SESSION TWQO: DIAGNOSIS
AND CLASSIFICATION OF

MENTAL ILLNESS
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Current state of play &

The Medical Model

This is the best known model of abnormal behaviour in our culture.
Mental disorders are regarded as “illnesses and have a physical cause
such as disease, infection, brain damage, brain chemistry or genetfics.

The type of illness which has a clear physical cause is referred to as
organic.

When the physical origin of a disorder is unclear, we call these illnesses
functional.

Many patients take comfort from the fact that their illness is down to
factors outside their control, and the model sees the patient as not
being held responsible for their abnormal behaviour.




How did diagnosis begine

It began with the work of Kraepelin- He claimed
certain groups of symptoms occur together
sufficiently often for them to be called a disease or
syndrome...an underlying physical cause.

He regarded each mental illiness as distinct from all
others with it's own origins, symptoms course and
outcome.

Kraepelin classified two major groups-

Dementia praecox (Chemical imbalance) and
manic depressive psychosis (faulty metabolism).




This helped to establish possible organic causes and
formed the basis of the DSM Diagnostic statistical
Manual (APA) & the ICD International Classification
of Diseases (WHO).

His work is still embedded in the Mental Health Act
(1983, 2007) and is still used today.

The ICD 10 and DSM-5 are based largely upon the
experiences and beliefs reported by patients
because there is no other objective biological

markers for psychoftic or neuroftic disorders (Frith &
Cahill, 1995).




General back ground 1o ICD & DSM

WHO added psychopathologies to the ICD as a cause of death in 1939 but at first, was
not widely accepted, therefore DSM was created in 1952 by APA.

The 2nd edifion was published in 1968, followed by the 39 edition in 1980. As you know,
both the current DSM-5 and ICD10 are much more co-ordinated in current times.




Diagnosing apnormao
behaviour
ICD 10 is the European system, and DSM-5 is the American

system.

These systems aim to enable a suitable form of freatment for
the illness. Psychiaftrists use these when diagnosing mental

illIness. Both ICD10 and DSMS group symptoms together in
categories, therefore they have the same limitations as closed
questionnaires-

A yes or no decision must be made, but...

Pilgrim (2000) argues that the difference between mental
health and mental illness is a matter of degree, and the severity
of an illness is a more important indicator of mental disorder.




The current perspective:

DSM-5: Last major update (May 2013).

The manual is non-theoretical and focused mostly on describing
symptoms as well as stafistics concerning which gender is most
affected by the illness, the typical age of onset, the effects of
treatment, and common treatment approaches.

The DSM was based on five different dimensions. This multi-axial
approach allowed clinicians and psychiatrists to make a more
comprehensive evaluation of a client's level of functioning,
because mental illnesses often impact many different life areas.
However, important changes have been made within DSM-5. It is
no longer multi-axial for example.




Rather than grouping disorders categorically as
previous versions of the DSM had done, related
disorders and chapters are now grouped together
based on underlying vulnerabilities and symptom
characteristics. Ultimately, the purpose is to improve
diagnostic and treatment approaches, and signal

shared commonalifies in aetiology within larger disorder
Qroups.

The changes also align the DSM-5 with the World Health
Organization’s (WHO) International Classification of
Diseases, eleventh edition (ICD-11). These changes are
expected to help improve communication and the
common use of diagnoses across disorders within
chapters. The eleventh version is due out in 2018.




Why have two classification systems?
How do they differ?

The ICD is produced by a global health agency with a constitutional public health mission, while the DSM is
produced by a single national professional association (APA).

WHO's focus (mental and behavioural disorders) is to help countries to reduce the burden of mental disorders.
ICD'shQIeT\(eJrIopmenT is global, multidisciplinary and multilingual; the primary constituency of the DSM is U.S.
psychiatrists.

The ICD is approved by the World Health Assembly and the health ministers of all 193 WHO countries; the DSM is
approved by the assembly of the American Psychiatric Association.

The ICD is distributed broadly at a very low cost and available free on the Internet; the DSM generates a very
subs’rcﬁfr)hal Erqolr’rlon of the APA'srevenue, from sales, related products and copyright permissions for books and
scientific articles.

The DSM contains more detailed information than the ICD regarding mental and behavioural disorders.




Why is It iImportant o know about
DSM and ICD¢

Without these classification systems it is difficult to define what we mean by mental illness or
psychopathology.

These manuals help clinicians rule out "normal but socially deviant™ behaviours from
psychopathology.

The emphasis is on “distress” and “disability” as defining features of a mental iliness.
There are 4 main objectives with DSM:

(i) provide necessary and sufficient criteria for correct differential diagnosis

(ii) to distinguish frue psychopathology from problems with everyday living.

(ilf) to apply diagnostic criteria that can be systematically be used by clinicians in a variety
of seftings.

(iv) to develop theoretically neutral diagnostic criteria.




Back to: The Bio/Medicdal
Model

The medical model views mental illness much as it views
physical illness and hence refer to psychological problems as
‘liness.” Of all the models it is the most scientific and hence the
most well respected.

Psychological ilinesses have a physical cause (genetic,
chemical, anatomical etfc.)

Treatment of psychological illness will require a physical
Intervention (surgery or drug tfreatment for example).

The medical model believes that psychological illiness can be
caused by one or more physical causes.




Evaluation of The Medical Model

The model has lead to a number of widely used and effective treatments
for various disorders. Drugs have the added bonus of being quick and
easy to take compared to psychological treatments that can take months
and be very costly. But, there are many problems with
psychopharmacology...

With much of the research there is the problem of cause and effect. For
example if we carry out a post mortem on a schizophrenic and find
enlarged ventricles, can we be certain that these caused the
schizophreniae Perhaps the schizophrenia has caused enlargement of the
ventricles.

No psychological disorder has a 100% concordance rate when MZ twins
are compared. There are many cases of one twin having a psychological
disorder and their identical twin showing no symptoms.




‘Treatment aetiology fallacy’

You have a headache so you take aspirin- the
headache disappears.

Conclusion- lack of aspirin must have caused
the headachel

Unlikely, but that is what the medical model
suggests.

Prozac increases the levels of serotonin therefore
lack of serotonin must have been the cause of
the depression.

What are the problems associated with thise




There is a danger that concentrating on physical
definitions and tfreatments that we ignore the root causes
of psychological illiness such as poverty, stress and
iInequality (Szasz 1961).

If mental illness such as schizophrenia is a physical disorder
caused by genetics or brain structure, can we hold
individuals responsible for their illness or their behavioure

Also, If you know that a particular disorder is partly genetic
and there is a family history of it, will you start to look for
signs of it in yourself or in otherse

We then have the self-fulfilling prophecy and stereotyping.




Practical and Ethical problems:

There is a practical difficulty in diagnosing mental health problems,
because identification is largely down to interpretation of the patient's
symptoms.

With traditional physical ilinesses, they can be seen, described and

objectively measured with tests, but offen mental illiness there is often
No visible or measurable signs.

If we are to believe that mental iliness brings with it a loss of
responsibility, the Mental Health Act (1983, 2007) allows for an
individual to be compulsorily detained and treated, if believed to be
a danger to themselves or others.

Critics from the anti-psychiatry movement argue that this loss of rights is
unethical and can lead to discrimination.




Reliability and Validity
of diagnosis

When reliability is good, validity can be poor or good. When reliability is poor
then validity is always poor.

Reliability- consistency in diagnosis.

Iznc;rg]r—)ro’rer reliability about 0.67-0.86 (Brown, DiNardo, Lehman and Campbell,

Reliability of self report tests/scales-
Test retest reliability-

Validity- accuracy in diagnosis.




Evidence:

Brown et al., (2001) looked at the DSM-IV diagnosis of anxiety and mood disorder in 362
outpatients in Boston , USA.

Two independent interviews using anxiety disorders inferview schedule for DSM-IV.

There was much agreement across the two interviewers.

However, disagreement tended to focus on not whether a symptom fitted criteria but
whether the person had enough symptoms, whether they were severe enough or had
lasted long enough to gain a diagnosis.

They concluded that it was difficult to classify people who were on the ‘boundaries
‘particularly with regard to depression and generalised anxiety disorder.




Type 1 and Type 2 errors in diagnosis

In the words of Dr Guy Sutton (nheuroscientist):

A "type one" error exists when a disorder is diagnosed when in
fact none exists (i.e. the false positive is the (incorrect) diagnosis
of schizophrenia in a sane person).

"Type two" error is when a disorder exists but is not diagnosed
(false negative - negative being not diagnosing an ill person).




The medical model and
cultural differences

Stirling & Hellewell (1999) suggest that the majority of psychiatrists
in the UK are middle class, male and white. Therefore they are
subject to their own cultural bias, perceiving others behaviour as
abnormal if it differs from their own.

Sabin (1975) found cultural bias when clinicians used assessment
techniques with non English speaking patients: their problems and
symptoms were often misunderstood. This may explain why there
IS a higher reported incidence of schizophrenia in the UK in Ethnic
minorifies.

This contrasts with physical iliness, where culture would not affect
diagnosis.




Culture and mental illness

Depression is very rarely reported in Asian culture. Does this
mean that they are happy and contented or are there
other explanations?

Rack (1982) reports that Asians rarely consult their doctor
with emotional problems, preferring to sort these out within
the extended family unit. When they do visit the doctor
they only report the physical symptoms of stress such as
tiredness, lack of sleep and appetite etc.

Because mental illness carries such a stigma it is very
unusual for Chinese doctors 1o diagnose such disorders in
their patients (Rack 1982).




More recently:

Ingleby (2014) points out that psychiatry continues to
be dominated by Westernised health ideals, the
pharmaceutical companies and that by and large
both low and middle- income countries are under-
represented.

He argues that current psychiatric diagnostic
procedures, explanatory models and treatments are

only to a limited extent ‘evidence-based’ and neglect
research outside of the mainstream countries.

This suggests that the current system remains biased in
its approach to diagnosing mental iliness world wide.

In addition he believes that biases operate reflecting
professional and corporate interests, as well as other
social pressures, meaning that diagnosis will not be
beneficial fo all people equally.




Social class and mental iliness

In the UK the middle classes are far more likely to be diagnosed
with depression and eating disorders whereas the lower classes
are more likely to be diagnosed with schizophrenia.

Possible explanations for schizophrenia:

Diagnosis: Johnstone (1989) found that doctors were far more
likely to diagnose psychotic ilinesses such as schizophrenia in the
lower classes even when they reported similar symptoms to those
from higher social groups.

What are the implicationse




|n erpersonc |SSU@S N INTERPERSONAL
assessment

COMMUNICATION

The medical model and current classification systems are
objective, but assessment takes place between people.

Therefore practitioners are affected in their judgements of
people.

This is particularly important when communicating with individuals
from a variety of cultures and societies.




Interpersonal issues in assessment:
Stereotyping

Scheff (1966) crificised the medical model of mental iliness and particularly
the diagnosis of schizophrenia. He believed that it was a label attached to
unusual behaviour.

He argued that many people act unusually, but only those who are
diagnosed/labelled are perceived in a negative way.

"Patients are encouraged as seeing themselves suffering from something
out of their conftrol, receiving attention and settling info a new role. Once
labelled it not only determines your behaviour, but also the behaviour of
others around you.

Once judged insane people look for behaviour to confirm the label.
Rosenhan s study clearly showed this.




Interpersonal issues in assessment:
Racism

WHO studied the rates of serious mental illness in Europe, North America Asia and
Africa, and concluded that there was little difference in the rates reported across
the world. So why the difference in diagnosise

In the UK, black people are more likely than white people to receive a diagnosis of
severe mental illness.

The rates of serious mental iliness are higher for British born black people than their
migrant parents.

Littlewood (1980) ‘what is judged as insane behaviour is actually a legitimate
response to disadvantage and racism .

The psychiatric community has freated black people differently. Hospitalised black
people are 2-3 times more likely to be involuntary patients and are given higher
doses of drugs and more frequently given ECT, compared to white people with the
same diagnosis.




Intferpersonal issues In
assessment: Sexism

Sex differences in mental health have been documented since the 70°'s. Women are
more likely to be admitted to hospital than men for depression.

Walker (1994) reported that in all studies of depression, women outnumber men
between 2 & 6 times.

Weissman et al., (1977) argued that women are led to believe that their bodies are

problematic and that hormonal changes will be difficult. This leads to the self fulfilling
prophecy.

Usher (1989) only 10% of women express regret over the menopause, yet the myth of
“depressed middle aged women' still exists.

Cochrane (1995) proposed that the sex difference in mental iliness is recent. Earlier in
the twentieth centfury, men were more likely to be admitted into hospitals than women.
Substantially higher rates for women have only been seen since the Second World War-
why?




Gender and diagnosis: examples

Anorexia nervosa. over 90% of sufferers are women (in fact young qirls)

Depression:
Major depression is twice as common in women as it is in men

Bipolar disorder is equally common in both sexes, although women tend to have more bouts of
depression and men more bouts of mania

Avutism: about 80% of sufferers are boys

Perhaps GP s and psychiatrists have different expectations for the sexes.

Certainly doctors seem to describe the healthy characteristics of men and women
differently.

According to Boverman et al., (1981) doctors believe that men should be assertive and
decisive and women should be dependent and emotional.

Perhaps their ideas on abnormal characteristics vary similarly.




Interpersonal issues in assessment:
Sick role & expert role.

In the medical model the responsibility for recovery is taken away,
and the expert provides treatment. Martin (1999) helped patients
accept the sick role by showing them brain scans of their brains
allowing them to see that their problem is biological and out of their
control. Is there a problem with this¢

It is difficult to apply the sick role to all mental ilinesses. The patients
may not accept that they are ill, and treatment often has to be

given without their permission. Patients should not be discouraged
from responsibility, adopting a sick role makes people dependent.




Demand characteristics of the
consultation process

Rosenhan showed the influence of expectancy. He told
members of a teaching hospital that over a three month period

pseudo patients would be trying to gain a diagnosis and
admission. Although none were actually sent, the hospital
believed that out of the 193 patients admitted, 41 were actually
the pseudo patients thus supporting the idea that if you are
looking for a particular behaviour, you are more likely to find it!
Remember this is a type 2 error.




In conclusion
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