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1. PUBLI C- SPEAKI NG ANXI ETY

There is general anxiety, but also specific
anxieties like public speaking. Public-speaking anx
(PSA) is the fear of speaking in public (ie: giving
talk in front of an audience). It can occur alone o
part of Social Anxiety Disorder (SAD). Together the
include performance fears, social interaction fears
observation fears, and fears of showing visible sig
anxiety (Pull 2012). Individuals will be anxious be
and during the speech, and concerned with the perfo
afterwards.

Bogels et al (2010), for example, suggested th
individuals who experience PSA only are different t
sufferers in characteristics like age of fear devel
(later with PSA), physiological anxiety reaction
(stronger with PSA), and shyness (generally not amo
sufferers) (Pull 2012).

The cognitive model of PSA focuses on thought
processes as the cause, like negative self-statemen
negative-biased perceptions of their performance (P
2012). This leads to a cognitive distortion in the
perception of their behaviour. The cognitive model
tested in three different ways:

i) Compare sufferers and non-sufferers of PSA
amount of negative thoughts or self-statements.

i) The use of cognitive therapy to help suffe
The assumption being that if changing an individual
cognitions about public-speaking to be positive red
the PSA, then the cause of the PSA was the negative
cognitions. This is sometimes called "reverse
engineering”.

iii) An experimental manipulation of the self-
thoughts of non-sufferers of PSA to see if they sho
behaviours similar to sufferers.

For example, Hirsch et al (2006) asked volunte
with low PSA to prepare a speech about themselves e
focusing on the positive, negative, or neutral. The
participants who had to produce the negative self-i
speech were more anxious about the speech, reported
negative thoughts about their abilities, and rated
performance as poorer than the positive self-image
(Pull 2012).

Exposure therapy is reported as an effective
treatment (Pull 2012). This involves giving a speec
small audience (eg: two people) in real-life or vir
reality, and the size of the audience is increased
length of speech.
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Tutorial Questions

1. What are the characteristics of PSA, and how mig ht
each be measured?

2. Is PSA a separate disorder or is a characteristi cor
sub-type of SAD?

3. What alternative models to the cognitive approac h
might there be, and how do they explain PSA?

4. Is the assumption of reverse engineering right?
5. How might PSA be treated with virtual reality
techniques.
Research Topic
Is drug treatment effective in reducing PSA? Which drugs
are used?
Methodological Issues
* How to establish if drug treatment is effective?
* How to measure PSA in objective/standardised way?
Philosophical Issues

How much is PSA a product of the modern Wester

world where presentations/speeches to an audience i S
common? Would PSA have existed in the past?

=)
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2. | NTERPRETI NG OFFI Cl AL STATI STI CS:
HOM Cl DE BY THE MENTALLY | LL

Official statistics are a welcomed source of d ata
for researchers because the quantity collected is u sually
far more than individuals can get hold of. But
researchers are dependent on the accuracy of collec tion
and the definitions of categories used. This can le ad to
disputes over the interpretation of the figures, as in
the relationship between homicides by individuals w ith
mental illness (henceforth called "abnormal homicid es")
and homicides generally.

Are the two connected or not? Coid (1983) prop osed
that they are not. He argued that the rate of abnor mal
homicides was related to the rate of mental iliness and
nothing to do with the rate of homicides generally ina
society

Other studies have found a positive correlatio n
between abnormal homicides and homicides generally (ie:
both are high or low together). While Large et al ( 2008)
found an inconsistent relationship in England and W ales
since 1957. During the period 1957-80, abnormal hom icides
and homicides generally were positively correlated (r=
0.898), but for 1981-2004 abnormal homicides declin ed

while homicides generally increased (negative
correlation) (r =-0.920).

One problem is how to define "abnormal homicid e".
Large et al (2008) used the following categories:

* Diminished responsibility - "an abnormality of mind

as substantially impairing his mental responsibilit y
for his acts".
¢ |nfanticide - a woman who kills her child because h er

"balance of mind disturbed" after childbirth.

* Not guilty by reason of insanity - an individual
"unable to appreciate the nature and quality of the
wrongfulness of his acts" due to severe mental illn ess.

* Unfit to plead/stand trial - unable to understand
charges and court proceedings.

! The prevalence rate of mental disorders is hightre prison population than the general popoitati
For example, Fazel and Seeweld (2012) calculated of psychosis of 3.6% for male and 3.9% for
female prisoners, and 10.2% and 14.1% respectivelyajor depression based on 109 samples
(between 1966 and 2010) of 33 588 prisoners ina2dhiries. The diagnoses were made by interviews
using DSM or ICD criteria. The rates were highergdsoners in low/middle- than high-income
countries - 5.5% vs 3.5% (psychosis) and 22.5%0v8% (major depression). Among the general
population, in England, for example, psychosis.490in the past year, and a depressive episod¥ 2.3
(McManus et al 2009).
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Tutorial Questions

1. Name two advantages and two disadvantages of usi
official statistics compared to collecting own data
(primary statistics).

2. Is there a relationship between psychosis and
homicide? How can this question be answered?

3. Is it possible to compare figures between differ
countries? Why?

4. How do the legal categories of "abnormal homicid
compared to those in classification systems like DS
and ICD-107?

Methodological Issue

* How might primary statistics be collected on the
relationship between mental illness and homicide?

Research Topic

How does the media report "abnormal homicide"? What
the social representations (appendix 2A?) Does this
the impression that it is more or less common than
homicide by individuals who are not mentally ill?

Appendix 2A - Social Representations

Social representations (SRs) "can be thought o
constellations of beliefs, social practices and sha
knowledge that exist as much in individuals' minds
the fabric of society" (Morant 2006 p817).

SRs are "postulated to help laypersons symboli
cope with unfamiliar and potentially menacing scien
and technological innovations" (Bangerter and Heath
p605). They are part of the social processes by whi
expert knowledge is transformed into common sense.

Anchoring is a key process here. This is the |
of the new ideas with already-existing representati
concepts.

Morant (2006) explored the SRs of "mental ill-
health" among mental health practitioners in London
Paris. "A defining feature of professionals'
representations of mental illness is uncertainty. T
heterogeneity and lack of definitive knowledge that
characterises mental health 'expertise’ appear to g
practitioners few fixed anchors to make sense of me
ill-health, such that their representations are
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characterised by high levels of ambiguity, debate a nd

uncertainty” (p825). Despite this, three core theme S
emerged around difference, disruption, and distress :
Mental ill-health was seen as an exaggeration of
"normal” (difference), which disrupted an individua I's
life, and caused distress to them. These ideas were the

"professional common sense" of the practitioners.

SRs exist for other areas of life like the his tory
of a country. SRs of history are central to creatin ga
national identity 2, "SRs of history contain descriptive
components... These include important events and pe ople,
woven into stories with temporal form referred to a S
narratives of origin. In general, there seems to be a
broad consensus across ethnic and regional groups a sto
what events and figures are important in constituti ng
their nation's history" (Liu and Hilton 2005 p539) 3,

SRs of history may be (Moscovici 1988):
i) Hegemonic - consensus throughout society.

i) Emancipated - different interacting versions in
different groups in society.

iii) Polemical - conflicting representation between
different groups in society.

"SRs of history often reflect real conflicts b etween
groups; indeed, real conflicts between groups are o ften
commemorated purposefully..." (Liu and Hilton 2005 p544).
References
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over fifty years British Journal of Psychiatry 193, 130-133
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British Journal of Social Psychology 44, 573-556
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3. DUAL DI AGNCSI S

"Dual diagnosis" refers to individuals with a
disorder and another condition, originally a learni
intellectual disability (but more recently, alcohol
drug misuse) (or vice versa).

Morgan et al (2008) used official statistics i
state of Western Australia to calculate the prevale
a learning disability and a mental disorder togethe
Intellectual Disability Register, used as the basis
receipt of services, defines a learning disability
IQ score of 70-74 or less. The Mental Health Inform
System records all contact with psychiatric service
including hospitalisations. At the time of the stud
(February 2008), the former included 11 576 individ
and the latter 236 973 people.

Of the individuals with a learning disability,
also had a mental disorder.

But the data sources used are not complete. Th
Intellectual Disability Register is estimated to co
only 75% of cases, and underestimates borderline ca
(Morgan et al 2008). The Mental health Information
does not include private consultations, for example

Hogan (2009) was critical of "lumping together
ranges of intellectual disability”. For example, Mo
et al's data showed that schizophrenia was more com
among borderline learning disabled individuals, and
pervasive developmental disorder among those
severe/profound learning disabled.

Mental Disorders and Substance Use Disorders

In the case of the dual diagnosis of severe me
disorders and substance use disorders (SUDs), there
certain issues (Morojele et al 2012).

i) The assessment instruments for mental disor
and SUDs are not designed for dual diagnosis.
Furthermore, it is difficult to establish the preva
of dual diagnosis.

The desire to gain accurate figures has led to
various methods and samples being studied including
(Assanangkornchai and Edwards 2012):

a) Residents of Salvation Army alcohol and oth
drug treatment units in Australia (Mortlock et al 2

b) Attendees at a hospital emergency departmen
Flint, Michigan, USA; Booth et al 2011).

c) Patients on a methadone maintenance treatme
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programme (eg: Eindhoven, Netherlands; Carpentier e tal
2011).

d) A specially adapted questionnaire to use wi th
Indigenous Australian youngsters (Dingwall and Cair ney
2011).

e) National population survey - eg: National
Epidemiologic Survey on Alcohol and Related Conditi ons
(NESARC) in USA.

i) How do the two conditions interact (figure 3.1)?
"Dual diagnosis is commonly associated with symptom
exacerbation of one or both disorders, increased il Iness
severity, increased risk of suicide, higher relapse
rates, and treatment non-compliance” (Morojele et a 2012
p182) “. For example, individuals with bipolar disorder
and excessive substance use were more impaired and had
poorer outcomes than bipolar disorder only sufferer sin
Norway, though there was no difference in the cours e of
the bipolar disorder or the current symptom levels
(Lagerberg et al 2010 3 8

In a SUD treatment unit in Egypt, in-patients with
depression as well had significantly worse function ing
(as scored by the Addiction Severity Index) (Erfan et al
2010). While over a fifteen-year period, individual S with
schizophrenia and SUDs had more frequent and longer
hospitalisations than the schizophrenia alone group
(Schmidt et al 2011).

lii) There are debates as to whether the condi tions

are separate or part of the same clinical syndrome
(Morojele et al 2012).

iv) With dual diagnosis, which condition comes
first? It is more common for the mental disorder to
develop before the SUD (Morojele et al 2012).

* For example, the role of cannabis use as thgecaipsychosis in mentally health individuals is
debated, but cannabis use by individuals alreaalyrdised with a psychotic disorder has negative

consequences.

Zammit et al (2008) collected theoimhation from thirteen longitudinal studies on Hubject,
which included outcome measures like symptom siyeelapse, and adherence to medication. Use of
cannabis was associated consistently with incregdagdse or rehospitalisation and less treatment
adherence (compared to non-use). The relationgtipden cannabis use and symptom severity was

inconsistent between studies.

® 125 patients with bipolar disorder (part of tHeematically Organised Psychosis Research (TOP)
study) compared to 327 individuals in Oslo. Theokap disorder sufferers were three times moreyikel

to have used an illicit substance in their lifetithan the general population sample.
® Rates of SUD among individuals with bipolar diarvary between 35-60% depending on the study
(Lagerberg et al 2010).
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Figure 3.1 - Possible relationships between mental
disorders and SUDs.

v) Difficulties in treating both conditions,
particularly as services are designed to deal with

singly.
Tutorial Issues

1. How accurate are figures on the number of dual
diagnosis sufferers? How can this question be answe

2. Morgan et al (2008) is a study in Australia, how
the findings compare to studies in other countries?

3. What is the relationship between the two disorde
dual diagnosis?

4. Are dual diagnosis sufferers different to suffer
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the individual disorders?
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4. SOCI AL CONSEQUENCES OF NMENTAL DI SORDERS

Suffering from a mental disorder has social

consequences like "out-of-role days". These are day S
where the sufferer cannot fulfil their role whether that
is paid employment or childcare, for example. Anoth er
consequence is failure to complete education.

Lee et al (2009) highlighted this consequence using
World Health Organisation Mental Health Survey Init iative
data from 16 countries - nine high-income (eg: Germ any)
and seven low and middle-income (eg: Mexico). Subst ance

use disorders and impulse control disorders were
associated with non-completion of education in all

countries, and anxiety disorders and mood disorders were
additionally associated in high-income countries.
Individuals with a mental disorder may also re ceive

poorer quality care for a physical condition (ie:
inequality of care) (Mitchell et al 2009 - 19 of 27
studies reviewed).

Bruffaerts et al (2012) found that mental diso rders
led to partial disability (ie: partially unable to

perform role) among 26 nationally representative sa mples

in the World Mental Health Survey (n = 61 259) . Partial

disability was measured by three questions:

* How many days out of the past 30 were you able to w ork
and carry out your normal activities, but had to cu t
down on what you did or not get as much done as usu al
because of problems with either your physical healt h,
your mental health, or your use of alcohol or drugs ?

* How many days out of the past 30 did you cut back o n
the quality of your work or how carefully you worke d
because of problems with either your physical healt h
your mental health, or your use of alcohol or drugs ?

* How many days out of the past 30 did it take an ext reme
effort to perform up to your usual level at work or at
your other normal daily activities because of probl ems
with either your physical health, your mental healt h,

or your use of alcohol or drugs?

Overall, the mean number of days with partial
disability was 1.6 per month, but this was 3.3 for

" Africa (Nigeria, South Africa); the Americas (Bik Colombia, Mexico, USA), Asia and the Pacific
(Japan, New Zealand, in the People’s Republic afi€Beijing, Shanghai and Shenzhen), Europe
(Belgium, Bulgaria, France, Germany, Italy, The ietands, Northern Ireland, Portugal,
Romania,Spain, Ukraine); and the Middle East (Indieael, Lebanon, Iraq).
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individuals with physical disorders 8 and 4.4 with mental

disorders. Individuals who suffered from Post-Traum atic

Stress Disorder (PTSD) had the highest mean number of

days with partial disability at 5.8, followed by

Generalised Anxiety Disorder (5.0) and depression ( 4.6).
Put another way, an individual with a physical or

mental disorder had an average additional nineteen
partial disability days per year (23 in high-income

countries, and 14 in middle- and low-income ones) ( figure
4.1).
2
1.8
1.6 -
14
1.2
1
0.8
0.6
0.4
02+
[] !
Any mental disorder Bipolar disorder Insomnia
Any disorder PTSD Depression

(Data from Bruffaerts et al 2012 table 2 p458)

Figure 4.1 - Mean additional partial disability day S per
month.

Key Methodological Issues

1. Sampling in each country used a stratified multi -stage
clustered-area probability sampling method. This in volves
dividing a population into groups (eg: geographical

area), and then randomly sampling from them. Within each

area a random sample of households are taken, and t hen a
random sample from within the household, for exampl e.

2. The data were collected via face-to-face intervi ews

with trained lay interviewers in each country.

3. The time period of 30 days prior to the intervie w was
used. Was this period typical of the interviewee's life?
4. The response to the three questions was dependen ton
the "honesty" of the interviewees with the biggest issue

being recall accuracy.

8 The most common were back/neck pain, cardiovasdisease, and respiratory disease.
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5. Also the "honesty" of replies in relation to

diagnosing the mental disorder and the stigma attac hed to
such conditions in some countries.
6. Some mental disorders not included in the survey (eq:
psychosis, dementia).
7. The collection of data from 24 countries allowed
cross-national comparisons, and between level of in come
countries (eg: high vs middle).
8. Interviewees were asked about their inability to
perform their role generally, not just in paid empl oyment
(which many other studies concentrate on).
9. The three questions offered a forced choice betw een
able to perform normally/not able when counting how many
days. A scale with a greater number of choices may have
been better.
10. The median number of days of partial disability were
calculated. This measure of central tendency is not
distorted by outliers as with the mean. For example
1,2,10, 14,38 mean = 13; median = 10; range = 37
12, 13, 14, 15, 16 mean = 14; median = 14; range = 4
References
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5. OESTROGEN AND SCHI ZOPHRENI A

The "oestrogen protection hypothesis" for
schizophrenia (Reichler-Rossler et al 1993) propose
women are less likely to suffer from early-onset
schizophrenia than men because of increased oestrog
but prone to late-onset or relapse with the decline
oestrogen after the menopause (Kulkarni et al 2012)

Schizophrenia is now seen as a "sexually dimor
disease" (ie: gender differences) with more male
sufferers than female, and men presenting four year
earlier on average than women. The severity of symp
is also milder in younger women, but more severe in
middle-aged/older women (post-menopause) (Kulkarni
2012).

Oestrogen is a hormone whose primary function
reproductive (ie: in relation to the menstrual cycl
but it does have receptors in certain areas of the
like the limbic system, which suggest a role beyond
reproduction. Oestrogen interacts with dopamine and
serotonin, for example, in animal studies (Kulkarni
2012).

If the observations about oestrogen protection
correct, then oestrogen could have potential as a
treatment for schizophrenia. For example, Kulkarni
(2008) reported benefits among 102 women with psych
given oestradiol (ie: increased oestrogen) over 28
as compared to anti-psychotic medication. Small-sca
studies have also reported benefits for men with
psychosis (eg: Kulkarni et al 2011).

There has also been interest in testosterone a
cause of psychosis with limited research at this st
(Kulkarni et al 2012).

Tutorial Issues

1. What are the main theories of schizophrenia? How
the "oestrogen protection hypothesis" compare in te
evidence?

2. What other lesser known theories of schizophreni
there? How much " good" evidence exists for each on
What is "good" evidence?

3. What other mental disorders are sexually dimorph
How are gender differences established? Are they "t
differences or artefacts of the research method use

References
Kulkarni, J et al (2008) Oestrogen in severe mental illness: A
potential new treatment approach Archives of Genera | Psychiatry
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6. POST- TRAUVATI C STRESS DI SORDER AND
VEDI CAL STAFF

Medical staff dealing with traumatic events in their
work can suffer from Post-Traumatic Stress Disorder
(PTSD). For example, Weiniger et al (2006) found th at
15.6% ° of 188 hospital doctors in two medical centres in
Jerusalem, Israel, working in the aftermath of suic ide-

bombing attacks had PTSD symptoms. The respondents
completed a number of validated questionnaires.

The PTSD sufferers were compared to the non-PT SD
individuals. Both groups were similar in age, gende r,
number and age of children, number of years in clin ical
practice, and number of years living in Israel. The non-
PTSD group contained more Jewish individuals, marri ed
doctors, higher incomes, and those who had done arm y
service. The PTSD group had more symptoms of burnou t,
anxiety, depression, and other psychological proble ms.

Few of these doctors sought help (Einav et al 2008)

Tutorial Issues

1. What are the symptoms of PTSD?

2. What other professions have higher risks for PTS D?
3. How accurate are self-reports of distress in

environments where individuals are discouraged from
showing weakness? How to improve accuracy?

4. PTSD did not appear as a named disorder until th e late
20th century. Does that it mean that it did not exi st

before that time, or that it has always existed (bu t was
called something different)? In other ways, how "re al"is

PTSD? What does "real" mean in this context?

5. Are too many events now associated with the risk of
PTSD (eg: childbirth)?
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° This is a similar level to the civilian poputatiin Israel during that period, and to doctorskimg in
trouble spots around the world (Einav et al 2008).
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"The philosophical difficulties inherent in

diagnosing mental illness are taken for granted by many
psychiatrists. Yet it is important to remember that an
entire branch of the modern medical profession reli es on
a diagnostic system in which imaging and laboratory

methods can only exclude physical causes of present ing
symptoms. The psychiatrist must rely on his or her

judgment, and the wisdom of those predecessors and peers

who constructed the psychiatric diagnostic manuals”
(Boyce 2011 p1816)

The main classification systems are the "Diagn ostic
and Statistical Manual of Mental Disorders" (DSM)
produced by the American Psychiatric Association (A PA),
and the World Health Organisation's (WHO) "Internat ional
Classification of Diseases" (ICD). These are update d
periodically, with the current versions being DSM-I V-TR
(4th edition, text revision) and ICD-10 (10th editi on).

At the time of writing, DSM-5 is in development "

Boyce (2011) listed some of the major changes
proposed for DSM-5 at the time of his writing:

a) New mental disorders, like "disruptive mood
dysregulation disorder” or "attenuated psychosis
syndrome".

b) The movement of disorders to new categories - eg:
"obsessive-compulsive disorder” to its own section
instead of part of "anxiety disorders".

c) The removal of certain disorders, like "Asp ergers
syndrome".

Research Questions

1. What are the main differences between DSM-5 and DSM-
IV-TR? What categories and disorders remain unchang ed?

2. How does DSM-5 compare to earlier classification
systems like DSM-II and DSM-III?

3. How similar are the DSM and ICD classification
systems?

19 Boyce, N (2011) The first flight of DSM-5 Lancé77, 1816-1817
1 Details ahttp://www.dsm5.org
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