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Examiner tips


Advice from the examiner on key points in the text to help you learn and recall unit content, avoid pitfalls, and polish your exam technique in order to boost your grade.
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Knowledge check


Rapid-fire questions throughout the Content Guidance section to check your understanding.
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Knowledge check answers


Turn to the back of the book for the Knowledge check answers.
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Summary




•  Each core topic is rounded off by a bullet-list summary for quick-check reference of what you need to know.
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Questions & Answers
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About this book



This guide will help you prepare for the AQA(A) A2 Psychology Unit 4 examination. It covers Section A of Unit 4, Psychopathology (Section B, Psychology in Action, and Section C, Psychological Research and Scientific Method, are covered in another book, 978-1-4441-7227-0), and is intended as a support device to revision and learning. The guide looks first at the specification content and how it is examined, and second at how answers of varying quality are assessed.




•  The specification content for each topic is fully explained so that you understand what would be required from you in your examination (although other content may be equally appropriate).


•  Content appropriate to each topic is outlined, to an extent that it would be possible to construct an answer to questions set on that topic.


•  Sample questions for the topics are provided, along with an explanation of their requirements.


•  Sample answers are also provided, along with examiner comments explaining the strengths and limitations of each answer.





Using this guide


You can use this guide in a variety of ways.




•  During your course, each time you start a new topic (e.g. biological explanations of schizophrenia), use the unit guide to give you a quick overview of what is involved; reread each topic at regular intervals as you are studying it in class.


•  When you start revising, use the unit guide to review the specification areas you have studied (such as psychological therapies for depression). Use the unit guide to refresh your learning and consolidate your knowledge of each of the Unit 4 topics covered.


•  When practising for the examination, use the Questions and Answers section. Ideally you should attempt the questions yourself before reading the sample answers and examiner’s comments, and then compare your answer with the one given. If you do not have time for this, you should at least make brief plans that you could use as the basis of an answer to each question. Study the sample answer and the examiner’s comments and then add the key points from them to your own answer or plan.








Content Guidance


In this section, guidance is given on each of the three topics covered by this unit guide. Each subsection starts by providing an outline and explanation of what the specification demands. This is then followed by a more detailed examination of the theories, research studies and evaluative points that each subsection is made up of.


A general pattern for each topic is followed wherever appropriate, first providing an outline and explanation of what the specification demands. The subject matter is then described, research evidence given and, finally, further evaluative points made. It is important to remember that research evidence can be used either as descriptive material when answering examination questions (AO1) or as evaluation (AO2/AO3). It is advisable to learn how to make use of such material in an evaluative way — for instance, by using such wording as ‘this supports’ and ‘this suggests’.


For the research quoted here, names of researchers and publication dates are given. Full references for these should be available in textbooks and via the internet if you desire to study them further.


Schizophrenia


Specification content




•  Clinical characteristics of the chosen disorder



•  Issues surrounding the classification and diagnosis of the disorder, including reliability and validity



•  Biological explanations of the disorder, for example genetics, biochemistry



•  Psychological explanations of the disorder, for example behavioural, cognitive, psychodynamic and sociocultural



•  Biological therapies for the disorder, including their evaluation in terms of appropriateness and effectiveness



•  Psychological therapies for the disorder, for example behavioural, psychodynamic and cognitive behavioural, including their evaluation in terms of appropriateness and effectiveness






There will be one optional question on schizophrenia on the examination paper. To ensure that you can answer it, you need to study and understand all of the above.


Clinical characteristics refer to symptoms and types of schizophrenia that a sufferer may experience and you need a good working knowledge of these. Symptoms are listed within classification systems and you should also have a knowledge and understanding of issues of reliability (consistency) and validity (accuracy) associated with classifying and diagnosing schizophrenia.


Biological and psychological explanations are listed on the specification, so you need to cover both, though the specific explanations given (e.g. psychodynamic) are listed only as examples, meaning that they would not feature explicitly in any examination question. This also means that any other explanations, as long as they are biological or psychological, would be equally acceptable to study.


Finally, the specification focuses on biological and psychological therapies. Again the specific therapies referred to are listed only as examples, meaning that they cannot feature directly in any examination question and that any other therapies, as long as they are biological or psychological, would be equally acceptable to study. There is also a requirement here to be able to evaluate both biological and psychological therapies in terms of how appropriate and effective they are.


Clinical characteristics of schizophrenia


The term schizophrenia literally means ‘split-mind’ and it is popularly seen as a condition where someone has two distinct selves or personalities, like a ‘Jekyll and Hyde’ character. However, this is a common misconception and is a description that better fits multiple personality disorders.


The term schizophrenia was first coined by Bleuler (1911) to mean ‘divided self’, and replaced Kraepelin’s (1898) earlier term of dementia praecox. Schizophrenia is best described as a condition where personality loses its unity — like a jigsaw where all the pieces are there, but have been put together in the wrong order.


Schizophrenia seems to have existed for a long time, with historical references in many cultures to apparently schizophrenic behaviour. People from all sections of society and all cultures seem to be at risk of developing schizophrenia, though with differences in incidence rates. Overall just less than 1% of people worldwide suffer from schizophrenia, but prevalence rates vary between 0.33% and 15%. Any valid explanation of the disorder must be able to explain these facts.


Schizophrenia is the world’s most common mental disorder, accounting for 40–50% of all mental patients. It is difficult to compile accurate statistics concerning the disorder, due to inadequately agreed criteria for diagnosis. Indeed estimates of how many schizophrenics there are in the world vary from 24 to 55 million people.


A good working definition of schizophrenia is that of Stafford-Clarke (1964): ‘Schizophrenia is a generic name for a group of disorders, characterised by a progressive disintegration of emotional stability, judgement, contact with and appreciation of reality, which produces considerable secondary impairment of personality, relationships and intellectual functioning.’


Schizophrenia therefore is a serious mental disorder that affects a person’s thought processes and ability to determine reality. The degree of severity varies among sufferers: some experience only one episode; some have persistent episodes, but are enabled to live relatively normal lives by taking medication; others have persistent episodes that do not respond to medication and therefore remain severely disturbed. It may be the case that schizophrenia is actually a group of disorders, with different causes and explanations. Indeed clinicians tend to distinguish Type I schizophrenia and Type II schizophrenia. Type I is an acute type characterised by positive symptoms, such as thought disorders. Type II schizophrenia is a chronic type characterised by negative symptoms, such as apathy, and has a poorer prospect of recovery.


For a person to be diagnosed as schizophrenic, two or more symptoms must be apparent for more than one month, as well as reduced social functioning. Symptoms can be positive, where an excess or distortion of normal functioning occurs, or negative, where there is a lessening or loss of normal functioning. It is also possible to differentiate between chronic onset schizophrenia, where a person gradually withdraws and loses motivation over a prolonged period, eventually becoming more disturbed, and acute onset schizophrenia, where symptoms appear suddenly, usually after a stressful incident.


The onset of schizophrenia most commonly occurs between 15 and 45 years of age; there is an equal incidence rate between males and females, though males tend to show onset at an earlier age than females.
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Knowledge check 1


Explain the difference between Type I and Type II schizophrenia.
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Symptoms


Schneider (1959) detailed the First Rank Symptoms of schizophrenia, to which Slater and Roth (1969) made several additions.




•  Passivity experiences and thought disorders: thoughts and actions are perceived as under external control (e.g. by other humans, by aliens). Sufferers may also believe thoughts are being inserted, withdrawn or broadcast to others.


•  Auditory hallucinations: sufferers experience voices inside their heads, which can form a running commentary, or may appear to discuss the sufferer’s behaviour.


•  Primary delusions: sufferers usually first experience delusions of grandeur, feeling they are someone important (e.g. Jesus Christ reincarnated). Later, delusions may become delusions of persecution, where sufferers believe someone is out to get them. Some sufferers may experience only one type of delusion.


•  Thought process disorders: sufferers wander off the point, or their words may become muddled, or new words and phrases can be invented.


•  Disturbances of affect: sufferers may appear indifferent to others, or exhibit inappropriate emotional responses, or display huge mood changes.


•  Psychomotor disturbances: sufferers may adopt frozen, statue-like poses, or exhibit tics and twitches, or repetitive behaviours.


•  Lack of volition: sufferers display an inability to make decisions, have no enthusiasm and may not display any affection.
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Examiner tip


For questions asking for an outline of clinical characteristics of schizophrenia, use could be made not only of descriptions of clinical characteristics but also of symptoms and subtypes, as these also can be considered to contain elements of clinical characteristics.
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Subtypes of schizophrenia


There is no such thing as a ‘normal’ schizophrenic exhibiting the ‘usual’ symptoms and so several subtypes of the disorder have been proposed. The ICD-10 classification system lists seven subtypes, while the DSM-IV classification system has five.





(1) Paranoid: this subtype is characterised by delusions of grandeur and/or persecution and there is less noticeable disturbance than with other subtypes. This is the one subtype many practitioners agree is a separate subtype.



(2) Catatonic: sufferers can be excitable and occasionally aggressive, but at other times they may be mute and adopt statue-like poses; they can even alternate between these two states. Negativism may be apparent, where sufferers do the opposite of what they are told. Hallucinations and delusions are less obvious.



(3) Disorganised (hebephrenic): onset normally occurs in the early to mid twenties, with sufferers experiencing auditory hallucinations, delusions, thought process disorders and disturbances of affect. Behaviour can appear bizarre.



(4) Residual: sufferers will have exhibited symptoms previously, but are not doing so at present, though negative symptoms will have been experienced during the past year. Generally sufferers display mild positive symptoms.



(5) Undifferentiated: this is basically a category for schizophrenics who do not fit any other subtype, or have symptoms of several subtypes.



(6) Simple (found only in ICD-10): this often appears in late adolescence with a slow, gradual onset. There is an increase in apathy and social deterioration occurs, along with a decline in academic or occupational performance.



(7) Post-schizophrenic depression (found only in ICD-10): this is a subtype for schizophrenics meeting criteria for the disorder in the last year, though not at present, who exhibit severe and prolonged depressive symptoms.
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Knowledge check 2


Explain why there is no such thing as a ‘normal’ schizophrenic exhibiting the ‘usual’ symptoms.
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Issues surrounding the classification and diagnosis of schizophrenia


This section deals with issues of reliability and validity in relation to the classification and diagnosis of schizophrenia.


Reliability


Reliability refers to the consistency of measurements and affects the classification and diagnosis of schizophrenia in two ways:




•  Test–retest reliability occurs when a practitioner makes the same consistent diagnosis on separate occasions from the same information.


•  Inter-rater reliability occurs when several practitioners make identical, independent diagnoses of the same patient.





Even with physical medical disorders, diagnoses are not always reliable, and making reliable diagnoses of schizophrenia is more problematic, as the practitioner has no physical signs but only symptoms (what the patient reports) to base a decision on.
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Research




•  Beck et al. (1962) reported a 54% concordance rate between experienced practitioners’ diagnoses when assessing 153 patients, while Söderberg et al. (2005) reported a concordance rate of 81% using DSM-IV-TR, the most up-to-date form of the DSM classification system. This suggests classification systems have become more reliable over time. As Nilsson et al. (2000) found only a 60% concordance rate between practitioners using the ICD classification system, it also suggests that the DSM system is more reliable.


•  Read et al. (2004) reported test–retest reliability of schizophrenia diagnosis to have only a 37% concordance rate; they also noted a 1970 study where 194 British and 134 American psychiatrists were asked to provide a diagnosis on the basis of a case description: 69% of the Americans diagnosed the disorder as schizophrenia, but only 2% of the British did. This suggests that the diagnosis of schizophrenia has never been reliable.


•  Seto (2004) reported that the term schizophrenia had been replaced by ‘integration disorder’ in Japan due to the difficulty of attaining reliable diagnosis, suggesting that schizophrenia, as a separate, identifiable disorder, does not exist.



•  Jakobsen et al. (2005) tested the reliability of the ICD-10 classification system in diagnosing schizophrenia. A hundred Danish patients with a history of psychosis were assessed using operational criteria, and a concordance rate of 98% was attained, demonstrating the high reliability of the clinical diagnosis of schizophrenia using up-to-date classifications.


•  Rosenhan (1973) got healthy participants to present themselves at psychiatric hospitals and report hearing voices, and generally they were diagnosed as schizophrenic and admitted. The only people who doubted their insanity were fellow patients. Practitioners quite reasonably protested they were not in the habit of trying to identify fakes and deny people access to hospital, so Rosenhan warned them that a number of pseudo-patients would try to gain admittance during a specified 3-month period. Out of 193 patients admitted, 41 were identified as fakes and a further 42 were suspected of being fakes. All were genuine patients, suggesting the reliability of schizophrenia diagnosis to be poor.
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Knowledge check 3


What has research suggested about the reliability of diagnosis of schizophrenia?
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Evaluation




•  The DSM classification system (used in the UK) is often regarded as more reliable than ICD, because of the degree of specificity in the symptoms outlined for each category.


•  The reliability of schizophrenia diagnosis (+0.81) is superior to that for anxiety disorders (+0.63).


•  Even if reliability of diagnosis based on classification systems is poor, they do at least allow practitioners to have a common language, permitting communication of research ideas and findings, which may ultimately lead to a better understanding of the disorder, and effective treatments.


•  Evidence generally suggests that the reliability of diagnoses has improved as classification systems have been updated.
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Validity


Validity concerns how accurate, meaningful and useful diagnosis is. There are a number of ways in which validity can be assessed, for instance:




•  Reliability: a valid diagnosis has first to be reliable (though reliability itself is no guarantee of validity).


•  Predictive validity: if diagnosis leads to successful treatment, then the diagnosis can be seen as valid.


•  Descriptive validity: for diagnosis to be valid, patients diagnosed with different disorders should actually differ from each other. Descriptive validity is reduced by comorbidity, where patients are seen as having two or more disorders simultaneously, suggesting that such disorders are not actually separate from each other.


•  Aetiological validity: for diagnosis to be valid, all patients diagnosed as schizophrenic should have the same cause for their disorder.








[image: ]






Research




•  Heather (1976) argues that very few causes of mental disorders are known and there is only a 50% chance of predicting what treatment a patient will receive based on diagnosis, suggesting diagnosis of schizophrenia has low validity.


•  Allardyce et al. (2006) report that the symptoms used to characterise schizophrenia do not define a specific syndrome — rather, a number of different combinations and permutations of the defining symptoms are possible, suggesting that schizophrenia is not a separate disorder and that therefore diagnosis of the disorder is invalid.


•  Dikeos et al. (2006) used factor analysis to correlate symptoms, and found diagnostic entities are similar with regard to the key symptom dimensions, thus suggesting diagnosis of the disorder does have validity.


•  Hollis (2000) studied 93 cases of early onset schizophrenia, applying DSM classification diagnoses retrospectively to patient case notes. The findings indicated that the diagnosis of schizophrenia had a high level of stability, suggesting such diagnoses are to a large extent valid.


•  Bottas (2009) reports that the incidence of schizophrenia in the population is about 1% and that of obsessive–compulsive disorder (OCD) is about 3%. However, the incidence of schizophrenia with OCD is much higher than probability would suggest. Genetic and neurobiological evidence now indicates that there may be a separate schizo-obsessive disorder, which in turn suggests that separate types of schizophrenia may indeed exist.


•  Jansson and Parnas (2007) reviewed 92 polydiagnostic studies, which apply different definitions of the disorder to the same patient samples, to assess the reliability and validity of schizophrenia diagnoses. Both ICD-10 and DSM-IV showed moderate reliability, but both were weak on all measures of validity, again casting doubt on whether the disorder exists as a separate condition.
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Knowledge check 4


What has research indicated about the validity of diagnosis of schizophrenia?
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Evaluation




•  Bentall (2003) says the diagnosis of schizophrenia tells us nothing about the cause of the disorder, implying diagnosis to be therefore invalid. Also diagnosis tells us nothing about prevalence rates, which differ widely from rural to urban environments, again suggesting diagnosis to be invalid.


•  Kraepelin (1898) saw schizophrenia as a chronic deteriorating condition in all cases. This is not true, with many outcomes possible, from complete recovery to chronic suffering, again suggesting diagnosis to be invalid.


•  The diagnosis of schizophrenia bestows a stigma upon a sufferer that has a huge and long-lasting negative impact on his or her life. Once applied, the label is hard to get rid of and yet such diagnosis may be made with very little evidence of validity in terms of the condition actually existing as a separate one.


•  Kendell and Jablensky (2007), in response to the argument that schizophrenia should be abolished as a concept because it is scientifically meaningless, state that diagnostic categories are justifiable concepts, as they provide a useful framework for organising and explaining the complexity of clinical experience, allowing us to derive inferences about outcome and to guide decisions about treatment.


•  Whaley (2004) believes that cultural bias is the main reason that the incidence of schizophrenia is greater among black Americans than white Americans, as ethnic differences in symptom expression are overlooked or misinterpreted by practitioners. This suggests a lack of validity in diagnosing schizophrenia cross-culturally.


•  Cochrane (1977) reported that the incidence of schizophrenia in the West Indies and Great Britain is the same, at around 1%, but that people of Afro-Caribbean origin are seven times more likely to be diagnosed as schizophrenic when living in Great Britain. This suggests either that Afro-Caribbean people living in Great Britain experience more stressors leading to schizophrenia, or that invalid diagnoses are being made due to cultural bias.
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Examiner tip


Students often confuse the relationship between reliability and validity. A valid diagnosis must be reliable (consistent), but a reliable diagnosis doesn’t guarantee validity (accuracy). For example adding up 1 + 1 several times and always getting the answer 3 is reliable but isn’t valid. Adding up 1 + 1 several times and always getting 2 is however both reliable and valid.
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Biological explanations of schizophrenia


Biological explanations have focused on several areas, including genetics, evolution, biochemistry, neuroanatomy and pregnancy factors. Although the causes of schizophrenia are still not fully understood and indications are that several contributory factors may combine to cause the onset of the disorder, the evidence does suggest that biological factors play a major contributory role.


Genetic explanations


Research has traditionally used twin, family and adoption studies to assess what role, if any, a genetic explanation might play in the causation of schizophrenia. Results from all sources indicate schizophrenia to have a genetic component, although one of the problems with such studies is separating out environmental influences.


More recently, technology has advanced, allowing gene mapping studies to be undertaken. This entails comparing genetic material from families with a high incidence of schizophrenia and families with a low incidence of the disorder. Results from gene mapping indicate that several genes rather than just one gene are probably involved and that what genes do is make some individuals more vulnerable than others to developing the disorder. Therefore genes probably do not cause schizophrenia on their own: indeed, if they did, the concordance rate between MZ (monozygotic, or identical) twins would be 100%, which it clearly is not.
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Research




•  Torrey et al. (1994) reviewed evidence from twin studies, finding that if one MZ twin develops the condition, there is a 28% chance the other twin will too.


•  Gottesman and Shields (1976), reviewing five twin studies, reported a concordance rate of between 75% and 91% for MZ twins with severe forms of schizophrenia, suggesting genetics may play a larger role with chronic forms of the disorder.


•  Kety and Ingraham (1992) identified schizophrenics who had been adopted and compared the prevalence of the disorder in their genetic and adoptive relatives, finding schizophrenia to be ten times higher among genetic relatives. This suggests that genetic factors play a much greater role than environmental factors. However, this research has been criticised (see evaluation below).


•  Sorri et al. (2004) performed a longitudinal study over 21 years on Finnish adoptees who had biological mothers with schizophrenia, comparing them with adoptees without schizophrenic mothers. However, family rearing styles among adoptive families was also considered. It was found that adoptees at high genetic risk of developing the disorder are significantly more sensitive to non-healthy rearing patterns, suggesting that environmental factors as well as genetic ones are important.


•  Varma and Sharma (1993) found a concordance rate of 35% for first-degree relatives of schizophrenics, compared to only 9% in first-degree relatives of non-schizophrenics, indicating a major contributory role for genetic factors.


•  Parmas et al. (1993) conducted a longitudinal family study of schizophrenia, finding 16% of children with schizophrenic mothers went on to develop the disorder, compared to only 2% of children without schizophrenic mothers, suggesting schizophrenia to be more genetic than environmental.


•  Gurling et al. (2006) used evidence from family studies indicating schizophrenia was associated with chromosome 8p21-22, to identify a sample with a high risk of developing the condition. Using gene mapping, it was found that the PCM1 gene was implicated in susceptibility to schizophrenia, suggesting another source of evidence for the genetic argument.


•  Benzel et al. (2007), using gene mapping, have found evidence that NRG3 gene variants may interact with both NRG1 and ERBB4 gene variants to create a susceptibility to developing schizophrenia, suggesting an interaction of genetic factors.








[image: ]








[image: ]






Examiner tip


When revising material for the psychopathology section of your Unit 4 examination, ensure that you have prepared material for both a short and a longer version of answers requiring an outline. Sometimes an outline may be worth just 4 marks, but at other times 8 marks. A different amount of material would therefore be required for these questions.
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Evaluation




•  Twin studies suggest a genetic factor in the onset of schizophrenia, but such studies often do not consider the influence of social class and socio-psychological factors.


•  Twin studies also tend to produce conflicting evidence, with heritability estimates ranging from 58% for MZ twins, suggesting a large contributory role for genetics, to as low as 11%, suggesting a much lesser role.


•  Leo (2006) argues that Kety and Ingraham’s adoption study evidence is not as convincing as first appears. First, sample sizes were very small, making generalisation difficult; and second, many of the biological relatives found to have schizophrenia were quite distant relatives (e.g. half-siblings), with low biological similarity.


•  Hedgecoe (2001) believes scientists have attempted to construct schizophrenia as a genetic disease by using evidence from twin and adoption studies in a biased way to ‘produce a “narrative” about schizophrenia which subtly prioritizes genetic explanations’.


•  Varma and Sharma (1993) believe family studies can be used to identify samples for further research that have an increased probability of carrying the schizophrenic genotype.


•  Although family studies tend to support the genetic viewpoint, they often fail to consider shared environmental influences, lessening support for a genetic explanation.


•  Overall, the findings from studies involving genetics provide strong evidence for the diathesis–stress model, where individuals inherit different levels of genetic predisposition to developing schizophrenia, but ultimately it is environmental triggers that determine whether an individual actually goes on to develop the disorder.



•  Gene mapping offers the possibility of developing tests to identify people with a high risk of developing schizophrenia, though this could raise a wide range of socially sensitive and ethical concerns.


•  Tosato et al. (2005) conducted a review of gene mapping and similar studies, concluding that it is highly likely there are several genes involved in susceptibility to schizophrenia. This suggests schizophrenia does not have a singular genetic cause.
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Evolutionary explanations


Schizophrenia continues to be apparent in the population and there is historical evidence that it has existed for a very long time. These facts suggest that it may have an adaptive value and therefore an evolutionary explanation. If the disorder served no useful purpose, then the evolutionary viewpoint would argue that the process of natural selection would have selected it out and it would no longer exist. This view of the origins of schizophrenia is therefore very different in that the condition is perceived not as maladaptive but as fulfilling a beneficial purpose.


Stevens and Price (1997) have proposed the group splitting hypothesis, according to which schizophrenia is an occasionally necessary attribute to ensure the success of newly formed human groups and therefore continues to be represented in the gene pool. Humans are seen as thriving and multiplying within an environment until the group reaches a critical size where there are not enough resources to sustain it successfully. At this point the group splits and successful, dynamic leadership of the new factional groups is essential if they are to survive and prosper. Such leaders need to possess schizophrenic-like qualities, such as communication with ‘higher’ or ‘god-like’ beings, charisma, high energy and delusions of grandeur.
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Examiner tip


When describing biological explanations of schizophrenia, such as the evolutionary explanation, it may be necessary to outline the explanation in general, for example that evolutionary explanations see an adaptive advantage to human qualities and behaviours. However, answers that are not specifically oriented at explaining how evolutionary theory views schizophrenia will earn little, if any, credit.
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Research




•  Burns (2002) reviewed evidence from several fields and proposed that schizophrenia is a disorder of cortical and specifically fronto-temporal connectivity, which evolved under selective pressures involving group living. Schizophrenia exists therefore as a costly trade-off in the evolution of social cognition and the creative mind.


•  Peters et al. (1999) studied British religious cults, finding leaders to be charismatic and to possess high levels of near-psychotic delusional beliefs, suggesting that in the ancestral environment schizophrenic traits may have played a significant role in the splitting and dispersal of people.


•  Storr (1997) cites a number of modern examples of group leaders possessing schizotypal, paranoid, psychopathic qualities, such as David Koresh, Jim Jones and Adolf Hitler.


•  Polimeni and Reiss (2002) propose that schizophrenia evolved because characteristics associated with it, such as communicating with spirits or possessing supernatural powers, enhanced the ability of a shaman (spiritual group leader) to perform spiritual ceremonies. This suggests that schizophrenia served as a behavioural specialisation during human evolution.







OEBPS/OEBPS/images/yellow.jpg





OEBPS/OEBPS/images/blue.jpg





OEBPS/OEBPS/images/title.jpg
STUDENT UNIT GUIDE

NEW EDITION

AQA(A) A2 Psychology Unit 4
(SectionA)
Psychopathology

Jean-Marc Lawton

( PHILIP ALLAN





OEBPS/OEBPS/images/cover.jpg
STUDENT UNIT GUIDE

Psychology

Psychopathology

Jean-Marc Lawton

> clear revision guidance
> examiner advice

> sample questions and answers & PriLie aLLan





OEBPS/OEBPS/images/red.jpg





OEBPS/OEBPS/page-template.xpgt
 

   
    
		 
    
  
     
		 
		 
    

     
		 
    

     
		 
		 
    

     
		 
    

     
		 
		 
    

     
         
             
             
             
             
             
             
        
    

  

   
     
  





OEBPS/OEBPS/images/4-1.jpg
Exam-style questions [—

Examiner commentary
on sample student
Read the examiner
comments preceded by
he con @) ollowing

Examiner comments — | Sateiis
on the questions

Tips on what you

need to do to gain full
marks, indicated by the

icon . each student answer.
Annotations that lnk
back to points made in

Sample student the student answers show

answers exactly how and where

Pracise the questons, ‘marks are gained or lost.
then look at the student
answers tha follow

cach set of questions.





