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Preface


Foundations of Clinical Psychiatry has served as a comprehensive introduction to clinical psychiatry for students of medicine and other health professions for almost a quarter of a century. It has also been a useful volume for those working in health and social services who encounter people with psychiatric problems.


We have thoroughly updated the text in preparing this fourth edition, taking into account advances in the subject over the past decade. Retaining the same structure as in previous editions, we have organised the chapters in four parts: an introductory guide to clinical psychiatry; accounts of the principal conditions encountered; specific patient groups and clinical settings; and principles and details of typical clinical services, and of biological and psychological treatments.


The purpose of Part I is to provide students with the means to empathise with and understand people with a troubled mind. The introductory chapter gives a historical context, and the chapter that follows distinguishes between ‘common sense’ and ‘psychiatric sense’ by examining the fascinating case of Vincent van Gogh. Chapter 3 deals with the all-important ethical dimension of working in what is arguably the most sensitive branch of clinical medicine. The causes of psychiatric disorders and the principles of their classification are covered in Chapters 4 and 5 respectively. Chapter 6 contains an overview of the clinical phenomena readers are likely to observe in practice and introduces them to the user-friendly ‘biopsychosocial’ framework, which allows practitioners to integrate all the information elicited into a coherent whole, paving the way to an optimal treatment plan.


Part II leads readers through the range of disorders seen in clinical practice. The sequence is from those conditions understandable in a common-sense way, such as reactions to a crisis, through mood and anxiety disorders, to disorders that require a more expert psychopathological perspective. The eleven chapters in this part cover adjustment disorders, anxiety states, post-traumatic stress, mood abnormalities, disordered bodily functioning, eating problems, disturbed sexual functioning and gender identity, personality disorders, substance misuse, schizophrenia and related psychoses, and neuropsychiatric diagnoses.


In Part III, Chapters 18–21 focus on children and adolescents, people with an intellectual disability, women and the elderly, and Chapters 22–25 cover suicide and suicidal behaviour, and the relationships between psychiatry and the law, psychiatry and family practice, and psychiatry and the culture in which its practitioners work.


Part IV focuses on the help we offer patients, discussing the provision of mental health care in various settings (in Chapter 26), and biological and psychological forms of treatment (in Chapters 27 and 28 respectively). However, it will be obvious in many chapters that medications and the psychotherapies are often used in combination.


Outlines of ICD-10 and DSM-5 make up the two appendices; their purpose is to offer the reader an efficient overview of these two commonly used classifications.


A list of ‘further readings’ at the end of each chapter will enable students to broaden their knowledge of topics they find interesting and/or to deepen their understanding of the patients (and families) they meet during their psychiatric rotations.


We can recall from our student days the attitude many of us had towards textbooks. Once we had finished a clinical rotation and its assessment, we would dispose of the prescribed text. We hope students will adopt a different strategy in the case of Foundations of Clinical Psychiatry. We envisage that virtually all the chapters will prove useful with other rotations (e.g. the chapter on women’s mental health for the obstetric and gynaecology rotation, the chapter on child and adolescent psychiatry for paediatrics, the chapter on psychiatry in the elderly for geriatrics, and so on). Indeed, based on our teaching experience, this text will also be relevant during internship and postgraduate training. Since the biopsychosocial framework looms large in contemporary medical practice generally, and is the one we highlight throughout the book, attending to the psychological dimension of patients will be readily facilitated by reference to Foundations of Clinical Psychiatry.


Many people have made this book possible. First, we wish to pay tribute to all the authors who have contributed to the new edition. We are especially grateful to our senior colleagues who agreed with us at the outset that we use this opportunity to encourage and help train the next generation of psychiatrist-writers. We stumbled on the idea of asking authors to invite one or more of their brightest protégés to co-author their chapters; the outcome has been most gratifying. Witnessing the commitment of our younger colleagues and their obvious sense of satisfaction has been a highlight of the editorial process.


Collaborating with the staff of Melbourne University Publishing has been a great pleasure. Our copy editor, Lucy Davison, has enhanced the text adroitly. We have also been fortunate in collaborating with Sally Heath and Louise Stirling; they have looked after us so well. Jeremy Taylor, the chief librarian at St Vincent’s Hospital, Melbourne, has unearthed elusive references. We are grateful to Michael Leunig for allowing us once again to reproduce his wonderful cartoons in this edition. It is always a bonus to be encouraged and supported by family, friends and colleagues; our sincere thanks to all of you.


Finally, we are indebted to the students who use our new edition. Not only are they helping to keep Foundations of Clinical Psychiatry in print for another edition; they are also supporting (though they might not know it) the valuable work of the mental health organisation SANE, to whom we will be donating all royalties due to us as editors. So those of you who purchase this book will join us as donors to a worthy cause!


Sidney Bloch


Stephen A. Green


Aleksandar Janca


Philip B. Mitchell


Michael Robertson


Melbourne, Australia


November 2016
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An Approach to Clinical Practice






1



The History of Mental Illness and its Treatment


Sidney Bloch


ATTEMPTS to understand and treat the mentally ill go back centuries. Name changes reflect the diverse ways in which mental illness has been regarded. For example, ‘lunacy’ is derived from the belief that people’s mental states deteriorated at full moon; ‘insanity’ from the Latin insanus, meaning unsound mind; and ‘psychiatric’ from the Greek words for soul, psyche, and healer, iatros.


Possibly the earliest account of a disturbed mind is recorded in the Ayur-Veda, a 3500-year-old Hindu text. A man is described as ‘gluttonous, filthy, walks naked, has lost his memory and moves about in an uneasy manner’. In the first Book of Samuel, we read that King David simulated madness in order to escape from the wrath of King Saul: ‘And he changed his behaviour … and feigned himself mad in their hands, and scrabbled on the doors of the gate, and let his spittle fall down upon his beard’. In the Book of Daniel, we find a vivid description of King Nebuchadnezzar’s mental state: ‘And he was driven from men, and did eat grass as oxen, and his body was wet with the dew of heaven, till his hairs were grown like eagles’ feathers, and his nails like birds’ claws’.


The ancient Greeks went beyond mere description of madness. Their explanations of the causes centred about an imbalance of bodily humours or fluids. Hippocrates, in the fourth century BCE, viewed it this way, but also invoked environmental, physical and emotional causal factors. The Greek physician Galen, who practised in Rome 600 years later, persisted with the concept of fluid imbalance, postulating that depression was caused by an excess of black bile (hence the term ‘melancholia’, from melas, black, and khole, bile), though he also took emotional influences such as erotic desire into account. Modern psychiatry conceptualises disturbances of mood in strikingly similar ways to those of the ancients. Indeed, the term ‘melancholic features’ resurfaced in the twentieth century to describe the biological changes seen in depression.


During the Middle Ages, the monasteries preserved the view of madness as an illness and of those afflicted as blameless. At the same time, the more sinister belief that the principal cause of the troubled mind was possession by the devil prevailed. Sufferers were taken to sanctioned healers, usually priests or shamans (a practice still carried out today in some cultures).


People who failed to respond to such routine treatment might then seek out a celebrated expert. The case of Hwaetred, a young man who became tormented by an ‘evil spirit’, is a clear example. So terrible was his madness that he attacked others with his teeth; when men tried to restrain him, he snatched up an axe and killed three of them. Taken to several sacred shrines, he obtained no relief. His despairing parents then heard of a monk who lived as a hermit north of Cambridge. After three days of prayer and fasting, Hwaetred was purportedly cured.


Historically, sin has rarely been seen as causing mental illness. Rather, it has been regarded as a visitation from without, affecting even righteous people. A particularly harrowing period, though, was the seventeenth century, when religiously inspired persecution of the mentally ill was supported by the clerical hierarchy, who designated them as witches. Fortunately, this coincided with the medical profession’s claim to exclusive practice of the healing arts, such as they were, and its withdrawal from its former association with the priesthood. A new fairness in the treatment of deranged people resulted both from the church’s emphasis on charity and from medicine’s growing agreement that the cause of insanity was physically based.


[image: Image]


Death by public drowning was once the not uncommon fate of mentally ill women branded as witches.


Source: The Remarkable Confession and Last Dying Words of Thomas Colley, London (undated).


Life before the Industrial Revolution has often been portrayed as tranquil, the countryside supposedly scattered with picturesque villages whose inhabitants tilled the fields, celebrated festivals and cared cooperatively for one another. The reality was otherwise. Thomas Hobbes, the social philosopher, described the lives of his contemporaries as ‘solitary, poor, nasty, brutish and short’. Psychiatrists Martin Roth and Jerome Kroll depict the insane in this period as ‘miserable individuals, wandering around in village and forest, taken from shrine to shrine, sometimes tied up when they became too violent’.


The late eighteenth century was a watershed in the history of psychiatry. Responses to the insanity of England’s King George III revealed society’s ambivalence towards the mentally ill. In France, Philippe Pinel loosed the chains that had fettered the ‘lunatic’ for centuries, ushering in an unprecedented phase of benevolent institutional care. Moral therapy was the most significant advance of this era. It supplanted earlier physical treatments such as purging, bleeding and dunking in cold water. Moral therapy worked instead on the intellect and emotions, and was designed to achieve internal self-restraint and mental harmony. This humane approach was taken up with fervour by the Quakers, who established the York Retreat in England, and the movement was soon also championed in the United States.


The era of the asylum and advent of physical treatments


By the early eighteenth century, the sheer numbers of mentally ill people in burgeoning urban slums demanded action. An institutional solution emerged. Asylums (from the Greek word asulon meaning ‘refuge’) were built with the best of intentions in rural settings, planned to be havens in which patients would receive humane care. In the serenity of the countryside, and through carrying out undemanding tasks, they could be distracted from their internal torment and find dignity far from the madding crowd. But Daniel Defoe, the English writer, remained unconvinced: ‘This is the height of barbarity and injustice in a Christian country; it is a clandestine Inquisition, nay worse’.


Though conceived in a spirit of optimism, asylums deteriorated into centres of hopelessness and demoralisation. They soon became overcrowded dumps. Institutions originally built for a few hundred people were soon holding thousands. Very few residents were discharged; many stayed for decades. Brutal oppression replaced anything that might have resembled treatment; malnutrition and infectious disease became rife. In this grim environment, people were shut away and forgotten. Family contacts were often lost, especially as the asylum was frequently at a distance from the patient’s home. With sufferers out of sight and out of mind, political neglect and a loss of public interest became the norm.


The brooding building on the hill came to symbolise the fear of mental illness and the stigma that still, alas, attaches to it. By the mid-nineteenth century, critics were voicing concerns that asylums had evolved into human warehouses in which mental illness inevitably became irreversible. The combination of powerless patients, hospitals run more for the convenience of staff than for the benefit of the sick, inadequate inspection by state bodies and lack of resources led at times to quite disgraceful conditions. Unwittingly, the spread of asylums also triggered the movement of psychiatry away from the mainstream of medicine. This regrettable divorce was reflected in the term ‘alienist’ for doctors who practised in the asylums. Attendants and medical staff were also often cut off from the rest of society in that they lived with their families in the hospital grounds.


Although the patient’s decline was often the result of years of confinement, the concept of a degenerative process in the brain became widely accepted as a likely explanation and gained added impetus from the rise of pathology as a branch of medical science. The search for causes of mental illness in the brain proved fruitful in some areas, especially in identifying neurosyphilis and the neuropathology of Alzheimer’s disease.


So compelling was the organic paradigm that all major forms of mental illness were assumed to be caused by a degenerative brain process. Thus, when the great German psychiatrist Emil Kraepelin carefully mapped out the clinical syndrome of dementia praecox, he assumed that it also had a degenerative basis and that the outcome was inevitable decline—as did the Swiss psychiatrist Eugen Bleuler, who in 1911 renamed dementia praecox with the term we use today, ‘schizophrenia’. Though most understanding towards his patients, Bleuler propagated the idea that they could never fully recover. This was undoubtedly related to the fact that many of his patients were hospitalised for decades without effective treatment.


Great and desperate cures


In the asylum, too, psychiatry turned into a medical discipline. The accumulation of thousands of patients provided the first opportunity to study mental illness systematically. But the priority was addressing the suffering of overwhelming numbers of disturbed patients. Psychiatrists grasped for ‘great and desperate cures’. Henry Rollin, an English psychiatrist and medical historian, captures the intense zeal of this period:




The physical treatment of the frankly psychotic during these centuries makes spine-chilling reading. Evacuation by vomiting, purgatives, sweating, blisters and bleeding were considered essential … There was indeed no insult to the human body, no trauma, no indignity which was not at one time or other piously prescribed for the unfortunate victim.





Treatments were sometimes based on rational grounds. Malaria therapy, for instance, was launched as a treatment for syphilis affecting the brain in 1917 by a Viennese psychiatrist, Julius Wagner-Jauregg, earning him a Nobel Prize. The rationale for inducing a high fever using the malarial parasite was the heat sensitivity of the spirochete that caused neurosyphilis. Wagner-Jauregg may have had a point; substantial improvement occurred in the nine cases he reported on a year later. But the hope that it would be equally effective for other forms of psychosis was soon dashed. The wished-for panacea was not to be. In any event, malarial therapy was hazardous and difficult to apply.


Insulin coma therapy was introduced by Manfred Sakel in the 1930s in Vienna to treat schizophrenia and was soon being used in many countries. An insulin injection was administered six days a week for several weeks and produced a state of light coma, lasting about an hour, because of reduced glucose reaching the brain. Many years later, an investigation carried out at the Institute of Psychiatry in London showed conclusively that the coma itself was of no therapeutic value. The benefits noted were probably attributable to the conscientious attention given to the patient by dedicated staff over an extended period.


The first widely available and effective physical treatments for mental illness were developed in the asylum. The discovery in 1938 of electroconvulsive therapy (ECT) by Ugo Cerletti and Lucio Bini, two Italian psychiatrists, led to a dramatically effective treatment for people with severe depression. ECT was eagerly adopted, but its history illustrates a typical pattern of treatment in psychiatry where unbridled early enthusiasm is later tempered by a protracted process of scientific evaluation. Exactly the same can be said of psychosurgery—or surgical procedures on the brain—to modify psychiatric symptoms. This was pioneered in 1936 by a Portuguese neurologist, Egas Moniz (another Nobel Prize winner in the field of psychiatry), and a surgeon, Almeida Lima. It has been a source of controversy ever since. Regrettably, the negative image of both treatments still hampers their usefulness for carefully selected patients (see Chapter 27).


A momentous breakthrough was the report in 1949 by John Cade, an Australian psychiatrist, of lithium as a treatment for manic excitement. The lithium story is an illuminating one, revealing how the incorporation of a new medication into psychiatric practice is not always accomplished smoothly. Cade was not the first person to detect the potential benefits of lithium for the mentally ill. In the 1870s, two American clinicians separately prescribed it for ‘nervous excitement’, and in 1894 a Danish psychiatrist described its role in severe depression—initiatives that were ignored for decades until Cade’s observations. Yet another long period followed before studies were undertaken, again in Denmark, to examine the use of lithium to prevent the recurrence of severe changes of mood (its principal application in contemporary practice). The definitive research report was only published in 1967.


Major tranquillisers were discovered fortuitously in 1953 when antihistamine, observed to calm patients undergoing surgery, was also found to reduce the torment of psychotic patients, but without making them sleepy. Shortly after this, Nathan Kline discovered that a drug being tested for its effect in patients with tuberculosis had antidepressant properties—the forerunner of medications for depression. All these drugs radically transformed the practice of psychiatry (see Chapter 27).



The advent of psychological therapies


A very different aspect of psychiatry arose in the 1890s, independently of the asylum. Concerned with neurotic illnesses, the new treatment grew chiefly out of neurology but was also influenced by a scientific interest in hypnosis and the unconscious. Sigmund Freud conceived of a dynamic model of the mind in which—through the mechanism of repression—painful or threatening emotions, memories and impulses are prevented from escaping into conscious awareness. Psychoanalysis grew to become an integrated set of concepts about normal and abnormal mental functioning and personality development, and spawned a novel method of psychologically based treatment. Psychoanalysis has emerged as a major theoretical underpinning of contemporary psychotherapies, and its influence has spread far beyond psychiatry, as evidenced by the number of Freud’s ideas that have entered everyday thinking.


Both world wars profoundly influenced the field. The high incidence of ‘shell shock’ in World War I drove home the lesson that mental illness could affect not only those genetically predisposed, but even the supposedly robust. It soon emerged that anyone exposed to traumatic experiences could suffer psychiatrically as a consequence. A positive outcome from World War II was the development of techniques for screening large numbers of recruits, these providing a picture of the widespread prevalence of emotional problems among young adults. The need to treat large numbers of psychiatric casualties led to the development by military psychiatrists of group therapy. Given that group members were not only helped by the therapist but also learned from one another, group therapy had the effect of breaking down the rigid hierarchy of psychiatric institutions. It also paved the way for the so-called therapeutic community, based on the idea that an entire ward of patients could in itself be an integral part of treatment.


The idea of deinstitutionalisation began to gather pace in the 1960s, driven by a burgeoning civil-rights movement, and by contemporary books such as Asylums by the sociologist Erving Goffman. His minute observations of the sense of oppression experienced by patients in these ‘total institutions’ was a catalyst for their closure. Hundreds of thousands of long-stay patients have been transferred to alternative accommodation since the 1960s, a process still in progress. Specialist care in the setting of the community is becoming the norm, at least in more wealthy countries.


The contemporary scene


Developments are taking place in every sphere, whether it be new technology to study how the brain works, new treatments—both physical and psychological—or innovative systems for delivering mental health care (e.g. mother–baby units). Consider medications, for instance. A new class of antidepressants, the selective serotonin reuptake inhibitors (SSRIs), has enabled us to relieve depression with far fewer unpleasant side effects and with a vastly reduced risk of death through overdose than with their predecessors. The older antipsychotics have been replaced by a new generation of medications that do not produce the former’s serious purposeless bodily movements. A massive effort is being devoted to the production of effective but safe medications for all conditions. Alzheimer’s disease, for example, has long been regarded as untreatable, with progressive deterioration the inevitable course. Even here, the decline in cognitive and social functioning may be delayed in a proportion of patients with the use of certain drugs.


Psychological therapies, too, have become more refined so that their effectiveness can be measured in research studies designed in a similar way to drug trials. Psychoanalytic psychotherapy has moved towards briefer forms of treatment that focus on more circumscribed problems. Cognitive behaviour therapy (CBT) has emerged as an effective form of treatment. Initially devised to treat depression, it is also finding a place in the treatment of such conditions as anxiety, panic attacks, phobias and hypochondriasis. Combining SSRIs and CBT for depression has been repeatedly shown to lead to superior outcomes compared with either treatment given on its own. Family therapy has evolved substantially, especially in the area of child and adolescent psychiatry, as a way of treating problems that, though they are identified in one person, are actually an expression of maladaptive relating that pervades the entire family.


There is an accelerating pace of change in how mental health services are provided (see Chapter 26). Many governments have accepted the view that most resources should be placed in the community, and that admission to hospital should be brief, lasting on average a couple of weeks, in contrast to the lengthy periods of the past. Emergency assessment is carried out largely by community-based teams; other professional teams have evolved to assist more disabled patients.


There has been a steady expansion of the numbers of general hospital psychiatric units (see Chapter 11). These provide a much less stigmatising setting than a psychiatric hospital, and are usually situated much closer to patients’ homes. Long-term ill patients may be cared for in supervised homes in the community rather than in psychiatric hospitals, most of which have been closed or greatly reduced in size.


Impressive as it sounds, community-based care is not problem-free. To a large extent it has been driven by an ideology that, although differing in crucial ways, resembles that associated with the rise of the asylum. The creation of the asylum in the countryside was based on a set of values driven by nostalgia for a ‘natural’ place of healing. The concept backfired because it isolated the mentally ill, and the costs involved were huge.


Today, the community is positively valued, and institutional care is derided. But parallels prevail. The same search for a natural place of healing is evident—not the countryside this time but the human community in cities and towns. Unfortunately, just as the asylum idea backfired, so too has that of community-based care. The mentally ill have been isolated yet again, with many homeless and living in temporary, often unsuitable accommodation such as boarding houses in poor areas. A large number are to be found in prison following an illicit-drug conviction.


Partly as a reaction to the asylum as human warehouse and, later, to the limitations of community care, a ‘consumer’ movement has been gathering momentum since the 1960s all over the world to represent and support mentally ill people and their families. This voluntary network, comprising literally hundreds of bodies, has taken on a prominent advocacy role that has influenced the shape of psychiatric care for the good, especially the development of local community-based services and the empowerment of mentally ill people themselves and their families. At the same time, the plight of both groups has been raised in the social and political arenas. Among the many organisations representing them are SANE, Mind, Grow, beyondblue, the Mental Illness Fellowship and the National Association of Mental Illness.


Conclusion


Mental health in all its spheres—scientific knowledge, research, clinical services— can be seen as a glass half full or half empty, depending on one’s perspective. Psychiatry was portrayed for centuries as the Cinderella of medicine, but along with the other mental health professions, it has now become intrinsic to the provision of a comprehensive national health service. Governments, regardless of their gross national product, are recognising the immense need for this branch of health care, especially in young people (when severe forms of mental illness such as schizophrenia, bipolar disorder, major depression and borderline personality have their onset) and the elderly (conditions like dementia, especially Alzheimer’s disease, and major depression are increasingly common as the ageing population grows rapidly). The Global Burden of Disease, a prominent study commissioned by, among others, the World Health Organization, has had a huge impact by showing that within only a few years, mental illness will be a massive cause of enduring disability with substantial social and economic costs. In terms of specific conditions, heart disease will rank first, depression second. These predictions have noteworthy implications for health economists and national public services. Nonetheless, in many countries there is a glaring disparity in the proportion of the health budget dedicated to mental illness compared with physical illness. The challenge to create a just allocation of resources is omnipresent. While an optimal system of mental health care remains elusive, ethical principles concerning decent care—such as those contained in the 1992 United Nations Charter on the Rights of Mentally Ill People—have prodded some enlightened nations to carry out essential reforms.


People with a psychiatric disorder and their families continue to face the ordeal of stigma and discrimination; affliction with a mental illness is still seen as shameful. Fear associated with the history of the asylum is a stubborn influence. People may hesitate to seek medical help or accept referral to a psychiatrist. Stigma also affects recovery, since societal prejudice in tandem with the person’s own negative expectations adversely affect opportunities for social integration. The tabloid media aggravate the situation by running sensationalist stories about the danger to society of people with mental illness roaming around in the community. In fact, they are no more likely than the general public to act violently, and are more often victims of aggression.


These facts are, sadly, indisputable, and call out for urgent attention. However, on a more optimistic note, equally indisputable are the impressive strides that we are making in the twenty-first century. I have already mentioned some of these accomplishments; many others will be highlighted in later chapters, particularly those on treatment. Astonishingly, more has been achieved since the 1960s than during the entire twenty-four centuries since the ancient Greeks inaugurated the systematic study of the disturbed mind.


On the other hand, there is still much that we do not know. The psychiatric diseases we have mapped out over several decades may not turn out to be valid entities. We still are struggling to determine whether there are natural boundaries between them, and therefore, searching for their causes may be futile. As a result, a change of direction has taken place in high-income countries, characterised by a much greater emphasis on the scientific study of the brain’s complex processes. The major strategy in the twenty-first century is to study the intricacies of both normal and abnormal brain functioning. Neuroscience has evolved rapidly, with exciting progress being made through collaboration on a universal scale. There is widespread agreement that we must gain much more fundamental knowledge before we can ascertain the causes of the clinical conditions encountered in practice. Neuroscientists have powerful new tools at their disposal to advance the investigation of what is an extraordinarily complex organ with its trillions of connections between an estimated one hundred billion nerve cells. Neuroimaging, whose sophistication progresses at an exciting rate, is one central means to observe the living brain. Functional neuroimaging enables the examination of abnormal activity in the circuitry of the brain and raises the possibility of finding biological ways to identify abnormal mental states.


The expanding science of neurogenetics is another striking new domain of study. Greater understanding of the genome has opened up a range of possible methods to study abnormal mental states. In fact, so much information has been generated that a new science, bioinformatics, has evolved. Inspection of genomic patterns carried out in autistic children has revealed a sizable number of mutations, some of which may turn out to be linked to the cause. Over a hundred regions in the genome have been identified in patients diagnosed with schizophrenia. It is possible that they may be used in combination as a biological marker to indicate a person at risk.


Pharmacogenetics is another promising area for psychiatric practice. The idea is to search for a signal across the genome that may lead to predicting who will respond to a particular treatment and what side effects they might experience. The hope is that through this approach, clinicians will be able to practise individualised psychopharmacology instead of the current practice of selecting a medication on a trial-and-error basis.


We can be quietly confident that scientific research as undertaken now in many renowned neuroscience centres will lead to a better understanding of the causes of psychiatric disorders and translation of research findings into more effective treatments. However, we will have to be patient. Scientific progress tends to be incremental; the ‘Eureka, I have it’ mode of discovery is rare. Serendipity is wonderful when it happens but depends on good fortune and penetrating intuition. In the meantime, psychiatrists and other mental health professionals need to be vigilant so that they do not repeat past mistakes in the clinical arena. In this regard, the ethical dimension (see Chapter 3) will be as cogent as the scientific and the clinical ones.
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An Approach to Psychiatry


George Szmukler


IN 1879, at the age of 26, Vincent van Gogh began to preach in the Borinage, a deprived mining area in Belgium. He evangelised unrelentingly. Extreme self-neglect resulted, for example, in a face dirtier than a miner’s. He gave away his possessions (including his bed), lived in a dirty hovel, wore shirts he made of sackcloth and subjected himself to every privation. Later, in 1889, he sliced off the lower lobe of his left ear with a razor and deposited it with a prostitute, saying, ‘Keep this object carefully’.


How can we make sense of such behaviour? Psychiatrists attempt to do so by using a number of perspectives. I will discuss these with the aim of clarifying their methods, scope and limitations, demonstrating that no perspective on its own can offer a complete account of a patient’s mental functioning.


Two fundamental ways of reasoning about mental illness


Deriving ultimately from the mind–brain ‘split’ are two fundamental ways of making sense of the experiences or behaviours of others. The first is understanding, the second explanation.


Understanding


Daily, each of us attempts to make sense of the behaviour of others. We may not give much thought to how we do this, but we are sufficiently adept at the task so as to feel that we more or less understand why they act as they do, or what ‘makes them tick’. The means we use are based on our ability to empathise with the experiences of another: we are able to put ourselves in their shoes and to imagine how it must be to feel as they do. The data we use include statements about what they believe, feel, perceive, intend and so on, and, of course, reasons they themselves give for behaving as they do. Furthermore, we are likely to take into account their past experiences, their habitual ways of feeling and thinking and their current circumstances. We might thus arrive at a ‘common-sense’, satisfying understanding of why a particular person has reacted to a particular event as they have.


[image: Image]


This way of reasoning considers the other person as a subject and approaches their world from the inside. It seeks meaning or rationality in behaviour and constructs an understanding or interpretation based on meaningful connections between experiences and events. Psychic events follow each other comprehensibly, with a logic of their own. The same event—for example, failing an examination— may have a different meaning for different people depending on their previous experiences and aspirations, competing interests, the company of others in the same situation and so on. This approach deals with data that are intangible: the contents of the mental (or phenomenal) world of others, their thoughts, motives, intentions, feelings and so on, and their status as an experiencing self or agent.


Our understanding is inbuilt; connections seem obvious, compelling or satisfying as a narrative or life story. As the German philosopher and psychiatrist Karl Jaspers put it:




We can understand directly how one psychic event emerges from another. This mode of understanding is only possible with psychic events. In this way we can be said to understand the anger of someone attacked, the jealousy of the man made cuckold, the acts and decisions that spring from motive.





Novices, without training, bring a well-developed capacity for understanding, and this will take them some way in reasoning about mental disturbance. While it represents a good start, and remains indispensable in practice, it is limited. Some limitations are inherent (as will be discussed later); others derive from the encounter with experiences and behaviours of patients that do not seem meaningful, and in which mental events succeed each other apparently incomprehensibly.


Explanation


The methods of explanation are distinct from psychological understanding. Here the experiences and behaviours of the subject are studied as objects. Particular mental phenomena are defined and studied as forms. For example, hallucinations, delusions, obsessional thoughts or panic attacks have properties that can be discerned regardless of their content. A belief may be concerned with persecution, grandiosity or bodily decay, but what makes it a delusion rests on formal attributes of the belief—for example, its being held with conviction despite the absence of adequate reasons, and its imperviousness to appeals to contrary evidence.


Such forms represent recurring regularities in abnormal mental experiences and often cluster in observed patterns or syndromes. They are studied using methods of the natural sciences. We see the person from the outside, as an object or organism. We seek explanations in terms of causes—for example, how the ‘machinery’ of the brain or its processes are disrupted. As in the natural sciences, explanations aspire to the detection of law-like relationships between events that are generalisable and that permit precise prediction of these forms when particular factors are operating. Aetiological factors and pathogenic mechanisms are proposed as scientific hypotheses, and research studies are designed to test them. What patients have in common, rather than what makes them singular, is the focus of interest.


This approach is used to study disease. Causal explanation is clearly represented when abnormal mental or behavioural states are seen as diseases and their aetiology sought in disruption of brain or other biological processes. The data are tangible and the realm is of ‘matter’ rather than meaning. This powerful perspective has resulted in important discoveries, including characterisation and differentiation of psychotic disorders, elucidation of genetic factors in specific mental disorders, definition of disturbed brain function associated with particular mental states, and discovery of effective treatments—for example, lithium in the affective disorders. The resulting diagnosis encapsulates information about causes, prognosis and effective treatments, and applies to the group of patients who share it.


The gulf between understanding and causal explanation derives from the gap between mind and brain, between mental and physical events. While it is possible to correlate some mental and neural events, the way in which the latter are transformed into the former remains a mystery. We find it hard to see how a description of neural activity, no matter how detailed, would enable an observer to understand why someone wants to become an opera singer, or how it feels to be the victim of a malicious rumour.


A case history: Vincent van Gogh


We return to Vincent van Gogh, not because of his reputation as a great artist but because his life has been so richly documented, both in letters in which he expressed much about his inner life and through descriptions by others. Excellent biographies have also been published. Space prohibits much detail; the interested student can determine from sources in the Further reading at the end of the chapter how far this account is convincing.* The major dates and events in van Gogh’s life are shown in Table 2.1.


Table 2.1 Vincent van Gogh’s life history








	Age

	Date

	Event






	 


	1853


	30 March: Born in Zundert, Holland; birth occurred one year to the day after his mother gave birth to a stillborn son, also named Vincent







	11


	1864


	October: Sent to boarding school in Zevenbergen







	13


	1866


	September: Sent to a new school in Tilburg







	16


	1869


	
March: Left school; returned home


July: To The Hague as apprentice to Goupil’s, art dealers; arranged by uncle, Vincent, a partner








	20


	1873


	
January: To Goupil’s Brussels branch


June: Transferred to London branch








	21


	1874


	June: Proposed marriage to Eugenie Loyer, but rejected; lost interest in art dealing; solitary, absorbed in religion







	23


	1876


	
March: Dismissed from Goupil’s due to poor performance


April: Obtained post as assistant teacher at small school in Ramsgate


July: Became a ‘sort of curate’ under a Methodist minister at Isleworth


December: Returned to Holland with intention of becoming a pastor








	24


	1877


	
January: Took job in bookshop in Dordrecht


May: Moved to Amsterdam, commencing studies for entrance to the faculty of theology at the university








	25


	1878


	
July: Abandoned studies in Amsterdam


August: Went to mission school in Laeken


November: After a three-month trial period, failed to be accepted








	26


	1879


	
January: Appointed as unqualified mission preacher in the poor mining district of Borinage


July: Dismissed because of excessive self-sacrifice and embarrassing behaviour


August: Lived a ‘vagabond’ existence, unable to settle; regarded himself as an


‘outcast and a tramp’. A period of silent misery








	27


	1880


	
August: Decided to become an artist


October: Lived in Brussels, mainly drawing








	28


	1881


	
April: Returned to parental home, now in Etten


August: Rejected by widowed cousin, Kee Vos; family scandal


December: Left home again, moving to The Hague, where he briefly stayed with a cousin, Mauve, a painter; tense relationship








	29


	1882


	
April: Met an alcoholic and pregnant prostitute (‘Sien’), lived with her, and devoted himself to her and her children


July: Began painting seriously in oils








	30


	1883


	
September: Broke with Sien; moved to the bleak environment of Drenthe, followed by lonely wandering


December: Returned to father’s home, now in Nuenen, where he remained for the next two years; relationships remained strained; distressing affair with Margot


Begemann resulting in her suicide attempt; painted productively








	32


	1885


	
26 March: Father died


November: Moved to Antwerp








	33


	1886


	
January: Registered as a student at Academy of Art in Antwerp


March: Left academy; moved to Paris to stay with brother Theo (an art dealer) for almost two years; during this period met a group of modern painters including


Gauguin, Toulouse-Lautrec and Emile Bernard; brief period in Cormon’s studio; began drinking heavily; many quarrels








	35


	1888


	
20 February: Moved to Arles in Provence


May: Took rooms in ‘the Yellow House’


20 September: Gauguin visited Arles following invitation from van Gogh; relationship soon became tense


23 December: Van Gogh sliced off part of his ear and deposited it with a prostitute; hospitalised the next day under Dr Rey








	36


	1889


	
7 January: Discharged from hospital mid-January: Theo engaged to be married to Johanna van Bonger


21 January: His friend, the postman Roulin, transferred to Marseilles


4–19 February, and from 26 February to mid-April: Further episodes of mental illness requiring readmission


19 March: Put in a cell in hospital after a petition alleging he was a dangerous madman was presented by neighbours and upheld by the mayor; rejected by local villagers


April: Theo married; Johanna pregnant soon after


8 May: Of his own free will, decided to enter the Saint-Paul-de-Mausole asylum at nearby Saint-Rémy-de-Provence where he stayed for a year


8 July to mid-August and from 24 December to 1 January 1890: Further episodes of mental illness








	37


	1890


	
23–30 January, and from mid-February to mid-April: Further episodes of mental illness


1 February: Theo’s son born, named Vincent


17 May: Left St Rémy; spent four days in Paris with Theo


21 May: Moved to Auvers-sur-Oise, just north of Paris, under the supervision of


Dr Gachet, who had a special interest in art


27 July: Vincent shot himself; died two days later








	 


	1891


	Theo died six months later of chronic nephritis; psychotic at the end











Family history


Vincent was born to an austere Dutch, middle-class family. His father, an untalented pastor in the Dutch Reformed Church, was consigned to obscure parishes. He was much helped by his worldly brother Vincent, a prominent art dealer. His mother married late and was a strong woman, unusually talented in writing and painting. Van Gogh’s family tree is represented in Figure 2.1. Note those named Vincent and Theo, and their relationships. Two professions dominate: the church and dealing in art. Note also the family history of mental illness; in addition, van Gogh’s uncle, Vincent, was subject to nervous complaints, frequently fleeing to the southern sun for recuperation. A family history of epilepsy existed on his mother’s side.
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Figure 2.1 Vincent van Gogh’s family tree



Early life


Accounts of van Gogh’s childhood are inconsistent. Some suggest an unremarkable child; others portray him as solitary, ‘not like other children’, and estranged from his family. He was passionate about nature. He briefly attended the village school and then, from 11 to 16, two boarding schools. His progress was unexceptional, but he read prolifically and became a gifted linguist.


Work


Table 2.1 shows an unsettled career, despite excellent connections. Through the mentorship of his wealthy uncle, Vincent, he became an apprentice art dealer with the famous firm Goupil’s. The prospect of eventually inheriting his uncle’s mantle was obvious. However, after rejection in love by Eugenie Loyer, his landlady’s daughter, he lost interest and became fanatically religious. He began to preach in England. Attempts to study theology in Amsterdam and later to become an evangelist through a mission school were unsuccessful, largely because of his provocative behaviour. Determined to become an evangelist, van Gogh was appointed as an unqualified preacher in the Borinage. His extreme self-sacrifice was unacceptable to his superiors and he was dismissed. He then withdrew into solitude and spent almost a year in silent misery. In 1880, he emerged from this period of what he termed ‘moulting’ and announced his intention to become an artist. Studies in conventional academies were broken off because of further disputes. He returned to his parents’ home for two years, then lived with his brother Theo (now a successful art dealer in his uncle’s stead), then moved to Arles and finally to Auvers-sur-Oise. He painted prolifically: more than 800 paintings are catalogued, most dating from the last seven years of his life.


Relationships


The only enduring, close relationship was with his brother, Theo, although this was not free from recriminations on Vincent’s part. They corresponded frequently from 1871, and by 1886 he was entirely financially dependent on his brother.


Van Gogh had four significant relationships with women, all of which ended in ‘shame and humiliation’. In London, a passionate proposal of marriage was rejected by Eugenie Loyer, who was already engaged to another. In April 1881, he fell in love with a widowed cousin, Kee Vos. He was again rejected, and his stubborn persistence in his suit resulted in much family bitterness. In 1882, he had a liaison with an unmarried, pregnant prostitute, ‘Sien’, already with a five-year-old daughter. She was described as unbalanced in mind and ‘forsaken like a worthless rag’. Despite his care, she lapsed into her old ways and he felt he had no choice but to leave her. In 1884, he was subject to the infatuation of a lonely, melancholic spinster ten years older than himself, Margot Begemann. She wished to marry him but her family bitterly disapproved. In the ensuing crisis she attempted suicide and was sent to a sanatorium.


Van Gogh formed intense relationships with a number of friends but none of these survived more than a brief period of intimacy. The most significant was with the artist Gauguin in Arles, where after two months the atmosphere between them was described as ‘electric’. It culminated in Gauguin’s plans for departure and a severe episode of mental disturbance for van Gogh.


Personality


Van Gogh complained that he was ugly and coarse (‘as thick skinned as a wild boar’). He felt unloved and inferior. From the age of 20 he was regarded as an ‘eccentric’, and at times as a ‘madman’. He was impetuous, moody and obstinate. Yearnings for human ties were constantly frustrated.


Numerous references testify to his self-abasement and melancholy. There were prolonged periods of misery, as in 1879. Van Gogh’s descriptions of his mood are vivid: ‘A terrible discouragement gnawing at one’s very moral energy … fate seems to put a barrier to the instincts of affection, and a flood of disgust rises to choke one’; ‘I am a prisoner in I do not know what horrible, horrible cage’; ‘stultified to the point of being absolutely incapable of doing anything’. Depression occurred regularly in the winter.


There were also periods when he felt remarkably energetic: ‘The emotions are sometimes so strong that one works without knowing one works’; ‘Ideas for my work come to me in swarms’; ‘I go on like a steam-engine at painting’; ‘I am working like one actually possessed, more than ever I am in a dumb fury of work’; ‘I only count on the exaltation that comes to me at certain moments, and then I let myself run into extravagances’. After such a burst of energy, depression was almost certain to follow.


He neglected his appearance and physical welfare. He exposed himself to the elements in Herculean hikes, sometimes slept in the cold and often ate little. In Paris, and later in Arles, he drank heavily: ‘If the storm gets too loud, I take a glass too much to stun myself’.


Medical history


In June 1882, he suffered from gonorrhoea and required a three-week admission to hospital, where he was catheterised. He may also have suffered from syphilis in 1886. He often complained of somatic symptoms, including intestinal trouble, anorexia, dizziness and headaches.



Psychiatric history


At least seven episodes of severe mental disorder occurred between 24 December 1889 and mid-April 1890. The first followed his stormy relationship with Gauguin in Arles, when he sliced off the lower lobe of his left ear and left it with a prostitute. Most episodes were characterised by an abrupt onset of confusion accompanied by frightening auditory and visual hallucinations, with gradual improvement over a few weeks (but on at least one occasion lasting two months). His talk was rambling and there were delusions of an ‘absurd religious’ nature and of being poisoned. He could be assaultive without provocation, at least on one occasion because of delusions of persecution by the Arles police. He made frenzied attempts to eat his paints and to drink turpentine or kerosene. During recovery, his mind was ‘foggy’ and there was partial amnesia. He later described these episodes as ‘frightening beyond measure’, and the thought of recurrence filled him with a ‘fear and horror of madness’. Also associated were ‘moods of indescribable anguish’, and he was observed to sit immobile for many hours. At times he rejected all food. He voluntarily spent a year in a mental asylum, although for most of this time he remained very productive. Finally, at the age of 37, he committed suicide.


Discussion


The psychiatrist will see in this life story unusual behaviours that might prove meaningful, but also elements likely to be better accounted for by an analysis of forms and causes. Van Gogh’s mood disturbances, the ‘ear episode’, the psychotic episodes and his suicide are subjects of particular interest.


Mood disturbances


From the age of 20, van Gogh suffered from mood swings, predominantly depression but also excitement. Psychological interpretations have been proposed to account for these. One biographer, A. J. Lubin, gives a detailed account as follows: van Gogh’s childhood was dominated by the stillbirth of his older brother, Vincent, one year to the day before his own birth. His mother continued to grieve the loss and was unable to commit her love to her new child. He had to replace, and compete with, an idealised lost child whose tomb he saw every day in the adjacent graveyard. This led to a profound sense of inferiority, of being unloved and unlovable, and to an acute sensitivity to rejection.


This was later played out in, and reinforced by, his unsuccessful love affairs. Failed relationships were followed by depression associated with self-punishment and estrangement from an apparently rejecting world. At the same time, he craved intimacy, but with intolerable demands on others since he sought the kind of unreserved love that had been denied him earlier. He began to seek solace in a loving God, which required further suffering through self-denial and service to others. In this manner he could also seek out those who, like him, had been rejected and give them the love he had never himself received. Van Gogh’s estrangement from his family is further supported by the absence in his letters of affectionate remarks about his mother and by the omission of his family name when signing his work.


Associated with his religiosity, there developed an identification with Christ—similarly suffering, rejected, misunderstood and devoted to the oppressed. This provided the comforting possibility of remaining aloof from humankind yet eventually of being universally loved. The liaison with ‘Sien’ can be understood as a consequence of his poor self-regard. But she was also his Mary Magdalene, outcast and wretched, the whore who would be transformed by compassion into a ‘good’ woman. He rejected the conventional church and hypocritical ‘pharisees’ like his father. Periods of exaltation, ‘terrible lucidity’ and frenzied work were associated with his spiritual labours. Finally, van Gogh’s decision to become an artist represented a fusion of his—and his family’s—spiritual and artistic heritage. His intense immersion in his painting, often associated with a numbing of his senses through starvation, exposure, exhaustion and alcohol, acted to ward off morbid feelings.


This interpretation, based on understanding, accounts for many aspects of van Gogh’s personality. It does not seem to completely account for the intensity of his mood swings or their seasonal periodicity. There were spells when he was virtually paralysed; he was oblivious to his surroundings, stared bleakly into space, was apparently lost in his thoughts and stopped eating. At other times his mind was a tumult of loosely related ideas, he dressed outlandishly, and he talked and laughed embarrassingly. At such times he worked frenetically at strange projects—for example, a simultaneous translation of the Bible into four languages (instead of attending to his job in a bookshop). Van Gogh described his moods as sudden ‘unaccountable but involuntary emotions’. Others did not doubt that he had at these times passed from ‘eccentricity’ to insanity.


Causal explanation in terms of a biologically based liability to mood swings (a cyclothymic personality) and, at times, illness (bipolar disorder) seems warranted. The form of his experiences and behaviour was consistent with typical symptoms of depressive and manic episodes. Genetic factors may have been predisposing, while unhappy events and physical disorders may have played important precipitating roles. But meaningful connections do not end here. We can understand how van Gogh’s awareness of his vulnerability to these uncontrollable episodes and the jeers of people around him might have exacerbated his underlying sense of inferiority and alienation.


The ‘ear’ episode


Several psychological interpretations have been proposed, but none seems to fully account for this bizarre act. A psychotic illness, probably organic in nature, is the likely explanation for the form his mental state assumed. Precipitation by heavy consumption of absinthe (an alcohol containing a neurotoxin, thujone, known to be associated with mental disturbances, including delirium and hallucinations) is likely. Van Gogh’s poor nutrition and physical self-neglect may also have contributed. His apparent amnesia for the episode is consistent with this explanation, as well as with his doctor’s diagnosis—since questioned—of an epileptic disorder (perhaps of temporal lobe origin).


Nonetheless, a full account would take cognisance of the timing and the content (or meaningful aspects) of his psychosis, as well as of its form. Van Gogh’s personality vulnerabilities were exposed in his deteriorating relationship with Gauguin. The weather was miserable and the two spent a number of days in enforced close proximity in the ‘Yellow House’. Christmas was always a dangerous time. Vincent probably also knew about Theo’s prospective marriage, and could see the implications of this for his continued support. Immediately before the episode, he had quarrelled violently with Gauguin, throwing a glass of absinthe at him, and later he was reported as having threatened him with a razor. Gauguin, like so many others in a significant relationship, had ‘betrayed’ him. In guilt, van Gough directed his anger inwards, mutilating himself.


Why the ear? Why did he present it to a prostitute? A number of possibilities exist to account for his ‘choice’ of an ear. Bullfights, a popular pastime in Arles, culminated in the ear being sliced from the vanquished animal to be presented by the toreador to his favourite lady. Fifteen stories about Jack the Ripper’s bodily dismemberment of his prostitute victims, sometimes involving an ear, appeared in the local paper at this time. Gauguin was a great success with the prostitutes of Arles and presentation of the ear may have represented for van Gogh a compensating ‘gift’. He was preoccupied with the story of Christ in the Garden of Olives (Gethsemane). He destroyed two canvasses on this subject because they frightened him. In this story of betrayal, Simon Peter cut off the ear of Malchus, a servant of the high priest, who had come to seize Christ. It is also possible that the attack on his ear was an attempt to excise the apparent source of auditory hallucinations, which he thought of as a ‘diseased nerve’.


Psychotic episodes


There were obvious stressors in van Gogh’s life at the time. Most critical among these was the threatened loss of Theo’s support, undivided until now, on which he was totally dependent. In quick succession between January and April 1889, Theo had become engaged, married and an expectant father. An understandable reaction to these events might have involved preoccupations on this theme, but these were absent. Seeking solace in religion would not have been surprising given his past behaviour, but his religious ideas took a bizarre and frightening form that was incomprehensible to others and, in retrospect, to himself. These episodes thus appear non-understandable. Eventually, van Gogh believed himself unfit to govern his life and accepted the suggestion of a prolonged period of asylum.


A definite diagnosis is difficult to make, but an organic contribution is possible, especially in view of the confusion, amnesia and brief duration of the episodes. Absinthe may again have been implicated, especially as most recurrences followed visits to Arles. Further severe depressive episodes may also have occurred. Schizophrenia is very unlikely; there was no deterioration in his personality, and he remained extraordinarily productive. Furthermore, his paintings showed no evidence of loss of control or disorganisation as might have been expected in someone developing this illness.


The suicide


It is difficult to reconstruct van Gogh’s mental state at the time of his suicide, due to insufficient information. Depressed moods continued in Auvers. A month before his death, he wrote, ‘My life is threatened at the very root, and my steps are also wavering’. The famous painting Crows over the Wheatfields carries a chilling atmosphere of evil foreboding, but this was not his last canvas. He had certainly lost faith in the ability of his medical attendant, Dr Gachet, to help him, and described him as being as sick as himself. This was important because fear of recurrence plagued him, and it is possible he felt an impending relapse. There were unaccountable explosions of anger directed at Gachet. During one of these, the doctor feared that he might have turned violent, perhaps using the pistol he eventually turned on himself. These incidents are reminiscent of his hostility towards Gauguin prior to the self-mutilating ‘ear’ psychosis, and it is possible that he had relapsed.


The threatened loss of Theo’s support had become more apparent. Theo now had a child with the perhaps ominous name Vincent, who, to make matters worse, had been ill. Theo’s own health was declining (he died six months later); he had money worries, and was thinking about quitting his job. Although repeatedly begged by van Gogh to spend his vacation at Auvers rather than in Holland, Theo declined. Van Gogh had on a number of occasions stated that his ‘life or death’ depended on Theo’s help. He could not easily express his resentment openly, and it is understandable, particularly in the light of his previous self-destructive acts, that he again turned his hostility inwards.


Another factor—showing how apparently desirable events can have a disturbing meaning, dependent on the subject—may be relevant. For the first time, van Gogh had received laudatory reviews of his work. In response to one, he wrote, ‘But when I had read the article I felt almost mournful, for I thought: I ought to be like that, and I feel so inferior. My back is not broad enough to carry such an undertaking’. Guilt-ridden, he could not tolerate success; it was yet another burden to be endured.


Thus, in reviewing van Gogh’s suicide, we see again an interplay, albeit inconclusive, of elements of understanding and explanation.


Limitations of understanding


Students will have recognised limitations to the method of understanding. Despite a conscientious attempt to find meaning in a particular experience or behaviour, a barrier may be encountered. The behaviour does not emerge coherently from what has gone before; a discontinuity occurs in the life story. At this point we might conclude that it is meaningless, non-understandable or ‘crazy’ that the person has become mentally ill. Another perspective is required to make sense of the behaviour. Recourse to analysis of the phenomenon in terms of forms is the usual solution (e.g. symptoms of a psychotic illness); knowledge is consequently sought in the realm of explanation and causes involving extraconscious mechanisms (e.g. neural factors).


Further limitations characterise the method. No proof can exist that a particular understanding is ‘correct’. It is an interpretation of a sequence of events and it may be seen differently by different observers. Equally plausible interpretations may be constructed in which certain features may be given greater prominence in one than in another. However, a sound interpretation is not a fiction either. It can be subject to critical evaluation and tested against the evidence on which it is based—how it fits the ‘facts’ of the case. Inconsistencies are sought in the same way as a barrister attempts to undermine a plausible account by a witness during cross-examination. A convincing interpretation will survive close scrutiny, and one may be chosen as superior to its competitors.


Understanding may also be revised as new information comes to light. A new act by the subject may force a change in the interpretation so that previous acts are seen as having a different set of meanings; these make the new act consistent with what has gone before. Furthermore, new information may lead to deeper understanding, which may assume greater complexity or subtlety. The experienced clinician, through scrutiny of many life stories, becomes aware of a wider range of meaningful connections than the layperson, and is more skilled at eliciting significant information about the patient’s mental life and behaviour.


In clinical practice, an understanding is constructed in the interaction between subject (patient) and interpreter (clinician), and each contributes to and may influence the other in shaping the emergent story. A risk exists that the interpreter will see in the subject a confirmation of connections that they are looking for, perhaps based on a favoured psychological ‘theory’. In turn, the subject may, if the clinician is seen as an authority to be pleased, produce material to support the interpretation.


The logic underlying understanding does not lead to the formulation of general laws, nor is it a reliable way of predicting behaviour. Patients with similar experiences may share similar patterns of meaningful connections, but there will always be individual variation, and for some the patterns will be quite different. At best, such regularities as exist assume the status of maxims.


Limitations of explanation


The methods of the natural sciences have made a crucial contribution to psychiatry, and will continue to do so through rapid progress being made in, for example, the neurosciences. However, this approach, especially in the minds of its more fervent advocates, can be overstated. Some claim that only through this method can ‘real’ knowledge be acquired and that most, or all, of psychiatry will one day be reduced to causal explanation.


While this method may have useful things to say about people who find themselves in predicaments easily understood in terms of life circumstances (e.g. grieving the loss of a near one), it would appear that such a person is better understood in psychological terms, and more appropriately helped through such means. Furthermore, even when a patient suffers from a clear-cut mental illness, the nature of which is best elucidated through causal explanation, contact with this patient is made through appreciation of them as a subject rather than an object. Understanding what it means for the patient to have the experiences arising from the illness is essential. Even if an important treatment is prescription of a drug, compliance with it will often be determined by the quality of the relationship between patient and clinician. The impact of the illness on patient and family and key processes in recovery will often be best appreciated through understanding.


Psychotherapy, the cornerstone of much treatment in psychiatry—indeed in medicine—is conducted between two experiencing subjects and is ultimately concerned with a search for meaning: What is the meaning of the patient’s distress? How does it emerge from their life story? How can these meanings be recast or altered so as to allow distress to be alleviated?


The complementary nature of both forms of reasoning is well described by Phillip Slavney and Paul McHugh:




The methods of explanation and understanding are both formal modes of reasoning in psychiatry. Though they have different assumptions about and consequences for our views on mental life, they stand on an equal footing and in a complementary relationship to one another. We will emphasize explanation or understanding, depending on whether the issue is one of form or content, mechanism or meaning, brain or mind. This choice must be made knowingly rather than simply because we find one method more appealing. Explanation is no more ‘fundamental’ than understanding, nor is understanding more ‘profound’ than explanation; they are only different methods, with different strengths and weaknesses. As long as we continue to view human beings as object/ organisms and subject/agents, both methods are essential to our practice.






Additional perspectives in psychiatry


Psychiatrists employ a number of further, related perspectives when thinking about psychiatric disorders. These consider mental phenomena as forms and have their own sets of concepts. They are studied within the framework of the behavioural or social sciences. The formal aspects of these perspectives are distinct from the perspective of understanding, but most of the influences studied can also be seen from the subject’s viewpoint. Some of these perspectives will now be described briefly. The first, the psychodynamic, is very closely related to the methods of understanding, and the extent to which it also involves explanatory theories is controversial.


Psychodynamic perspective


Psychoanalysis and derivative theories clearly involve the methods of understanding and aim to unravel meaningful connections that are at first sight obscure. This is facilitated by encouraging the patient to allow thoughts, feelings, memories, perceptions and fantasies to emerge unhindered. Important insights arise that give subtle but satisfying meanings to many of the patient’s thoughts and behaviours—meanings of which the patient has been previously unaware (or unconscious).


Some theorists make the further claim that there are organising principles behind these meanings that are law-like. These may include a number of drives that press for expression but that are disguised, and an ‘apparatus’ of the mind (e.g. the ego, id and superego) that operates on the drives, producing what may initially appear as meaningless thoughts or acts. Such a claim is difficult to substantiate, largely because the postulated forms are so problematic to define and measure, and impossible to control experimentally. The status of psychoanalysis as a science remains the subject of philosophical debate, turning largely on the question of what is meant by a science. It is accepted that it does not fall within the orbit of the natural sciences.


Dimensional perspective


Diseases are generally seen as categories, either present or not. Many human characteristics are dimensional in type; people have more or less of a characteristic such as height or intelligence, or of a personality trait such as impulsiveness. Dimensions of personality are important in psychiatry since they define enduring dispositions to behave in consistent ways under similar conditions. Those who lie towards extremes in any dimension may be handicapped or, less commonly, advantaged in their ability to adjust to the world. Van Gogh’s cyclothymic personality is a good example.


When applying the methods of understanding in psychiatry, the subject’s personality assumes major significance. It is in the interaction between this and the patient’s current life circumstances that meaningful connections with current problems emerge. As we have seen with van Gogh, aspects of the personality may be taken as constitutionally ‘given’, or attempts may be made to see how it might have been formed out of earlier life experiences.


Personality dimensions may be studied as forms. Measures having satisfactory reliability and validity have been developed for a number of such traits, and relationships between these and a variety of other factors have been studied. These include genes (e.g. monozygotic versus dizygotic twin comparisons, or comparative resemblances between adopted subjects and their biological and adoptive parents, respectively), structural and functional magnetic resonance imaging (MRI), electroencephalogram (EEG) patterns, neurotransmitter functioning, cerebral damage, early parental loss, childhood deprivation and so on. A useful body of information has evolved for antisocial personality traits, for example.


Behavioural perspective


Learning theories, as derived from animal laboratory studies, express law-like relationships between specific behaviours and environmental contingencies or reinforcements. ‘Operant conditioning’, where emitted behaviour is shaped by regularities in subsequent reinforcements, is an example. These theories have also been applied to human learning, but translation is made difficult by the complexity both of the behaviour and of the plethora of environmental cues that might become reinforcers. The latter often involve symbolic (or meaningful) content that is difficult to specify or measure. Cognitive components of behaviour receive much attention nowadays, with the structure of thinking, such as basic assumptions about the self or the world, analysed in relationship to behaviour.


A learning-theory perspective may be of value in attempting to make sense of behaviour that seems non-understandable. While maladaptive, the abnormal behaviour may, for example, be viewed as having been acquired according to normal learning mechanisms in the presence of unusual environmental contingencies. Some have suggested that van Gogh’s self-mutilation was a learned behaviour aimed at eliciting care from others. Or the learning process itself may be abnormal, as when learned fear responses fail to extinguish normally when the maintaining conditions no longer operate. Necessary for these approaches is a careful analysis of antecedents, specific behaviours and consequences of the behaviours. Therapeutic principles have also been derived from learning theories.


Family perspective


As in the case of van Gogh, a description of a person in the context of their family is usually illuminating. Such an account is framed in terms of what the experience would be like of growing up in that family. This clearly falls within the scope of understanding.


Concepts have evolved that describe the ways in which families function and that seem to transcend individual experiences. They operate at a different level of abstraction, referring to the family as a system rather than to the people comprising it. Examples include repetitive patterns of interaction between members, regulation of ‘boundaries’ between groupings (parental dyads versus siblings; males versus females), ‘homeostatic’ mechanisms leading to resistance to change in the patterns of relationships, the role of a member’s symptoms in preserving family relationships and in turn being sustained by them, and the repetition of family patterns across generations. Van Gogh’s family tree shows striking transgenerational repetitions in naming and the destinies these names imply, and in relationships between brothers—namely, a strong devoted to a weak (Theo supported Vincent; their father Theo was supported by Uncle Vincent)—and the relationships between uncles and nephews (Uncle Vincent’s mentorship of Vincent; that of Vincent’s grandfather, Vincent, by his uncle). One wonders what this might have implied for van Gogh’s relationship with his own nephew Vincent.


Sociocultural perspective


The influence of the society in which a person lives may also be understood through an imaginative reconstruction of what it might be like to live in a particular setting (understanding), or it might be apprehended at a separate conceptual level with its own methods of analysis (of forms)—examining relationships between mental disorders and, for example, social class, urban versus rural environments, cultural groups, patterns of help-seeking and service provision, unemployment, social alienation, or societal reactions to deviance.


The way in which one experiences and thinks about the world is strongly shaped by one’s culture, as is the expression of behaviour. Van Gogh’s Calvinist environment was central to many aspects of his life. The ways in which distress or symptoms of illness are expressed may be culturally conditioned or ‘coloured’. In many cultures, the ‘idiom’ for the expression of psychological distress involves the experience of bodily unease, and presentations to doctors may thus be somatic rather than psychological. Certain disorders, termed ‘culture-bound’, appear determined by such factors. The content of the symptoms may also reflect particular societal or cultural values, even when their form is determined by a disruption of brain processes. For example, van Gogh’s delusions were of a religious nature, albeit severely distorted, in keeping with his social background.


We should also bear in mind that the way in which the doctor thinks about illness, the way in which relationships with patients are prescribed, and their expectations of treatment are also strongly influenced by culture.



Conclusion


Relevant clinical information is selected and organised in the formulation, as described in Chapter 6. Important components are the diagnostic evaluation and consideration of influences leading to the disorder. Management plans flow logically.


Diagnosis rests on an analysis of forms and on ‘rules’ for collecting these into validated syndromes or disease categories. Inherent in some are aetiological or pathogenic ascriptions. An acute organic brain syndrome implies a clear ‘physical’ disruption of mental processes. Most diagnoses in psychiatry are clinico-descriptive, but contain important information about likely associations, course and treatment. They derive from a body of empirical knowledge that has generalisability and is not unique to an individual.


When asking why a particular patient has become ill, both understanding and causal explanation play a role. They guide the clinician towards a comprehensive elucidation of causes, in so far as they are known, and of meaningful connections unique to that person. The formulation integrates the two modes into a complementary synthesis. The other perspectives discussed above further enhance our appreciation of the patient’s problems.
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The Ethical Dimension


Michael Robertson and Stephen A. Green


ETHICS may be defined as a system of moral principles or, more pragmatically, as the rules and standards governing professional conduct. Since the time of Hippocrates, society has granted medical practitioners privileges and autonomy on the basis that they maintain a moral discipline. Modern medical ethics was projected onto the world stage at the Nuremberg trials of Nazi doctors in 1946. Revelations of their horrendous human experimentation culminated in the tribunal’s ringing statement on the ethics of medical research that emphasised the centrality of informed consent. The then newly formed World Medical Association took up these principles and issued ethical declarations on various issues fundamental to medicine and research.


Psychiatry had to wait 30 years for its own code; in 1973, the American Psychiatric Association (APA) adopted The Principles of Medical Ethics with Annotations Especially Applicable to Psychiatry, based on the existing Code of Ethics of the American Medical Association (AMA). In 1977, the World Psychiatric Association, influenced by the exposure of gross abuse of psychiatry to suppress political and religious dissent in the Soviet Union, produced the Declaration of Hawaii. These developments, together with increasing international attention to human rights, led to a system of ethical principles that currently guides medical care, including psychiatric treatment. The scope of ethics is plain enough: it touches issues directly involving patients and their families, such as confidentiality, trust, respect for autonomy, truth-telling, consent, competence and paternalism, as well as societal issues, such as evidence-based medicine and allocation of health resources.


In this chapter we use the fourth edition of the Code of Ethics of the Royal Australian and New Zealand College of Psychiatrists (RANZCP), which was published in 2010, to illustrate the nature and application of ethical principles in the clinical and research practice of psychiatry (see Table 3.1). We begin with a brief discussion of medicine as a profession and then explore ethical issues more specific to psychiatric practice. Because of patients’ vulnerability to impairments in cognition and in the ability to correctly evaluate life situations due to symptoms of mental illness, ethical care requires consideration of values in tandem with clinical factors. That task requires psychiatrists to be aware of theoretical frameworks that guide moral deliberation, which are also presented.


Table 3.1 Principles of the Royal Australian and New Zealand College of Psychiatrists Code of Ethics








	1      Psychiatrists shall respect the essential humanity and dignity of every patient.






	2      Psychiatrists shall not exploit patients.






	3      Psychiatrists shall provide the best attainable psychiatric care for their patients.






	4      Psychiatrists shall strive to maintain confidentiality of patients and their families.






	5      Psychiatrists shall seek valid consent from their patients before undertaking any procedure or treatment.






	6      Psychiatrists shall not misuse their professional knowledge and skills.






	7      Psychiatrists involved in clinical research shall comply with ethical principles embodied in national and international guidelines.






	8      Psychiatrists shall continue to develop, maintain, and share their professional knowledge and skills with medical colleagues, trainees and students, as well as with other relevant health professionals and patients and their families.






	9      Psychiatrists have a duty to attend to the health and well-being of their colleagues, including trainees and students.






	10     Psychiatrists shall uphold the integrity of the medical profession.






	11     Psychiatrists shall work to improve mental health services and promote community awareness of mental illness and its treatment and prevention, and reduce the effects of stigma and discrimination.









Professionalism




An obviously exhausted intern, who had been awake most of the night carrying out extensive admission work-up, was counselled on the morning ward round by a senior registrar to ‘preserve his sanity’ and limit his efforts with ‘people who don’t want to be helped’. He was referring to the fact that the patient, a young man suffering from bipolar illness, had repeatedly been admitted with a recurrence because of lack of compliance with his medication regimen. The senior registrar observed, ‘Don’t try to make sense of his grandiosity. Just give him lithium and read the rest of the clinical story in his medical record.’





A profession is characterised by several features:


•   Its members undergo specialised training, revolving around research and the acquisition of explicit skills.


•   It assists people who are inherently vulnerable and dependent.


•   It is expected to promote the general welfare—that is, the common good or aggregate wellbeing of the community.


•   It enjoys relative autonomy in the regulation of its discipline through the function of medical boards convened by its organisations as well as by the state.


In medicine these components derive from basic bioethical principles, grounded in a set of values, attitudes and behaviours such as honesty, integrity, humility and accountability to colleagues and society, which have long defined physicians’ responsibilities. Trainee doctors receive formal training in professionalism through mentoring, didactic instruction, and routine evaluation of their conduct with patients and their families, and with colleagues. They are also affected by daily experiences outside the formal curriculum that influence their understanding of what constitutes correct, fair and skilful treatment. This ‘informal education’ can have significant consequences: it conveys benefits when trainees are exposed to ethical, empathic, caring role models, but detracts from professional development and impairs ethical sensitivity when they are confronted with situations akin to the above case vignette. In the latter circumstance, they face behaviours that directly conflict with professional ethics (e.g. principles 1, 3 and 10 of the RANZCP Code of Ethics, concerned, respectively, with respect for the essential humanity and dignity of every patient, provision of the best possible care, and a responsibility for upholding the integrity of the medical profession). Negative role modelling may also extend to issues beyond clinical care, such as the conflict between duties to society and self-interest (e.g. inducements from pharmaceutical companies that may jeopardise professional objectivity).


Another conflictual situation that may confront psychiatrists concerns the challenge posed by so-called ‘dual role dilemmas’. This was first described in the setting of forensic psychiatry, where the psychiatrist as expert witness had competing responsibilities to the court and to the patient. Many quandaries in psychiatric practice can be seen as a form of dual role dilemma, when there are third parties involved in a clinical situation to which the psychiatrist has some obligation, such as an insurance company, family member or government agency. Resolving the tension between these competing claims is frequently at the core of ethical deliberation in psychiatric ethics.


The role of moral theory




A young mother’s increasingly bizarre thinking, including the unfounded fear that her husband was ‘planning to steal her baby’, prompted evaluation by a psychiatrist, who concluded she was suffering from an evolving postpartum depression. He recommended hospitalisation, but her agitation at the thought of being separated from her daughter caused the husband to insist that he could adequately care for his wife at home if she agreed to take appropriate medications. The psychiatrist was conflicted about involuntary commitment, given the diverse ethical obligations of respecting the mother’s wishes, protecting her interests and the infant’s interests (who had no autonomous choices), and supporting the husband’s wellbeing.





As this patient illustrates, decision-making in psychiatry often requires assessing a wider range of costs and benefits than in other areas of medical practice. Involuntary treatment, whether in hospital or the community, raises questions about acceptable limits of paternalism and the degree of clinical certainty required in order to justify abridgement of patients’ civil liberties in an effort to protect them from harming themselves or others. Moral theories provide methodologies and justifications for resolving such ethical conflicts by helping practitioners apply guiding principles, such as the RANZCP Code of Ethics, to clinical care. Prevailing moral theories include the following:


•   utilitarianism. Understood as the greatest good for the greatest number, this theory, devised by Jeremy Bentham and John Stuart Mill, evaluates right and wrong in terms of maximising the ratio of benefits to harms. Every act is assessed in terms of its consequences, and an act is morally right if it produces the greatest possible balance of good consequences or the least possible balance of bad consequences when compared with alternative acts. In order to allow for a fair calculation of benefits and harms, all individuals and groups must be judged impartially. Utilitarianism is also understood in modern-day medicine in terms of the efficiency principle; for example, health-care policies are justified in terms of their efficient expenditure of finite resources (see below)


•   deontological theory. This theory, based on the work of Immanuel Kant, is concerned with the applicability of ‘categorical imperatives’, universal and irreversible moral rules, such as the dictum that murder is always wrong. They are rationally determined and define obligations that differentiate and promote right from wrong. For example, a prohibition against suicide means it is always unethical for doctors to assist in that endeavour, even if the patient’s desire reflects a rational choice judged to provide the benefit of ending unbearable physical suffering


•   virtue theory. In contrast to the two preceding rule-based frameworks, virtue theory, derived from the ideas of Aristotle, holds that character is the core feature of moral decision-making. The degree to which people develop and hone virtuous traits determines their ability to decide between right and wrong actions; the virtuous doctor is thus habitually inclined to promote the best interests of the patient. In terms of the case vignette, involuntary commitment would be justified ethically if the psychiatrist were of good character because their clinical decisions would reflect professional skill that routinely benefits patients


•   casuistry. This theory grounds ethical decision-making in standards derived from previous similar situations, much like the process of legal precedents. This is a ‘bottom-up’ approach that, like virtue ethics, opposes the use of moral rules. An obvious example in psychiatric practice concerns the Tarasoff doctrine (discussed below), which justifies breaching a patient’s confidentiality in order to protect an identifiable third party. In contrast to debating broad ethical guidelines (e.g. the limits of confidentiality), this approach focuses on the particular clinical situation at hand


•   principlism. Based on the assumption that widely held moral rules (e.g. categorical imperatives) are too general to address complex circumstances, this approach grounds ethical decision-making in four ‘mid-level’ principles. Non-maleficence is a requirement not to allow or inflict harm; beneficence is concerned with promoting welfare; respect for autonomy involves an obligation to support a person’s right to think, decide and act on decisions freely made; and justice ensures that individuals and communities are treated fairly. The case vignette underscores how psychiatrists are confronted with the need to balance potentially competing principles in order to enhance ethical decisions


•   care ethics. More a perspective on moral deliberation than a theory, the ethics of care, as proposed by the moral philosopher Annette Baier, draws on feminism and the role of emotions. It grounds decisions about right and wrong in the character of individuals (a link with virtue theory) and the quality of their interpersonal relationships, endorsing the core value of humankind’s capacity to extend care to people who are vulnerable and in need. Care ethics espouses enhanced sensitivity to ‘moral emotions’ such as compassion, friendship, love and trustworthiness, which, in the medical sphere, permit greater understanding of patients’ fears, wishes and needs. Ethical treatment revolves around this caring response to a person’s unique circumstances.


As clinicians, we make ethical decisions in problematic cases by balancing a range of competing values. Each of the above perspectives can be deployed to accomplish that task. Core ethical issues in psychiatric practice—confidentiality, impairment of autonomy, competence, paternalism, informed consent, research, boundary transgressions and resource allocation—will now be examined in the context of the above moral theories.


Confidentiality




‘Dr, what I am about to tell you I have never revealed before. Please don’t write it down, and under no circumstance tell anyone else about it.’





Although codes of ethics invariably embrace the principle of confidentiality, their absolute application has been eroded by law and by the complexity of modern medicine as expressed in information technology, telemedicine and, most powerfully, the omnipresent multidisciplinary team. Dissemination of clinical data obtained by one clinician to colleagues depends on the team’s structure, composition and procedures, and entails patients’ consent and promotion of their interests. Child-protection law is an example of legal encroachment on confidentiality (as the doctor in court is compelled to answer any question put to them concerning the issue). Yet confidentiality remains at the core of the doctor–patient relationship, reflecting, as it does, a fiduciary (holding in trust) process.


Confidentiality is especially sensitive in psychiatry, given that patients reveal intensely personal matters. Thus, Principle 4 of the RANZCP’s Code of Ethics specifies that ‘Psychiatrists shall strive to maintain patient confidentiality’ but its annotations stress that:


•   Information from third parties about a patient is subject to the same principle


•   breaches may be rarely justified in cases of danger to third parties


•   sharing information with other involved professionals may be essential to optimise care


•   the court’s demands can be questioned and its scope restricted.


The landmark Tarasoff case mentioned earlier, in which a patient disclosed to his therapist that he intended to kill his former girlfriend, dramatically illustrates the point concerning the wellbeing of third parties. Despite the efforts of the therapist, including informing colleagues and the police, the patient carried out his homicidal threat. The bereaved parents sued on the grounds that the therapist should have warned their daughter, and the California Supreme Court (in a majority judgement) found in their favour, pronouncing that ‘Protective privilege ends where public peril begins’.


With growing recognition that families and other carers play a substantive role in the optimal treatment of severely disturbed patients, to what extent should the patient’s privacy be breached, albeit in the paternalistic pursuit of their best interests, as when family members supervise compliance with a medication regimen? In certain instances, it is required to optimise treatment. This is implied under Principle 3 (‘Psychiatrists shall provide the best possible psychiatric care for their patients’) and two of its annotations, which specify that ‘Psychiatrists shall recognise the value of appropriate carer role involvement in the care of the patient’ and that ‘Psychiatrists shall recognise the value to patients of involving, where appropriate, family or relevant other persons in their care’.


Impairment of autonomy




Mr Santos suffers from paranoid schizophrenia. He has presented to hospital with a small bowel obstruction requiring urgent surgery. Mr Santos believes that his bowels are controlled by God and that he should refuse surgery. The surgical team consults a psychiatrist who determines that Mr Santos is not competent to refuse surgery based upon the effects of his psychosis. A substituted decision is sought and consent obtained for Mr Santos to undergo surgery and receive post-operative care.





Patients’ decisions are autonomous (literally self-governing) if they derive from their own values and beliefs and are not determined by elaborate internal constraints (e.g. delusions) or excessive external influence (e.g. coercion) that compel the decision. Although autonomy and competence differ in their meaning, they are interwoven in that the features of a competent person are also those of an autonomous person. In short, one needs to be competent in order to exercise autonomy. Autonomy is impaired if any of the five steps of decision-making (see Table 3.2) is inoperative—for example, when doctors strongly influence or completely control treatment by claiming that they know what is in their patients’ best interests. Autonomy may be enduringly or intermittently impaired when fluctuations of a mental illness disrupt the patient’s capacity to follow the necessary decision-making steps.


Table 3.2 The decision-making process








	Step 1

	The patient comprehends the information provided.






	Step 2

	The patient absorbs, retains and recalls this information. Psychotic patients may have problems with these first two steps if distracted by auditory hallucinations, preoccupied with other psychotic experiences or organically confused. Depressed patients may be indifferent to the information, or their absorption and recall impaired by poor concentration.






	Step 3

	The patient appreciates that the information is relevant, understanding that healthcare decisions have repercussions, and can reason adequately to link decisions with future possible consequences. Again, psychotic patients may be unable to tackle this step because of their mental state, while depressed patients may perceive their future negatively and not sense the viability of proposed treatments.






	Step 4

	The consequences of health-care decisions are appraised on the basis of personal values and beliefs. A fundamental standard of rational decision-making is that idiosyncratic preferences reflect our own values and thereby inform our actions more significantly than alternative thinking that may be presented by health-care providers, family members, friends or other individuals closely affiliated with the patient. Patients’ values and the ability to base decisions on them can be disrupted by mental illness. In depression, hopelessness, guilt and worthlessness may affect decision-making by leading patients to question their personal worth. Accelerated thought processes and the grandiosity of mania can disrupt cognitive and evaluative understanding, as can the paranoid and grandiose delusions of psychosis.






	Step 5

	The patient communicates a decision about their treatment based on a factual understanding of the proposed care and the idiosyncratic values that guide their beliefs and desires concerning treatment. Psychotic patients may be unable to do this if they have distorted or irrational thought processes, while depressed patients may be immobilised by uncertainty or by psychomotor retardation or agitation.









When a patient’s decision-making is impaired, the clinician must act in ways that help restore their autonomy. One example is the need to assess reasons for refusal of medication. Where lack of information has led to unjustified concern about side effects, and therefore treatment refusal, education might suffice. When greater impairment of autonomy relates to severe depression or a psychosis, the patient should be encouraged and guided to consider long-standing values and beliefs. In some cases, it may be appropriate for the psychiatrist to ask a patient, when she is relatively unimpaired in decision-making, to specify long-term preferences for treatment given the possibility of a subsequent relapse or recurrence. This process differs from an advance directive in that it is reversible and not legally binding. If a patient is delirious secondary to a physical illness, treatment of the underlying disorder might restore the ability to make decisions autonomously.


When a patient’s mental capacity is severely impaired, a need for surrogate decision-making is necessary. Guided by the ethical standard of substituted judgement, it requires that decisions be made by an appropriate surrogate (e.g. a spouse or parent) based on information about the patient’s long-standing values or preferences (assuming they are identifiable). There exist, however, instances when mentally ill individuals retain capacity but make decisions that might not be in their best interest. In the highly publicised case of Joyce Brown, a mentally ill homeless person who was forcibly hospitalised under New York State’s civil-commitment law, the court ruled that she retained the capacity to comprehend the nature of the proposed treatment and to have a rational opinion about it, culminating in her refusing treatment. Some criticised the decision as allowing patients to ‘rot with their rights on’. Such instances underscore how respect for autonomy must be weighed against beneficence, as neither of these principles in medicine carries greater weight when they clash. The resolution of such conflict often depends on the context of the specific case, and may invoke the duty to ensure involuntary treatment as providing the best possible psychiatric care (see Table 3.1).


Paternalism




Agnes Brown, an elderly spinster, has a long history of debilitating depression and an extreme sensitivity to adverse side effects of her medications. Her psychiatrist, capitalising on her suggestibility, praises a new drug while being ambiguous about its potentially negative effects. The patient does well and is grateful.





Benign authoritarianism is commonly encapsulated in the expression, ‘The doctor knows what’s best for you’, with the corollary that they will act accordingly without fully consulting the patient. Clinicians might be inclined to act paternalistically in an attempt to avoid adverse consequences. One element of paternalism is the appeal to grounds of beneficence, such as withholding information about side effects of treatment lest that knowledge impede the patient from accepting vitally needed care. More importantly, if a patient refuses to acknowledge that they are ill, the psychiatrist may act paternalistically by involuntarily committing the patient or coercing them into treatment. This course is socially sanctioned by mental health law when patients are judged to be mentally ill and a danger to self and/or others, or quite unable to care for themselves. In such circumstances, psychiatrists are in the invidious position of having to determine whether they are a patient’s advocate or an agent of society.


It is important to recognise that psychiatric patients, even when psychotic or severely depressed, can maintain substantial, albeit impaired, autonomy. They may be impaired in one or more of the five steps of decision-making outlined in Table 3.2, but exceed the threshold for other steps. An alternative to paternalism is to address the causes of impaired autonomy and thereby improve the patient’s capacity to participate in the decision-making process.


Informed consent




A patient complains to the Medical Board about Dr Black’s purported negligence. She claims she was never informed that lithium therapy conveyed a risk of alopecia, and now feels ‘disfigured’ due to the hair loss.





The ostensibly straightforward concept of informed consent has become more complicated by virtue of its being thrust into the legal arena in malpractice suits, especially those alleging negligence. Informed consent emphasises the need for a patient’s participation in treatment (and procedural) decisions. Benefits include reduced fears stemming from ignorance or imagination, greater likelihood of cooperation, and respect for the patient’s autonomy in the form of self-determination. The fundamental planks of informed consent are:


•   disclosure of adequate information. As a first step the clinician fully discusses information relevant to a patient’s decision regarding treatment. For example, when prescribing medication, the clinician informs the patient about likely benefits, side effects and risks, as well as available alternatives, including no treatment. Information is conveyed in language that the patient can be expected to understand


•   competency. The patient must be able to comprehend and decide about a health-care issue. As previously indicated, this ability may be impaired by auditory hallucinations, delusional beliefs and other clinical phenomena. Competency is understood in relation to the decision to be made. Thus, a mentally ill person may be judged competent to refuse medication or to decide where to live, but not competent to stand trial or to make a will. The decision-making process in each case consists of five steps, as outlined in Table 3.2, each dependent on the previous step. Assessing competence along these lines may challenge the clinician, but is facilitated by scrutinising a patient’s ability to tackle each step in relation to the required decision. The level of competence required will vary according to the magnitude of risk inherent in the decision. For example, a patient with suspected influenza whose capacity is in question might not be compelled to submit to venepuncture for routine blood work; however, they would likely not be able to refuse a lumbar puncture or empiric antibiotic therapy if they presented with an altered mental state and recent exposure to another patient with meningococcal meningitis


•   voluntariness. Consent must be given freely—that is, without any coercion or controlling influences, whether internal (psychological or physical factors) or external (efforts by other people or institutions). Informed consent is best regarded as a process that is integrated into the continuing relationship between clinician and patient as a routine aspect of assessment and treatment.


Research




A patient with schizophrenia who is enrolled in an early-phase clinical trial has an impaired understanding of the possible risks and benefits of the research. In particular, he believes he will benefit personally from the study’s findings, an unlikely short-term outcome, and does not appreciate its possible risks.





Patients with psychiatric disorders comprise an important study population; their exclusion from research impedes the acquisition and use of new knowledge, and the benefits it may convey. They may also constitute a vulnerable group if deficits in decision-making impair full participation in the process of informed consent. Such deficits (see Table 3.2) should be identified and addressed before their inclusion in research, as consent to participate should be given freely. Those with impaired decision-making that is not reversible, and who fall below thresholds for valid consent, should be excluded, particularly as a study may impose serious and irreversible harms.


Respect for persons is another fundamental principle in designing and implementing clinical research. This means that research subjects should be treated with respect, honesty and dignity, and their confidences protected.


Research ethics committees provide crucial safeguards for patients. Their mandate is to review the scientific value of a study, the adequacy of the design to answer the research question(s), and the risk-to-benefit ratio of possible outcomes. Furthermore, the committees oversee the informed consent process and the protection of subjects. The onus is on the investigator, however, to inform the committees of any changes to the design of the study after it has been initiated.



Boundary transgressions




A long-term patient of Dr Wills walked into his office sobbing and reported that a beloved sister had died suddenly of a heart attack. She leaned her head onto his chest; he responded by offering a consoling hug and gently patting the back of her head. He discussed his uncharacteristic reaction with a colleague who observed that he ‘never, ever’ touched a patient.





The therapeutic relationship is always based on respect for the patient’s best interests. The relationship is dynamic, and evolves and changes in response to intrapsychic, interpersonal and external influences in both the patient and therapist. Psychiatric treatment, especially the various forms of psychotherapy with its intimate disclosures, places the patient in a vulnerable position, particularly in light of the process known as ‘transference’, in which the patient endows unconsciously to the therapist feelings and attitudes originally associated with significant figures in their own lives. ‘Countertransference’ is the term used for the therapist’s unconsciously derived reactions to the patient (see Chapter 28).


Transgressions of the therapeutic boundary, which may result from the disparity of power inherent in all clinical relationships, occur on a spectrum of severity. ‘Boundary violations’ are potentially exploitative or harmful to patients; an extreme example would be sexual relations with a patient, while a less severe instance might be probing a patient for information that a therapist could use advantageously (e.g. insider knowledge of future financial transactions). Sexual exploitation may significantly disrupt, if not destroy, the therapeutic relationship. A reasonable rule of thumb in assessing whether any act is a boundary violation is for the therapist to ask, ‘Is this action primarily to benefit the patient or the therapist?’


Since Hippocrates, sexual relationships with patients have been strictly forbidden. A series of annotations to Principle 2 of the RANZCP Code of Ethics makes it abundantly clear:





•   Exploitation of patients, whether physical, sexual, emotional, financial, or through other benefits is unacceptable; the trust embodied in the doctor–patient relationship must be respected.


•   Psychiatrists are involved in professional relationships in which there is an imbalance of power and shall not exploit this power differential for their own personal, social or material benefit.


•   Sexual relationships between psychiatrists and their current and former patients are always unethical.


•   Sexual harassment or any behaviour that might be reasonably interpreted by a patient as demeaning, or as a sexual advance, is unethical. Such behaviour may include physical contact, or conduct, comments or innuendo of a sexual nature or questioning on sexual matters that is not necessary for clinical purposes.


•   Psychiatrists can encourage or persuade patients for beneficial therapeutic purposes; if so, they should only do this in ways that are consistent with the aims of treatment.


In contrast to boundary violations, ‘boundary crossings’ are non-sexual boundary transgressions that may ultimately benefit the treatment. For example, consoling a grieving patient, as in the case history, may in retrospect prove to be a constructive act by the therapist. However, it is often difficult to evaluate boundary crossings involving unavoidable physical contact, as described above, or when a patient is spontaneously affectionate. (Psychiatrists lack safeguards that can be employed by clinicians engaged in physical medicine, such as using a chaperone.) In order to avoid other types of ethically embarrassing situations, the therapist must be constantly aware of transference and countertransference issues, then set appropriate but kind limits, which is not always an easy task; for example, acceptance of an apparently modest gift may impair the professional relationship, though it could also constitute a boundary crossing that promotes the treatment.


Resource allocation




A psychiatrist working with limited resources in the public sector is compelled to treat chronically ill patients almost exclusively with medications despite his recognition that it is a suboptimal treatment and should be complemented by evidence-based psychosocial and psychotherapeutic interventions.





The spectrum of mental illness is wide and its borders ill defined. It frequently overlaps with social problems such as homelessness, domestic violence, poverty and alienation. People who pose a danger to themselves or others obviously demand attention and resources, perhaps at the expense of those less disturbed but nevertheless suffering from distressing disorders.


Problems of resource allocation are not new but have become more prominent with the rise of consumer groups, an ageing population, advances in medical technology, and media attention paid to unmet need. Resources are allocated at three levels:


•   primary: the overall available resources relative to those in other areas of society, such as education or infrastructure maintenance


•   secondary: resource allocation to specific services such as hospital units, community mental health services, and specialist clinical services


•   tertiary: allocation of resources to individual patients, families and groups.


All health professionals have a role to play in resource allocation, both individually and collectively, at the primary and secondary levels, grounded in the principle of justice. Ethical considerations become more pronounced and personalised at the tertiary level, where clinicians serve as ‘gatekeepers’. An annotation to Principle 11 of the Code of Ethics specifies that ‘Psychiatrists shall be prepared to act as advocates and join with others in ensuring that psychiatric patients have available to them the best possible health services’. But to what extent should they be advocates, given the risk of paternalism, particularly in mental health care, where the illness itself often disempowers patients by compromising their own capacity for action? And what about mental health NGOs like the National Association for Mental Illness?




A clinically stable and socially independent patient with chronic schizophrenia and hepatitis C infection requests treatment with a new and costly antiviral therapy. The hepatology service of the hospital refuses, arguing that the medication should be reserved for patients ‘more able to cope with the treatment’. The patient’s psychiatrist seeks a meeting with the hepatology service director to argue for the patient’s suitability to accept treatment and arranges more intense clinical monitoring during the treatment phase. The service agrees and the patient receives the treatment with a good clinical outcome.





The ethical conflict is stark: beneficence promoting individual need versus justice (equity for the group). Here we have to distinguish need from want and set priorities in terms of tangible benefits. Different theories of justice suggest different courses for responding to these dilemmas.


Libertarianism, a laissez-faire approach, holds that justice prevails when the opportunity to pursue social and economic goals is guaranteed to all members of society. That is, people should receive medical care to the degree they can afford. The theory ignores the impact of the ‘natural lottery’ (a change in fortune caused by natural forces such as illness) and the ‘social lottery’ (disparities in material possessions such as inherited wealth), thereby placing people in unequal positions to compete for resources.


Utilitarianism holds that justice in health care is achieved through policies that promote efficiency as determined by cost–benefit analyses. However, as the case vignette illustrates, those policies may promote group welfare at the expense of individuals. Is it ethical to impose limits on the care of certain groups (e.g. the chronically mentally ill) in order to conserve resources for other sorts of patients? And if we do, can we be assured that the resulting savings will go to other mental health programs?


Egalitarianism holds that justice prevails when there is an equal distribution of benefits (e.g. education) and harms (e.g. taxes) across society, and that each citizen retains a degree of basic liberty equal to that of every other member. In terms of health care, this is conceptualised as a twofold endeavour, involving:


•   allocating resources in a way that tries to equalise differences imposed by the above natural and social lotteries


•   seeking to provide equality of opportunity to all by ensuring they receive sufficient medical care to enable them to function as ‘a typical member of the species’, as the philosopher John Rawls puts it.


Conclusion


Ethical issues requiring decisive resolution permeate clinical practice. Many are minor, some major, and most demand expeditious if not immediate answers. The conflict of principles in certain ethical dilemmas tests even the most experienced clinician. Clinicians should not hesitate, therefore, to seek advice from a regulating authority (Medical Board), medical defence organisation, national medical association, local ethics committee or one or more trusted colleagues. To practise effective and personally satisfying medicine, doctors need more than updated knowledge enriched by experience, essential as that is. Practice has to be anchored to its ethical foundations. This chapter has sought to provide a guide and framework for these foundations.
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What Causes Mental Illness?


Pete Ellis and Susanna Every-Palmer


For every problem there is a solution which is simple, obvious, and wrong.


Albert Einstein




Tom experienced anxiety and withdrew socially for several months following a car crash in which his best friend was killed.







Anneke became severely depressed two weeks after her son’s birth and was convinced he was possessed by the devil.







Mario started hearing voices and believing that he was being monitored by the security services, symptoms reminiscent of those experienced by his uncle, who had later killed himself.







Grace suffered from poor sleep and periods of agitation in the wake of a mild stroke that had fully resolved.







Abuk’s parents had been killed in South Sudan before she fled to Kenya, from where she migrated to Australia. Although her brother had had mental health problems, she had never experienced psychiatric symptoms.





THESE clinical vignettes suggest links between specific causal factors and particular psychiatric syndromes. However, different factors triggered depressive symptoms in Anneke and Grace, whereas overwhelmingly stressful circumstances had no overt effect on Abuk. Obviously, as in many areas of medicine, overly simple models of complex clinical states are unhelpful in everyday practice.


The following history illustrates how this interplay of factors can occur in what, at first sight, is a straightforward situation:




A newly qualified doctor was looking after a young child, seriously ill with tuberculosis. The doctor had heard that the grandfather blamed his daughter, the child’s mother, for causing the illness. When he learned that the grandfather was visiting the ward, he sought to clear up the misunderstanding. The grandfather listened quietly to the detailed explanation of the role of the tubercle bacillus, host immunity, inflammatory processes and pathophysiological consequences. The doctor was careful to use non-technical language. Finally he said, ‘So, you see, the illness has nothing to do with your daughter at all’.


‘Can I see this thing, this TB?’ asked the grandfather. The doctor glanced around the office, and noted that there was no microscope available.


‘Well, not at the moment, but I could try on Monday.’


‘Ah,’ noted the grandfather, ‘I see. I believe in things you can’t see, too. My daughter has caused my family much worry and shame. She got in with a bad crowd at school and then went off with a bad man. We tried to stop her, but she ran away and got involved in drugs. She had this boy to that man, but he was a drug addict and left her. She lived in a damp flat and did many bad things. She didn’t look after my grandson properly, often left him alone and didn’t feed him properly. That is why he got sick’.





Aetiology and diagnosis


The young boy had a diagnosis of tuberculosis, and shared much in common with others with the same illness. However, his lowered host resistance, increased likelihood of exposure to the bacillus and delay in seeking assistance were factors unique to him. Knowledge of these personal factors helps us understand how this boy became ill in this way at this time. In psychiatry, we refer to this integration of personal factors as a ‘formulation’. Formulation is not the same as diagnosis (see Chapter 6). Diagnosis summarises typical clinical symptoms and signs as well as associated laboratory features (in this case, those common to people with tuberculosis)—that is, what the individual has in common with others with this condition. Formulation is about the unique issues facing an individual. Both formulation and diagnosis are pertinent in practice: they allow us to investigate aetiology and predict course, and to map out treatment.


The aetiology of some psychiatric diagnoses is clear; for example, the amnestic syndrome (Korsakoff’s syndrome, characterised by profound loss of anterograde memory) is caused by acute thiamine deficiency, associated with severe alcohol dependence. For other conditions, such as Alzheimer’s disease, while specific genes may be associated, we only partially understand the links between the typical pathological features in the brain and related behavioural changes. For common mental disorders such as depression and anxiety, we are less sure of how gene, brain and/or biochemical factors interact with known psychosocial risk factors.


Historically, mental illness has been attributed to a range of external factors (e.g. the moon, demons, witchcraft) and internal factors (e.g. excess black bile, ‘weak heredity’, moral weakness). A systematic approach only developed in the nineteenth century, much influenced by Cartesian philosophy, which regarded brain and mind as distinct. Modern psychiatry emphasises understanding the whole person, both brain and mind, and sees the psychological repertoire of humans as the sum of the continuing interaction of external factors (e.g. culture, current social situation and relationships with others) and internal factors (e.g. coping style, altered brain functioning and genetic vulnerability)—the biopsychosocial model. We will examine the most relevant causal factors in each of the biological, psychological and social domains using examples of some conditions, which are explored in detail in later chapters.


Biological factors


Genes


Genes play a central role in determining risks of both psychotic and non-psychotic psychiatric disorders. For instance, roughly half the risk for addiction or depression is genetic; this is greater than the genetic risk for high blood pressure or most cancers. Schizophrenia, bipolar disorder, autism and attention deficit hyperactivity disorder (ADHD) have about 80% heritability. While the lifetime risk of schizophrenia is 1% in the general population, it is 10% for the offspring of an affected person. Comparable figures in bipolar disorder are 1–2% versus 20%.


But genes are not everything. While it was hoped that mapping the human genome would ‘revolutionise the diagnosis, prevention and treatment of most, if not all, human diseases’, as President Bill Clinton stated at the launch of the Human Genome Project in 1990, the genetic causes of most common mental illnesses remain elusive. Genetics, it turns out, is more complicated than we thought. For example, the human genome itself has fewer protein-coding genes and much more non-protein-coding RNA than anticipated. Non-protein-building RNA is highly expressed in the brain. Small alterations in these molecules affect the expression of multiple genes and may underlie psychiatric disorders. With rare exceptions—such as mutations in the HTT gene causing Huntington’s disease, or the apolipoprotein E4 allele link to late-onset Alzheimer’s disease—single errant genes rarely cause mental illness.


Genome-wide association studies (GWASs) have failed to identify the mythical ‘schizophrenia gene’, but have identified over a hundred different gene loci associated with increased risk of this condition, most significantly the major histocompatibility (MHC) locus on chromosome 6. This region towers above the other risk-associated areas on schizophrenia’s genomic profile (known as the ‘Manhattan Plot’ due to its resemblance to the New York skyline). The locus contains four common variants of the complement component 4 gene (C4). These produce C4-A and C4-B proteins. C4-A causes aberrant or excessive synaptic pruning in the brain.


Synaptic pruning is how the brain discards weak or obsolete connections between neurons, a kind of spring-cleaning that occurs as the brain matures. The more C4-A an individual expresses, the more extensive the synaptic pruning, particularly in the prefrontal cortex during the adolescent/early adult phase of development, and the greater the risk of schizophrenia. This could account for the neuronal loss and reduction in cortical grey matter found in affected individuals, and the common onset of illness at this age. However, a high load of the C4-A genetic variant does not guarantee schizophrenia, nor does its absence provide absolute protection.


We know that in schizophrenia, as in all psychiatric disorders, environmental influences can alter gene expression, complicating the picture. Changes in gene expression, without change in the gene DNA, are known as epigenetic. For example, environmental factors—such as perinatal exposure to viruses or malnutrition, trauma or substance use—may affect the addition (or removal) of epigenetic ‘tags’, such as methyl groups, to DNA histones, which in turn can up- or downregulate gene expression. This is the likely mechanism for gene–environment interactions. An example of such an interaction involves the AKTI gene and cannabis use, with certain variants of this gene increasing the risk of developing psychosis following substance use.


No two people, even identical twins, will have exactly the same experiences or developmental history. Even in an autosomal dominant condition like Huntington’s disease, environmental factors may influence the expression of the conditions. While the length of the abnormal segment of the HTT gene is broadly related to the severity and onset of the condition, the form of the illness varies considerably, even when affected siblings in a single family have identical genes. The importance of social circumstances, support and personality must always be considered. The clinical presentation (phenotype) is not solely determined by the genome (or even epigenome) alone.


Brain structure


Differences in brain structure in some conditions, imaged through advances in computed tomography (CT) scanning and magnetic resonance imaging (MRI), have generated hypotheses about how some mental illnesses develop. Structural changes in the frontal lobes associated with schizophrenia may reflect exposure to adverse factors affecting brain development (such as in response to influenza during the second trimester of pregnancy or obstetric complications at birth) that cause inappropriate neuronal connections during foetal development. These may lie dormant until puberty, when critical maturational changes interact adversely with the faulty connections, resulting in psychotic symptoms. This research has spurred efforts to identify these prenatal factors (see Chapter 16). At the other end of the life cycle, neuroimaging helps distinguish between different types of dementia (Alzheimer’s disease versus dementia secondary to vascular disease) or cerebrovascular changes associated with a poorer response to antidepressants.


The functioning brain


Direct observation of brain functioning, through single-photon emission computed tomography (SPECT), positron emission tomography (PET) and functional magnetic resonance imaging (fMRI), has allowed testing of postulated changes in various disorders, such as frontal-lobe functioning in people with schizophrenia and various forms of dementia. It also enables the direct testing of neurochemical theories, by measuring neurotransmitter levels in vivo in both health and disease, and before and after medication. Some of these techniques (but not fMRI) are currently limited by poor resolution and radiation hazards.


The electrical activity of large groups of neurones and detailed maps of minute-to-minute brain function derived from multichannel electroencephalograms (EEGs) provide another window on brain functioning, including frontal-lobe functioning in schizophrenia and sleep disorders.


Neurochemistry


Many biological theories of mental illness are based on our understanding of how psychotropics work. Because antipsychotics block dopaminergic transmission, it was postulated that schizophrenia was due to excess dopamine. Similarly, because drugs that deplete monoamines (serotonin, noradrenaline and dopamine) cause depression and antidepressants increase monoamines, depression was hypothesised to be due to a monoamine deficiency. Realisation that these changes happened within hours, while therapeutic effects took weeks, led to a focus on neurotransmitter receptors instead, and thus the dopamine and monoamine receptor theories.


However, several subtypes of each receptor exist, each with different effects depending on their location on the neurone and within the brain. Postsynaptic mechanisms can either amplify or attenuate the signal. There are at least 30 neurotransmitters, including ‘small molecule neurotransmitters’ (e.g. dopamine, glutamate, GABA, serotonin, noradrenaline, acetylcholine and histamine), neuropeptides (e.g. endorphins, oxytocin) and others (including other small molecules such as nitric acid and glycine, and larger molecules such as endocannabinoids). Their full interactions with each other remain uncertain.


A purely chemical model of mental illness is unsustainable. The ‘network hypothesis’ proposes that depression reflects problems in neuronal communication, with antidepressants acting by improving information processing. In animals, antidepressants can alter synaptic connections by stimulating neuronal turnover and axonal spouting. Both antidepressants and electroconvulsive shocks increase the amount of brain-derived neurotropic factor (BDNF), a locally active trophic factor that stimulates axonal sprouting. This theory provides an exciting stimulus to neuropharmacological research—after all, the brain is not a chemical factory but an information storage system (and more!).


Neuroendocrinology


Brain hormones (neurohormones) regulate systemic hormones through feedback mechanisms, and also have direct neurotransmitter effects. Many depressed patients have increased cortisol production due to a failure to downregulate production of hypothalamic-signalling hormones. For many of these, this is regulated by the effects of corticotropin-releasing factor (CRF) on the hypothalamic–pituitary–adrenal (HPA) axis. Trauma such as physical or sexual abuse in early life can lead to long-lasting changes in CRF, which are associated with an increased risk of depression.


Relatively new work suggests important interactions between neuroglial cells and neurons, with the interaction being modulated by locally active ‘hormonal’ mechanisms.


Immunology and inflammation


There is increasing interest in inflammatory models of mental illness, and CRF is involved in the interaction between the immune and endocrine systems. Depressive states can be experimentally induced by administering cytokines and other immunogenic agents (such as vaccines) and are frequently associated with inflammatory illnesses such as some heart diseases and rheumatoid arthritis. Cytokines and inflammation increase during depressive episodes and diminish during remission. It has been argued that the inflammatory response to perinatal exposure to viruses affects neuronal development, increasing later vulnerability to schizophrenia. This suggests that some mental disorders may be caused by immune mechanisms. This is a currently active area of research.


Medical factors


A range of medical disorders can lead to psychiatric illness; indeed, psychological symptoms may be the only sign (see Chapter 17). These include brain diseases and those of other systems that affect the brain indirectly. Exogenous factors, particularly drugs (prescribed and otherwise), can also affect brain function (see Chapter 15).


Diseases of the brain


Head injuries, tumours and neurodegenerative conditions can lead to changes in cognition, mood and behaviour by damaging neurons. For example, people with Parkinson’s disease have damaged nigrostriatal pathways and are prone to depression; in Alzheimer’s disease, behavioural and cognitive difficulties reflect selective loss of neurons from key cortical regions; and cerebral vasculitis—for example, in cerebral systemic lupus erythematosus (SLE)—can produce cognitive, affective and psychotic symptoms (as can high-dose steroids used in its treatment). Epilepsy, particularly partial complex seizures, can cause psychological symptoms by altering neuronal functioning. Head injuries increase the risk of a range of psychiatric conditions, particularly in the succeeding year.


Medical diseases with effects on the brain


Many hormones affect neurotransmitter pathways. Thyrotoxicosis can cause anxiety, Cushing’s disease can affect mood, and phaeochromocytoma may present acutely as panic disorder. Some multisystem diseases can reduce cerebral blood supply (e.g. SLE, hypertension and diabetes). Infections, especially glandular fever and influenza, may lead to persistent fatigue during convalescence, presumably through immunological effects on the brain, through cytokines such as interleukins and/or interferons. HIV-related mania and dementia are probably due to direct neuronal infection and altered immune response.


Drugs affecting the brain


Exposure to many drugs leads to acute, chronic or deficit psychiatric symptoms, through interaction with brain neurotransmitter systems. Alcohol is a good example. Acute intoxication can lead to disinhibition; discontinuing chronic use can lead to a withdrawal syndrome; and years of heavy use causes irreversible brain damage by direct toxic effects on neurones.


Acute intoxication and withdrawal effects are also seen with hallucinogens (e.g. lysergic acid diethylamide, or LSD), stimulants (e.g. amphetamines, 3,4-methylenedioxymethamphetamine, or MDMA) and sedatives (e.g. benzodiazepines). LSD stimulates postsynaptic 5-HT2 receptors, which appear to be involved in hallucinations. Those under 15 who use cannabis regularly (particularly potent forms) are up to four times more likely to develop schizophrenia by the age of 26.


Unwanted neuropsychiatric side effects of many drugs are not uncommon. Steroids can elevate or depress mood; contraceptives can cause depression; lipid-soluble beta-blockers can lead to fatigue, nightmares and depression; L-DOPA can produce hallucinations; interferon in high dose is associated with profound fatigue and depression.




Sophia, a social worker, developed hypertension and was treated with propranolol. She developed nightmares, felt listless and miserable, and had difficulty completing her work. However, she did not associate this with the medication and it was only months later that a discussion with a medical colleague led her to raise this with her cardiologist. He promptly discontinued the propranolol, and she recovered within a week.





Psychological factors


Personality ‘traits’ are those enduring aspects of how a person relates to others, reacts to the world and evaluates himself or herself. For all this, a person may laugh, cry, be angry, be thoughtful and act unkindly at different times. This does not mean that ‘personality’ is constantly changing—it is the overall balance that is pertinent, not the instantaneous sample. More ‘mature’ personalities are flexible; they have a wider range of responses to cope with different circumstances. Those with a more limited repertoire may manage in predictable situations but not in more challenging ones. For example, obsessional people may cope well with a highly predictable office job but do poorly in a management-type position where tasks are less clearly defined.


There are several theories of how personality develops. Most, based on close, longitudinal observations, offer important insights into how people think and feel (see Further reading).


The psychoanalytic model


One of the best known is the psychoanalytic model. A key concept is that unconscious processes govern our conscious actions. Sigmund Freud, the father of psychoanalysis, saw behaviour as arising from unconscious forces whose expression both contributes to personality development and is influenced by early and current life experiences. Instinctual forces, beyond a person’s awareness, are active from infancy. They are pleasure-seeking (Eros) or destructive (Thanatos) in form, and reside in that part of the psyche labelled as the ‘id’. By contrast, the ‘ego’, or the executive function of the mind that provides a sense of self, deals with the external world as well as with internal psychic conflicts. As a person is socialised by family and society, they develop a conscience or ‘superego’. This comprises parental values, ideals and prohibitions.


Freud divided infant and child development into sequential stages during the first six years of life, followed by a relatively quiescent or latent phase. Unresolved difficulties in one or more of these stages were held to predispose the person to psychological disturbances in adulthood (see Table 4.1).


Table 4.1 Freudian stages of personality development








	Stage

	Age

	Developmental tasks






	Oral

	Birth to 18 months

	
Satisfaction of dependency needs


Development of trusting relationships








	Anal

	18 months to 3 years

	
Autonomy and control of own body


Managing a two-person relationship (mother/


father–child)








	Phallic

	3–4 years to 5–6 years

	
Appreciating gender differences


Coping with being part of a three-person relationship


Development of sexual identity and mastery of environment








	Latency

	5–6 years to puberty

	Control of sexual and aggressive forces through sublimation and peer relationships






	Genital

	Puberty to adulthood

	
Establishment of personal identity


Adaptation to social expectations and social values











Psychological problems may arise if the ego is challenged from one or more of three sources: id forces, superego demands, and threats from the external world. If these challenges cannot be met or if the ego perceives a threat to its integrity, this causes anxiety or other distressing feelings. The ego then responds to reduce this distress by using so-called ‘defence mechanisms’ (see Chapter 7). Since these operate unconsciously, the person reacts deliberately but is unaware of the underlying ‘psychodynamics’, and may become conscious of motives and defences only at a later point (or during the course of psychotherapy). Healthy people use a range of ‘mature’ defence mechanisms. Those who have had substantial difficulties in their upbringing may be reliant on a more limited range of less adaptive defences.


Freud’s original concepts have been considerably elaborated and modified by many other theorists (including himself), some of whom gave greater emphasis to how the child’s development is affected by significant other people, and emphasised psychological development as a lifelong process. Prominent among them is Erik Erikson, a child psychoanalyst, who emphasised the need to negotiate particular tasks at different stages of the life cycle to enrich development (see Table 4.2) and how failure to do so reduces a person’s future potential. While he made a major contribution to our notions of individual development (and its lifelong nature), he has been criticised for reinforcing certain beliefs about the primacy of individual (rather than group or social) development tasks.


Table 4.2 Erikson’s stages of development








	Age

	Stage

	Key tasks






	Infant to toddler

	Basic trust vs mistrust

	Recognising consistency of response by others and child’s ability to meet their expectations






	1–2 years

	Autonomy vs shame and doubt

	Controlling and mastering internal and external environment to achieve independence without loss of self-esteem






	3–5 years

	Initiative vs guilt

	Planning tasks, balancing impulses against primitive guilt






	6–11 years

	Industry vs inferiority

	Mastery of school life, gaining recognition for productivity, acquiring social and cultural identity, gaining competence






	12–18 years

	Identity vs role confusion

	Developing a sense of self, establishing sexual identity, creation of occupational identity






	19–30+ years

	Intimacy vs isolation

	Commitment to social, educational and career goals, and compromises to balance and achieve these






	40–60 years

	Generativity vs stagnation

	Establishing and guiding the next generation (own family and/or others)
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