Pritchard 1996a, 2004; Pritchard and Bagley 2001), and
this book pays particular attention to those life and death situations associated with
mental disorder. These can end tragically, either when the person turns their distress and
aggression against themselves, ending in suicide (Pritchard 1999), or in the often ignored
child protection-psychiatric interface, which can end in the death of a child (Stroud 2003;
Pritchard 2004). However, all these events are statistically rare, and even rarer is when a
complete stranger dies, as in the case of Jonathan Zito’s tragic death (Appleby et al.
1999; Shaw et al. 1999).

It should be stressed at the outset that the mentally disordered are far more at risk of
harming themselves than of hurting others (Appleby 1997; Pritchard 1999; Appleby et al.
1999; Shaw et al. 1999). Nonetheless, we have to acknowledge the reality that family
members and those who work with the mentally distressed, especially in the ‘residential’
situation, face a potential risk (Falkov 1996). Yet, with knowledge, understanding and
reasonable care, although the risk exists, it is minimal. This is one reason why we stress
the need for all practice to be evidence based.
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This book will share with you a wide range of mainly recent or current practice-related
research. Yet there is another particularly invaluable source of knowledge for the
practitioner, the client. Because we are sometimes uncertain of what is going on, and
mental health social work is difficult and demanding, we often fly by the seat of our pants
and can always learn from our clients. We can continue to learn only if we keep an open
mind, remembering that people are seldom like textbooks. Indeed, the good physician
knows that, even when they get a classic case of a physical illness, they are seeing it
demonstrated and mediated through the person’s individual perspective and unique
experience. Moreover, whatever intervention model the practitioner favours, it may not
be appropriate with this particular person.

Perhaps the most important feature that we learn from those whom we would serve is
the extent of human resilience, integrity, capacity and indomitable spirit in the face of
often life-long disadvantage. One of the weaknesses of the ‘medical model’ is that it
tends to focus upon signs and symptoms of ‘problems’ and weaknesses, often ignoring
the strengths the person brings and the context in which they live.

We have already seen how the experts were wrong with regard to autism, because it
was not just the individual experience of our ‘Smith’ family, but hundreds of families like
them, who formed the Autistic Children’s Society, which made the professionals re-
evaluate their practice.

This was also seen in the case of ‘Mr Barker’, who ‘wished to die’ and who
challenged my simplistic ideas about the rationality of suicide, which can be a major
complication or concomitant of mental disorder.

‘Mr Barker’ was a successful businessman who faced the most
horrendous situation and, apparently rationally and with careful
preparation, attempted to kill himself, but was saved by a remarkable
fluke. On recovering consciousness, he raged at the ward staff for
their impertinence in intervening in his life. And after hearing his
reasons for his suicidal behaviour, virtually everyone felt very
sympathetic to him.

His son had just gone to prison after defrauding a 200-year-old
family business; his daughter had been killed in a road accident three
months previously; he was dying of terminal cancer with less than
three months to live and his wife, who could not deal with the
situation, had left him. Professor Max Hamilton, my old mentor, saw
him and told him, ‘in my book anyone attempting suicide is mentally
ill’. Mr Barker’s fury was set at nought when Max said ‘under the
law | can keep you here virtually as long as I like’. This high-handed
approach had not ended. Max told Mr Barker that, if he agreed to
take some antidepressants for six weeks, and see one of ‘my nice
young men’ for two weeks, he would allow Mr Barker home. If not,
not!

As one of the Professor’s ‘nice young men’, | was furious and
embarrassed, but agreed to take on Mr Barker, if only to free him
from Max’s less than gentle bedside manner. Some months later, Max
showed me a letter ‘which concerns you’. It came from Mr Barker



Mental health social work 14

and said ‘Dear Professor Hamilton and Colin, thank you...the pain is
just about manageable, they’re saying perhaps | got another month...
you were wise, life is precious, thank you again, | must have been
mad...’.

Mr Barker taught me ‘never despair’ and be prepared to help someone to have another
chance of life. On paper, Mr Barker appeared to have every reason to want to die in a
controlled dignified way. Yet we had failed to appreciate what modern research shows,
that people with physical disease can also have a treatable but accompanying psychiatric
disorder (Mermelstein and Lesko 1992; Owen et al. 1994; Jones et al. 2002). Indeed, it is
another case of mixing up effect with cause, for malignant disease actually makes people
vulnerable to mental disorders that are found to be treatable (Duckworth and McBride
1996; Linden and Barnow 1997). Indeed, new work shows that fewer older people are
dying from suicide than ever before, and that England and Wales in particular have had a
big reduction in elderly suicides (Pritchard and Hansen 2005b). One possible explanation
for this positive finding is that England and Wales have a specific psycho-geriatric
service and, reflecting Durkheim, there is greater social cohesion for elderly people.

Every culture has descriptions of what is considered deviant, bizarre, unacceptable and
sometimes dangerous behaviour. Whereas Hindu, Islamic and Western cultures have
some attitudes and beliefs about ‘madness’ that are different, they share many common
elements, in which there is a mixture of historical myth, religious ideas and science. This
leads to a popular response, which oscillates between apprehension and compassion
(Porter 1993). What is most impressive is not those minor cultural differences that are
often overemphasised but, rather, the common elements. This was seen in an intriguing
case study that led to a direct appeal to the president of a European state. Indeed, you
might care to work out when and where the case took place.

The president, who was head of the Senate, was asked to determine
the disposal of a senator who had murdered his mother. Asked what
punishment the senator should receive, the president replied, ‘If you
have ascertained that Senator CC was so insane that he is
permanently mad and thus incapable of reasoning when he killed his
mother, and did not kill her with the pretence of being mad, you need
not concern yourself with the question of how he should be punished,
as insanity is punishment enough (my emphasis).

‘At the same time, he should be kept in close custody. This need
not be done by way of punishment, but as much for his own and his
neighbours’ safety. If, however, as often happens, he has intervals of
sanity, you must investigate whether he committed his crime on one
of these occasions and thus has no claims for mercy on the grounds of
insanity.

‘But, as we learn from you, his present treatment and care was in
the hands of friends, confined to his own house. Your proper course is
to examine those in charge of him at the time and determine how they
were so remiss, to determine whether there was any excuse or
negligence on their part.
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“The object of the keepers of the insane is to stop them not merely
harming themselves but from destroying others and, if this happens,
there is a case for blame upon any who were so negligent’

This real case study provides as good a rationale for a human rights approach to mental
health and disorder as one could find. However, it raises the issues of the ‘reality’ of a
psychiatric diagnosis, personal and professional responsibility, irrationality and any
violence surrounding mental illness, and intervention, reflecting the constant tension
between care and compassion and, at the extremes, necessary control. The president who
wrote this perhaps showed greater than usual perspicacity for a politician as he mixed
understanding, compassion and realism; after all, he did not want another tragedy,
especially from such a high-profile figure. What would the press say if he or they got it
wrong?

Have you worked out when and where the tragedy occurred?

There was no press when this was written, for the case occurred years before the
British Lunacy Acts, even earlier than the eighteenth-century Age of Reason, even before
the Tudors, with their burgeoning humanity. The president in question was the pre-
Christian Emperor Marcus Aurelius (AD 121-180), perhaps appropriately known to
history as the ‘Philosopher Emperor’, the subhero in the modern film Gladiator.

Marcus’s letter reminds us that mental disorder is part of the human experience and
has long posed difficult ethical and practical dilemmas. It will be argued that, holding fast
to the human rights approach enshrined in the UN Declaration of Human Rights, allied to
the best available practice-related research, we can offer a rational, compassionate and
secure service to the person, their family and community. This will be shown in the
following chapters, even though at times one feels to be ‘flying by the seat of one’s
pants’.



2
What does mental health/ disorder mean?

Objectives: by the end of the chapter you should:

« understand the concepts of the mind and self;

* understand the cultural and historical roots of our attitudes to mental health and
disorder;

« understand the problems surrounding defining mental disorders;

« understand the mood disorders from a psychiatric perspective;

« explore the schizophrenias from a psychiatric perspective;

« understand the strengths and weakness of the medical model.

For to define true madness,
What is’t but to be nothing else but mad?

[Polonius in Hamlet 2:2 (Shakespeare, 1564-1616)]

This madness has come on us for our sins.

(Tennyson, 1809-1892, The Holy Grail)

Great wits are sure to madness near allied
And thin partitions do their bounds divide.

(Dryden, 1631-1700, Absalom and Achitophel)

Concepts of mind and self

Our title Mental Health Social Work carries an implicit positive message. The word
‘health’ implies a search for well-being that will enable a person to achieve their life
goals. This reflects the great NHS Act of 1948, which rejected the ‘sickness’ model for
its citizens because its founder, Nye Bevan, saw positive health, including social and
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psychological as well as physical health, as a social and a political goal (Foot 1978).
Thus, social work and social care are part of that wider view of the “‘healthy’ state, which
incorporates all aspects of the person and seeks to serve the citizen at every stage of their
lives, rejecting any qualification based on gender, class, age or any ‘other status’ (UN
1948). No matter what may happen with the present structure of social services, there is
the continuing recognition that the individual and their family may at different times
require a ‘personal social service’ (Seebohm Report 1968). Indeed, it has been heard said
that ‘social work’ as a term is so badly damaged by unfair media criticism that it needs
‘rebranding’, and why is the General Council of ‘Social Care’, not of ‘Social Work’?
Nonetheless, ‘social work’ is an integral part of modern British society and is implicitly
part of an interdisciplinary approach to the citizen’s general welfare, and is therefore
multiagency. Fredrick Seebohm’s great ideal for Britain was to provide a personal social
service coterminous and complementary to the National Health Service. He aimed at a
‘one-stop” agency for the family, rather than the multiplicity of agencies that previously
existed. However, this ‘generic’ agency was mistakenly developed as a ‘generic’ social
work service, whereas Seebohm always recognised the need for ‘specialisation’, in
particular, for children, probation and mental health (ibid.). This is not the place to
rehearse the policy developments of the past 30 years; suffice to say that the new General
Social Care Council accepts the need for a comprehensive personal social service for
individuals and their families, including mental health (Berry 2002). What do we mean
by ‘health’? The Shorter Oxford Dictionary (Clarendon Press 1987) defines it as:

1. Soundness of body: that condition in which its functions are duly discharged.

2. Hence: The general condition of the body, usually qualified as good, bad delicate, etc.
3. Healing, cure (1555).

4. Spiritual, moral or mental soundness; salvation.

5. Well being, safety, deliverance (1611).

6. A wish expressed for a person’s welfare; a toast drunk in a person’s honour (1596).

Thus, we see “health’ as a process, which has positive as well as negative aspects, such as
good or bad health. Interestingly, the Shorter Oxford Dictionary includes the spiritual and
moral along with the mental aspects of health, first noted in the seventeenth century
(1611), whereas health activity, healing and cure were so defined almost a century earlier
(1555), and a little later (1596) as making positive comment or regard, wishing a person
‘good health’. Despite Descartes (1596-1650) separating out ‘body’ and ‘mind’, as he
radically distinguished the mind as indubitable, ‘I think therefore | am’, and explained the
body on the basis of mechanistic principles, nonetheless health was seen to have both
corporal and mental aspects, as well as the ‘spiritual’. This goes back to the Greeks, as
they saw health as positive in both mind and body, and this integrative notion of health is
a crucial basis for all mental health social work, as for general medicine.
With regard to the definition of ‘mental’, the Shorter Oxford Dictionary says:

1. Of pertaining to the mind.
2. Carried on or performed by the mind (1526).
3. Concerned with the phenomena of the mind (1820).

The Shorter Oxford Dictionary goes on specifically:

4. Pertaining to, or characterised by, a disordered mind; also
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5. Arithmetic, the art of performing arithmetical operations within the mind...
6. Mental science (1860).

Here, we have another active or adjectival definition, as ‘mental’ is perceived and
described as a process that is allied to notions of states of health and ideas of ‘disorder’.

At the heart of the concept of ‘mental health’, therefore, is the dual process of mind
and body. Within the norm of human experience, we all know how well or ill we feel,
when either mind or body is transiently ‘disordered’ or underfunctioning, which is
determined and experienced by the ‘mind’—the sense of self.

Concepts of the ‘mind’, or ‘nous’ in Greek, were also related to concepts of the ‘soul’,
whereas ‘self is what the ‘mind’ recognises as its own. The origins and meaning of both
‘mind’ and ‘self, which are at the core of ideas of normative health and the meaning of
the human phenomena, have been at the centre of thousands of years of philosophical
debate, which are essentially trying to understand what it is to be human. Hence, how we
define mind, mental health and their ‘disorder’ will inevitably be controversial, because it
gets close to central ideas about who we are, not only in relation to each other, but also
the cosmos, with all those metaphysical and religious dilemmas and tensions.

Most of us struggle with philosophy but, before answering the question ‘what does
mental disorder mean?’, we need to understand ideas of mental health that impact upon
both ‘mind’ and ‘self. Hence, we consider the development of ideas about the nature of
the self and mind, lest we fall into Polonius’ circular trap of defining ‘true madness’ as
‘but to be nothing else but mad’.

Humanity’s search for meaning drew upon religion, philosophy and science, in that
order, which were not initially seen in opposition. Humankind from earliest times
recognised itself as part of the physical world, but claimed for itself an ‘otherness’, which
seemed to separate and distinguish itself from other life forms. This philosophical search
for truth quintessentially concerned the nature of human existence, so it is to be expected
that differing perspectives will arouse passions of opposition for, even in science,
‘heresy’ is initially not tolerated, until the new heresy becomes the established doctrine.
Bertrand Russell’s A History of Western Philosophy (2000) is more than worth exploring
if you wish to go further, and some of his insights are explored in the following pages.

One of the earliest Greek philosophers was Anaxagoras (500-432 BC), who saw mind
as the centre and mover of all things. He anticipated Descartes in that he felt that the
mind had no physicality.

Plato (428-347 BC) postulated that mind was the arbiter and judge of experience, both
physical and non-physical. He stated that the mind contemplates and perceives life and
the existence around it, of which itself is a part and apart and, without mind, we cannot
understand existence or knowledge of existence. Moreover, Plato saw knowledge as
consisting of reflection, not impressions or merely incoming stimuli. This might be
summarised in the dicta, ‘Knowledge is perception’ and ‘Man is the measure of all
things’.

Avristotle (384-322 BC), the first great empiricist, sought to differentiate body, soul
and mind, the last being superior, essentially because it is the part of humanity that
understands abstract ideas such as mathematics and philosophy. This was the epitome of
what was best and morally highest in the human being and what distinguished us from all
other living things. Moreover, it is human minds that produce social ethics for living,
which to the Greek philosophers self-evidently meant the pursuit of the ‘good life’. With
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a strong moral and ethical code for the times, and although such values were only
attributable to the citizen, not foreigners, slaves, etc., it did place human thought and
behaviour within a strong social context, with obligations to behave in a certain way.

Mind, or nous, for the Greeks was close to the modern concepts of the ‘soul’, but it
was not until Spinoza, said by Russell to be the most ‘loveable’ of all the philosophers,
because of his great ethical humanity, that ‘mind’ was placed at the centre, albeit with a
religious connotation. Spinoza felt that the body belonged to the physical world, whereas
the mind was an individualised fragment of ‘God’, reflecting the earlier Greeks,
especially Zeno, who described ‘God’ as the ‘fiery mind of the world’.

The eighteenth-century German philosopher, Immanuel Kant, whom many consider
the greatest of the moderns, argued in his critique of knowledge that only mind exists in
the absolute, whereas matter was palpably finite. In the twentieth century, the Frenchman
Henri Bergson, with his very attractive concept of ‘élan vital’ (vital spark), saw mind as
memory, which gives shape to the individual, arguing that memory ‘is just the
intersection of mind and matter’. Russell, reviewing 2,000 years of the history of ideas,
quietly and rightly jettisons the artificial division of mind and matter. Indeed, John
Gribbon (2002) recently noted that ‘whilst physics have been making matter less
material’—just consider subatomic particles which show us that even the most dense
material, diamonds, have more ‘space’ than matter—at the same time some branches of
psychology ‘have been making mind less mental’ (Russell 2000). Moreover, as the
distinction between mind and matter came into philosophy from religion, and for
centuries before modern empirical science the distinction appeared to have validity, it
still remains within the public consciousness as such, ‘both mind and matter are merely
convenient ways of grouping events...some belong only to the material groups, but
others belong to both kind of groups and are therefore mental and material’ (Russell
2000).

Yet, the ‘common sense’ view of mind, that it defines the self and the individual
person, has its own complications. Ideas and emotions that we all have and feel are first
and foremost attributed to our selves, but we ‘know’ they have a physical base in our
bodies.

Hume wrestled with the idea of ‘self” as an independent being. Being an empirical
philosopher, he said ‘when | enter most intimately into what | call myself, | always
stumble on some particular perception... | never catch myself at any time without
perception’. Therefore, Russell interprets Hume’s ideas of the ‘self as a ‘bundle of
perceptions’, which are concerned with knowledge and probability, of which one’s self is
a part, while Hegel explained this apparent denial of ‘self by stating that ‘Reason is the
conscious certainty of being all reality’, thus the individual’s mind perceives the world
and others and has a consciousness of their own being and individuality. Hence, we are
both ‘object’ and ‘subject’, the ‘knower’ as opposed to the ‘known’ according to Henry
James. So to define madness is to assert something about the nature of humankind, of you
and me, even if we accept in part that ‘madness’ is a degree, or a continuum, of an
extreme state away from ‘mental health’, or ‘normality’, as defined by either ourselves or
others.

As a practitioner, I am more comfortable with having firmer foundations, albeit not
perfect, but a ‘good enough’ working model, until more or all is known. A seminal work
came from the alliance of two unlikely collaborators, a ‘Christian’ neurophysiologist, Sir
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John Eccles, and the modern doyen of empirical philosophy, Sir Karl Popper. It was
Popper who gave us the ‘null hypothesis’ idea that researchers should try to disprove
their ideas, in an attempt to avoid bias, in the search for more objective truth. Their book
The Self and its Brain: An Argument for Interactionalism (1984) seems to say it all.
Based upon an in-depth study of a range of physiological and psychological experiments
in both animal and human cohorts, we find sobering evidence that our genetic linkage to
the ‘animal’ kingdom also has simple cognitive links. Using philosophical notions of
mind, Popper and Eccles amply demonstrate the interaction between our sense of self and
our neurophysiology in the activities of the brain. Their insights, moreover, came before
the development of a range of neuroimaging techniques, such as CT (computerised
tomography) and MRI (magnetic resonance imaging) scans, which show subtle structural
changes associated with a range of neurological conditions that have psychological
features as well as a core mental disorder, schizophrenia.

Other forms of scanning show physiological changes, that is how the structures and
nerve cells are operating, and trace areas of neuroactivity associated with consciousness,
emotions and perceptions. These are MRS (magnetic resonance spectroscopy), concerned
with the concentration of metabolites and cell density, SPECT (single photon emission
computerised tomography), PET (positron emission tomography) and FMR (functional
magnetic resonance), which are similar and measure blood flow in the brain, indicating
physiological activity, and can be associated with emotions. Truly, they are a set of
technologies that leave one breathless (Dinan 1997; Malhi et al. 2000). Yet it should be
emphasised again and again that the innate physiology and anatomical structures are
themselves strongly influenced by environmental stimuli and go on being so (Bodmer
and McKie 2000; Pritchard et al. 2001). Moreover, the classic interaction of pregnancy
and social environment is increasingly demonstrated in research concerned with ‘fetal
origins of disease’ (Barker et al. 2002), which also includes findings of adult mental
disorders and initial low birthweight (Harrison et al. 2001; Thompson et al. 2001).

The marvel of the neurological is demonstrated in exploring current research in
molecular biology, which is opening up to comprehension the way neurotransmit-ters
operate at a subcell level. As you are reading this, there is incredible activity going on in
the millions of neurones your brain contains, and as we try a little experiment together.
Recall your first day at school—how long has that memory been there, how fast did it
return, how detailed is your recall? As yet, no-one knows fully the answers to the
questions we have just posed. Recently, in the foremost science journal Nature, a review
of cutting-edge research on intra- and intercellular activity posed as many unanswered
questions as it did explanations (Madden 2002; Kawahara et al. 2005; Swanson et al.
2005), and we have to resort to the ‘poets’ again and recall the children’s writer Philip
Pullman’s description of us as beings for whom ‘matter was made conscious’.

But to return to consideration of what is the mind. If the mind is the self, what does
this do to the concept of our humanity or core ideas about ourselves when ‘I fear | am not
in my perfect mind’? Of all the anguish of despair in King Lear, nothing is more haunting
than when he cries ‘Let me not be mad, not mad, sweet heaven! Keep me in temper, |
would not be mad.” The victim therefore reflects their cultural prejudice and fear, as
madness appears to take away their humanity if they are no longer in control, for the UN
declaration attributes us rights because we are ‘endowed with reason and conscience’. If
we have a disorder of the mind, does this not deny our humanity? It may popularly be
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thought so but, as will be argued, it is not the case at all. Nevertheless, there is good
empirical evidence to support Lear’s fear of madness as, almost paradoxically, victims of
mental disorder take on the discrimination felt about the mad (Foucault 1965; Pilgrim and
Rogers 1998), and a classic study of the impact of mental disorder upon women found
that, of all the negatives associated with the experience, the initial referral to a
psychiatrist was the most distressing, as it seemed to confirm in the mind of the client
that they ‘were mental’ (Miles 1987).

This idea of a disordered sense of self was very much taken up by the anti-
psychiatrists of the 1960s and 70s, as utilising the classic false correlation of two events
assumed to be causal. This was the height of the ‘Cold War madness’, when thinking
people took to the streets to protest that the irrational defence policy of nuclear weapons
relied upon the mnemonic ‘mutually assured destruction’” (MAD). That is, Britain
defended herself against nuclear attack by deterring the ‘other side’ from a pre-emptive
strike. The extreme Conservative MP Enoch Powell pointed out that, because of the
geographical size of Britain, three or four hydrogen bombs would have made most of
Britain uninhabitable, not to menton causing millions of casualties; Powell described the
position as suicide and therefore as a ‘defence’ totally illogical (Taylor and Pritchard
1982). In the 1960s, Laing (Laing and Esterton 1968) rhetorically asked who was
‘maddest’, ‘Cold War’ politicians or people who found the ‘irrational’ world so at odds
with their ‘real selves’, their ‘inner selves’, that they withdrew from this ‘mad’ world?

It is this apparent “irrationality’, the loss of ‘self-control’ or control of the self, with its
associated threat at the extreme of violence, which lies at the heart of individual and
societal apprehension of mental disorder. It is not surprising that ‘mad’ and ‘mental’ are
among the commonest insults in all our cultures, with our philosophical history of notions
of the self and all sorts of archaic and superstitious ideas linked to religious beliefs about
demonic possession and early rudimentary science.

But, as we shall see, the mind and therefore the self can lose its ‘equilibrium’ and can
become disordered, but the origins are complex and essentially interactive. As the self
and its brain becomes dysfunctional, the person and/or others feel that they can no longer
meet their psychosocial responsibilities, and they are then defined as mentally
ill/disordered or mad. Crucially, however, the experience and its meaning, be it
apparently objective, as well as subjective, are profoundly influenced by the culture and
psychosocial background of those involved.

Defining mental disorder

One ‘cultural’ problem is that knowledge and information are truly beginning to be
globalised. For example, while what is recognised as disturbed and disturbing behaviour
in countries such as India and China, apparently with very different cultural norms,
physicians and psychiatrists from that culture, who have been trained in “Western’
medicine, utilise concepts of mental disorder (Lau 1989; Obafunwa and Busuttil 1994).
The question then becomes: are they fitting round pegs into square holes, and can such
concepts have cross-cultural validity? The answer is ‘yes’, there is a degree of cross-
cultural validity, based upon one of the most prestigious and respected non-governmental
organisations (NGO), the World Health Organization (WHQ). From the 1960s to the late
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1970s, the WHO was active in trying to bring together cross-national understanding of
psychiatry in a search for research-based reliable classification of ‘mental disorders’, and
they collaborated with an American NGO, Drug Abuse and Mental Health
Administration, because of its considerable experience of working with multiethnic
groups [cultural roots are still reflected in USA morbidity and mortality (Holinger 1987,
Pritchard and Wallace 2006)]. The WHO successfully developed an invaluable clinical
and research tool, the International Classification of Diseases (ICD) and, over the years,
improved the system to have ninth and tenth editions based upon the work of physicians
from all four continents. The value of an ICD was that there were standardised definitions
related to specific diagnoses, which were based upon patients’ symptoms and signs. It is
readily acknowledged that there will be variations between individuals, and that the ICD
classifications from the beginning were only considered as guidelines, but, and this is the
crucial point, within each specific diagnostic category, there would be core elements that
had to be present before the diagnosis could be made. The ICD-9 was still being used by
the WHO up to 2001 (WHO 1979a), and it enables researchers to utilise standardised
mortality data to compare a country’s performance over time on a number of causes of
death. Here is an immediate paradox, for in the apparent hard categorised world of
medical diagnosis, there are implicit social factors, as all accept the Durkheimian idea
that changing death patterns reflect social changes, be this in diet, clean water or
improved services (Wilson 2002; Pritchard et al. 2004a; Pritchard and Sunak 2005).
Thus, social scientists can use WHO data to highlight differences between the developed
nations, for example to show conclusively that, despite marked improvements in the
Indian subcontinent, baby and infant death rates are closer to Western pre-Second World
War rates, reflecting the reality of economic factors upon health outcomes (WHO 2005).

The WHO, however, was not satisfied with the earlier ICD-9 in relation to ‘mental
health’ and brought together scientists from a range of disciplines from a number of
different psychiatric traditions and cultures to seek to improve the classification system.
Based upon coterminous research, using a ‘composite international diagnostic interview’,
which then went to field trials conducted in some 40 countries, with co-ordinating centres
and directors in Brazil, China, Egypt, India and Russia as well as Western countries, it
produced the tenth edition of the ICD. This means that a diagnosis in one country, using
this system, is reasonably reliable across countries and across cultures. It is
acknowledged that it is not perfect, and Bentall (2003) has major criticisms of the system,
while we must never forget in the last analysis that every human being is different and
unique as our DNA shows (Wilson 2002). Hence, even in the narrowest physical
diagnosis, say of pneumonia or TB, there are psychosocial and cultural overtones, which
are reflected in each individual’s experience of their physical illness. Nonetheless, the
system provides a framework, against which individual’s patterns of behaviour can be
assessed and hopefully understood. Nonetheless, the WHO acknowledged that ‘there is
no doubt that scientific progress and experience with the use of these guidelines will
ultimately require their revision and updating” (WHO 2000).

Bentall, a very influential clinical psychologist, has major criticisms of these efforts to
categorise people (Bentall 2003). Most thoughtful practitioners would agree with him that
mental disorders/illnesses are along a continuum of ‘normality’ of psychological
attributes or traits and that the individual moves along a functioning into a dysfunctional
and often self-defeating state. Hence, we might all feel occasionally that things, events,
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people are ‘against us’ (paranoia) or that we feel down, miserable, low (depressed) or that
we can feel particularly good with ourselves, pleased and energised (mania), attributes
which at the extreme are recognised as ‘madness’, when the person appears locked into a
persecutory state, or mute and depressed or explosively manic.

Nonetheless, bearing these qualifications in mind, there is some merit in exploring
these mental disorders which have a relative global reliability and validity, although we
shall return to Bentall’s seminal work later.

The WHO use the term ‘disorder’ to imply ‘the existence of a clinically recognisable
set of symptoms or behaviour, associated in most cases with distress and interference
with personal functions. Social deviance or conflict alone, without personal dysfunction,
should not be included in mental disorder as defined here’ (my emphasis). Interestingly,
the WHO eschewed the term ‘disease’ or ‘illness’, thus avoiding any inference as to
cause. Hence, even though they acknowledged that the term “disorder’ was not exact, it is
preferable to the other two as it avoids inference as to cause, and is essentially therefore a
descriptive term of patterns of human behaviour and experience that have been found in
all cultures.

The traditional division between ‘neurosis’ and ‘psychosis’ has been maintained. The
former concerns ‘stress-related and somatic (body) disorders’. This is in contrast to
‘psychosis’, which mainly indicates the presence of hallucinations (disordered
perception) and/or delusions (false beliefs), or gross excitement and overactivity or
marked psychomotor retardation. The conditions associated with a known organic cause
are grouped separately.

There are ten main categories of disorder listed, containing specific conditions that
appear from research to be logically related to each other; these will be discussed
separately as a baseline, not least to familiarise practitioners with ‘psychiatric’ concepts,
and this paradigm is explored in the following chapters.
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Defining mental disorder

A psychiatric framework

We start with the ‘normal’ concept of ‘mood’, that is a state of mind or feeling. The
categories are listed and grouped as follows:

1 Mood disorders (F30-F39, ICD-10) which include:
F30  Manic episode, extreme excitements.
F31 Bipolar affective disorder—mania and depression.
F32  Depressive episode—ranging from mild to severe.
2 Schizophrenia, schizotypal and delusional disorder (F20-F29)

F20  Schizophrenia—the main group in which the person experiences hallucinations and
delusions.

F21  Schizotypal disorder—which include the mixed category of schizomood affective
disorder.

3 Organic mental disorders (F00-F09)
FOO  Alzheimer’s dementia.
FO02  Dementia in other diseases.
F06,7 Dementia or personality disorder related to brain damage.
4 Mental and behavioural disorders due to psychoactive substance use (F10-F19)
F10  Behaviour disorders related to alcohol (F11-F19), linked to various substances.
5 Behavioural syndromes associated with physiological disturbances (F50-F59)
F50 Eating disorders.

F52  Sexual dysfunction without underlying organic cause.

And, for us, still somewhat controversial, the ‘personality disorders’:
6 Disorder of psychological development (F80-F89)

F80  Specific developmental disorders of speech and language.
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F81 Specific developmental disorders of scholastic skills.
F84 Childhood autism.
7 Behavioural and emotional disorders with onset in childhood and adolescence (F90-F98)
F90 Hyperkinetic disorders.
F91 Conduct disorders.
F93 Emotional disorders with specific onset in childhood.

F95 Tic disorders (sudden jerky movement of face or limbs, apparently uncontrollable or
impulsive).

8 Neurosis, stress-related and somatoform disorders (F40-F48)
F40 Phobic anxieties.
F42 Obsessive compulsive disorder.
F43 Reaction to severe stress—post-traumatic stress disorder.
F44 Dissociative (conversion) disorders.
F45 Somatoform.

9 Disorders of adult personality and behaviour (F60-F69)

F60 Specific personality disorders, including ‘paranoid’, ‘dissocial’, ‘emotionally unstable’,
‘histrionic’.

F63 Habit and impulse disorders—pathological gambling, fire-setting, stealing.

F65 Disorders of sexual preference—not “homosexuality’, but fetishism, voyeurism,
paedophilia, sado-masochism, etc.—all in today’s “cultural relativism’ probably considered
controversial.

The next categories might well be considered essentially related to impairment of
neurological development.

Finally, a term which seems singularly old-fashioned, stigmatised and inaccurate,
‘mental retardation’, is still used rather than ‘learning disability’:

10 Mental retardation (F70-F79)

These are grouped from mild to profound.

The first seven broad categories might reasonably be seen to ‘belong’ to psychiatry and
have links with medicine because, as will be shown, there is a range of evidence to show
that these conditions have varying degrees of biological features, as well as psychosocial
factors. The learning disability categories are now recognised to be reactive to underlying
organic conditions. However, the more socially orientated description of ‘learning
disability” was found to be more useful in seeking to meet the needs of such people,
rather than what became, irrespective of intent, the overly passive hospitalisation leading
to inadvertent social exclusion.

The neuroses, while traditionally belonging to the psychiatric-psychological field, are
a different category. They can be thought to be at the end of a continuum of human
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behaviour, spanning what might be assumed to be the ‘hormal’, be it defined socially or
as a statistical average or mode, to frank pathology of the psychosis.

The biggest problem, which requires further discussion, is that of the ‘personality
disorders’, which is not to deny such characteristic adult patterns of behaviour exist, but
raises the question of aetiology, namely are ‘personality disorders’ due to disadvantaged
backgrounds, inadequate or abusive parenting, or were people born like that? This is a
controversial issue as it reflects the reality of practice, and provides a range of
professionals—psychiatrists, physicians, teachers, police and lawyers—with major
dilemmas, which requires a chapter of its own.

Taking the ICD guidelines as a whole, there is value in considering the approach,
providing throughout that we remember it was produced as a guideline for, without such
a framework, we can become very confused and uncertain about what we are dealing
with in the hurly-burly of daily practice.

So, building upon this framework, this chapters deals with the main functional
psychoses and the ‘signs and symptoms’ of these mental disorders, and the following
chapter with the more reactive neurotic conditions.

Mood (affective) disorders

The mood disorders reflect the first two of Milton’s great triad of madness—moping
melancholia and demonic frenzy—translated into depressive and manic disorders.

Depression

Most humans have relatively low moods occasionally, often for no apparent reason, and,
on reflection, most of us appreciate that our mood fluctuates mildly during the day.
Individuals are usually described as either ‘morning’ or ‘evening’ people, depending on
the time of day when they have greatest energy. Yet, self-evidently, in certain
circumstances, we will feel misery and depression, classically during a period of ill health
or in response to a broken relationship or bereavement: a low mood, a sense of misery or
a more prolonged feeling of depression is a natural reaction to misfortune and within the
range of normal human experience.

Figure 3.1 best illustrates this continuum from ‘normality’ into the pathological and
dysfunctional.

There are two forms of depression, still described in the textbooks. The so-called
‘reactive depression’ or ‘mild depression’, is in apparent response to external stressors,
such as divorce, serious illness or bereavement. The second is ‘endogenous depression’,
apparently arising from within but with no apparent appropriate ‘cause’. However, one
often finds that this form of depression is associated with a relatively mild trigger stress,
but the person moves into a deep, pathological form of depression.
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Figure 3.1 The continuum from
‘normality’ into the pathological and
dysfunctional.

While reactive and endogenous are useful broad categories, in practice someone with
‘reactive’ depression can sometimes appear as profoundly depressed as someone with
‘endogenous’ depression, and there is evidence that the so-called ‘endogenous’
depression is often ‘triggered’ by stressful events, but it appears to be the speed and
profundity of the decline into depression that is different in quality from the reactive
form.

What is useful, however, is that there appear to be clear patterns of depression which
the ICD usefully outlines.

‘Depressive episodes’ are typical of all forms of depression but to varying degrees.
The person suffers from a loss of energy, diminished activity and low mood, associated
with some of the following symptoms. Four main areas of the person’s life are affected—
mood, cognition, physical symptoms and accumulative interaction—in descending order
of misery.

A Mood
1 Low mood—a feeling of misery.
B Cognition

2 Reduced concentration and attention, both leading to feelings of slowing of thoughts: ‘when 1
try to think, it’s like thinking in treacle’.

3 Reduced self-esteem and self-confidence.
C Physical

4 Subjects often complain of poor sleep—they may go to sleep but wake in the early morning
and cogitate and worry.
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5 Diurnal variation: subjects often feel worse in the mornings, and their misery may lighten
later in the day.

6 Poor appetite, sometimes resulting in marked weight loss.
D Accumulative interactive impact
7 ldeas of guilt and unworthiness—quick to self-blame.
8 Sense of helplessness and, along the depressive continuum, a sense of hopelessness.
9 No sense of a future, sense of futility and emptiness.

10 Ideas about death, thoughts of actual self-ha