Rosenhan’ study (1973)
Procedure of Study 1
This study used eight researchers and twelve hospitals. 

Researchers: 

	Pseudopatients:
	Pseudo means fake. ‘Pseudopatient’ is the term Rosenhan used for the researchers in his study. They were not mentally ill and were not real patients, but they were still patients in the hospital.
 

	Gender:
	5 men and 3 women


	Occupation:
	· 3 psychologists (one being Rosenhan)
· A psychology graduate student

· A psychiatrist

· A paediatrician 

· A painter

· A housewife


	Mental health:
	None of them had a history of any mental health problems.



Hospitals: 

	Where:
	The hospitals were 5 states in the USA.


	Range:
	The hospitals represented a range of different types i.e. old, new, private, state-run, good staff to patient ratios and understaffed. 



The three stages of the study

1. Telephone call: Each researcher phoned the admissions office of a hospital to make an appointment because they said they were hearing voices.

2. Initial admission meeting: They reported hearing voices (auditory hallucinations). 
· They said the words were unclear but seemed to be saying ‘empty’ ‘hollow’ and ‘thud’.

· They gave a pseudonym (false name).

· If their profession was psychology / mental health they gave a false job.

· Everything else they disclosed was true, including significant life events and family relationships.


3. Once admitted to the hospital: 

	Behaviour
	They:
· Stopped feigning symptoms and behaved normally / sanely (obviously some were quite nervous as they had not expected to be admitted so easily).
· Answered all questions from staff and patients honestly except about being part of a study.
· Responded to instructions from staff – were friendly, polite and cooperative.
· Were friendly to patients and chatted with them.  



	Observations
	· They observed life on the ward – this was a covert participant observation.
· They recorded their experiences by taking notes. At first they tried to hide this but soon realised that it was unnecessary to try to conceal this from the hospital staff. 



	Medication
	· They did not swallow the medication that they were given.





Results of Study 1
	Length of stay:
	The average length of stay was 19 days. Time spent in the hospitals ranged from 7-52 days.


	Amount of medication / drugs given:
	A total of 2,100 pills were given to the pseudopatients.

	Diagnosis:
	· All were diagnosed as having a serious mental health disorder on minimal symptoms.

· Sanity was never detected by the staff.

· No records showed there were any doubts about the authenticity of the pseudopatients.

· They were discharged with a diagnosis of ‘schizophrenia in remission’ 


	Reactions from genuine patients:
	In 3 hospitals 35 of 118 patients (30%) on the admissions ward voiced their suspicions and challenged the pseudopatients saying things like ‘You’re not crazy. You’re a journalist or a professor. You’re checking up on the hospital.’


	Interpretation of the behaviour of the patients by staff:
	Staff treated the pseudopatients in a way that was consistent with their diagnosis and they pathologised normal behaviour: 

· Note-taking was described as ‘writing behaviour’, it did not elicit any questions from staff but in some cases was seen as an aspect of their pathological behaviour.

· Pacing corridors (due to boredom) was seen as nervousness.
· Waiting outside the lunch hall early was described as ‘oral inquisitive syndrome’

· Normal family background was interpreted as ‘abnormal’ in diagnosis so that a changing pattern of closeness between pseudopatient and mother and father over the years was seen as ‘manifests a long history of considerable ambivalence in close relationships’.  



	Amount of time the staff spent with the patients:
	· Staff and patients were separated.

· Professional staff had glassed quarters in the corner of the ward – the pseudopatients called it ‘the cage’. 

· Staff emerged from the cage, did their tasks and then returned to the cage.

· In 3 hospitals the amount of time spent out of the cage was measured, on average 11.3% of the whole time was spent out of the cage mingling with patients. 

· On an average day a nurse would come out of the cage 11.5 times per shift.

· Doctors (especially psychiatrists) were even less available and were rarely seen on the wards. 



	Responses of staff to questions
	· In 4 hospitals they looked at the way staff responded to the pseudopatients politely asking scripted questions e.g. ‘When will I be discharged?’

· This was compared to the reaction of staff who were approached by a female pseudopatient in the Stanford University health clinic (a medical centre, not a psychiatric hospital). She asked members of staff in the corridors for directions.
· The results are in the table below: 




	Response
	Psychiatrists

in the hospitals
	Nurses / attendants

in the hospitals
	Stanford University

	% Moves on, head averted
	71
	88
	0

	% Makes eye contact
	23
	10
	0

	% Pauses and chats
	2
	2
	0

	% Stops and talk
	4
	0.5
	100

	Number of respondents
	13
	47
	14

	Number of attempts
	185
	1283
	14


Procedure of Study 2
· When the results of Study 1 were published some institutions reacted with a challenge – they did not believe their systems would be so easily fooled. 

· Rosenhan agreed with one leading teaching hospital to do a similar study and set up a test.

· He told them that sometime in the next three months one or more pseudopatients would attempt to be admitted to their hospital. 

· Every staff member who dealt with admissions had to rate all patients in terms of the likelihood (on a scale of 1-10) that they were pseudopatients. 

Results of Study 2

Over a three month period 193 genuine patients were admitted. 

	41
	Were judged as fake with high confidence by at least one staff member.


	23
	Were suspected as fake by at least one psychiatrist.


	19
	Were classed as fake by one psychiatrist and one other staff member.



BUT Rosenhan never sent any pseudopatients to the hospital!

Conclusions

	‘It is clear that we cannot distinguish the sane from the insane in psychiatric hospitals’ (Rosenhan)


	Study 1:
The doctors made
Type I errors (a false positive)
by calling a healthy person sick.
	Study 2:
The doctors made
Type II errors (a false negative)
by calling a sick person healthy.
 

	Doctors have a strong bias to Type I (false positive) errors because it is safer to err on the side of caution. While this may be reasonable when dealing with physical illness it is more dangerous in psychiatry because diagnoses carry personal, legal and social implications. 



	Labelling

Rosenhan was concerned about the effect that a diagnostic label had on the way the person was subsequently treated by the staff in the institutions. 

	· Insanity is a powerful central trait.
· All behaviours and characteristics are coloured by the label ‘insane’ and normal behaviours are overlooked.
· The diagnostic label actually changes the perception of the person so that all behaviour is interpreted within the context of the label.
· This means that once someone is labelled ‘abnormal’ all subsequent data about the person is interpreted in that light, so that the behaviour of the pseudopatients was seen in line with the belief they were mentally disordered e.g. their note taking was seen as pathological.
· Such labels are ‘sticky’ so that a person is stuck with that label. The pseudopatients were discharged with ‘schizophrenia in remission’ which suggests that they still have schizophrenia but are temporarily sane.






	Depersonalisation of the patients by the staff
This was a central conclusion of Rosenhan’s study. He argued that the treatment of patients in the psychiatric hospitals led to them feeling depersonalised.

	· Patients were not seen as an individual.
· They felt powerless.
· The segregation of staff and patients and the lack of contact that occurred as a result made them feel invisible, for example the staff did not notice that they were not swallowing their medication. 
· They had no personal privacy, for example there were no doors on the toilets.
· They were shown little respect from staff, for example patients were punished and beaten over small incidents. 


Why does this depersonalisation happen?

Rosenhan suggested it was the result of a variety of factors: 

	Attitudes towards the mentally ill
	On one hand fear and distrust of the mentally ill, and on the other the wish to help. This ambivalence might lead to avoidance. 



	Hierarchical structure of the hospitals
	Those in senior positions had little contact with the patients so that other staff followed their example.



	Use of medication
	Staff believed treatment was being conducted (by giving patients drugs) so further contact was not necessary. 



	Financial reasons (not enough staff)
	Rosenhan argued that just increasing staffing would not end depersonalisation because just adding more staff would not mean the attitudes of the staff would change. 



Rosenhan made a number of suggestions. He: 

· argued against the use of diagnostic labels. 

· thought the perceptions of people were distorted within a hospital setting and that this was unhelpful for them at a time when what they actually require is increased sensitivity to their needs.
· believed that it would benefit the patient to be in an alternative environment rather than a psychiatric hospital and he mentioned community mental health facilities. 

· recommended that mental health staff should read his study and similar materials to help them understand how patients experience psychiatric hospitals.

· wanted more data from actual patients, rather than pseudopatients, to be obtained as he believed their insight would be very valuable. 

The result:


All were admitted to the institutions


11 were given the diagnosis of schizophrenia


1 with the diagnosis of manic depression with psychosis





How did they get out?





They did not know when they were going to be discharged.


They had to get out by their own devices.


To get out they had to convince staff of their sanity (i.e. ‘I was


    ill but I am better now’)


 





Labelling can lead to…





Self-fulfilling prophecy





Once in hospital the patient is socialised in the bizarre setting of the hospital (this is called institutionalisation) and are treated in a way that is consistent with the label they have been given. They then may behave in abnormal ways. This behaviour then reinforces the label and confirms it. 





Stigma





Psychiatric diagnoses carry stigma 


(strong negative associations held by society) therefore labelling someone, possibly incorrectly, with a psychiatric diagnosis can


have major implications for that person.
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