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This book is about the world of psychology outside the research laboratory, or at least outside academics’ work rooms and offices. It has two main purposes in telling you about the world of applied psychology. First it has a practical side: it attempts to give clear guidance to those who might be interested in a career in applied psychology. For each applied area it tells you what an applied psychologist in that area does, including a diary for ‘A Day in the Life of’ that psychologist. It tells you what is involved, who the psychologist tends to work alongside, what training is required and how to go about getting that training. Second, it has a theoretical side: it tells you what theories applied psychologists use, what they have discovered, what theories they themselves have invented and what kinds of research have been conducted with what results. It should therefore be of use to a student simply studying ‘applied psychology’ in some kind of academic context, perhaps on the first year of a degree or even at A Level. For those new to the general world of academic psychology Chapter 10 gives an overview and explanation of the main theoretical approaches (or ‘schools’) in psychology, whilst Chapter 11 is a brief summary of major research methods used by psychologists.


This book is not just about how psychologists apply psychological findings to the real world of people’s aspirations and problems. If you are already familiar with mainstream psychology you might be surprised to find just how much of that mainstream theory was kicked off by psychologists originally working in an applied context. The most obvious case in point would be the entire edifice of psycho-analytic theory which was constructed on the work of Freud, a doctor not a psychologist, and his work with a small number of mentally disturbed patients. The study of small group structures, norms and compliance, central to basic social psychology, was prompted in large part by the famous studies of work behaviour by industrial psychologists at the Hawthorne Electrical works near Chicago in the 1920s. Through initial work on road traffic accidents Elizabeth Loftus developed her now famous cognitive psychological studies of eyewitness testimony which are a core element in forensic psychology but will also be found prominently discussed in any general psychology textbook. The ideas of Carl Rogers, who worked with clients in therapy, and of Abraham Maslow, who worked with the industry investigating work motivation, form the two main pillars of the humanistic movement in psychology.


Applied psychologists then do not just take psychology and apply it to people’s problems; they make psychology, and they make it through the practice of psychology as both a science and an art. This book, then, does not confine itself to describing ‘how psychology is applied to real life’, as though there were an independent body of psychological knowledge on the shelf waiting to be used. There is in fact a two-way street: principles from ‘pure’ psychological research are taken out into the community to solve problems, and discoveries in applied research and practice are fed back into mainstream psychology.


Applied psychologists are out in the community working alongside and sometimes trying to convince other professionals. Forensic psychologists work with the police, health psychologists with nurses and doctors, clinical psychologists and counsellors with NHS professionals and private clinics, educational psychologists with social workers and headteachers, occupational psychologists with managers and workers, sports psychologists with players and trainers. In this edition we have included a new chapter on counselling psychology since this area has grown significantly since the first edition. Counselling psychologists too will work with doctors, social workers and almost anywhere that people need to discuss personal problems.


We hope you enjoy reading this book and gain knowledge from it. If it prompts you into becoming an applied psychologist then we’d certainly love to know and wish you well in a wisely chosen career!


We would like to thank Emma Woolf and Nina Hyland from Hodder Arnold, and Alison Thomas for copyediting the manuscript.
 


Hugh Coolican
Tony Cassidy
Orla Dunn
Julie Harrower
Rob Sharp
Katherine Simons
Jeremy Tudway
Tony Westbury





Chapter 1 Introduction to Applied Psychology
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When I switched from physics and maths to psychology and philosophy in the first year of my university career, friends and family retorted with: ‘That’s all very well, but what can you do with it?’ At the time, the only applied psychology I could have imagined would have been a bearded Freud asking his supine patient about all manner of normally taboo personal secrets. Until just after the Second World War it would have been unusual to encounter an applied psychologist working independently outside a university. The number of professional psychologists helping clients with problems gradually increased in the years that followed, but it was in the last years of the twentieth century and the first years of the twenty-first that numbers rose significantly, as will be detailed below. It is still possible to say, then, that now is a good time to think about becoming an applied psychologist, and this book is all about what you can do with psychology should you decide to earn your living by applying psychological knowledge to human problems. A large part of the book also covers the kind of content you will find in many undergraduate and other courses in applied psychology, with the emphasis here being on how psychology can be applied to everyday life and problems. So let us expand on what we mean by applied psychology.


WHAT IS APPLIED PSYCHOLOGY?


Applied psychology is the use of theory and findings in psychology to solve practical problems in important areas of the human environment, including education, health, the workplace, and so on.


It is customary to think of an applied science as the already established theories and findings of ‘pure’ or ‘real’ science being applied to practical problems in the everyday world. Physicists develop theories of mechanics; engineers apply these principles to the building of bridges. Box 1 provides a fictitious example of what might be considered the ideal of applied science.
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Box 1 How application might work in the ‘hard’ sciences – a cereal submarine


Imagine that the projects manager at Cereal Toys plc is given a problem one morning. ‘Look, Julia, we’ve got a great design, but we need some scientific input on this one. We need an object which is safe if it is accidentally eaten. What we would really like it to do, however, is to sit in the kiddy’s bowl of milk until the surface dissolves and it then looks like a submarine and starts to chug around the bowl. Can you get the boffins downstairs on to this one in a hurry?’ The ‘boffins’ will work in an entirely systematic and scientific manner, drawing on a store of known properties of chemicals and, in the case of some projects, theories of why some matter behaves as it does. The theories employed are usually tested so accurately that predictions can be made and progress achieved quite rapidly, so long as the problems require no breaking of new frontiers. There is no single correct path here either. The scientists may have several possible solutions, but each one will be effective – it will work.





[image: ]


Even in the ‘hard’ sciences, the traffic is not always one-way like in Box 1; it is not always a case of applying existing theory and findings to a new practical problem. It is frequently the case that a discovery ‘in the field’ leads to the development of new theory and research directions. A medical team may come across a new form of a disease, or an unexpected effect of brain damage, for example, which would mean a dash back to the laboratory to check out the implications for existing theory, and perhaps, eventually, to change it. Note though, that the dash is indeed very often back to the rarefied atmosphere of the laboratory. Psychologists do not often work in laboratories, and when they do they are likely to be accused of producing findings that hardly apply to ‘real life’ – more of that debate later.


In psychology the traffic has always been very much two-way. There is not really an independent body of theory and research which can be taken down from the shelf by the applied psychologist who needs to deal with a specific problem. Much of the theory and research that applied psychologists use was originally created or stimulated by people we would now call ‘applied psychologists’, and quite a bit of that only subsequently worked its way into the mainstream content that is covered in general psychology courses. In the early days, many psychologists were out in the field, working in applied areas, and they created many of the basic concepts and general theories that we read about today. Although these theories and concepts may have been significantly modified, the development of early psychology itself often went hand in hand with improvements psychologists were trying to make in the fields of education, mental health, organisational change or personnel relations (see Box 2 for a few examples).
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Box 2 The role of applied psychology in general theory development




• Intelligence tests, and the whole subsequent theory of general intelligence and its factors, started with an attempt by Binet to respond to the French government’s appeal for a way to identify and deal with children with learning difficulties in the normal school system (Binet and Simon 1915).


• The famous research methods concept of the ‘Hawthorne effect’ was a product of an expansive series of work-psychology studies conducted by Mayo (1927) at the Hawthorne Electrical plant near Chicago, which investigated, among other things, the effects of environmental and social changes on worker productivity.


• Hovland and his colleagues (1949) developed an original and influential model of attitude change during the Second World War, while working on the practical matters of altering US citizens’ attitudes towards eating offal (meat became scarce), cleaning teeth and helping the government to persuade US fighting forces to accept that the war in South East Asia might be prolonged.


• Freud’s construction of the psychoanalytic understanding of the human psyche was achieved on the basis of the work of a few doctors working with psychologically disturbed patients.


• Bowlby (1980) was working with delinquent children when he promoted his famous and controversial theory linking the strength of attachment of children to their mothers with a raft of later behaviour and personality disturbances.
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Psychology as a less than perfect science


In psychology, then, the situation could never be as clear-cut as in the Cereal Toys problem (see Box 1). There is very little theory or factual knowledge within psychology which will guarantee that a solution to a problem will ‘work’ every time it is tried, or that it will ‘work’ on identified individuals. Some psychotherapies are found to be generally better than others, but none can be absolutely guaranteed to have a positive effect on all those to whom it is administered. Similarly, there are popular ways to motivate a workforce or attempt to change attitudes on health issues, but people are just not much like those little submarines in the cereal product problem – each person will not behave in the same way as another, even though external circumstances are almost identical. Cereal toys vary ever so slightly, but not enough to upset the outcome of well-calculated equations. People vary enormously and psychologists’ ability to predict performance from a known history, with control over several current variables, is exceedingly crude compared with the control that cereal toy boffins can exert over edible chemicals. Furthermore, there are relatively few reliable ‘facts’ of psychology and there is no one theory that is absolutely ‘correct’, nor even a general approach that is universally accepted. Physicists and chemists, despite the fact that their knowledge is not perfect, can use known theory to make fairly precise predictions. The calibre of predictive accuracy in mainstream psychological research is just not in the same category.


How is psychology applied?


Does this mean that psychological science cannot really be applied? There are several answers to this, the first of which concerns just what kind of science psychology is. We shall expand this concept below, but for now, the first important point to note is that psychology is a social science. Most of the research knowledge in mainstream psychology is based on studies of groups of people rather than individuals. Usually we cannot predict that a memorising technique will produce improvement in any particular individual, but we can be fairly confident that the overall performance of a group, say 15–20 people, will be higher when using the technique than when not. We cannot predict which individuals will stop smoking as a result of a health-based advertising campaign, but we can be almost certain that a significant number of people will stop as a result of it.


Second, working with and studying people is not like studying chemicals. People react; people know they are under study; people have freewill and can change their mind or behaviour as a result of knowing what is expected of them, either to conform or to be contrary. Third, and related to this, psychologists are not working with phenomena that the lay person does not understand or is not familiar with. Before psychology was born as a research subject there were plenty of managers and leaders able to control people effectively, plenty of sports trainers, plenty of observers of the ‘criminal mind’. Applied psychologists often have to work with professionals who already know a lot about their fields, so they need to add something in order to be taken seriously and to generate credibility in their particular field.


A question we can ask, then, is how can the applied psychologist convince professionals in their field that they have something to add, that they are better informed than any thoughtful person who uses ‘common sense’? What sets the psychologist apart from the manager or the journalist in describing and explaining behaviour, especially when (as is often the case in applied psychology) the focus is on an individual and not a group?


THE ROLE AND CREDIBILITY OF THE APPLIED PSYCHOLOGIST


The professional psychologist


Anyone can put up a plaque outside their door and call themselves a ‘psychologist’. It is not illegal to do so, even if you have never formally studied psychology. The fact that a charlatan might use the term ‘psychologist’ may have some weight in a civil court case involving more general fraud, but the simple act of claiming to be a psychologist is not in itself a crime. Calling yourself a doctor when you are not would certainly put you in line for criminal proceedings. The British Psychological Society (BPS) has long sought some kind of statutory status for practising psychologists of the type that doctors and nurses enjoy. In spring 2005, in response to BPS representations, the government issued a consultation document on statutory regulation, which proposed that psychologists should be regulated by the Health Professions Council (HPC). The BPS raised several serious objections, not least being the fact that most psychologists work outside the NHS. In September 2006 the BPS issued a statement to members arguing that two recent government reports on the matter still approached psychologist regulation from an NHS perspective and still proposed the HPC as regulator. The BPS is arguing for a new, more appropriate regulatory body.


In the meantime, however, applied psychologists do have some formal status – wrongly calling oneself a ‘Chartered Psychologist’ would have legal implications. What the BPS has achieved, since 1987, is the establishment of a Register of Chartered Psychologists. These are psychologists who have undergone a rigorous programme of training and practical experience, which satisfies criteria laid down by the BPS, and which usually involves at least three years of learning and practising alongside qualified supervisors. Hence, chartered status is a form of kitemark for psychologists which should reassure the public that they are consulting a competent, experienced and professional practitioner.


A chartered psychologist is entitled to use the title ‘C. Psychol’ and can be described as a:




• Chartered Clinical Psychologist;


• Chartered Counselling Psychologist;


• Chartered Educational Psychologist;


• Chartered Forensic Psychologist;


• Chartered Health Psychologist;


• Chartered Occupational Psychologist.





Training for clinical and educational psychologists currently includes the acquisition of a doctorate, so these chartered psychologists will also use the letters PhD and be titled ‘Doctor’. Chartered status is granted by the BPS, but professional psychologists are likely to belong to the BPS whether or not they are chartered. The BPS has been growing fast since the first edition of this book was published in 1996. At that time, within the British Psychological Society there were 14 sections, just 5 divisions and 4 special groups. The greatest change has been among the divisions, which now number 10 in all, the newcomers being Health, Neuropsychology, Sport and Exercise, Teachers and Researchers, and Occupational. A ‘division’ is defined by the British Psychological Society as a grouping which caters for the professional interests of members; a ‘section’ is defined as being available to members with an interest in an area of psychology; and a ‘special group’ is designated as a forum for professional work that is at present insufficiently debated. With this in mind, it is to be noted from Table 1.1 that Health Psychology was a Special Group in 1996, with 858 members, but by the end of 2005 it was a Division, with 1156 members. During the same period, Occupational Psychology moved from a Section to a Division, with an increase in membership from 2398 to 3259. The membership of the Division of Clinical Psychology increased from 3474 to 5884, while Counselling Psychology membership increased from 1126 to 1738. The most interesting change, however, was the establishment, in the early twenty-first century, of the Special Group in Coaching Psychology, which now boasts nearly 2000 members. These do not all, as it might sound, belong within a sport and exercise psychology context, but might be members from the Divisions of Occupational, Educational and Child or Counselling Psychology who are interested in training and personal development.
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Working in a scientific manner


Most psychologists would agree that their approach to research and the investigation of problems is scientific, although there are disagreements about which methodology is appropriate and the extent to which psychology should try to mimic the physical sciences (see the debate about quantitative and qualitative methods in Chapter 11). However, most would probably agree that there is a logical procedure for testing hypotheses which are generated when trying to explain human behaviour. Table 1.2 overleaf outlines these hypothesis-testing procedures, providing an example (column 2) that might occur in purely academic psychology, and then utilising the same procedure to tackle a practical problem that might be faced by an occupational psychologist (column 3).
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In lines one and two of the table a hypothesis is proposed. A hypothesis is a claim about the world that is then investigated by trying to find evidence which supports it. In the pure theory example, the hypothesis is generated from questioning the explanation of an observed laboratory effect – is competition necessary for social facilitation to occur? The second hypothesis is generated in the process of trying to explain differences in job attitudes. In each case, a possible test of the hypothesis is devised and a clear rationale is produced which states what result would be expected for support of the hypothesis under test, for example: ‘If competition is not necessary for social facilitation to occur, and observation alone produces the effect, then we would expect the group performing in front of an audience to produce higher task performance.’


The research design is then devised, paying careful attention to any variables that might confuse the result – often referred to as possible confounding variables (see Chapter 11). The design is the overall structure of the research study, and dictates how data are gathered and in what form. The idea is to obtain data in as clear and unambiguous a manner as possible. For instance, we would want to ensure that the high and low democratic leaders were not also different in the level of their aggression, or in any other characteristic that is likely to lower job satisfaction among team members. If they did differ in this way, the difference would confound any effects of democratic style, and we might conclude that low staff involvement caused dissatisfaction when the actual cause was the aggression of the team leaders. We would have a flawed design.


An important feature of this scientific approach is that the hypothesis is tested using clear and observable measures of performance. In the pure theory example there is such a measure of performance – number of ‘e’s crossed out in a set time. In the job satisfaction example we encounter one of the particular strengths of a psychological approach. Whereas charlatans might produce a poorly designed questionnaire, psychologists use a long-established and rich tradition of good scale design in the form of psychometric tests (see Chapter 11).


Finally, when a result occurs in the predicted direction, psychologists never talk about ‘proving’ anything. They do not claim, for example, that they have ‘proved’ that an audience improves performance. They would claim only that they have provided evidence which supports this hypothesis. After all, some other feature of the experimental situation might be responsible. In the work-psychology example, the teams led by low democratic leaders might also have been working in more stressful or frustrating work situations, and this might be the real cause of the observed differences in job satisfaction.


The features of a scientific, or at least an objective approach by applied psychologists include:




• planning a fair test of a hypothesis;


• conducting as unambiguous a research design as possible;


• careful observation and measurement of variables;


• unbiased collection of data;


• careful and appropriate analysis of results;


• keeping an open mind about interpretations of those results, and being ready to accept and test alternative explanations;


• publishing the results of investigations in a public forum (e.g. psychological journals and conferences).





These features would apply when qualitative as well as quantitative work is being conducted, except that there may be no hypothesis test and no specific measurement of variables. Qualitative work (see Chapter 11) is becoming increasingly popular as a methodological approach within applied psychology. It refers to the gathering of data which are not numerical measures, but which (very often) consist of verbal data from interviews, discussions or observations, and sometimes pictorial data such as murals, drawings or graffiti. The data are frequently used to construct a thorough and meaningful model of a phenomenon, such as people’s perceptions of the causes of their smoking habit or how they view physical abuse.


Adherence to a professional Code of Ethics


In 2006 the BPS published a new Code of Ethics and Conduct, which covers both research with human participants and practice with clients. This and several other ethical papers are available at: http://www.bps.org.uk/the-society/ethics-rules-charter-code-of-conduct/code-of-conduct/code-of-conduct_home.cfm


Research ethics are discussed fully in Coolican (2004), but the basic principles are as follows:




• to leave the participant in the same state as they were in at the beginning;


• to respect privacy and confidentiality;


• to treat people with sensitivity, respect and dignity;


• to foster trust, generally, rather than any suspicion, in the authenticity of psychological research and practice.





This marks a clear distinction between the professional applied psychologist and the journalist or charlatan. Becoming chartered means accepting these standards, as does simply being accepted as a member of the British Psychological Society. Anyone found to have violated the Code can have their chartered status removed and, ultimately, can be expelled from the Society.


Being a practitioner-researcher


We have emphasised that being an applied psychologist does not simply involve applying existing psychological knowledge to human problems. Ideally, the full role involves the application and creation of knowledge. By applying psychological knowledge to (or by initial investigation of) a human problem, applied psychologists can contribute to knowledge, and, as has often been the case in the past, initiate a whole new theoretical context (see the examples in Box 2 on p. 2).


The ideal role of the applied psychologist is both as practitioner – in the field, using knowledge of psychology to solve human problems – and as scientific researcher – conducting research investigations in the field or laboratory to provide evidence to support hypotheses or to generate new concepts. In some fields, especially clinical psychology, this has become known as the scientist-practitioner model. As indicated above, scientific research can be undertaken at a rather general level or implemented in a single case – for instance, using hypothesis testing to figure out what precise events trigger an outburst in a child with poor classroom behaviour. Practical programmes for change implemented for clients by applied psychologists are known as interventions – they are like experiments, but are carried out not simply to gain knowledge or test a hypothesis, but to produce change in humans for what is considered to be the humanly better. Quite often an intervention is implemented not by psychologists but by other professionals (e.g. nursing staff), and the applied psychologist’s role is to evaluate the programme, for example, by taking before and after measures of people’s adherence to a course of medication. As a research design this would be referred to as a quasi-experiment (see Chapter 11) because the variables are not controlled by the psychologist who takes measures and analyses findings.


The point to emphasise here is that we would expect a practising chartered psychologist to incorporate scientific thinking into their practice, even though the interpretations of ‘science’ might be quite broad. We would expect that they would operate according to the basic principles of research ethics listed above. We would expect that, when planning any treatment of, or problem-solving with clients, they would make thorough use of published research in drawing up their plan of action. Charlatans standing outside shopfronts in London streets may call you in to undergo a ‘scientific’ test of personality, and they might claim to be using scientific thinking and research in their costly programmes. However, you will probably find that the kind of ‘science’ they operate with has a closed system. Any results that conflict with the theory might be conveniently ignored, or simply incorporated with an ‘additional’ (but gratuitous) explanation. For example, a person whose behaviour is extroverted, yet who scores as an introvert, might be accused of presenting a ‘false’ personality. This is the difference between charlatanism and a scientific approach: in a truly scientific approach, evidence can be contrary to existing patterns, and theories are permitted to compete with one another; the emphasis is on open, public research and the weighing of findings in terms of their apparent support for one theory or another. Rather than worrying about the hard-edged sound of the term ‘science’, we can consider that a scientific approach in applied psychology demonstrates this willingness to allow conflicting theories and to always consider all available evidence.


Tensions in the practitioner–researcher role


It is a fairly common complaint of professional applied psychologists that they get precious little time to indulge in research since they spend so much of their working day with clients, especially in clinical and educational psychology. Norcross, Brust and Dryden (1992) found that most clinical psychologists published no research work in any one year and that just 8 per cent published over half of all research articles. In 2003 a survey found that clinical psychologists in only 19 out of 371 equivalent full-time posts in Scotland were involved in research and audit.1 We can see from the quotation on p. 188 (Chapter 8) that Fletcher (2003) believes that few occupational psychologist practitioners are actively involved in research, but for very different reasons from those working as clinical psychologists in the NHS. For the latter, reasons stated are often to do with the pressures of waiting lists and face-to-face client contact, along with the perception that research is not valued by NHS organisations.2 For occupational psychologists, not conducting full research can be a matter of commercial survival. Companies may see occupational psychologists as providing a useful service in areas such as the provision of training, team building, evaluating an incentive scheme or assessing work motivation. If the occupational psychologist demands that interventions are run as full scientific experiments, which would require random selection of employees into control and experimental groups (see Chapter 11), few employers would be prepared to spare the resources. Doyle (2003: 39) reports a colleague’s comment: ‘If I tell my clients that I must evaluate my interventions in their organisation, they’ll just get out Yellow Pages and look up the nearest management consultant.’


Anderson, Herriot and Hodgkinson (2001: 392) argue that the gap between practitioner and researcher in occupational psychology is growing wider, even though work psychology, throughout its history, has benefited from a strong research-practice link, with ‘robust research [informing] best professional practice, whilst simultaneously informed practice in the field has stimulated new direction for research and theories [in work psychology]’.


Although their model is developed within the context of work psychology, it can be considered here as applicable to all applied disciplines, though each will have different levels of practitioner-researcher divide and different reasons for the gap. What Anderson et al. propose is that we look at the divide along two dimensions. The first they call ‘methodological rigour’. This refers to the extent to which any research or intervention is conducted along rigorous scientific lines, with careful control of conditions, allocation of participants to treatments, well-standardised or piloted measures, and so on (see Chapter 11). The other dimension is one of ‘practical relevance’, being the degree to which the research carried out is applicable and obviously relevant to practical problems which a practitioner might encounter in their everyday activities. At the extreme opposite end of this dimension, work is perhaps valid, but bears no resemblance to real-life problems. In mainstream psychological research of the past, examples of ‘impractical’ or unrealistic research might be the learning of nonsense syllables or the simulation of ‘social loafing’, using a task where 11- and 14-year-old children ‘share the job’ of counting tones played into headphones.


Four different cells are produced when we assess each piece of research as either high or low on rigour and either high or low on relevance. These are shown in Table 1.3. Anderson et al. argue that pragmatic science, where rigour and practical relevance are both high, should dominate in work psychology, and presumably in any applied field.
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A drift towards popularist science is found where researchers rush to publish in order to provide some semblance of legitimacy for their work. The work may be published in journals that do not have articles carefully reviewed by other academics (known as ‘peer review’). Claims may be made for the effectiveness of team-building procedures, for example, when little evidence has actually been found to support them. Pedantic science occurs where academics conduct research in areas that are likely to produce significant results, and therefore be published in good journals, but where the work conducted has little if any relevance for practitioners working in the field with clients. There may be a concentration on the replication of previous studies with slightly different participant groups, or on increasingly technical and statistical detail, appreciated only by small groups of similarly oriented experts. Finally, puerile science occurs where there is neither rigour in the method nor relevant application of the content. Anderson et al. claim that, thankfully, in their field of occupational psychology, most such studies are blocked by editorial boards (of journals) and that few clear examples exist. However, the growing pressures on university staff to increase their levels of publication, the existence of publications which the general public might take as more prestigious than is the case, and the tendency for the media to overdramatise ‘scientific breakthroughs’ make it necessary for applied psychologists to be alert to the quality of research published in their field.


Evidence-based practice


There have been developments which might help to ensure that Anderson et al.’s pragmatic science remains the priority in applied psychology. The most important of these is probably the emphasis given to what is termed evidence-based practice. Harper, Mulvey and Robinson (2003: 162) state that:


Evidence based practice represents an approach to decision-making about the most effective intervention that is transparent and accountable. It focuses on the current best evidence about the effects of particular interventions in both the short and the longer term


The key terms here are ‘effective’, ‘transparent’ and ‘accountable’. An applied psychologist wishing to implement some kind of programme to improve a situation in the health or educational arenas, for instance, will need to convince other professionals involved, and often the clients for whom it is intended, that the planned intervention is feasible. It will need to be obvious (transparent) to them, therefore, why it has been chosen, that it has some chance of succeeding and that it is not impractical, or even dangerous. Psychologists working in the public sector will need to convince managers that the programme is affordable and will produce results that are financially as well as humanly worthwhile. This is the issue of accountability, which has risen to prominence in public services since the last decades of the twentieth century; but psychologists working with or in private companies too will need to convince money managers that their planned projects are commercially viable.


In order to justify their planned interventions to those who will fund them or permit them to go ahead, psychologists need to be armed with evidence about effectiveness. This means, in a narrow sense, does the programme work? To answer this, it is necessary to gather together as much convincing evidence as possible that such schemes do work, how many they work for and under what circumstances. This burden of evidence is particularly acute where there are alternative interventions being proposed, perhaps by competing providers. Here, of course, we run into a dilemma. On the one hand, the scientific training of psychologists will make them prefer the best intervention based on previous scientific evidence and an argument that the proposed programme is most likely to be effective in the given circumstances. These circumstances are often unique, so that the proposed action is something of an ‘experiment’. On the other hand, commercial interests might lean towards a cheaper solution or a ‘quick fix’ (Briner 1998; Doyle 2003), which is an approach that looks good on the surface, is speedy and economical, and is therefore pleasing to finance managers. However, quick fixes are often hard to evaluate because of their short duration, and it is possible for all concerned to believe that they must have done some good, when in fact they are quite ineffective.


What is effective?


Harper et al. (2003) also raise the question of what counts as effectiveness? As far as narrow psychological research methods are concerned, this might be assessed simply in terms of: ‘Is there a significant change in behaviour?’ and ‘Is this effect found consistently?’ – the issues of validity and reliability respectively (see Chapter 11). However, effectiveness might also be assessed, for example, in terms of ethical appropriateness and client satisfaction. To take a crude and melodramatic example, it might be that smoking can be stopped, at least temporarily, by use of electric shocks, but is this ethical and is it in the client’s best interests in the long term? A school’s academic achievement might be raised by an intense training programme in subjects relevant to SATs (maths, science, English), but what is the effect on children of being deprived of other subjects?


INTERVENTIONS AND THEIR EVALUATION


We have mentioned the fact that applied psychologists carry out interventions and that these are rather like research projects, except that they are aimed primarily at human problem solution. They will also provide valuable research findings once they have been evaluated. Quite often psychologists are involved in an intervention only after it has been carried out; their role is the narrower, but vital one of evaluating the project’s outcomes. When they are involved in the creation, implementation and management of an intervention, however, the following stages will commonly occur:




• contact with the client;


• assessment;


• diagnosis or formulation;


• design of the intervention programme;


• implementation of the intervention programme;


• evaluation.





Contact with the client (individual or organisation)


The client may come hesitantly to the psychologist, as when the clinical psychologist acts as therapist. The client may expect a service without question, as in the case of special needs assessment by an educational psychologist. The client might be a company consulting an occupational psychologist on a commercial basis. The psychologist may get involved as a member of a team (of health professionals tackling a public health awareness programme, for instance), through an aspect of their academic research, or because they are already employed by the organisation requiring an intervention.


Assessment


Having discussed and considered with the client(s) the general problem to be tackled, the applied psychologist will set about an initial assessment of the difficulties and issues. This may include:




• Discussion of the problem as seen by the client, and consideration of whether there really is a problem.


• Initial data collection through any of the methods outlined in Chapter 11(interviews, observation, psychological tests, etc.), in order to assess the current situation. This should be a relatively unbiased recording, for example of present levels of job satisfaction or all relevant behaviour patterns of a child with reported behaviour problems.


• Analysis of problematic behaviour or systems (for instance, comparison with normal levels of job satisfaction in an equivalent job context; a description of events which have triggered or preceded aggressive or destructive behaviour).






Diagnosis or formulation


It is at this point that the applied psychologist’s background in scientific method, psychology and research becomes of crucial importance. Previous similar cases will be compared, and successful treatments or interventions analysed for their relevance to the present case. The scientific aspect of the scientist-practitioner model includes the application of a model (working theory or preferred approach) and the generation of hypotheses. Having formed such hypotheses, predictions might be made and initial tests of confirmation applied. For instance, the clinical or educational psychologist might predict the circumstances provoking violent behaviour and await the next outbreak for confirmation. The occupational psychologist might consider changes to the level of independence and control given to employees in their jobs, or to different kinds of incentive schemes.


Design of the intervention programme


Here is where the implications of the analysis already carried out are put into practical terms. The psychologist, other team members and the client (in most cases) draw up a specific course of action to be taken, which is intended to resolve a problem or improve a situation. It is very important at this stage to define exactly what will be counted as showing that the intervention ‘worked’. This is done by specifying desired or expected outcomes – what it is hoped will be achieved. These must be operationally defined (see Chapter 11) so that the evaluation stage (see below) can provide clear and unambiguous evidence of improvement and therefore of the success of the intervention. For instance, ‘aggression’ reduction in a disturbed child might be specified as an 80 per cent drop in the child’s hitting rate. Increased athlete motivation might be measured in a percentage of performances above the current average. Worker satisfaction might be measured by questionnaire or by increased positive statements made at weekly appraisal sessions.


Implementation of the intervention programme


Implementation may involve a lot of people in quite different roles. It will almost certainly involve consideration of a number of ethical and practical issues too detailed to discuss thoroughly here. However, some main features of this stage can be listed for reference and further thought. Here, the ‘change-agent’ is either the psychologist or a team of professionals implementing change; and the ‘client group’ is made up of those people who are the focus of intended change (e.g. a departmental workforce or some children whose behaviour is difficult to handle). In this sense, the ‘client group’ could be just one individual, as is often the case in clinical psychology.


Information and consent


The direct client might be an employer or representatives of a health trust, and if the client group is a number of employees or a group of patients, it is important that these people are fully consulted and informed at some stage. In some cases, the client group is too large for this to occur, as when a campaign is launched to increase the reporting of sexually transmitted diseases; but where there is a focused client group, ethical principles require their informed consent. It might be problematic, initially, to give full information on a project. For example, if a group of employees given a certain type of training know they are expected to do better than a control group, they might just do better anyway, motivated by the expectation. However, participants can be given general information about the project and their likely experience, and should be fully debriefed after the intervention is complete. There will also be an extent to which information can be made available to the client group as the project progresses, and this will also apply to other people working or associated with them, such as the family or care staff working with a child with severe learning difficulties.


Ethics


These decisions about information and consent bring in the general issue of research and professional ethics (the BPS Code of Ethics and Conduct was mentioned earlier). During the intervention, the applied psychologist needs to keep a check on the level of comfort experienced by participants with what is happening to them. It is not enough to say ‘no one complained’. People often find it hard to complain. In some cases, a careful watch must be kept on the extent to which the intervention is resisted or rejected. Confidentiality of any information gathered is extremely important. If not completely confidential, then where findings are published, participants need to remain anonymous. The psychologist may discover a personal conflict of interest, for instance, an employer’s ulterior motive (perhaps to fire staff using intervention findings) may only be revealed when a programme is already under way, where the declared aim was to improve staff morale and efficiency.


Contracts


Partly to answer these ethical points, but also to ensure that all those involved are informed, committed and agreed, the change-agents and client group would usually draw up and agree contracts on all the important stages, terms and principles of the intervention.


Monitoring and feedback


A constant watch must be kept on progress. It must be agreed clearly, in advance, at what point certain aspects of the intervention will be brought to an end, or at what point new measures will be taken or new stages implemented. This depends very strongly on the agreed outcome measures.


Unexpected outcomes


As a result of close monitoring, any unexpected changes in client group behaviour or other outcome measures will need to be dealt with. Children’s behaviour might unexpectedly deteriorate because of an unanticipated variable – they might ‘rebel’ against a scheme of withdrawing privileges, for instance. Workers may collectively slow down production in the presence of ‘alien’ observers. Appropriate and previously unplanned responses to these outcomes must be produced quickly, while remaining in the spirit of the original model on which the intervention is based.


Evaluation


At some point, a decision must be made about whether the intervention has achieved what it was meant to achieve. Did it work? How well did it work? If outcome measures were clearly specified at the start, these decisions will be much easier. Further very important questions remain. The answers to these serve as valuable means with which to increase general knowledge in the psychologist’s area of expertise and to guide solutions to similar problems in the future:




• What were the overall costs and benefits of the intervention?


• Were particular individuals helped, and/or was the intervention beneficial to the whole client group?


• What implications are there for the model on which the intervention was based? Do we have further support or contradiction of the background theory? If the latter, how can further research help clarify any conflict in results?


• What was the particular value of the psychological aspects of this intervention?


• What is the next step for the client (group)? Should the intervention strategy continue? Is there another step with which to make progress?


• What practical and ethical issues have arisen from which learning has occurred? How will this be transmitted to other practitioners and agents of change (e.g. through a journal article)?





AREAS OF OVERLAP IN APPLIED PSYCHOLOGY WORK


As applied psychology increases in importance, as each specialism grows and expands to deal with an ever wider range of problems and issues, it is inevitable that previously distinct applied areas will begin to overlap. For instance, educational psychology was once pretty much confined to the testing and assessment of children in a mainstream educational context. Today, however, educational psychologists will be engaged in the ‘statementing’ of children with special educational needs. For a long time there has been cooperation with therapeutic services such as the Child Guidance Service. Though this kind of cooperation continues, some educational psychologists today will themselves be engaged in the creation, management and operation of therapy programmes with children who are difficult to manage in the school setting. Similarly, clinical psychologists might work inside hospitals alongside health psychologists. Occupational psychologists can be involved in counselling employees, or in health-related programmes such as the provision of stress-reduction programmes within a large company. Counselling psychologists can work with athletes. Forensic psychologists might be involved in prison education programmes, or in what amounts to therapy with offenders, and so on.


THEORETICAL PERSPECTIVES IN APPLIED PSYCHOLOGY


A majority of research in psychology has been carried out within a framework of thinking provided by one of a few overarching schools of psychological thought. These are often known as ‘approaches’, ‘perspectives’ or, at times, just ‘theories’. Some of the more prevalent of these are behaviourism, the psychoanalytic movement, humanism, the cognitive schools and the emphasis on physiological explanations of human behaviour.


The reader who has tackled no psychology at all before reading this book might like to consult a general textbook in order to become familiar with the major schools of thought in the history of psychology’s 100 years or so of development as a theoretical and scientific research discipline. A full description of each perspective is not possible here, but, as with research methods, to appreciate the general outline of the approaches, and to refresh those psychology students who do not wish to consult old notes or other texts (and to save our authors repeating themselves in each chapter!), we have provided a brief outline of major approaches and general theoretical issues in psychology in Chapter 10.
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1 Referred to in conference notes: Psychology into Practice: Developing a Framework to Support the Improvement of Health. Report of a national conference, October 2005, NHS Education for Scotland, available at: http://www.nes.scot.nhs.uk/psychology/Conference%20Documents/documents/Confreport-final.doc


2 Ibid.








Chapter 2 Clinical Psychology
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INTRODUCTION


Various definitions of clinical psychology exist, and the choice depends on certain key aspects, some of which will become clear later in the chapter. A generalised definition is that this is the application of psychological theory to human distress, manifested as psychological problems. Therefore, clinical psychology is a profession primarily concerned with the alleviation of psychological problems. Notwithstanding, it can hardly lay claim to being the sole source of support for individuals presenting with psychological problems, and there is a wide variety of practitioners, some of whom are also Chartered Applied Psychologists. Of the non-medical professions primarily concerned with the alleviation of psychological distress, clinical psychologists represent one group – albeit a relatively large one – although it is important to note that counselling and health psychologists also play a vital role in the application of psychological therapy, alongside psychotherapists, counsellors, social workers, specialist nurses (e.g. community psychiatric and learning disability nurses). Indeed, although clinical psychologists possess a wide range of therapeutic skills, their training is not primarily that of a therapist, although many pursue additional post-qualification training in specific therapies, including cognitive behavioural, systemic, existential, psychodynamic and integrative, in addition to those who undertake more detailed specialist training in a particular area of expertise (e.g. clinical neuropsychology).


CLINICAL PSYCHOLOGY IN THE BRITISH PSYCHOLOGICAL SOCIETY (BPS)


Clinical psychology represents the largest single division within the BPS, and arguably constitutes the largest number of Chartered Psychologists holding a Practising Certificate within the United Kingdom. In 2005, those with membership of the Division of Clinical Psychology (DCP) constituted approximately 52 per cent of the entire register of Chartered Psychologists. Not all qualified, or even practising, psychologists in the United Kingdom are members of the BPS, however, and so these figures should be considered with some caution. Nevertheless, it remains true that clinical psychology is a particularly large and significant force within the BPS and represents the largest single applied group of psychologists, with whom most people will have a professional contact.


The DCP has a number of special interest groups and faculties operating within it, including Children and Young people, Learning Disabilities, Sexual Health and HIV, Addictions, Clinical Health Psychology, Eating Disorders and Forensic. As a very influential component, DCP has been actively involved in discussions in the early twenty-first century regarding key legislation about the assessment of capacity (the ability by which individuals can enter into agreements), which has very clear implications regarding the ability of people to make critical decisions regarding their future. Similarly, the division has been involved in very long-term discussions surrounding amendments to key mental health legislation operating within the United Kingdom, and particularly that with special reference to people presenting with personality disorders.


PRINCIPLES OF CLINICAL PSYCHOLOGY


Clinical psychologists are, first and foremost, applied psychologists and therefore provide interventions to clients based on psychological theory – for example, how the actor-observer effect influences our attributions about other people’s motivations, or cognitive dissonance as a framework to explain the effect of discovering something contrary to our beliefs. They then apply this theory to a range of psychological problems with various therapeutic techniques. Although not dissimilar to the main aim of contemporary mental health work in the UK, clinical psychology is bound by the overriding principle that intervention and clinical practice must be based on:




• empirically-tested evidence subjected to peer scrutiny;


• an evidence base published in the public domain;


• the process of theory or practice development being credible and open to replication;


• collaboratively generated hypotheses about client problems;


• empowerment of clients.





In addition to this, clinical psychologists may work directly with clients, within systems, indirectly through others or by teaching, training or research activity, which covers a wide span of activities. Clinical psychologists are also bound by a strict professional code of conduct, and, while not all qualified clinical psychologists are Chartered with the BPS, this remains a very self-critical profession. In the late twentieth and early twenty-first century, the process of reflective practice has become an increasing element of professional life for the clinical psychologist. Reflective practice is a way of approaching psychological practice; it is an active process by which we attempt to consider what it is about our own experience and values that might explain why we react in certain ways. This can occur at various stages throughout life, but for clinical psychologists the crucial element is that through becoming aware of our own experience, we can begin to consider how this may influence our work with clients. Training and practice now include significant elements of peer assessment and development, as this enables standards and working practices to be considered by our peers, particularly those qualities that add to or detract from effective clinical work. Developing reflective practice necessarily involves learning through experience (both personal and professional) and then considering what has happened, how we reacted to it and, most importantly, exactly what has been learned. Although very diverse in terms of processes, the core theme of reflective practice remains the same: examination of experience, awareness of reactions and learning, changing our ways of behaving, and considering how this influences our deeply held values. Although breaches of professional etiquette and conduct do take place, these are relatively rare among clinical psychologists.


How is clinical psychology different from psychiatry?


Although often confused by clients and their carers, clinical psychology and psychiatry are very distinct indeed. The primary difference between the two is that psychiatry is a branch of medicine, so practitioners are medically qualified prior to undertaking training in psychiatry, whereas clinical psychology is a branch of applied social science, and therefore practitioners have all received a basic training in psychology and social science methodology prior to undertaking training in applied clinical psychology. The distinction between psychiatry and psychology does not end here, however, as psychiatrists currently act as the legally responsible medical officer for those clients under their care, and are able to prescribe medication or invoke legal powers of compulsory (and largely medical) treatment and detention under the Mental Health Act (1983). There has been considerable interest in the revised Mental Health Bill (2005), under which clinical psychologists would likely be granted a range of new legislative powers, particularly in respect to compulsory treatment, under the clinical supervisor role. The clinical supervisor is a new concept that is unique to the proposed revision, and replaces the existing role of ‘registered medical practitioners’ in decision-making regarding compulsory ‘treatment’. The proposed bill suggested that the clinical supervisor would be responsible for the delivery of care in conjunction with a multidisciplinary team. This means that clinical psychologists would potentially be placed in a lead role regarding the supervision of clients in the community, whether considered ‘potentially dangerous’ or not. The new bill also involved a range of very significant changes that tended to emphasise protection of the public from aggression and this was the cause of considerable opposition. At the time of writing (2006), the proposed bill has not progressed and therefore this distinction (the compulsory power of detention and ‘treatment’) remains a very fundamental one between the two professions.


Some clinical psychologists describe psychiatry in very negative terms, concluding that it represents a very fundamental aspect of state control (e.g. Szasz 1960) or that it is primarily concerned with biological and reductionist models of mental health. Others tend to view each as separate components of a comprehensive and multidisciplinary approach to mental health difficulties in which psychiatry represents a medical option, and, increasingly, psychiatrists are developing a very sophisticated understanding of clinical psychology.


WHAT A CLINICAL PSYCHOLOGIST DOES


Following the closure programmes of large hospitals and the development of community mental health care services in the 1980s (although recommendations for such services date back to the early 1970s!), services have tended to form into multidisciplinary teams (MDT). Anyone experienced in working within an MDT framework will be aware of the significant challenges and benefits inherent in this model. Initially, these teams comprised the same professionals who had worked in hospitals and it was simply that the setting had changed. In many cases, the goals and objectives of these teams were not discussed or agreed in any formal way. The MDT has become the dominant way in which care for people with complex needs is delivered throughout the UK. Interestingly, research undertaken by Bebbington, Johnson and Thornicroft (2002) on the use of such teams has identified that these are often very dependent on local elements (e.g. established practice among professionals, available resources and cultural elements) and not based on clear guidelines or nationally accepted standards and practice. (Rather ironically, empirical research into the impact of this change to the community teams is very limited.) With so many different forms of practice and delivery, it is particularly difficult to assess the impact of different models. Perhaps an issue of greater importance is the fact that there is very little meaningful input into the design, practice or even recruitment of professionals into these teams from those people for whom the services are intended.


Increasingly, a role for the clinical psychologist has been to introduce theoretical psychological frameworks to enable the teams to understand the subtle psychological processes that operate on the teams themselves (e.g. social psychology theories about group processes and decision-making). Some researchers (e.g. Brallier and Tsukuda 2002) have argued that it is essential to consider the structure and processes of teams in order for them to deliver a service to clients effectively. If the various professionals have a very different understanding of how they fit together or what their respective roles are, this reflects in the response of the team and will undermine how effectively they react to client needs. Similarly, if there is disagreement about who can make key decisions about care, or how these decisions are made, risk and responses become vague – even unsafe.


Clinical psychologists have developed unique roles within teams, as therapist, counsellor, scientist-practitioner, applied psychologist, supervisor and researcher, and it is possible to consider three general models of clinical psychology practice: the independent practitioner, the consultant practitioner and the consultant supervisor.


The independent practitioner


In this model of practice, the clinical psychologist only accepts specific referrals to work with clients – primarily from psychiatrists or GPs, although sometimes from the client, or even organisations – based on an identified problem, such as anxiety, depression or difficulties associated with childhood sexual abuse. As such, this model of practice is to offer individual sessions to clients and provide a report or summary to the source of the referral. This model has tended to reflect more strictly psychotherapeutic approaches, often found in independent practice as opposed to National Health Service (NHS) based services. As this model is usually only open to referrals from other sources (GPs, psychiatrists, etc.), it is sometimes viewed as restrictive, given the full range of skills and techniques that clinical psychologists have at their disposal. Also, this model of clinical practice tends to have a one-to-one client basis, rather than being within a multidisciplinary team, and therefore it can be an isolated existence. Finally, this model does not provide a broader perspective, which is gained through input from a wider set of opinions drawn from colleagues with different experiences, perspectives and relationships with the client.


The consultant practitioner


This model of practice involves working as part of a specialist team of health professionals, offering advice on referrals from a wide variety of sources and engaging in joint decision-making about the choice of intervention and the key clinician best able to address these needs. As such, practice tends to involve a considerable amount of individual therapeutic work, usually alone, but also with colleagues from different disciplines. This model often tends to operate in community teams, including more specialised services such as Personality Disorder Services or Assertive Outreach, which helps people with severe mental health problems to manage daily life at home.


The consultant supervisor


In this model, the clinical psychologist also tends to work as part of a multidisciplinary team, but provides a more central role in the decision-making about the appropriateness of referrals and requests for assessments by the team. Within this framework, the dominant model of delivery involves care based around agreed areas of responsibility (for example, daily living skills, medication, psychological therapy, risk assessment, etc.) and a package of intervention agreed with the client. Key workers are allocated to be the point of contact between the client and their care team. This allocation is based on either a ‘best fit’ of the person (which may be influenced by a range of issues, including gender or ethnic group) or the professional (which may reflect the nature of difficulties, including psychological difficulties or daily living problems), and depends somewhat on the structure of the specific team. Within this model, the clinical psychologist will often provide or organise systems for clinical supervision to other professionals in the team. This supervision enables careful consideration of the entire process of care, allowing professionals to change their input depending on a variety of factors – for example, if a client is beginning to react differently, or the practitioner is experiencing something in his or her own life that may influence practice, or there is a particular aspect of psychological theory that may assist in the work. This often concentrates on the way in which the team works with the client, and the clinical psychologist will usually provide a lead role in the problem formulation and measurement of the effectiveness of the intervention. In addition to this role, clinical psychologists tend to have an individual caseload of clients who are highly complex, and they are often found working with offenders who have mental health problems (Forensic Mental Health) and children and young people with mental health problems (Child and Adolescent Mental Health Services).



What sort of psychological problems do clinical psychologists deal with?


Although clinical psychologists work within the psychiatric system and encounter a wide variety of psychological problems, it is beyond the scope of this chapter to provide a comprehensive introduction to abnormal psychology, and interested readers are directed to the introductory text, Abnormal Psychology (Oltmanns and Emery 2006).


Psychological models of mental health and ill-health differ significantly from psychiatric diagnosis – hence the use of psychological formulation (explained later in the chapter). Nevertheless, it is useful to consider the two dominant diagnostic systems currently employed by psychiatry, known respectively as the International Classification of Diseases, 10th Edition (ICD-10) and the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-IV).


The World Health Organization (WHO) assumed responsibility for a classification system originally conceived in the 1850s, known as the International List of Causes of Death. This system is now referred to as the International Classification of Diseases (ICD) and was developed in 1948, with the most current version (version 10) being endorsed by the 43rd World Health Assembly in May 1990. This version was introduced into WHO member states from 1994 onwards and acts as an international standard for diagnostic classification, including psychiatric symptoms. It also provides statistical data regarding prevalence and incidence of various disorders.


The ICD-10 contains 22 chapters, of which Chapter 5 refers specifically to mental and behavioural disorders (classification numbers F00–F99), and this is subsequently divided into the following groups:




• F00–F09 Organic, including symptomatic mental disorders;


• F10–F19 Mental and behavioural disorders due to psychoactive substance use;


• F20–F29 Schizophrenia, schizotypal and delusional disorders;


• F30–F39 Mood [affective] disorders;


• F40–F49 Neurotic, stress-related and somatoform disorders;


• F50–F59 Behavioural syndromes associated with physiological disturbances and physical factors;


• F60–F69 Disorders of adult personality and behaviour;


• F70–F79 Mental retardation;


• F80–F89 Disorders of psychological development;


• F90–F98 Behavioural and emotional disorders with onset usually occurring in childhood and adolescence;


• F99 Unspecified mental disorders.





Alternatively, the DSM-IV is published by the American Psychiatric Association and forms the basis of the psychiatric diagnostic structure used in the USA. DSM-IV is more specific than the ICD-10 and, since its first publication in 1952, it has gone through five revisions, with the next due for publication around 2010.


The DSM was originally developed to create a more objective diagnostic system to enable psychiatric research, as there was considerable variation in both the frequency and the nature of diagnosis during the 1950s. Both the criteria and the classification system had been defined through a process of consultation committee meetings, involving a wide range of mental health professionals (although these were primarily psychiatrists). As such, the system has been criticised as being a subjective representation of primarily biological models of mental illness.


In its earliest conceptualisation, DSM was influenced primarily by psychodynamic thinking, although by the 1980s this was abandoned in favour of a biomedical model that introduced the clear distinction between ‘normal’ and ‘abnormal’. The DSM also abandoned theory relating to psychiatric ‘illness’, as it was not considered necessary to provide an aetiology for mental disorders, but merely an expansion from the research diagnostic criteria that had been developed in the 1970s. In its present structure, DSM is separated into five axes, ranging from the major mental disorders, developmental disorders and learning disabilities (Axis I), through underlying pervasive or personality conditions, including mental retardation (Axis II), to non-psychiatric medical conditions (Axis III), social functioning and impact of symptoms (Axis IV) and, finally, clinical assessment of functioning (Axis V). As such, common Axis I disorders might include depression, anxiety, schizophrenia and bipolar (manic) depression, whereas Axis II disorders include personality disorders and mental retardation (learning disabilities).


It is noteworthy that a central tenet of both DSM and ICD is the distinction between the so-called neurotic and psychotic syndromes, of which the psychoses are generally considered to represent more restrictive disorders, associated with an impaired capacity to discriminate ‘real’ and ‘imagined’ experiences. Individuals with psychosis suffer a major disruption in thinking processes and emotional responses. In addition, the psychoses are associated with a gradual decline in functioning. These are often referred to by more specific names, such as schizophrenia, manic depression and delusional disorders, and are characterised by periods of hallucination and unusual or irrational reasoning, and at the more extreme end can be associated with long-term attention and memory problems. As such, these are often described as severe and enduring mental health problems.
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Box 1


Schizophrenia is a psychiatric diagnosis, characterised by impairments in the perception or expression of reality, and by significant social or occupational dysfunction. A person experiencing schizophrenia is typically characterised as demonstrating thought disorder and as experiencing delusions or auditory hallucinations.


Manic depression (or bipolar depression) is associated with mood swings, from ‘highs’ of excessive energy and elation, to ‘lows’ of utter despair and lethargy. At times this is also associated with strong delusions or hallucinations that can have a severe impact on daily functioning.
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Conversely, the neurotic conditions tend to be characterised by a restriction of the individual’s ability to function, but without distortion of basic reality discrimination. These include the anxiety disorders (agoraphobia, a fear of being in open and usually public spaces, generalised anxiety disorder and panic attacks), along with adverse reactions to life-threatening events (post-traumatic stress disorder), so-called neurotic depression and reactive depression.
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Box 2


Agoraphobia is an anxiety disorder consisting of the fear of experiencing a difficult or embarrassing situation from which you cannot escape. This may be associated with panic attacks when trapped or out of control, and, in some cases, those suffering from the condition may be confined to specific parts of their homes. Agoraphobia is characterised by extreme sensitisation to physiological sensations, which are then interpreted as an indication of impending panic.


General anxiety disorder (GAD) is an anxiety disorder characterised by excessive and uncontrollable worry about everyday things. As with all anxiety disorders, the worry is disproportionate to either the source or the probability of the feared event occurring, and interferes with everyday functioning.


Post-traumatic stress disorder (PTSD) refers to a reactive condition that may occur after experiencing (or witnessing) life-threatening events. PTSD is characterised by a difficulty in adjusting to such situations even after the passage of time, and this may even worsen without therapeutic input. PTSD is often associated with reliving an experience, with flashbacks and sleep disorders, and can significantly impair daily functioning.


Reactive depression is a depression that is triggered by a traumatic, difficult or stressful event, after which people will feel low, anxious, irritable and even angry. Reactive depression can also follow a prolonged period of stress, sometimes beginning after the stress has ceased.


Neurotic depression is a depression that is not always triggered by an upsetting or stressful event and is sometimes called the ‘common cold of mental illness’. This is often associated with clear physical symptoms (weight change, tiredness, sleep problems), along with low mood, concentration problems and low self-esteem.
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In addition to these, most classification systems acknowledge organic disorders, including neurological damage that is gradual (e.g. Alzheimer’s disease and dementia) or acquired (e.g. alcohol-related problems such as Korsakoff’s syndrome); also included are developmental disorders such as learning disabilities and the autistic spectrum disorders.


Historically, clinical psychologists would spend considerable time developing treatment interventions that were specific to particular disorders or met the requirements of specific services. These were often developed to reflect broad classifications around these distinctions, for example, adult mental health, learning disabilities, child and services for older adults. Indeed, there were also services that were sub-specialisms of these, such as psychiatric rehabilitation services, which aimed to enable people with serious and enduring mental health problems to return to the community and live more independent lives; and primary care services, which worked with referrals from GPs to provide services to people outside the traditional ‘psychiatric’ umbrella, but within adult mental health, offering psychological services to people with severe and enduring mental health problems or neurotic disorders.


What is normal and what is abnormal?


As previously noted, it is not the purpose of this chapter to provide an overview of abnormal psychology, but it would be remiss not to consider some of the major debates within the field of psychiatry. The most obvious of these relates to concepts of normality versus abnormality. Our definitions of normality acquire a veil of scientific credibility when recourse is made to statistical judgements, and therefore those aspects considered too far outside the average range may be referred to as ‘abnormal’. But when does eccentric or highly individual behaviour and attitude constitute an abnormality that warrants description and definition as a mental illness? Unusual methods of verbal communication may simply be that – unusual communication – and not necessarily suggestive of mental health difficulties. More importantly, the description of psychological features or symptoms indicative of the underlying pathology or disease cannot necessarily be considered to represent evidence of any hypothesised underlying disorder. In themselves, these symptoms represent the only evidence for such a disorder, so does the absence of such symptoms necessarily indicate that the disorder no longer exists? The effect of having such systems diagnosed as ‘abnormal’ is usually very traumatic. Despite the clear need for sensitive psychiatric services, the experience of becoming an in-patient remains very distressing and has a psychological impact at a very fundamental level. Indeed, Jackson et al. (2005) showed that pertinent in-groups and out-groups for in-patient service users mainly centred around the context of being an in-patient (being ‘unwell’, ‘victimised’ or ‘not as bad as them’), but were also influenced by non-mental health service group membership (‘like you professionals’ or ‘ordinary’), and their desire to return to the non-psychiatric client group, suggesting that one part of the psychological impact of ‘becoming a mental health in-patient’ is that it challenges the sense of self by associating the individual with membership of a low-desirability group.


User empowerment


As models of mental health have evolved, services for people with mental health problems have developed a greater emphasis on the involvement of those people receiving such services. As such, service users have become an important source of consultation in the development of new initiatives, and a greater emphasis is placed on the notion of ‘doing with’, in collaboration, as opposed to ‘doing to’, under duress. The notion of user empowerment encompasses this principle, and is a broad description of methods for enabling those who have traditionally not been able to make themselves heard, or who have simply been ignored, to gain access to a platform for expression and influence.


Interested readers might wish to consider the work of Marius Romme and Sonia Escher (2000), who questioned the central assumptions about the abnormality of hallucination experience, suggesting that many people experience such ‘hallucinations’, yet do not become engaged with psychiatric services and are not considered ‘odd’, ‘dangerous’ or even ‘unwell’. The work of Romme and Escher inspired the development of the hearing voices network, a self-help group of people previously diagnosed with schizophrenia, providing an alternative explanation for their experiences, and a network of support and advocacy for those people traditionally disempowered by psychiatric services. Similarly, within the field of learning disability, the increasing power of clients has systematically changed the language used to describe people (people with Down’s syndrome used to be referred to as ‘mongols’, and the terms ‘cretin’, ‘moron’ and ‘imbecile’ were originally psychological terms used to describe people whose IQ was estimated to be lower than average); it has also challenged highly restrictive service provision. It should be noted, however, that conditions for some clients with learning disabilities remain woefully inadequate and characterised by a brutalising treatment. It is shocking that in the early twenty-first century we can still find examples of maltreatment of the most vulnerable people in society. Buddock Learning Disability Hospital in Cornwall was the subject of such a scandal in 2006.


Pathologising normal behaviour


Another significant issue to be considered when discussing the concept of mental ill-health is that of pathologising certain behaviours, beliefs or legitimate emotional reactions to aversive life conditions (e.g. classifying non-compliant behaviour as symptomatic of a more generalised psychological disorder when this behaviour occurs in an undervalued group). An example would be young men from minority ethnic groups being suspicious of the motives of predominantly white practitioners and this being considered as evidence of ‘paranoia’, or considering that sexual orientation is indicative of an enduring mental health problem. Indeed, homosexuality was considered to be a mental illness that required treatment into the 1970s. Feminist psychologists routinely commented on the process by which women’s emotional reactions to their political and domestic status may more readily have accounted for the overprescription of medications for anxiety and depression, as opposed to considering any underlying psychiatric vulnerability. For example, is it really evidence for a mental health problem if women present with low mood and lack of motivation to undertake domestic tasks such as hoovering and dusting, or does this reflect genuine dissatisfaction with the division of labour, economic status and lack of support from male partners?


More recently, increasing controversy has centred round the development of ‘personality disorder’, and particularly the notion of dangerous and severe personality disorder.
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Box 3 Michael Stone
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Michael Stone, who had a long history of drug addiction and violent behaviour, was convicted of the murders of Lin and Megan Russell in 1996. He was diagnosed with a severe personality disorder. Five days before attacking his victims, Stone told his community psychiatric nurse that he wanted to kill someone. This case has provided impetus for reforms of the Mental Health Act (1983), particularly the proposal to allow people like Stone to be detained indefinitely before they commit any crimes. In addition to this, the increasing influence of personality disorder as a diagnostic category has shaped the development of many specialist services in the community, to provide treatment for individuals deemed to be suffering from disorders that manifest in self-defeating or ‘out-of-control’ behaviour.
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In conjunction with this, a number of similar descriptions have been applied to very young children, the most contentious being oppositional defiant disorder (ODD), which is described as being seen characteristically in children below the age of 9 or 10 years, and is defined by the presence of markedly defiant, disobedient, provocative behaviour, and by the absence of more severe dissocial or aggressive acts that violate the law or the rights of others. It is important to note that the frequency of the observed behaviour has to be in excess of that expected by the child’s peer group.


The concept of personality disorder has been subjected to some criticism, as an oversimplification of the complexity of what psychological researchers have spent many years defining, and is over-reliant on the influence of trait theories of personality (e.g. enduring and fundamental aspects of personal style) in favour of state theories of personality (e.g. reacting to environmental factors). A particularly cynical observer might note that the dimensions used to describe personality disorder are all behaviours found to be toxic or obnoxious to others; behaviours that are ignored are those that are equally dysfunctional for the individual performing them, but are pleasant, even helpful, to the recipient. As such, the concept of personality disorder may represent simply a very eloquent, technical, but nonetheless value-laden, way to call someone names.


In relation to the mental disorders, psychiatric diagnosis experiences a similar difficulty, particularly with regard to the definition of a ‘delusional belief’. This is often described as a belief that is not logically consistent, yet is maintained in the face of contradictory evidence, and often associated with strange behavioural routines – for example, drawing every curtain in the house to stop the police spying, even though no police have ever been sighted near the house. Cognitive psychology has provided extensive evidence to suggest that human beings are remarkably poor at understanding the nature of statistical evaluation of probability, often demonstrating significant biases in reasoning. Many fine examples of such biases can be found in the explanations offered by people using so-called lucky charms, or those repeatedly using a special set of numbers in the national lottery, but it hardly seems reasonable to describe these as ‘indicative of delusional behaviour’. One of the features inherent in the diagnosis of schizophrenia is that the sufferer is described as having little or no insight into mental health difficulties. As such, those people who do not accept that they may be suffering from mental illness can be described as presenting with no insight into their problems, and it is only when they begin to acknowledge that they have a mental illness that they can be deemed to be moving towards recovery. It is not difficult to see the circular logic involved in this conceptualisation, and it will come as no surprise that this is often cited by user groups as primary evidence of ways in which psychiatry can be abused and used to subjugate those who simply ‘do not fit in’.


Although clinical psychologists may vary in their opinions regarding these issues and debates, it is generally accepted that systems of psychiatric classification alone are highly problematic, and therefore it is necessary to undertake a more specific psychological assessment in order to understand exactly which aspects are associated with most distress and to enable clients to develop a method by which they can understand their experiences and generate alternative ways of coping with them.


Race, gender and sexuality issues in clinical psychology and diagnosis


Race and ethnicity cannot be separated from issues of diagnosis and, as highlighted in the previous section, psychology has a vital role in raising awkward questions relating to the involvement of power in psychiatric diagnosis. In the mid 1990s, Cochrane and Sashidharan (1995) found black and ethnic minority in-patient admissions to be significantly higher than those for the white population. Despite various theoretical attempts, it is not possible to explain these differences as a result of biological differences or as the product of immigration. Similarly, black men are over-represented among those diagnosed with severe and enduring mental illness and tend to be over-medicated (Fernando, Ndegwa and Wilson 1998). Sadly, very little research has been conducted into the long-term effects of racism on the development of severe and enduring mental health problems, even with regard to the impact of racism on admission.


Research in psychiatry and clinical psychology tends to focus on problems, and, consequently, exploring ‘problems’ as these are ‘observed’ in particular groups. Approaching research from such a position is not free from bias, and it may tell us as much about deep-rooted biases in the world of psychiatry and clinical psychology as it does about particular ‘problems’ in specific communities. For example, the low rate of neurotic conditions within the Asian community is often reframed as a cultural ‘problem’. Indeed, cultural practices are blamed for stopping individuals presenting for intervention for psychological problems, and it is argued that the under-representation actually indicates a resistance by the Asian community to engage with services, therefore covering up significant mental health problems. Surely it is also possible that strong community customs and structures may serve as a protective factor against the development of such problems? Another important issue to consider is the fact that western-based psychological therapy is firmly rooted in individualism, with an emphasis on independence and self-actualisation, whereas other cultures emphasise relationships with others, such as family duties. Approaching a problem from a Eurocentric, psychiatric disease model is only one way to consider the issues, and will not necessarily result in appropriate conclusions or theories.


Although noted within the BPS as a clear difficulty, the percentage of clinical psychologists from ethnic minorities remains very small indeed; applications to the Clearing House for Clinical Training in 2006 suggest that 91 per cent of applications were received from people recording their ethnic origin as white (Clearing House in Clinical Psychology). The slow rate of change remains a concern, as clinical psychology remains, essentially, a white professional group.


In the case of gender composition, the ratio of women to men applying for clinical training is approximately 5.6:1, and this ratio is preserved in applicants who are successful. While this represents a positive improvement in equal opportunities from that reported by Nicholson (1992), there is still considerable distance to cover, and women remain subject to long-standing gender-based expectations and restrictions, particularly in respect to their careers (e.g. despite the considerable over-representation of women to men in clinical psychology, many work part-time to support young children, unlike their male counterparts). Clinical psychology remains a very high-status profession, in which competition for places and jobs is high. Sadly, this means that it is a career choice likely to emphasise the contradictory aspects of womanhood and career.


Clinical psychology has a past based in the less savoury elements of deep-seated homophobia, particularly evident in the use of aversive behavioural methods to ‘treat’ homosexuality during the 1960s and 1970s. In previous years, people presenting with various difficulties associated with sexual orientation might have expressed a desire to change what was perceived as deviant. Consequently, clinical psychologists might have been prepared to offer ‘treatment’ without question, as a motivation to change what was considered ‘deviant’ was entirely understandable. Indeed, the very notion that sexual orientation is open to behavioural intervention now seems both outrageous and somewhat silly, aside from the ethical difficulties this raises.


Stages in working with individual cases


Reaching the clinical psychologist


There are several ways in which an individual might access the services of a clinical psychologist working in primary mental health services, such as those for people with neurotic or depressive symptoms, and those for individuals with learning or developmental disabilities. Indeed, it is possible for individual members of the public to refer directly to most clinical psychologists, although NHS services generally require a referral from a general practitioner, psychiatrist or community mental health team. In addition to these routes, clinical psychologists are also employed by charities and social services departments, which might also act as a means of referral. Gaining access to more specialised clinical psychology services, such as neuropsychology or clinical forensic psychology, requires a more specialised referral, usually from a psychiatrist.


Increasingly, clinical psychology services are available by independent referral, and it is also possible for individuals to access the British Psychological Society for details of the particular skills and availability of clinical psychologists who offer independent work in the individual’s local area. For example, a client may refer with a difficulty in relationships, perhaps related to concerns about stress or satisfaction with their role within the relationship. Some clients may experience particular difficulties with sexual performance or very specific reactions to situations that they have become concerned about. In severe cases, this may relate to problems associated with excessive behaviours such as substance use, or recurrent thoughts that have become troubling.


At this stage, it is usual practice for the clinical psychology service, or the individual clinical psychologist, to provide an introductory letter that will explain the process of the referral and provide times for which a meeting might be arranged. The following gives a basic outline of the typical process involved in meeting with a clinical psychologist.



Initial assessment


At the first interview, the clinical psychologist will introduce themselves and provide a brief introduction to the work of a clinical psychologist, and outline how this differs from other professionals. It is during this initial session that the clinical psychologist draws on the most basic of interpersonal skills in order to establish rapport with the client. This requires active listening and core counselling skills, to create an empathetic environment in which clients can discuss difficulties, which may have become debilitating and are often a source of great embarrassment. The primary goal is to ascertain whether the client is presenting with a difficulty that can be ethically and appropriately addressed through psychological therapies. For example, individuals may wish to discuss feelings of concern that partners will reject them or perceive them as not worth bothering with, or they may become increasingly anxious or upset that they will be unable to satisfy a sexual partner.


More detailed and structured consideration of the intensity, frequency and duration of the difficulties might reveal that the anxiety generated about a potential problem is the real issue or, indeed, that the responses under consideration are perfectly usual given the situations people find themselves in. It may be the case that carers (of young children or people with learning disabilities, for instance) approach clinical psychologists, requesting intervention for behaviour they consider to be problematic, but assessment might reveal that it is the reaction of the carer that exacerbates the difficulty, and therefore intervention is most appropriately directed towards the carer, as opposed to the original target of the referral. A person with learning disabilities described by carers as ‘challenging’ and ‘a handful’, for example, on more detailed observation of frequency and intensity, may be noted to present with little or no difficulty, or indeed interaction, and then only be considered ‘a challenge’ when carers are required to engage with them and find that they cannot complete other tasks which they have prioritised above interaction with the client.


At this stage, the clinical psychologist will often ask a considerable number of detailed questions regarding the intensity, frequency and duration of the difficulty, and may require clients or carers to complete records of behaviour, thoughts or emotions. In addition, the clinical psychologist may decide that further information regarding the nature of the presentation would be of benefit, and therefore will request that clients complete assessments of personality and social functioning, key emotional responses or symptom checklists. In certain situations, a clinical psychologist may undertake additional and more structured formal psychometric assessments of intellectual functioning or key aspects of cognition, such as memory, to assist in the overall assessment of the difficulty.


Formulation of the problem


Given that clinical psychology is an applied social science, it is essential that practitioners apply generalised psychological models and theories to their interventions. As a consequence, the formulation of an individual’s problem forms the basis of clinical psychology practice, providing an interface between theory and practice and embodying the principles of the scientist-practitioner model (see Chapter 1).


Formulation is a key skill of the clinical psychologist, but the subject of very little research or agreement. Essentially, a formulation is a way of understanding problems from a psychological perspective, including some rationale about how this has developed and been maintained, and, therefore, how an intervention might reduce any distress or interference in the future. For most clients coming to a psychologist, their problems appear to be a confusing mess of different elements that undermine and interfere with life and seem to occur without any reasonable explanation.


One way of understanding psychological formulations is that, as these are based on established psychological research, they reflect an attempt to test the predictions of the theory by applying it to a specific problem. It is a test of the skills of the clinical psychologist to make a formulation as simple and straightforward as possible, and include only that which is necessary to explain the client’s unique problems. As a consequence, a formulation must be hypothetical and remain open to change when, or if, new information comes to light. For example, an initial formulation about someone presenting with sleep and digestive difficulties, and an excessive preoccupation about a relationship ending, might first be formulated to be overly concerned with potential negative consequences and therefore spending too much time ruminating over a fear that their relationship will end. On gathering more information, however, it may become apparent that the individual has long-standing concerns about their body image and has expended huge efforts to achieve a ‘nearly perfect’ body. The distorted perception they hold in regard to their own body may be linked to a global evaluation of themselves as fundamentally unappealing, and this might act as a filter, detecting any incidents of perceived ‘rejection’ or ‘dissatisfaction’ by partners, regardless of the reality of these perceptions.


Executed well, psychological formulation enables the clinical psychologist to differentiate between origin and any secondary aspects, which can reduce the perceived complexity of experience for the client. This often involves identifying similarities between an apparently wide range of diverse symptoms and problems, and making observations as to the function that these might serve. For example, if a parent is exhausted by a child who has been behaving in a particularly challenging way, there is a temptation to relax and leave the child to their own devices when all is quiet. This results in ‘peace and quiet’ for the parent, but may actually reinforce very noisy and challenging behaviour, as attention from the parent is very desirable for the child. Similarly, the fear invoked by appearing to be foolish may be sufficient for a client to avoid going into new social situations. By avoiding these, however, the dread of committing such a gaffe is strengthened, and the thought of happening upon a new situation becomes terrifying in and of itself. By formulating this problem, it may be possible to understand that a process of attribution of the causes of such distress (Seligman 1975) results in the development of a belief that others find them foolish and that the emotional consequence of being considered as such is linked to a core self-evaluation that they are, indeed, foolish. The discovery of this by others would be catastrophic, as it would mean that no one would want to socialise with them and they would be left alone. Thus, the different elements of the problem can be identified: the self-evaluation of foolishness, the fear of being alone, without friends and essential social contact, the attribution of negative evaluation by others and then the process of reinforcing the fear by avoidance. It may also be necessary to consider where the core evaluations originated and how the social systems in which the individual lives have further reinforced these and similar thoughts. A variety of different aspects of psychological theory can be introduced, such as attribution theory, cognitive psychology and reasoning biases, arousal theory, behavioural and reinforcement theory, and then a rationale for challenging the beliefs in therapy sessions, encouraging the client to practise methods to reduce anxiety, thereby reducing avoidance and preventing the problem from escalating, and agreeing on safe ways to change thoughts, behaviour and emotions for the future.


Formulation allows the clinical psychologist to prioritise those elements which can be dealt with first and will often enable client and psychologist to agree a strategy for intervention that is both obvious and transparent. In addition, formulation-based intervention enables the clinical psychologist to predict how the client will typically react to key situations, and therefore to identify potential pitfalls during intervention (e.g. seeing mistakes as catastrophes or underplaying achievements). Formulation, therefore, is a collaborative process between the client and the clinical psychologist, in which cause-effect and action-consequence can be separated and understood to identify what needs to change (e.g. a specific element such as thinking or behaving, or the magnitude of this) in order to reduce distress. Formulation enables clinical psychologists to make predictions about the process of change, and also provides a method for explaining why change is not taking place.
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Box 4 Ten tests to check a psychological formulation





1 Does it make theoretical sense?



2 Does it fit with the evidence gathered during the assessment?



3 Does it account for predisposing, precipitating and maintaining factors?



4 Does it make sense to peers?



5 Is it possible to generate predictions about the client’s thoughts, emotions or behaviours?



6 Can you test these predictions by safe experimentation?



7 Does the past history fit?



8 Does it suggest an intervention and does this progress as the theory would predict?



9 Can it be used to identify future sources of risk or difficulty for this person?



10 Are there important factors left unexplained?
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What is the difference between diagnosis and formulation?


Psychiatric diagnosis is fundamentally concerned with symptom-based models, relying on correlations between individual cases. It tends to concentrate on the individual’s current symptoms, making predictions (prognoses) based on hypothetical model cases (e.g. ‘classical depression’). As such, diagnosis is frequently not based on sound scientific methodology, nor is it dependent on a theory; instead, it is collected from a set of assumptions about cases that correlate, often considered as ‘symptoms’. As an alternative to this, formulation is essentially ‘ideographic’, that is, it is designed around the unique presentation of the individual. It can account for the original onset, maintenance and future likelihood of any given presentation or set of symptoms. At its most effective level, formulation should draw on considered and established psychological research, so that it remains fundamentally theoretical in nature.


For many people experiencing psychological distress, the most fundamental difficulties are related to their apparent inability to make sense of what is often a confusing morass of symptoms. Psychiatric diagnosis can provide an instant ‘explanation’ of these, but may offer a longer-term problem, as it represents a label or a very disheartening future prognosis. On the other hand, a coherent and collaborative psychological formulation of these difficulties provides a theoretically guided method for structuring the information concerning an individual problem, and consequently a logical and coherent basis on which someone can make sense of their experience. Although often considered to be an empowering experience, the limited research available suggests that the psychological formulation may present a challenge (Chadwick, Williams and Mackenzie 2003), perhaps because it implies the need for individuals to change themselves, elements of the way they understand the world or the way they relate to other people.


Given that formulation is central to the work of clinical psychology, it might seem surprising that so little published work exists within the clinical psychology literature regarding methodology, impact or efficacy of such a core skill. Indeed, the available empirical evidence to suggest that interventions are demonstrably better where these are formulation-based is limited, and this remains largely an a priori assumption. From the limited literature available, individualised treatments based on unique formulations appear to be little better than off-the-shelf, ‘standardised’ treatments (Emmelkamp, Bowman and Blaauw 1994; Jacobson et al. 1989; Schulte 1997; Schulte et al. 1992). In the financially driven environment of health provision, it is hard to justify the luxury of a bespoke intervention plan, specifically designed to meet the needs of the individual client, if there is a readily available treatment manual that contains a step-by-step method to treat the disorder. The absence of thorough empirical studies on the efficacy of individual psychological formulation versus application of a generalised model does little to promote the value of a key clinical psychology skill.


Intervention


Following on from the formulation, the clinical psychologist devises an intervention strategy, designed to target key aspects of the difficulty and therefore reduce the subjective suffering of the individual. Sometimes formulations need to address wider elements in the life of the individual and will consequently include the family or social system within which the individual lives. Clinical psychologists introduce aspects of the psychological theory and research, and blend this with key therapeutic skills intended to maximise the likelihood of positive change. Although most clinical psychologists are broadly multimodal (e.g. they will have a variety of therapeutic models on which they can draw), they may favour one particular orientation over another, and this will form the basis of their intervention strategy. It is not unusual for clinical psychologists to involve clients in significant amounts of self-directed work, often referred to as ‘homework’. Similarly, in the case of the client’s wider social structure, the clinical psychologist may direct family, carers or other professionals working with the client to change the ways that they have become used to using in response to the individual.


In the case of working with complex systems, such as those found in residential accommodation or nursing homes, the perceived challenges posed by particular clients may actually reflect differences in the ways in which groups of carers respond to particular problems. For example, it may be the case that an individual with an alcohol-related dementia such as Korsakoff’s syndrome, where memory and the acquisition of new skills are severely impaired, presents with aggressive behaviour only at certain times, which may have been explained by the care home as symptomatic of the illness and therefore beyond any therapeutic intervention. Closer analysis, however, reveals that some members of the direct care team do not introduce themselves to the client or reinforce the fact that she is now living in a nursing home. Consequently, this leads to increased confusion and aggressive behaviour as the client attempts to challenge care staff whom she mistakes for intruders in her home. In such circumstances, the clinical psychologist may design a behavioural strategy that includes a training component to encourage all staff to respond in a uniform, yet more constructive manner. Continuing with the previous example, the clinical psychologist may suggest that when staff approach the client, they use very clear cues to orient her to her surroundings and remind her that she is now living in a care home. Similarly, it may be necessary to remind the client of the date and that the people who approach her are members of staff. At times, this may be as simple as providing a clear picture board, with simple orientation information, using photographs in conjunction with words.


Clearly, in such situations, the full range of clinical psychology skills is necessary to maintain the motivation and engagement of carers, who perceive the problem as being outside of themselves. At times, this can be very difficult and may require a fundamental change of approach within the service.


Evaluation


Essentially, clinical psychology is an application of psychological theory and research to the real world of human experience, and this requires careful evaluation to address two important issues. The first of these relates to whether an intervention is effective at reducing the identified target behaviour and therefore follows the predictions made by the formulation. The second, and possibly more important issue, relates to whether intervention is ineffective and, therefore, whether the initial assessment accurately identified the nature of the problem or if the formulation requires restructuring. Restructuring a formulation might involve ‘fine-tuning’ to identify accurately under what conditions symptoms may worsen or ease. It may be the case that the problem presented with initially may not actually be the real difficulty, but rather a consequence of other problems. For example, someone seeking help with ‘relationship problems and poor assertiveness’ may report no improvement from assertiveness training, and subsequent investigation might reveal significant problems associated with a history of childhood sexual abuse that are impacting on adult relationships.


At this stage, the clinical psychologist will utilise a collaborative approach to working with the client in order to share the outcome of the intervention thus far. In the event that the intervention is clearly not impacting on the difficulty in the predicted direction, the clinical psychologist will generally raise the issue of whether there may be additional factors acting on the problem that were not discussed in the initial assessment, or if key information was not disclosed. At times, this can be a challenging process, but it may be a very necessary step in the process of positive growth for the client.


Often, the clinical psychologist will utilise a comparison of pre- versus post-intervention intensity on a range of measures, in order to demonstrate the impact (or lack of it) on the target behaviour. This might be represented in graphical form to reinforce positive progress, where appropriate.
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A day in the life of a clinical psychologist


Arrive at approximately 08.30 to prepare for a clinical meeting to discuss a joint client with colleagues from another part of mental health services. Check final typed copy of the report and formulation of the particular presenting problems and summary of therapeutic input, then sign and ensure that sufficient copies are available for the meeting. Before the meeting begins, double-check with the client and their advocate that they still give consent for the nature of their difficulties to be discussed, and outline some of the basic elements of the meeting structure. At the meeting, it is necessary to chair and facilitate active involvement from both the client and their advocate. At the end of the meeting, an action plan is agreed for the transfer of the client to another service, including a clear timescale, with achievable objectives that are understood by all parties.


Immediately following this meeting, the referrals panel meets to discuss any new referrals to the service and to share information on any clinically relevant elements that may require a response. Diary dates in respect of clinically significant multidisciplinary meetings, reviews and assessments are shared, and then any forthcoming dates where psychologists will not be available are agreed. At this meeting, three new referrals are received for clinical psychology, and it is agreed that assessments will take place within the next six to eight weeks. These include an assessment of risk associated with a long-standing history of sexually aggressive behaviour, a referral for an assessment of suitability to undertake psychological therapy, and a request for a clinical psychology opinion regarding a diagnosis of possible obsessive–compulsive disorder.


The referrals meeting and a quick lunch are followed by a drive to the outpatient clinic for two appointments with long-standing clients who are engaged in psychological therapy, one for long-standing sexual and gender identity difficulties, and another for an individual who has significant anger and personality problems.


Following these, drive to an in-patient unit appointment with another long-standing client, who is currently spending a period of respite on the in-patient acute admissions unit. This client has gradually developed trust in the service and agreed to commence psychological therapy to understand the nature of his psychotic illness and the impact of childhood sexual abuse.


At approximately 15.30, drive back to the team base to provide clinical supervision to junior colleagues and trainee clinical psychologist currently on specialist placement. In the supervision session, it is agreed that it would be particularly useful for the entire clinical psychology department to request an additional training session on the assessment of alcohol-related neuropsychological damage. It is agreed that the assistant psychologist will contact the local neuropsychology service to enquire about possible speakers. At the end of the day, it is necessary to catch up with emails, post and general administrative duties, including dictating summaries of the day’s therapeutic sessions.
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How would I become a clinical psychologist?


This is probably the question asked most frequently by undergraduate psychology students, and, surprisingly, the answer remains complex.


Applications to clinical psychology training courses are through the central system and not directly to courses. Although each course may have particular aspects or requirements, the following are necessary prerequisites for a successful application. An essential first step is to obtain a first degree in psychology that qualifies for Graduate Basis for Registration (GBR) of the British Psychological Society. It is very important to establish whether a first degree entitles you to GBR if you wish to pursue a career in clinical psychology before starting a programme. Some psychology degrees qualify for Graduate Membership of the BPS, but this is not the same as GBR. If your first degree only confers Graduate Membership, you will need to undertake additional study before being eligible to apply to courses.


Competition for places on training courses is fierce and, consequently, a strong first degree will provide an advantage. Candidates with a 2:1 honours degree classification or above are the standard, although occasionally courses will consider applicants with a 2:2 (generally, you will be expected to demonstrate further evidence of your academic ability, such as an MSc or publications in peer-reviewed journals). There have only been six successful applications to the Clearing House from undergraduates without postgraduate experience since 2000, and therefore it is highly unlikely that candidates making an application from a first degree will be successful, unless there is something unique about the application.


It is essential that you strengthen your application by undertaking some relevant preclinical experience, as this demonstrates that you are aware of what you are applying for and that you have an idea of what is involved in the role of a clinical psychologist. To strengthen your application, it is of benefit to be able to demonstrate that you have worked in a variety of different settings, with a range of different client groups. In the financial reality of the NHS, it is often not possible to secure employment in the more traditional assistant psychologist role, and therefore other forms of caring or direct role with clients may provide experience. Overall, it remains very important to secure supervision from a qualified clinical psychologist, as they may be willing and able to provide you with a reference relating to your suitability.


In addition to the clinical experience, your application will be strengthened significantly by completion of a research project by which you can demonstrate research skills beyond your undergraduate studies. If possible, try to take part in projects that are clinically relevant and likely to result in some form of publication in a peer-reviewed journal or other credible publication.


While clinical psychology remains a profession with excellent career prospects, the centralised funding increases pressure on courses to maintain strong completion rates and this strongly influences the choice of candidates. Candidates with a record of academic achievement, established clinical skills and clear evidence of an ability to complete are significantly more likely than others to secure a place on a training course.


Where can I find jobs?


While the BPS Appointments Memorandum does advertise assistant psychologist posts, this is not the sole source, and it is important to check the NHS vacancies website, The Guardian and The Independent newspapers, and social services vacancies and voluntary sector opportunities. Owing to increased pressure on assistant psychologist posts, some services will only advertise locally, so check your local press as well.


As employees of the NHS, trainee clinical psychologists are required to undergo a Criminal Records Bureau check, because the job entails working with vulnerable people and children. Similarly, NHS salaries and conditions of service are centrally agreed and available, so candidates will know what their salary will be throughout the three years of clinical training. It is expected that trainees will conduct themselves appropriately as employees of the NHS, and attendance on training days is compulsory (with a prescribed amount of annual leave). Similarly, disciplinary regulations are also applicable to trainees.



How good are my chances?


In total, for the 2006 entry, 2442 people applied to undertake training in clinical psychology, with 554 places available (although this is influenced by the fact that each application includes four choices). Across all courses, the ratio of applicants to places ranged from 9:1 to 24:1, so it is essential to improve your application wherever possible. Here is a quick checklist to improve your chances:




• Plan time to strengthen your application.


• Gain experience during and after your degree (e.g. nursing assistant, befriending, youth work).


• Consider a clinically related undergraduate project (e.g. one that makes theoretical predictions about psychological disorders).


• Inform yourself about clinical psychology and read relevant journals (e.g. British Journal of Clinical Psychology).





For further information and applications, contact the Clearing House for Post Graduate Courses in Clinical Psychology, University of Leeds, 15 Hyde Terrance, Leeds, LS2 9LT. Website: http://www.leeds.ac.uk/chpccp/


Data from the Clearing House suggest that female applications to clinical courses outstrip male applications (by approximately 6:1), and the relative success of applicants reflects this ratio. The age of applicants ranges from 20 to over 50, but the majority are aged between 20 and 29 (78 per cent), and of these, only 37 per cent are aged between 20 and 24.
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DEVELOPMENT OF CLINICAL PSYCHOLOGY


The term ‘clinical psychology’ was first used by Lightner Witmer, who founded his psychological clinic to apply the principles of theoretical psychology, initially to education, and later to mental health problems, in Philadelphia (Pennsylvania) in 1896. Witmer was particularly interested in ways in which experimental psychology could be used to perform ‘experiments’ in order to understand the difficulties presented by clients. The term ‘clinical method’ is said to have been coined by Witmer, as a process to apply psychology to individual cases, and he was also the first to note the distinction between ‘pure’ and ‘applied’ psychology, while indicating the intimate nature of the relationship between the two, suggesting that what fosters one, fosters the other. In 1908, Witmer founded the first journal of clinical psychology, The Psychological Clinic.


[image: ]


In 1934, the first official meeting of the Pennsylvania Association of Clinical Psychologists (PACP) was held, and by 1935 over 150 psychological clinics had been established in the United States, with more developing around the world. The first formal course was established in 1904, and by the First World War clinical psychologists had developed a variety of roles and interventions, with six main activities forming distinct aspects of the work of clinical psychologists: assessment, treatment, research, teaching, counselling and management.


Following the Second World War, an increase in the demand for clinical psychologists led to the recognition that there was a need to train significantly more, and the Veterans Administration, a US Government department, defined clinical psychology as ‘a profession which implies doing diagnosis, treatment and research related to adult disorders’ (Compas and Gotlib 2002: 47). The Veterans Administration went on to outline the need for training to be of a sufficiently high standard and therefore required a doctoral degree, which, in turn, prompted the development of accredited clinical psychology training programmes. The Committee on Training in Clinical Psychology, led by David Shakow, recommended the following proposals, which were outlined at the 1949 Boulder (Colorado) conference – hence the model is referred to as the ‘Boulder model’:




1 Clinical psychologists should be primarily psychologists (i.e. a scientist with practical skills and knowledge).


2 Clinical training should be as strict as in other non-clinical fields of psychology. It should involve the setting up of standards for postgraduate training.


3 Clinical training should focus on assessment, treatment and research.





Meanwhile, in the UK, progress had been somewhat slower, and during the 1930s child guidance clinics were created, based on the American influence of applied psychology to the treatment of juvenile delinquency. These clinics included an early example of multidisciplinary working, being comprised of psychologists, psychiatrists and social workers, with specific tasks undertaken by different professionals, including the assessment, design and delivery of special educational measures for young people identified as presenting with particular difficulties. It is notable that, at this stage, these services were largely voluntary in nature. Around this time, the BPS committee of professional psychologists (Mental Health) began to coin the phrase, ‘clinical’ when referring to psychologists working within child guidance clinics, and this became adopted as a term describing the application of psychology to mental health, as opposed to educational problems, for which the term ‘educational’ psychologist was used. By the 1940s, when it became clear that clinical psychology was a growing branch of applied psychology, the adult section of the BPS was formed.


It is no coincidence that in the United Kingdom clinical psychology training is centrally funded by the NHS, and the development of the profession has closely followed the development of the NHS itself (established in 1948). Just ten years after the formation of the NHS, it was agreed that an honours degree and postgraduate training in clinical psychology should constitute the basis of a separate professional group within the embryonic National Health Service, and that it would be possible to practise as a clinical psychologist only having completed such a period of training. Therefore, in 1958 the Division of Professional Psychologists (Educational & Clinical) was formed within the BPS, and in 1966 the Division of Clinical Psychology was founded. At the time, it was noted that one of the central purposes for forming such a division was to provide an organisational structure within the BPS to respond quickly to matters related to the employment of clinical psychologists within the NHS. Despite the close association between the NHS and clinical psychology, initial human resources planning omitted provision for psychologists and it was only following intervention by the BPS that a career structure was established.
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Figure 2.3 Lightner Witmer
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