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Preface 

This book is about people who come under the care of a psychiatrist 
and about practical ways of helping them and their families. I have 
not set out to write a psychiatry textbook, nor to review the impor
tant sociological and philosophical issues that have figured prom
inently in the literature of the social work profession in recent years. 

One study in a British social services department concluded that 
the social workers' involvement with the mentally ill was minimal: 
'On the whole, the impression was gained that the social workers were 
holding a watching brief unless a crisis forced them to arrange the 
care of children or admission to hospital of adult clients' (Goldberg 
and Warburton, 1979). Other commentators are more critical: 'The 
social work role in relation to the mentally ill client has in most local 
authorities become stagnant, and the emphasis has remained upon 
outdated methods of intervention which has led to the atrophy of 
skill development' (Goldberg and Huxley, 1980). The low priority 
given to this client group may be related not only to shortage of 
resources but also to lack of specialised knowledge. This book is an 
attempt to go some way towards remedying this lack, and to offer 
suggestions for further study of mental disorder and how sufferers 
might be helped. 

Several chapters focus on specific (and not so specific) diagnoses 
ofmainstream psychiatry. Some social workers may find this objec
tionable. But an understanding of the language of psychiatry - how 
psychiatrists use terms like 'schizophrenia' or 'dementia' - is a sine 
qua non for mutually intelligible communication; and, moreover, 
research findings concerning some at least of the diagnostic groups 
do offer guidelines - working hypotheses - as to how we might begin 
to assist the individual and those around hirn. Several common 
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disorders are described, 'from the outside', as it were; an attempt is 
made to convey something of the patient's and the family's experi
ence; and common treatment approaches are outlined. I seek to 
draw conclusions about possible social work intervention from two 
main sourees: from accounts and evaluations oftreatment; and from 
the knowledge we have about psycho-social factors implicated in 
the course of each disorder - factors that may increase the likelihood 
of relapse, contribute to distress and disability, or intensify the bur
den on the family. Care is taken to distinguish between statements 
based only on experience and unsystematic observation, and state
ments based on empirical research. While my emphasis is on the 
latter, there are many areas where little is known, and others where 
what is known does not lead one to regard social work as having a 
major role in the helping process. For these reasons, the length of 
the sections is uneven - some topics get many pages, others a few 
lines. The chapters are not intended to be read in isolation: much of 
what is said about intervention in relation to one condition can 
apply to others. 

The second part of the book deals with so me general issues: the 
children of the psychiatrie patient; accommodation, work and 
money problems; and aspects of social work in emergency situations 
and in the hospital setting. 

If one can conceptualise mental disorder as a continuum ranging 
from the mild to the severe, then it is the severe end that is high
lighted. Among many omissions, the reader will note that I have not 
covered child psychiatry, mental handicap or forensie psychiatry, 
and have mentioned only in passing special settings such as the 
therapeutic community and problems such as sexual dysfunction 
and mari tal discord, which often come to the attention of psychia
trists but do not in themselves constitute mental disorder. Each of 
these topics has its own specialist literature, whereas the literature of 
'bread-and-butter' psychiatrie social work is sparse. 

There is a bias towards behavioural approaches. Apart from the 
fact that my own reading of the evidence suggests that this is a 
fruitful area in wh ich social work can develop, I feel that this em
phasis' is justified on the grounds that psychodynamic approaches 
are adequately covered in other social work textbooks and that most 
social workers are already equipped to apply them when it seems 
appropriate to do so. 

A central problem in writing this book has been how to depict the 
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typical social worker. I cannot pretend to have solved it. I have 
drawn on personal experience and the descriptions of social work 
with psychiatrie patients given in several research reports. The re
sulting composite picture is immodest, to say the least. My proto
type possesses a wide range of skills and knowledge; he can do 
casework and groupwork according to a variety of different models; 
he is an administrator and a planner; he is a political campaigner; 
and his education has prepared hirn to read criticaUy, to be arti
culate, and to be able to conceptualise his work and generalise 
appropriately from his experience. He is knowledgeable about psy
chology, sociology and social policy. And in addition to aU this, I 
am suggesting that he can develop specialised skills for work in the 
psychiatrie services! 

lamaware that many, if not aU, of the roles I suggest can be and 
are filled by other professional workers. The new profession of com
munity psychiatrie nursing has already added to basic nursing skills 
and knowledge much of the expertise that social work has tradition
aUy considered to be its own province. Community psychiatry and 
community psychology have moved in a similar direction. Some 
observers have suggested that social work is being replaced with 
regard to the care of the mentaUy disordered in Britain; but, at 
the same time, there seems to be a renewed interest among social 
workers in this dient group and in further training courses teaching 
specialist skiIls. In the USA, on the other hand, social workers 
appear to be undertaking a variety of innovative and responsible 
roles in the psychiatrie services. 

It is impossible to guess how far such trends are likely to go. The 
main purpose of this book is to help social workers with the task of 
applying their generic skiIls to the special problems of the mentaUy 
disordered in co-operation with other workers in the psychiatrie 
services, and I believe this will continue to be important in the 
foreseeable future. 

University of Oxford BARBARA L. H UDSON 



Acknowledgements 

Jane Stainer read the whole manuscript. Individual chapters were 
read by Biddy Andrew, Vera Baraniecka, Rosemary Fitzgerald, 
Monica Greenwood, Roger McAuley, Pauline McDonnell, David 
Millard, Rolf Olsen, Brian Sheldon, Richard Stern and Kathy 
Sylva. They all helped me a great deal, and I am extremely grateful. 
Any errors, omissions and biases that remain are my own. 

Brenda Dry typed and retyped with extraordinary patience and 
skill. 

Steven Kennedy of the Macmillan Press Ltd provided effective 
reinforcement, both positive and negative. 

B. L. H. 



1 

Introduction: Psychiatry and 
Social Work - Contention 
and Co-operation 

Little if anything that the helping professions do for their patients 
and clients takes place outside a context of the values, rules, oppor
tunities and constraints of the contemporary social system. This is 
nowhere more evident than in the field ofpsychiatry, and any mental 
health worker who is unaware of it is potentially dangerous. Social 
workers do not of course have a monopoly of sensitivity to social 
and ethical issues, of healthy scepticism about the medicalisation of 
problems of living, or of concern as to whether psychiatrie inter
vention may not sometimes be more noxious than what it seeks to 
eure. Dut it does seem that social workers bring to their work a 
special awareness of these issues, which can do much to enrich or 
temper the deliberations of all those who are professionally involved 
with the individual who is described as 'mentally disordered', and 
this dient group as a whole. This introductory chapter begins with 
an overview of some key issues which often arise as opposite sides in 
a pro- versus anti-psychiatry debate. However, mental disorder and 
its treatment is too multifaceted a topic for black-and-white notions. 

At the centre of the debate are two main questions: (1) Is it 
harmful to be dassified as 'mentally ill'? (2) Is it logical to use the 
term 'mental illness'? The sociological literature on labelling (for 
example, Scheff, 1974) highlights the importance of societal reaction 
to deviant behaviour. Certain people are designated 'mentally ill' by 
those whom society has authorised to do so, or by other people who 
can find no better explanation for their deviant behaviour. They 
may then react by producing more 'illness behaviour'. They may feel 
stigmatised and see themselves as second-dass citizens and with
draw from others, or occasionally try to fight back; and whatever 
true disability they may have will interact with the negative expecta-
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tions of others to produce further disability. They may become 
chronic 'patients' inside or outside hospital. Even if this does not 
happen, arecord of psychiatrie treatment and especially of involun
tary hospitalisation can lead to a permanent change of status, with 
problems arising not only in informal relationships with other people 
but also in such areas as employment, emigration and relations with 
the legal system. 

Further, the use ofthe term 'mental illness' can deter not only the 
patient, but also the family and society at large from ta king res
ponsibility for helping in treatment and rehabilitation and for the 
prevention of psychiatrie disorder: 'If it's an illness it's the doctors' 
job.' Alcoholism provides an illustration ofthis problem. The notion 
that this is a disease can encourage the belief that individual effort 
has no part to play, and that social measures to limit alcohol con
sumption are irrelevant in the control of problem-drinking rates in 
the population. A diagnosis of 'depressive illness' can be taken as a 
signal to expect to be the passive recipient of pills or magie insights 
given out by a doctor; and the rest of society will regard proposals 
that social change might reduce the incidence of depression with 
considerable scepticism. 

Some of these consequences of the 'mental illness' label relate to 
the logical issues surrounding the use of the term. This is to some 
extent, of course, a debate about the use of language. Does 'illness' 
mean the signs and symptoms of a known bodily dysfunction that 
can be treated by physical means, without reference to the person's 
beliefs and feelings, and to which his behaviour and his social en
vironment are irrelevant? If that is what is implied, then many other 
'illnesses' would have to be given another name. The vast range of 
physical disorders with causes and remedies that involve a complex 
interaction of psyche and soma and environment give the lie to any 
simplistic notion of what we mean by 'illness' and 'treatment'. We 
are being unfair to the general physician as weil as to the psychiatrist 
if we assurne that their so-called 'medical model' is a model of man 
as a machine with a mechanical fault, which can be mended by a 
technical expert who asks only that the machine be passive while he 
mends the broken part. 

'Illness', then, is rarely a simple matter. It might be more valid to 
try to combat the notion held by patients, society and doctors alike 
that it is so, than to look for other language to describe the range of 
phenomena we now call 'mental illness'. The field of psychiatry 
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encompasses a very wide variety of conditions, from the dementias 
with known physical damage to the brain, through schizophrenia 
with known hereditary as weIl as environmental components and 
suspected biochemical causes, to hysteria which mimicks physical 
malfunction without physical pathology. It is essential to recognise 
that mental illness is not a unitary phenomenon. There are degrees 
of potential self-help in its prevention and eure, degrees of environ
mental inftuence, and degrees of need for medical, psychological and 
social intervention. Not only does each diagnostic group differ from 
every other on aIl these dimensions, but each individual dient or 
patient differs from every other. For some, the use of the term 
'illness' can have benign effects: it can reduce feelings of guilt and 
anxiety for both the patient and his family. It aIlows care instead of 
control, or even punishment, for those whose behaviour has caused 
alarm or harm to other people. Although we usuaIly wish to em
phasise the need for partnership between dient and helper, and the 
need for shared responsibility in putting matters right, we also want 
to put ac ross a message of compassion. The attitude of the person 
concerned, and the nature of the disorder, interact to determine the 
most appropriate balance of responsibility to be placed on the dient. 
Those who would want to insist that mental disorder is never 'iIl
ness',and would require everyone to take complete responsibility, 
should note where such extreme lines of argument can take us: Szasz 
(\974) describes schizophrenics as people who are inconsiderate of 
others, and recommends that their behaviour be controIled like that 
of other deviants, rather than 'treated', and all those who have 
suicidal impulses, he believes, should be aIlowed to 'take their lives' 
without interference. 

Diagnosis is another form of labeIling. Diagnosis in psychiatry is 
much less reliable than in other branches of medicine. Temerlin 
(1968) has demonstrated how readily psychiatrists can be swayed by 
suggestion, to the extent of diagnosing sanity or mental illness de
pending on how the 'patient' is presented to them. Rosenhan (1973) 
and seven volunteers were admitted to mental hospitals and co m
plained only of one symptom: hearing voices saying 'thud' and 
'hoIlow' and 'empty'. All were admitted. Although they then ceased 
to complain of their 'symptoms', all but one were diagnosed as 
schizophrenie. Upon release, the seven were described as 'schizo
phrenie in remission'. These experiments and others like them have 
no doubt contributed to the vigour with whieh the goal of more 
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reliable diagnostic practices has been pursued in recent years, and 
there are certainly still no grounds for complacency. 

But as Wing (1978) points out, bad practice does not invalidate 
the practice itself. Wing and his co-workers have demonstrated that 
diagnostic practice can be improved. Clare (1976) also argues that 
abuse of psychiatry in both the East and the West is facilitated by 
loose and unreliable diagnostic systems, and is less likely when psy
chiatrists are obliged to follow strict criteria for the recognition of 
mental disorder and the c1assification of the various syndromes. 

Some diagnostic labels, however, remain little more than subjec
tive comments by a psychiatrist: for example, 'psychopath' often 
means 'no other diagnosis fits (but I've got to classify him some
how)' and 'I don't like him' and 'I can't help him'. 'Psychopath' is, 
in addition, an example of a stigmatising label, which can colour the 
perceptions of all who get to know of it. In this case the stigma is 
more severe in psychiatrically 'sophisticated' circles. On the other 
hand, a diagnosis of schizophrenia is more disturbing to the lay 
person, as a result of public ignorance and bad publicity: it conjures 
up images of Dr Jekyll and Mr Hyde (the mistaken notion of schizo
phrenia as split personality), or of the very rare cases of violence 
that are widely reported in the newspapers. 

Diagnosis can also have the effect of de-individualising - invali
dating - the person who is diagnosed; all his qualities, except those 
that are subsumed under the diagnostic label, may be disregarded. 
Attempts to avoid this have led to the introduction of such terms as 
'the person with schizophrenia' instead of 'the schizophren.ic' in 
order to stress that this person is in very many respects like no other 
person and in very many respects like all other people. Social workers 
make a valuable contribution in emphasising the individual and the 
universal; doctors risk concerning themselves too narrowly with the 
diagnostic category. While narrowness of view is a danger in all 
branches of medicine (for example, on maternity wards) it is of 
particular importance for psychiatrie patients who are especially 
vulnerable to feeling devalued. Ifthe person is Iiving in an institution 
and depends very heavily on professional workers for his sense of 
worth, the hurt will be even more pronounced. 

A further problem with diagnostic labels is that they can lead to 
inappropriate and possibly damaging generalisations, and to prema
ture decisions about the person's prognosis and ability to respond 
which may turn into self-fulfilling prophecies. The person with senile 
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dementia may be deprived of stimulation, medical care, ordinary 
respect. The psychopath is assumed to be always 'manipulative' and 
never depressed, and is denied even the assistance that the rest of our 
clients can expect from the social and medical services. The schizo
phrenie is no longer listened to, and his abilities and strengths are 
forgotten. 

Once again, these are examples of bad practice, rather thanin
evitable consequences of diagnosis. Watson (1979) argues that diag
nostic enthusiasts are less often guilty of de-individualising psychia
trie patients than are the sociologists who write of mental illness as if 
it were a unitary concept, and the anti-diagnosis workers in settings 
such as the therapeutic community, where all the patients are often 
treated alike regardless of diagnosis. Even writers who have drawn 
attention to the failings of psychiatry, such as Temerlin and 
Rosenhan, have not denied the' possibility that there may exist clus
ters of symptoms that regularly occur together and have different 
causes and different eures, even if these have not to date been identi
fied. A group of symptoms can turn out to have a particular organic 
basis (as in the case of general paralysis ofthe insane, now known to 
be caused by the syphilitic spirochaete), or to show a particular 
pattern of inheritance (for example, Huntington's Chorea), or to 
respond to a specific form of medication (for example, schizophrenia). 

Knowledge advances by a process that begins with categorisation 
according to specific, repeatable observations; this is followed by the 
formation of hypotheses concerning the categories, and then the 
testing of the hypotheses. In other words, research is impossible 
without categorisation. This is as true of psychiatry as of any other 
field of study. For certain diagnostic groups, some compelling evi
dence about cause, course, and treatment has been obtained; the 
diagnostic categorisation has already proved its worth. In the chap
ters that follow there will be many examples of what has been 
achieved - for instance, the evidence concerning family relationships 
in schizophrenia and in depression, the effects of medication on 
these two major disorders, the effectiveness of behaviour therapy in 
the treatment of phobias. It is not possible, of course, to produce 
universal laws, only statements of probability. For example, it is 
probable that a certain kind of family interaction will be associated 
with relapse in schizophrenia; it is probable that a person who 
suffers recurrent attacks of hypomania will have fewer relapses if he 
receives lithium carbonate. Such statements of probability are of 
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immense value in planning for the patients involved. Practice needs 
to be anchored in knowledge; the knowledge base of psychiatry is 
limited but it is growing. Although accumulated practice wisdom 
must not be devalued, it has to be supplemented and often sup
plan ted by knowledge derived from meticulous research. Research 
has already provided generalisations that offer a good starting point 
in individual cases. This body of knowledge would not exist were it 
not for the efforts ofworkers who have focused on reliable diagnosis. 

Despite these advances, there remains the argument that it is 
better not to fall into the hands of psychiatrists, not only because of 
their damaging labels and the harmful psychological and social pro
cesses that can be set in train, but for the straightforward reason 
that psychiatrie patients are maltreated and unjustly deprived of 
freedom and human dignity, by psychiatrists themselves or by other 
staff in the psychiatrie services, sometimes out of deliberate cruelty, 
more often through neglect, or well-meant but ignorant enthusiasm 
for the 'treatment' being given. Reports of the conditions in psy
chiatrie hospitals, the results of public enquiries, and well
documented accounts of individual cases of mistreatment and in
justice have highlighted the need for far stronger safeguards than are 
currently in operation. In order to stamp out abuses, much greater 
public awareness and sympathy need to be created; and the power of 
strong professions to protect their activities from outside scrutiny 
and debate, and their members from the consequences of malprac
tice, needs to be curtailed. Large institutions, isolated from the rest 
of society, need to be opened to the outside world, or, better still, 
abolished altogether. 

However, the abolition of psychiatry itself is hardly likely to bring 
an end to the ill-treatment of those whom we describe as mentally 
ill; history, and an examination of the practices in countries where 
psychiatry is less influential, provide c1ear evidence of this. The 
author remembers hearing about a madwoman led by a rope, amid 
jeers from her neighbours, in a remote part of Europe; such scenes 
were not uncommon in nineteenth-century Britain. History provides 
numerous instances of the cruelty that can result if mental illness 
does not figure in explanations of bizarre or deviant behaviour. It is 
true that these evils did not disappear when asylums replaced 
prisons and workhouses, and doctors and nurses replaced witch
finders and gaolers. The asylums came to resemble the prisons, and 
some of the 'treatments' were little better than chains or outright 
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assault. However, the cruelties of psychiatry, and its harmful 'treat
ments', and the continuing indifference or worse of the public at 
large, are not a function of psychiatry and the psychiatric services 
per se: they are due to ignorance, insensitivity, or lack of resources, 
and they implicate not only the medical services but the society that 
employs them. Many of the real advances that have occurred over 
the last thirty years owe much to enlightened doctors and to medical 
researchers. The drugs that maintain so many patients in the com
munity who would otherwise be kept in institutions, and the physical 
treatments that bring the severely depressed back into contact with 
their world, are the inventions of psychiatrists. Looking back fur
ther, it was Pinel, a physician, who insisted on unchaining the 
Bicetre Asylum inmates, and Connolly, also a physician, who intro
duced 'moral treatment' at Hanwell Asylum. 

It is mischievous to equate bad hospitals and bad treatment with 
the institution ofpsychiatry. Attacks have to be aimed at those who 
are guilty of malpractice and the systems that shield them from 
outside scrutiny, and not indiscriminately. 

It is unfortunate, both for the relationship between the profes
sions, and also for the fate of the mentally disordered patient or 
dient, that so many social workers have been influenced by one side 
only in the anti-psychiatry debate. Psychiatrists such as Wing 
(1978), Clare (1976) and Eisenberg (1977) have considered these 
issues without hysterical counter-attack and without denying the 
abuses that exist. Social workers need to become more aware of the 
achievements of modern psychiatry, and, without becoming un
critical psychiatrists' aides, they need to work alongside them in 
order to achieve more humane and better services. 

As research continues and empirical data accumulate, some ques
tions that at present are matters of ideology become questions of 
fact. For example, the long-term consequences of being labelIed 
'mentally disordered' are being assessed (for a brief review of the 
somewhat equivocal findings to date, see Fitzgerald, 1982). The feasi
bility of shorter hospital stays, and the possibility of overcoming 
the obstades to returning to work, are being methodically explored 
(Hirsch et al., 1979; Wansbrough and Cooper, 1980). And, as men
tioned earlier, the fact that diagnostic reliability can be improved, 
and the value of grouping psychiatric symptoms under diagnoses, 
are being demonstrated for several diagnostic categories. In so far as 
empirically based knowledge is absorbed by both social workers 
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and psychiatrists, so the two groups will find it easier to join together 
in a productive working relationship. Value questions will remain, 
of course, and social workers will continue to ask them (so will 
many doctors, psychologists and nurses). But at the same time, we 
have to accept that if we are to have the maximum opportunity 
to bring our skills to the people who need them, we have to work 
alongside the medical profession: psychiatrists are entrusted with 
the major responsibility for those whom society calls mentally ill, 
and their authority is accepted by patients and their families. We 
need to be able to communicate and fit in with the rest of the team. 
This does not, of course, mean that we should become obedient 
technicians, carrying out orders without reference to the intangible 
but real and far-reaching issues of human rights and dignity. 

The concept of teamwork in psychiatry is a problematic one - and 
the problems are certainly not all of the social worker's making! 
Teamwork does not mean a single thinker and decision-maker with 
a staff of subordinates to do his bidding (a view held, it would 
appear, by a number of consultant psychiatrists). It is a group of 
professionals who share in assessment, planning and treatment, co
operating to provide a comprehensive and weIl co-ordinated service. 
Each member contributes according to his skills and the client's or 
family's needs, and the contribution of each will vary from case to 
case. The recipients of the service do not feel confused or embar
rassed at the variety of professionals intervening in their lives, but 
reassured that a group of people will help them in variety of ways. 

A number of research studies have shown us a rather different 
reality: lack of mutual respect, power struggles, poor co-ordination, 
and some members - especially social workers, but often also nurses 
and psychologists - feeling undervalued and under-used (Hunt, 
1979; Miles, 1977; Sanson-Fisher et al., 1979). Patients who have 
been persuaded to appear before a roomful of strangers at a case 
conference may be justified in feeling that this is an audience rather 
than a team of hel pers, and they are often given the message that 
unless a doctor is seeing them they are being fobbed off with second
best. 

It would be fanciful to suggest that with more goodwill, status 
rivalry and bad teamwork will just go away. It is important that 
members of the team clarify their potential contributions for one 
another, and learn about each other's background knowledge and 
range of skills. This cannot be a once-and-for-all exercise, since 
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individual workers add to their competencies and sometimes change 
direction over time. Generally speaking, there are areas of exclusive 
competence, such as pharmacotherapy or psychological testing; 
areas of exclusive responsibility, such as duties under the mental
health or child-protection legislation; and areas of overlap, such as 
psychotherapy, groupwork, family therapy, behaviour therapy. We 
should acknowledge that some members of a profession may lack 
skills usually expected of that profession: some psychiatrists (in 
Britain, perhaps most) have had no training in psychotherapy, and 
there are some psychologists who have not" trained in behaviour 
therapy. On the other hand, some members of professions have 
skills not usually associated with those professions: some nurses are 
highly skilled in behaviour therapy; some occupational therapists 
have trained in group therapy. The social worker is often the best 
qualified person to undertake family therapy and other forms of 
'talking treatment'. 

Social workers are the least predictable occupational group with 
regard to what they are able to offer, and have - perhaps deservedly
been much criticised on this account. Generally speaking, their par
ticular spheres of interest are the social factors that exacerbate the 
plight of people with mental disorder, such as poverty, unemploy
ment and poor housing, interpersonal relationships, and the welfare 
of the family as a whole. They tend to have a good knowledge of 
social norms, and, as we noted earlier, an awareness of the dangers 
inherent in entry into the 'sick role' and of the negative conse
quences of psychiatric intervention. However, the range of skill and 
knowledge to be found within social work is extremely wide. Some 
social workers off er treatment that is scarcely distinguishable from 
psychotherapy; others specialise in welfare rights; in the USA, social 
workers can be found in charge of a community crisis intervention 
centre or a behavioural in-patient treatment ward. Because of the 
bewildering array of possible competencies it is essential that other 
professionals do not have to try to co-operate with a large number 
of unfamiliar social workers, who are prevented by their allegiance 
to a different agency from taking a full part in the psychiatric service. 
As the social worker becomes known to the rest of the team, so the 
requests made to hirn will become more appropriate to his skills; at 
the same time, he will become better able to respond to the require
ments of the team's clientele. 

The social worker can playa useful role at all stages of psychiatric 
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care: diagnosis, treatment and rehabilitation. Diagnosis is tradition
ally a closely guarded prerogative of the medically qualified, and 
certainly the psychiatrist's training in this part of the work is un
likely to be surpassed by that of any other profession. The British 
Association of Social Workers Working Party (1974) suggests that 
social workers can contribute on two levels: (a) screening as to need 
for a psychiatrie opinion, and (b) contribution to psychiatrie diag
nosis, and use ofpsychiatric knowledge in social assessment. For the 
screening task the social worker needs to be familiar with the kinds 
of behaviour and complaints that are considered in making a psy
chiatrie diagnosis. For the second and more specialised level of 
contribution, he needs knowledge and experience ofpartieular symp
toms and the sense that is likely to be made of them by a psychia
trist. Although perhaps beyond the call of duty, the specialist know
ledge that some social workers possess can have far-reaching results. 
An example of this was a probation officer's report on a client who 
had been detained in a mental hospital following a minor assault. 
This report, without suggesting a formal diagnosis, commented on 
the absence of various symptoms that might have attracted a diag
nosis of severe mental illness. The probation officer also noted the 
client's lack offluency in English, his intense anxiety, and his fear of 
'the authorities', and linked these to his status as arecent immigrant. 
She went on to mention that his conversation, although disjointed, 
was not muddled; his beliefs fitted in with his cultural background, 
and his history and current life-style were typical of his subculture; 
he was not confused, and he had coped satisfactorily with work and 
social relationships in the past. In this case the probation officer's 
report helped the defence psychiatrist to exclude the possibility of 
mental illness, whereas previous psychiatrists without her report 
had given the man a diagnosis of paranoid schizophrenia. The 
author, on interviewing a woman complaining of sexual problems, 
elicited information that suggested that she was suffering from a 
'classical' depressive illness. On referral to a psychiatrist this was 
confirmed, and she responded rapidly to treatment for the depres
sion, and had no need of sex therapy. 

Systematic evidence of the potential of social workers in assess
ment (very heartening at a time when doubt is being cast on our 
competence from so many quarters!) is given by Newson-Smith and 
Hirsch (1979), whose research on the assessment of overdose patients 
demonstrated that the social workers in the study were at least as 
good at detecting illness as the psychiatrists. 
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The social worker's varying contributions to treatment and re
habilitation, as weIl as to assessment and diagnosis, are discussed in 
the ensuing chapters. The greater the social worker's sophistication 
in psychiatry, the more he can contribute. And this is no seIl-out to 
the so-called medical model - this kind of sophistication can coexist 
with the generic prihciples, knowledge and methods that basic social 
work training has provided. 



Part 1 

Psychiatrie Disorders 



2 

Schizophrenia 

The doctors in Rosenhan's (1973) experiment diagnosed schizo
phrenia solelyon the basis of a complaint of hearing voices, and in 
the Soviet Union dissidents can be labelIed schizophrenie on the 
grounds that they hold deviant political beliefs. In modern British 
psychiatry, on the other hand, schizophrenia is narrowly defined. 
The clarification of differences in diagnostic practice at different 
places, and the development of clear-cut and reliable criteria, have 
had significant consequences, facilitating the replication of research 
studies and the interpretation of their results, and helping us to 
make sense of the bewildering array of expositions of aetiology and 
treatment in the literature. Where a wider, less exclusive system is 
used, many people are labelIed schizophrenie who would be con
sidered to have an affective psychosis, a neurotic disorder, or a 
personality disorder, under the stricter system. In this book, the 
term 'schizophrenia' is used only in the strict sense. 

The key symptoms (known as 'first-rank symptoms,' originally 
described by Kurt Schneider) include: 

(a) feelings ofpassivity, that is, the experience that one's thoughts or 
actions are under external control 

(b) auditory hallucinations in the form of more than one voice talk
ing about the patient in the third person 

(c) primary delusions, that is, the experience in which the person 
suddenly becomes convinced that a particular set of events has a 
special meaning (this conviction is out of keeping with beliefs 
held by other people in the same social or cultural group). 

Other frequently occurring symptoms are auditory hallucinations 
in which a voice or voices are talking to the patient, at times calling 
hirn names and abusing hirn, or giving hirn orders. In addition there 



16 Psychiatrie Disorders 

is a subjective difficulty in thinking, with bizarre connections be
tween thoughts, and apparent blocks in the stream ofthought. Many 
patients build up a complex delusional system comprising a network 
of ideas, often bizarre but all interrelated, wh ich serve to explain the 
reason for the original delusion or the auditory hallucinations. 

Several of these symptoms are found in other types of mental 
illness. For example, severely depressed people may suffer from 
delusions, and are then said to be suffering from 'psychotic 
depression'. 

Chronic schizophrenia can bring about a breakdown in the in
dividual's social skills, and severe social withdrawal. There may be 
flatness of emotional expression ('flatness of affect'), or a tendency 
to laugh on sad occasions ('incongruity ofaffect'). Aperson suffering 
from chronic schizophrenia is apathetic, slow in thoughts and move
ments, and tends to neglect his dress and at times his personal 
hygiene. 

The prognosis in schizophrenia is variable. After a first acute 
episode, about a third ofthe patients recover completely. This group 
comprises mainly those without a family history of schizophrenia, 
and with an obvious precipitating 'life event" and their illness is 
characterised by sudden onset, depression, and the absence of 
apathy. Prompt treatment is an important factor in a satisfactory 
outcome. Others suffer further acute relapses, but between these 
episodes they recover to so me extent, though with some deteriora
tion in their work and social abilities. The indicators of poor prog
nosis are a family history of schizophrenia and a slow insidious 
onset (usually during the teens or early twenties). Up to one-third of 
patients do not recover, except from so me of the florid symptoms, 
and spend the rest of their lives suffering severe handicap. Their 
difficulties are often exacerbated by additional neurotic symptoms, 
such as anxiety, depression and obsessions. 

Because more psychiatric patients are handicapped by schizo
phrenia than by any other condition, except the organic disorders of 
old age, and because schizophrenia resembles prototypical images 
of 'insanity', there has been more research and speculation about 
this illness than any other form of mental disorder. It has been at the 
centre ofideological controversy, and has preoccupied all schools of 
investigator, from the psychoanalyst to the biochemist. Few theories 
of causation have much hard evidence to support them, and some, 
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such as the theories of existential or political reaction, have no 
research support whatsoever. 

However, recent investigations of the brain biochemistry and 
psychophYSlOlogy of schizophrenia are beginning to yield results 
(Iversen, 1978; Venables, 1979). There is also strong evidence of an 
hereditary component, perhaps inheritance of vulnerability to the 
development of schizophrenia. However, of those with a elose rela
tive who develops schizophrenia, only one person in ten will hirnself 
develop the disorder (Office of Health Economics, 1979). Leff (1978) 
sums up the current state of knowledge as folIows: 

The work discussed ... has suggested that the contribution of 
genes to the eventual development of 'schizophrenia' is approxi
mately 50 per cent. Whatever the size of the proportion, it is elear 
that environmental factors playa substantial part in aetiology. 
Some of them ... are likely to be somatic in nature. Others are 
psychological or social. 

The best-known theories concerning environmental causes of 
schizophrenia are those of Bateson et al. (1956) (the 'double-bind'), 
Lidz et al. (1965) ('marital skew' and 'marital schisrn'), Wynne et 
al. (1958) ('pseudo-mutuality') and Laing and Esterson (1964) 
(' conspira torial '). 

Research on the 'family causation hypothesis' has failed to con
firm the theories of these writers, whose views seem to have had an 
undeserved inftuence on their social work readership. After a 
thorough review of this research, Hirsch and Leff (1975) conelude 
that only a few general statements can be made with any degree of 
confidence: (a) parents of schizophrenics are more often psychiatri
cally disturbed than parents of normal children, (b) there is a link 
between allusive thinking (i.e. over-generalised, irrelevant speech) in 
schizophrenics and their parents, but this is also true of normal 
people and their parents, though rarer in them; (c) parents of schizo
phrenics show more conftict than parents of other patients, (d) 
people who later develop schizophrenia suffer more illness as child
ren than the rest of the population; (e) mothers of people who later 
develop schizophrenia show more 'overconcern' than parents, of 
other children; (f) some careful but unconfirmed research (Singer 
and Wynne, 1965) suggests that the parents of schizophrenics may 
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have abnonnal speech patterns. All these findings can be explained 
in terms of a common heredity shared by both parents and children, 
or by reference to the observation that cause-and-effect can work in 
the opposite direction: the ill health or oddness of the child might be 
affecting the parent. 

It is important for social workers to take note of this and other 
rigorous examinations of the evidence, because much bad publicity 
has accrued to the parents of schizophrenic patients, who al ready 
suffer an immense enough burden without being made to feel re
sponsible for the patient's illness. 

What does it feel like? It is extremely difficult to imagine the 
experience of being psychotic; indeed a sense of remoteness, of not 
being able to reach the patient, is often used as da ta to support the 
diagnosis. Perhaps the closest we can get is to recall our nightmares, 
and the feeling of dread engendered quite irrationally by certain 
culturally determined sets of circumstances: the footsteps behind us 
on a dark night, the moving curtains, the creaking shutters in horror 
films. Add to this the feeling we all sometimes have ofbeing 'hassied' 
by other people, and wishing they would leave us in peace. But this 
is perhaps as far as an attempt at empathy can take uso Indeed, it 
may be that to try too hard is not in anyone's best interests. For 
example, one patient responded to his social worker's comment that 
she partially understood how he feit by claiming that the social 
worker, like hirn, w.as 'different' - and that 'they' were out to get the 
social worker as weil! 

Priest (see Priest and Steinert, 1977) provides a helpful discussion 
of understandability. He takes amiddie path between the view that 
the statements of thought-disordered patients are meaningless, and 
the view that they communicate matters of great significance and 
can be understood if one looks for symbols and connections. The 
latter may or may not be true and is difficult to verify; what is clear 
is that when drug treatment has lessened other symptoms, speech 
can return to normal. There is no reason to suppose that simple 
expressions of caring are any less valuable than more 'sophisticated' 
attempts to provide 'talking treatment'. Indeed the latter course 
might constitute further stress for the patient. 

Accounts of what it feels like to suffer from schizophrenia have 
been published in Schizophrenia from Within (Wing, 1975). Wh at 
comes across most vividly is the fear, suspicion and self-doubt, and 
the feeling that the world has somehow gone wrong. These descrip-
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tions are by people who have recovered from acute attacks. It is 
perhaps even more difficult to understand what it is like for the 
chronic schizophrenie patient. Priest (Priest and Steinert, 1977) 
points out that many suffer from anxiety and depression and are 
aware at some level of their difference from others. 

The National Schizophrenia Fellowship has published aseries of 
descriptions by relatives: Living with Schizophrenia (l974a). The 
strain experienced hy these families is enormous. Not only are they 
distressed - sometimes angered, sometimes frightened and so me
times bewildered - hut they also suffer from a great deal of guilt and 
a feeling of helplessness, because they do not know how they ought 
to respond to the patient's hehaviour. Further suffering results from 
deficiencies in the services: families are often treated like 'cases', 
considered to be over-anxious or over-involved, made to feel more 
guilty, kept in ignorance of the diagnosis and prognosis, and given 
little or no advice about how to cope. Ways in which social workers 
could assist the families are discussed later in this chapter. 

Medical treatment 

The drug group known as the phenothiazines, which are major 
tranquillisers, are the most usual and the most effective form of 
treatment for schizophrenia, in both its chronic and acute manifes
tations. These drugs do help to suppress florid symptoms and help 
the patient to cope outside hospital (Hirsch er al., 1973; Leff and 
Wing, 1971). 

However, there are a variety of side-effects, some of which can be 
severe. They may cause tremor and restlessness, curious postures, a 
blank expression and facial grimaces, protrusion of the tongue and 
chewing movements. Some of these side-effects may be lessened by 
administration of antiparkinsonian drugs. These can help to reduce 
stiffness and tremor, but some of the movements, such as protrusion 
of the tongue and chewing movements, may be permanent in some 
cases. They are particularly distressing because they make the 
person look odd, leading to further stigma. Recent research may 
soon provide psychiatrists with information as to how they may 
prevent these effects by more sophisticated prescribing, but at the 
present time psychiatrists need to be very sure of their diagnosis and 
the necessity of this treatment before they put patients on pheno-
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thiazines. This holds true despite the fact that some authorities 
qonsider that delay can be harmful (Clare, 1976; Priest and Woolfson, 
1978). Social workers may be in a position to keep the medical staff 
informed of the occurrence of side-effects; we should note that 
sometimes a decrease in the amount of drug is not the answer, so 
that pleas to take the patient off his medication may be misguided. 

Other fairly common side-effects inc1ude dry mouth, blurred 
vision, constipation, and failure of ejaculation. Some patients com
plain of drowsiness and gaining weight. 

Many patients on phenothiazines are given them in the form of 
intramuscular 'depot' injections, which last from one to four weeks. 
Apart from ensuring that the patient does in fact receive the medi
cation as prescribed, this system allows opportunity for regular con
tact with either the doctor or the psychiatrie nurse. 

There is disagreement among the various authorities as to how 
Iong treatment should continue, but most patients who have re
lapsed once can expect to receive the drug for a year or two at least. 

Social factors 

Despite their proven efficacy, the drugs do not always prevent re
lapse, neither do they inftuence the negative symptoms of schizo
phrenia, such as apathy and sociaI withdrawal. During a trial of 
Modecate (a long-acting injectable phenothiazine), the sociologist in 
the research team found that 75 per cent of relatives of patients not 
on the drug complained of severe burden, but of relatives of patients 
who were on the drug, as many as 50 per cent also complained of 
severe burden (Stevens, 1973a). In the study by Vaughn and Leff 
(1976) it was shown that drugs did indeed protect patients from 
relapsing when under stress, but stress itself was of great signifi
cance. From these and other reports, it is c1ear that the success of 
out-patient maintenance depends on a very complex interaction 
between pharmacological and psycho-social aspects of care. 

The environment can be harmful in three major respects: (1) over
stimulation, which increases the probability of relapse; (2) under
stimulation, which maintains or increases chronic disability; and, 
overlapping with (2), (3) people in the patient's environment can 
encourage mal adaptive behaviour by reinforcing it, or discourage 
'healthy' behaviour by failing to reinforce, or even by punishing it. 
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These mechanisms have been studied in considerable detail in a 
series of well-designed research programmes. 

Overstimulation is perhaps the easiest to identify and the hardest 
to prevent, especially when the person is living outside the protective 
hospital environment. Overstimulation means being exposed to 
events or situations that arouse emotions or make excessive de
mands on the person's ability to cope. There is some evidence that 
schizophrenie patients may be more sensitive than other people, 
even when they appear severely withdrawn. They have been de
scribed by the psychophysiologist, Venables (1964), as being ftooded 
with sensory impressions from all quarters. When they withdraw it 
may be to protect themselves. 

The best-known example of overstimulation is the role of 'life 
events'. Patients who suff er onset or relapse of schizophrenia are 
more likely to have recently experienced a 'life event' in the previous 
three weeks than a control group of 'weil' members of the general 
population (Brown and Birley, 1968). 'Life events' include obviously 
painful experiences, like the death of a relative or being made re
dundant, rather less obvious ones like losing a pet, and even events 
that might on the face of it seem very positive, such as being 
promoted or inheriting a large sum of money. Other research has 
shown that sudden placement in a new and demanding situation -
for example, joining an industrial rehabilitation course - may have 
similar effects (Wing, Bennett and Denharn, 1964). 

Of particular interest to social workers are the findings concern
ing the 'high expressed emotion' horne (Brown, Birley and Wing, 
1972; Vaughn and Leff, 1976). The phrase 'high expressed emotion' 
refers to statements made by relatives indicating criticism, hostility 
or over-involvement towards the patient. Patients with relatives who 
were rated high on 'expressed emotion' had a much higher relapse 
rate than other schizophrenie patients, and critical comments were 
the most significant factor. But if the patient was not in their 
company full-time, if he was out at work or attending a day-centre, 
then he seemed to be protected by this. Medication also provided 
protection. The main conclusion, then, is that schizophrenie pa
tients are more likely to relapse if they are not on drugs and spend a 
lot of time in the company of relatives who express a great deal of 
criticism towards them. 

It seems reasonable to extrapolate from these findings to other 
aspects of the patient's experience. For example, one researcher 
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found that schizophrenie patients disliked therapy groups at a day
hospital and did not take part in the discussions, and that some of 
them beeame disturbed, possibly as a consequence of the group 
(Stevens, 1973b). A social worker writing about her groupwork with 
schizophrenic patients deseribes their need for a very stable setting -
even a change of therapy room upset them, and they tended to with
draw if the diseussion became too personal or emotional (Sheppard, 
1960). These observations fit in with the results of the research 
outlined above. 

The converse of overstimulation also has serious consequences 
for the schizophrenic patient. Understimulation is a major factor in 
institutionalisation. Social withdrawal, 'flatness of all"eet', and po v
erty of speech are all greatly influeneed by the kind of environment 
the patient lives in, and the most important aspect is how much 
there is for the patient to do. Another key factor is die attitude of 
the stall" with regard to the person's potential for improvement. 
Unfortunately, leaving hospital does not automatically solve the 
problem. Hostels can be as understimulating as hospitals (Apte, 
1968), and many patients living at horne spend a great deal of their 
time doing nothing (Brown et al., 1966; Stevens, 1972). 

Finally, there is the related problem of the people around the 
patient placing hirn firmly in the siek-role. This attitude shows itself 
in the 'does he take sugar?' phenomenon; low expectations; and 
rewards for abnormal behaviour such as delusional talk or Iying in 
bed all day rather than rewards for aeting normally. Hospital 
studies (for example, Ayllon and Azrin, 1968) have shown that 
nurses' choice ofwhich type ofbehaviour to attend to and whieh to 
ignore has a powerful influence on the 'normality' or otherwise of 
the people in their care. What is true of nurses is almost certainly 
true of anyone else who interacts regularly with the patient. 

The social worker's role 

Clearly, with a condition as complex as schizophrenia, a multi
disciplinary approach is essential. Some ofthe social work roles may 
overlap wiIh those of colleagues in other professions. 

First a social history is needed including details of the patient's 
personal relationships and work experience, and of his life-style 
prior to onset of his illness; this information will ass ist the psychia-
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trist in confirming his diagnosis and may provide pointers with 
regard to pro gnosis. In planning the drug treatment and future care, 
such as day-hospital attendance, the team will value information 
about the person's current and expected environment. An account 
of how he spends his day, the quality and amount of interaction 
with the family, even details about the house - whether the patient 
can get privacy and peace - constitute important information. Later 
on, observations about drug effects should also be reported. In this 
connection it is worth noting that certain side-effects, such as the 
oculogyric crisis, where there is a spasm of the muscles, causing the 
eyes to turn upwards, may be interpreted by the family as just 
another piece of attention-seeking or bizarre behaviour, and not 
reported. Similarly, restlessness and inability to sit still may be taken 
to be a sign of anxiety or boredom. 

Apart from 'reporting back', the social worker has a wide choice 
ofpossible intervention strategies to help the patient and the family. 
If we consider the three groups of psycho-social factors it is dear 
that there is a considerable role for social work. 

Our knowledge of the ill effects of understimulation suggests that 
a major task is to try to prevent inactivity. Clearly the most straight
forward preventive action is to ensure that the patient does not 
become institutionalised in hospital or elsewhere. This may mean 
referral to a day-centre, help with accommodation and work on 
leaving hospital, or asking the consultant to keep a place in the 
hospital's industrial or occupational therapy programme for those 
patients whose life at horne is known to be understimulating. Help 
from volunteers, voluntary associations, and friends and relatives of 
the patient, can be marshalled, to improve the opportunities for 
interesting and constructive activity. Some patients have special 
interests that can be encouraged: for example, chronic schizophrenie 
patients known to the author have enjoyed playing bridge and chess, 
helping in a neighbour's garden, and in one large hostel for home
less men were given 'special' jobs to do. In tackling the problem of 
understimulation, and indeed other difficulties in this dient group, 
we should note that the traditional casework approach, where the 
dient is guided to find his own solutions at his own speed, is unlikely 
to be helpful for the chronic schizophrenie patient, whose apathy 
and tendency to withdraw require a more directive style on the 
social worker's part. 

The problem of overstimulation seems to demand a protective 
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style of working. Notions about learning the hard way, and of the 
potential for change at times of crisis, have no place in casework 
with the schizophrenic patient. As we have noted, any change oflife
style, such as areturn to work, or a move from one living environ
ment to another, needs to be carefully prepared for and accomplish
ed gradually. These clients will require help with many day-to-day 
problems, of a kind we might encourage others to deal with for 
themselves: legal, housing or financial problems. A balance must be 
struck between being paternalistic and expecting too much of the 
client. 

While it is important not to assurne that most families are 'high 
expressed emotion' families (Vaughn and Leff (1976) found this situ
ation in only about one-third, and of course the family atmosphere 
may vary over time), when such a situation has been recognised we 
have to try to protect the patient from stressful interaction. A 
variety of strategies are possible. Encouraging the relatives and 
patient to spend more time apart might be achieved by finding 
occupation for either the patient or the relative outside the horne. In 
some hornes it may be important to try to obtain more privacy for 
the patient. 

A more ambitious goal is to try to modify the family interaction 
dirt<Ctly. The social worker with skills in behaviour therapy might 
use the communication training approach (see, for example, 
Thomas, 1977), with the family as a group, or possibly the key 
relatives on their own. This would require particular care to avoid 
placing stress on the clients. A more traditional social work ap
proach is to encourage the relatives to talk about their feelings to the 
worker. This might have the effect of diverting the expression of 
emotion away from the patient. It is probably the most-used style of 
work at the present time, but there are major theoretical objections 
to it. There is little evidence to suggest that 'ventilation' has any
thing but a short-term tension-releasing effect; and furt her, there is 
some evidence that it simply leads to expressing more hostility 
(Saunders, 1977). If, however, the relatives can co me to a better 
understanding of the patient and their own reactions to hirn, then 
they might be able to gain greater control over their own behaviour. 
It is certainly important for the relatives to feel that they are under
stood and accepted, and that they receive the recognition they de
serve for the burden they carry in continuing to provide the patient 
with ahorne. Needless to say, they should not be given the impres
sion that the worker thinks they caused the disorder. 
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Relatives' groups can indirectly affect family interaction, and 
have numerous other useful functions (Priestley, 1979). Relatives 
themselves can provide much helpful advice on how to cope with 
irritating behaviour on the patient's part. Here are some suggestions 
reported by Creer and Wing (1974): instead ofnagging the patient to 
change his clothes, just put out a set of clean ones; look the other 
way when he displays unpleasant table manners; make a friendly 
agreement as to where he can talk about his delusions; receive delu
sional talk in a neutral way, neither encouraging nor condemning it. 
(Professionals as weH as other relatives can leam a great deal from 
the many families of schizophrenics who have become considerably 
more competent in providing a ca ring and helpful environment than 
many paid helpers would be.) 

Berkowitz, Kuipers and Leff (1981) have recently reported the 
results of a combined intervention programme for patients and 
relatives in the 'high expressed emotion' group. In addition to medi
cation, the programme has three elements: education, a family inter
view, and a fortnightly relatives' group. The relatives receive teach
ing sessions on the diagnosis, symptoms, causes, treatment and 
management of schizophrenia. In the family interview, ways of re
ducing contact are discussed and an attempt is made to resolve 
family conflicts. The groups are run as self-help groups, with the 
staff acting as facilitators. Relatives from 'low expressed emotion' 
hornes join in the sessions, and the members discuss coping strate
gies and provide mutual support and information. The results are 
very encouraging indeed: although the amount of contact between 
relatives and patients has proved difficult to alter, many of the 
relatives have reduced their level of 'expressed emotion'; and relapse 
rates have decreased. Although one must always be cautious about 
basing practice on the results of a single study, it does seem that 
work along these lines is likely to be a preferred form of service for 
this client group in the future. 

Another approach to problems of family interaction, as weil as to 
the rehabilitation of the chronic schizophrenic patient, is to try to 
identify which of the patient's behaviours cause most distress or 
annoyance to others, and to seek to modify these with or without 
setting up a full-scale family behaviour modificatio'fi programme. 
Projects of this kind have been described by Cheek et al. (1971a), 
Hudson (1975a) and Atkinson (1977). Similar work on hospital 
wards has proved very effective (see, for example, Stöffelmayr et al., 
1973), but this is a difficult undertaking in the horne setting. Also, it 
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seems that if the patient has florid symptoms, or is unresponsive to 
social reinforcement, behavioural approaches are unlikely to suc
ceed. This said, there will be some cases for which a behavioural 
programme on operant-conditioning lines is weil worth trying. 
Preferably, the family are brought in as co-therapists along with the 
worker. Behavioural deficits, such as failure to help with household 
chores, or problem behaviour, such as constantly talking about delu
sions, are carefully specified, and an attempt is made to shape up 
more acceptable patterns of behaviour by consistently rewarding 
any slight improvement, while ignoring unwanted behaviour. 
Behavioural workers have also begun to develop social skills train
ing in groups for chronic schizophrenie patients, and the results are 
promising (Bellack and Hersen, 1979). The social worker using these 
approaches has to take care not to expect too much too soon, and to 
avoid making the patient feel he is under too elose scrutiny or, 
worse, under attack. 

One potential source of stress is the social worker himself and the 
methods he employs. Schizophrenic clients should not be subjected 
to the rigours of insight-giving or confrontative casework and 
groupwork. Plenty of support should be provided, along with gentle 
encouragement to stay with reality, to put psychotic material to the 
back of his mind and dismiss strange thoughts. Sometimes we can 
offer face-saving methods of coping with the knowledge that one is 
'different', while at the same time accepting the need for special help. 
These patients should be spared the experience of having to get to 
know a variety of workers; they require regular long-term contact 
with one person whom they can learn to trust and who does not 
make emotional demands. This means that the agency should try to 
allocate a worker who is likely to remain in post for some time -
these clients need to be classed along with children in care, as requir
ing special consideration in this respect. 

This chapter has concentrated on working with individuals and 
families. With the growing emphasis on community care for this 
group. and a small increase in optimism about their future in the 
community, there has been a steady flow of research literature on 
the development of services outside hospital. The topics of employ
ment, accommodation and financial provision are taken up in more 
detail in Chapters 11 and 12, and they need to be considered along
side attempts to help with living skills and personal relationships. 
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Hypomania and Severe 
Depressive Illness 
(The Affective Psychoses) 

Hypomania and severe depressive illness are called 'affective' dis
orders because the key feature is abnormal mood. 'Psychosis' in
dicates a severe form of mental disorder; hypomania has in common 
with schizophrenia a resemblance to the layman's notion of in
sanity, at least during the acute phase, and some manifestations of 
depressive illness also have this quality. Nevertheless, complete re
covery is usual, althougb there may be frequent relapses. 

These two disorders can sometimes alternate in the same in
dividual (manic-depressive psychosis). Hypomania is much rarer 
than depression. 

Hypomania 

'Intense weH-being ... restrictions or confinement are apt at times to 
produce extreme irritation and even paroxysms of anger' - thus 
writes an ex-patient of his experience of mania (Custance, 1952). 
Mania is the severe form of this disorder, nowadays usually fore
stalled by early medical treatment. Hypomania is the milder form 
which is more often seen. 

The hypomanic patient may appear superficially to be in extra 
high spirits: energetic, cheerful, optimistic, a little boastful and over
hearing, perhaps. But on closer acquaintance he is seen to he over
active, grandiose, often irritable, and occasionally aggressive to
wards anyone who puts obstacles in his way. He may have delu
sions, especially of grandeur. He is egocentric, insensitive to other 
people, often meddlesome, and he seems oblivious to the moral 
scruples he normally holds. His speech becomes rapid and rambling, 
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with Hight of ideas (jumping from topic to topic). One of the most 
alarming features is his impulsive behaviour, such as running up 
large debts, resigning his job, quarrelling with friends and col
leagues, or walking out on his family. Sometimes the problems are 
compounded by heavy drinking. 

It is dangerous to allow hypomania to escalate into mania; this 
can result in severe exhaustion and malnutrition, or an abrupt swing 
into severe depression. Certainly it will mean that on recovery the 
patient will bitterly regret many of his actions. The events attendant 
upon a hypomanic episode can have a touch of comedy about them 
- dancing naked in front of an easily shocked neighbour; calling the 
doctor 'Baldy' or 'Fatty'. Sutherland (1976) recounts how he com
plained loudly about the shortage of canes in a sex shop. Yet the 
feelings of the perpetrator if he recalls these incidents later are in
tensely painful - the torment familiar to most of us of remembering 
a terrible faux pas, but magnified many times over. A patient who 
had suffered an attack of hypomania pleaded with this author, 
'Please keep me locked up - don't let me do things like that again. ' 

We need to be alert to the aftermath of a hypomanic episode and 
tune in sensitively. One person may find the humour ofthe situation 
sufficient to overcome shame; another may need a great deal of 
reassurance that he is not held responsible and that there are no 
serious consequences. The sequelae of a spending spree sometimes 
require practical action by the social worker. Armed with impressive 
medical evidence he may be able to return some of the goods, or 
extricate the client from a· contract. Under British law, a contract 
made before onset of mental disorder is binding, and so is a contract 
made by a person 'of unsound mind' for 'the necessaries of life' (to 
be defined by the court in the case of disputes). Contracts for articles 
other than necessaries are not binding if they would not have been 
made while the person was weIl. 

Family relationships can be affected, especially if there are pre
existing problems. The social worker may be the person best placed 
to help, not by over-zealous problem-hunting, but by making him
self available when relatives fail to visit, or hesitate to welcome the 
patient back, ar express fear, anger or scorn. Some relatives need 
reassurance that they are in no way to blame for the patient's illness. 

Admission to hospital is usually essential. It is surprising how 
many hypomanic patients can be persuaded to enter voluntarily, 
accepting the reality of their situation if only at one level and only 
for short periods at a time. The worker involved at this stage may 
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have to struggle to find some formula whereby he and the patient 
can agree about the need for treatment. This might be done by sug
gesting that the patient needs to rest, or may like to 'get away'. 
There are obvious difficulties in reconciling a regard for honesty in 
the relationship and respect for the person, with the importance of 
obtaining treatment at the earliest opportunity. In interviewing the 
hypomanic patient the worker may find himself under considerable 
provocation: 'keeping one's cool', avoiding arguments, and speak
ing directly and firmly will help to gain the patient's co-operation. 

Treatment with a major tranquilliser is fast and effective. The 
patient will probably be kept under observation for a while because 
of the need to look out for a possible depressive swing. When the 
patient returns home, lithium carbonate tablets are often prescribed. 
Lithium carbonate is a very effective means of preventing further 
episodes of hypomania, but the importance of regular blood checks 
cannot be overemphasised: if the serum lithium exceeds the thera
peutic level, toxic side-effects can result (Johnson, 1974a; 1974b). 
As with other forms of prophylactic medication (such as phenothia
zines in schizophrenia), many people object to taking drugs when 
they are feeling perfectly weil. If a relapse occurs it is often difficult 
to ascertain whether the patient gave up the tablets because he was 
feeling 'high', or became 'high' as a result of doing so. 

Many patients who have suffered from hypomania welcome the 
opportunity to discuss their treatment, and the sorts of changes in 
themselves that foreshadow arepetition ofthe episode. Social work
ers share with other staff members the responsibility to ensure that 
these patients are treated as responsible adults, who may weil be 
able to monitor their own progress and seek help in advance of 
further trouble. With the patient's permission the relatives should 
also receive as much information as they feel able to assimilate. 
These patients and their families can be very useful treatment allies. 

Hypomania is one condition for which psychological and social 
treatment has only a subsidiary role. Social work involvement is not 
often required, except when the illness causes social or personal 
difficulties for the patient and his family. 

Depressive runess 

The term 'depression' connotes normal sadness, symptoms accom
panying some other mental disorder, or an illness in its own right. It 
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is depression as an illness in its own right that we consider in this 
and the following chapter. 

Few of us are unable to empathise with at least some of the 
feelings the depressed person experiences. The difference between 
their state of mind and 'common unhappiness', as Freud put it, 
seems to be one of degree rather than of kind. Yet there are pitfalls: 
we must beware of glib statements like 'I know how you feei', and of 
agreeing with the depressed person that such-and-such an event or 
state of affairs, or the person's past experience or behaviour, is the 
cause of his current distress, with the corollary that if these things 
can be 'worked through' all will be well again. 

Talking with depressed people can be disturbing, and not only 
because we feel sorry for them. It seems that the things they say, and 
the non-verbal signals they give out, can act as stimuli that elicit 
painful feelings in the other person. We need to be alert to our own 
responses, such as trying to avoid pa in by directing the conversation 
off certain topics because they come too elose to our own concerns, 
or offering consolation that is more helpful for us than for the elient. 
We should remember, too, that depressed people are usually easily 
tired, and that frequent brief sessions are probably more helpful 
than occasional long ones. 

Although the psychiatrist's expertise is of central importance in 
the assessment of depression, the social worker needs to be able to 
recognise a depressive illness. Some symptoms of depression are 
familiar enough: sadness, low self-esteem and pessimism, frequent 
crying and sometimes agitated behaviour (especially in the older 
person). Other symptoms, however, are not part of the everyday 
notion of 'depression'. These inelude physical symptoms, such as 
sleep disturbance, weight loss, slowness and lack of energy some
times amounting to stupor, aches and pains, and constipation; and 
psychological symptoms, such as preoccupation with health, poor 
memory, indecisiveness, irritability and obsessions (repetitive un
wanted thoughts). The person may experience feelings of depersona
lisation (not feeling real), or derealisation (the world takes on a 
dreamlike quality). Delusions of guilt, illness or poverty, and audi
tory hallucinations mayaiso occur. 

It is hard to know where to draw the dividing line between the 
depression that requires urgent psychiatric referral and possibly 
hospital care, and the depression that does not. No elear guidelines 
can be offered, except the elicbe, 'if in doubt seek the advice of a 
more experienced professional'. However, the next section, which 
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deals with the classification of depression, may help - not only 
towards a better understanding of the terminology and decision
making processes of psychiatrists, but also towards greater confi
dence on the social worker's part when he is involved in helping a 
person who shows symptoms of depression. 

The classification 0/ depression 

There is much controversy concerning the classification of depres
sion. Some authorities believe it to be one disorder ranging along 
a continuum (or along several continua), while others claim there 
are two separate disorders with distinctively different causes, symp
toms and suitable approaches to treatment. This is not the place to 
elaborate on the arguments for and against each point of view. 
However, it is important for the social worker to understand the 
distinctions, based on types of symptom and beliefs about causation, 
because these usually affect the choice of treatment and the contri
butions of the different helping professions. What follows is abrief 
account of three dimensions along which people suffering from de
pression may be assessed. The three dimensions are different systems 
for categorising the symptoms of depression, and may therefore be 
seen as three separate approaches to diagnosis. 

(I) Endogenous-reactive (or exogenous). 'Endogenous' means 
'arising from within', and refers to depression apparently 'coming 
out of the blue'. 'Reactive' means brought about by events, usually 
loss or stress. 

The distinction rests primarily on a judgement about causation: if 
no obvious precipitating factor can be found, or if the patient's 
misery is considered to be totally out of proportion to his situation, 
then endogenous depression may be diagnosed. This will be even 
more likely if his symptoms include a high proportion of physical 
symptoms, such as stupor, weight loss, or constipation. If, on the 
other hand, the presence of recent loss or intolerable life circum
stances is noted, then the 'reactive' designation is more probable, 
especially if the symptoms are predominantly mental rather than 
physical. 

(2) Psychotic-neurotic. This distinction closely resembles the pre
vious one. However, the emphasis is rather on whether or not con
tact with reality is preserved, and on distance from 'normality'. 

Willis (1976) lists the features differentiating neurosis from psy-
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chosis as folIows: (a) preservation of contact with reality, that is, no 
symptoms such as hallucinations, delusions, thought-disorder or 
intellectual impairment; (b) symptoms of anxiety common, whether 
somatic or psychological; (c) minor mood disturbance; (d) symp
toms tend to be mild and chronic; (e) insight, that is, awareness of 
illness is common, though the implications of illness in terms of 
unconscious conflict, etc. are not readily available to insight; (f) 
personality change does not occur. 

Priest (Priest and Steinert, 1977) gives a useful summary of the 
key differences between neurotic and psychotic depression: the 
person with neurotic depression does not suff er such severe retar
dation; he may be preoccupied with disease, guilt and so on, but he 
wonders rather than believes that he is seriously ill or grievously at 
fault. 

(3) Severe-mild. Although this distinction is less often discussed 
in the textbooks, it probably provides the most useful framework 
for consideration of the psychiatrist's choice of treatment, the social 
worker's role, and other key questions, such as whether hospital 
admission is needed. Simply put, the severely depressed person is 
unable to look after himself, his general health is suffering, and there 
may be a risk that he will injure himself (or very rarely, someone else 
as weil). He may have symptoms of the psychotic type, he may be so 
retarded as to appear totally stuporous, or else he may be very 
agitated. He may express extreme mental distress, perhaps hinting 
that he is considering suicide. 

Some depressive illnesses begin mild, and become severe; others 
remain mild throughout their course. A severe depression may 
become mild, or else change abruptly into hypomania. 

From this short account it can be seen that the three diagnostic 
continua are three different ways of describing a given depression. 
The terms 'endogenous', 'psychotic', and 'severe' are often, but not 
always, interchangeable. An endogenous depression need not be 
severe, though a psychotic one always iso A reactive or neurotic 
depression can be severe. 

Assessmeiit and the start of intervention in severe depression 

In view of the wide range of symptoms, possible causative factors, 
and the variety of potential treatment approaches, assessment needs 
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to be a multi-disciplinary endeavour. The first task is to assess the 
person's iIIness in terms of the different typologies outlined above. 
To this end the social worker will contribute his own observations of 
the person, his everyday behaviour, and the family's account of the 
changes they have observed. Special attention needs to be paid to 
any indications of the possibility of suicide (see pp. 156-8). Tbe 
social history will cover personal relationships, past and current 
experiences of loss and stress, so me estimate of what the person has 
to cope with, and how weil he has coped in the past. 

Psychiatrists differ considerably in how much interest they take in 
the search for causes. Aetiology is as much in dispute as is c1assifi
cation; and heredity, biochemistry, childhood experience and pre
sent circumstances have each been considered paramount by dif
ferent authors, either in one particular type of depression or in 
depression in general. However, most psychiatrists will pay par
ticular attention to a family history of depression - especially if the 
illness is episodic, or alternating with hypomania (suggesting the 
endogenous type) - and also to accounts of recent loss or severe life 
difficulties (suggesting the reactive type). 

In general, the more the iIIness fits an endogenous or psychotic 
picture - and particularly if the patient has suffered from hypomania 
- the more likely it is that a genetic or physical-causation theory will 
be favoured; and further, the more likely it is that the psychiatrist 
will opt for a physical-treatment approach. But so me psychiatrists 
regularly suggest physical treatment first, whatever the c1assification 
or suspected cause. Perhaps the only generalisation that can be 
made with any confidence is that depression alternating with hypo
mania, and depression that c10sely fits the endogenous or the psy
chotic type, will almost invariably be treated by physical methods; 
when depression is judged to be severe this will also be the case, 
although if it appears to be reactive or neurotic in quality, physical 
treatment is less usual, and other kinds of help are commonly given. 
The rest of this chapter describes the physical treatments for de
pression, and the next chapter deals with psychological and social 
approaches. 

Physical treatment of depression 

There is strang evidence for the efficacy of drug treatment in depres
sion. Three major drug groups are currentlv in use: the mono-amine 



34 Psychiatrie Disorders 

oxidase inhibitors (MAOIs), the tricyclics, and lithium carbonate 
(the latter prescribed as a prophylactic, as for the patient with recur
rent hypomania). The MAOIs can interact with certain other drugs 
and foodstuffs to produce a dangerous rise in blood pressure, and 
the patient is always given a list of banned substances along with his 
prescription. Other key points for the non-medical helper to re
member are that all these drugs take some time to work - a matter 
of two to three weeks; that all of them can have unpleasant side
effects; and that several drugs may have to be tried before the psy
chiatrist is satisfied that the best remedy has been found for the 
individual. After the patient has recovered, the prescription is usu
ally continued for some months in order to prevent relapse. 

When drug treatment is ineffective, or is considered to be too slow 
(for example, when a serious suicide risk is suspected), electro
convulsive therapy (ECT) may be given instead. The usual pro
cedure is for the patient to receive a muscle relaxant and a general 
anaesthetic; then two electrodes are fastened to the temples and a 
small electrie current is administered. The patient is usually awake 
within fifteen minutes. He may suffer temporary memory loss and 
confusion, and some patients also have a headache but there is no 
firm evidence oflong-lasting harm, and the danger is the same as for 
other forms of medical intervention carried out under a general 
anaesthetic. 

Most psychiatrists (and many patients) believe ECT to be the 
most effective treatment for the type of depression called endogen
ous (characterised by somatic symptoms and lack of obvious pre
cipitating factors); and no one who has worked in a psychiatric unit 
can deny that many patients who are mute and severely retarded can 
be returned to anormal state after two or three ECT treatments 
over just a few days. ECT in so me cases can literally save lives: prior 
to its introduction, death from malnutrition was not uncommon 
among severely depressed patients. The rigorous research review by 
the American Psychiatrie Association (1978) concluded that ECT is 
a 'very effective anti-depressant treatment' and that 'certain de
pressed patients will respond to ECT and not to anti-depressant 
drugs'. Recently, a social scientist (Garfield, 1979), and a psychia
trist (Crow, 1979), have both reached a similar conclusion, although 
noting that abuses exist, both in the manner it is given and the 
selection of patients who receive it. In what was probably the best 
controlled trial yet conducted (Johnstone et al., 1980), the conclu-
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sions were somewhat less clear cut. The comparison was between 
real and simulated ECT (both groups receiving intensive nursing 
care). ECT was significantly more effective in the very short term, 
but the patients who did not receive it showed an equal degree of 
improvement two months after the beginning of the four weeks' 
treatment. Memory tests showed that impairment caused by ECT 
was short-lived. 

Most psychiatrists use ECT sparingly and with care, reserving it 
for patients who are profoundly disturbed or retarded, those who do 
not res pond to drugs, and those whose circumstances make a rapid 
recovery particularly important. But its use is a matter of concern to 
many social workers. 

When there is reason to believe that someone is being given ECT 
against his will and illegally, the social worker might consider seek
ing advice from a patients' rights organisation. But in most situa
tions expressing one's doubts about this treatment to the patient 
(who will usually follow his doctor's advice in any case) will pro
bably do more harm than good. 

Many patients recover completely after drugs or ECT, and in 
these cases, as with hypomania, social work involvement may be 
minimal. Those social workers who are involved with the severely 
depressed person and his family can best help by giving support and 
encouragement, perhaps helping to c1ear up misunderstandings be
tween family members (the patient may have been very hard to live 
with). Sometimes clients who are depressed will propose making 
drastic changes in their life, such as separation from their spouse or 
resignation from work. In these circumstances, the social worker 
should do all he can to dissuade them from taking major decisions 
at a time when their judgement is probably affected by depression. 

The social worker's role is very different in those cases where the 
depressed person does not respond to physical treatment, or re
lapses frequently despite prophylactic medication; or where bereave
ment or so me other form of loss, a difficult social situation, or 
a longstanding personality problem are clearly implicated. The 
psycho-social models of depression can be helpful in construing 
these cases, and the intervention procedures that follow from them 
may involve the social worker in a central role.Where such a model 
fits, social or psychological intervention along the lines discussed in 
the next chapter ought to be considered. However, many authorities 
would recommend conservatism in planning the intervention, reserv-



36 Psychiatrie Disorders 

ing the broad-spectrum approach for those patients who do not 
respond to medical treatment and whose depression is very ob
viously related to personal troubles. In any case, the severely de
pressed person is unlikely to be able to take his part in the work 
required in a psychological approach until the intensity of his symp
toms has been mitigated. 



4 

Psychological and Social 
Approaches to Depression 

All the psycho-social treatments appear to offer comfort, the pos
sibility of a lasting improvement in functioning, and respect for the 
person as an individual, and to be harmless in comparison with the 
somatic treatments described in the previous chapter. But after 
thorough examination of their merits and demerits, Priest (Priest 
and Steinert, 1977) suggests that in severe depression even the least 
intensive - offering empathy and encouraging the person to talk -
can be too much for the patient to cope with; to go further and 
attempt to 'change personality' by offering 'insight' might do harm. 
An active behavioural or cognitive approach may be equally in
appropriate. Unjustified faith in these methods can lead to neglect 
of effective and urgently required medical intervention, so that the 
person's physical health deteriorates through self-neglect, or his 
despair deepens to the point of suicide. Two cases known to this 
author highlight this last point. After his wife had left hirn, a social 
work dient became very tearful, stopped going to work, and talked 
of doing away with hirnself. The social worker refused to apply for 
compulsory hospital admission; she was on call over the weekend, 
and was confident that the man would feel able to contact her if he 
feit desperate. The man made no attempt to seek anyone's help, and 
cut his throat. Another man, who suffered depressive episodes about 
once every two years, and had previously responded rapidly to ECT, 
noted the onset of his symptoms and asked to be treated again as 
before. Instead, he was admitted to a therapeutic community ward, 
and pressed to examine his past and current problems in a group 
discussion. At the end of the first meeting he left the hospital and 
took a fataloverdose. 

In addition to such hazards, we should remember that the de-
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pressed patient who begins a course of physical treatment with ap
parently every reason for wanting to die, every possible personality 
and social problem, may weil turn out to be perfectly able to run his 
life and to experience satisfaction in his work and social roles. In the 
depths of depression people feel unloved and undeserving, and are 
often preoccupied with the very topics that are central to the content 
of 'talking treatment'; their behaviour as weil as their talk may be 
affected, so that they appear to lack important life skills, especially 
social skills. This picture can be very misleading, and sometimes 
intrusive and unnecessary 'helping' can ensue. 

However, a psycho-social treatment approach may be approp
riate alongside drug therapy or ECT, or may follow a course of 
medical treatment. If the depression is not severe, and is very ob
viously related to circumstances or to longstanding personality or 
relationship problems, psycho-social treatment alone will be the 
logical intervention choice. 

Taking first that hard-to-define social work activity 'support', and 
bearing in mind Priest's warning that not every depressed patient 
can benefit even from this, we should note that some authorities 
have suggested that support is best directed towards encouraging 
compliance with a drug regime! Beyond this, it seems reasonable to 
assume that those patients who are chronically though mildly 
depressed may gain comfort from the chance to talk with a sym
pathetic person, and may need practical help and encouragement in 
order to cope with their 'problems ofliving'. There is some evidence 
in favour of 'supportive casework' with depressed patients in im
proving their social functioning (Weissman et al., 1974), but the 
improvement did not extend to their depressive symptoms, and 
casework did not prevent relapse. In a later <;tudy, this research 
group found casework (described as 'psychotherapy') to be as 
effective as drugs (Weissman et al., 1979). However, both studies 
have been criticised by Clare (1980) with regard to the assessment 
methods used. 

It may be appropriate to offer a more focused type ofhelp. In this 
chapter we consider depression from several points of view: as a 
reaction to inner conflict or to loss; as a cluster of learned be
haviours and a learned mental set; as a response to a combination of 
socially determined disadvantages; and as areaction to processes 
within the family system. The divisions are somewhat artificial, since 
these viewpoints can complement one another, and in many cases 
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the interventions derived from them turn out to be quite similar in 
practice, despite their being associated with different schools of 
theory and therapy. This said, the social worker may find it helpful 
to consider each approach separately and to assess whether it seems 
to fit the individual case. 

Psychodynamic approaches 

According to one psychoanalytical view, depression is a condition in 
which unacceptable feelings of guilt or anger are not overtly ex
pressed, but are turned inwards. These feelings are associated with an 
early loss experience. The person feels that his destructive urges have 
driven away someone he loved but was also ambivalent towards, or 
else he feels angry with the lost person for deserting hirn. More 
recent los ses reawaken these feelings. The fact that depression is 
more common among those who were bereaved or separated from a 
parent du ring childhood is cited in support of this view, as weil as 
the psychoanalytical investigations of individual patients, beginning 
with those of Freud. 

Following from this, the treatment that is advocated is psy
choanalysis or psychodynamic psychotherapy. These approaches 
seek to provide the person with an opportunity to develop under
standing, and hence conscious mastery, of the causes of his current 
difficulties, by 'working through' his past experiences, which are 
exerting a distorted or exaggerated influence upon his functioning: 
(For detailed discussion of the theories and practice of psycho
analytic psychotherapy see, for example, Mendelsohn, 1974; Arieti 
and Bemporad, 1980.) 

It is generally accepted that the style of casework that comes close 
to psychotherapy as practised by a qualified psychotherapist re
quires special training. Social workers who lack this training can 
take comfort from such findings as those of Strupp and Hadley 
(1979) which, although derived from research on 'neurotic' students, 
might be generalisable to depressed adults as weil. In this study, it . 
was found that psychoanalytical or experiential therapy was no 
more effective than talks with an untrained 'therapist', and that 
focus on the present, and advice and encouragement to take part in 
activities, were associated with a good outcome, whereas long 
silences, and talking about the past, were not. 
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On the whole, the verdict as to the effectiveness of psychodynamic 
psychotherapy must remain 'not proven', although it is difficult to 
balance conflicting claims (or indeed to find an unbiased reviewer of 
this literature). 

Clare's (1980) conclusion that psychotherapy seems to add little 
to the effects of drug treatment would appear to sum up the view of 
those authorities who take empirical research as the best test of 
effectiveness. 

Nevertheless, so me social workers will feel that for some of their 
depressed clients only professional psychoanalytical psychotherapy 
will serve, and so me will want to press for this on the client's behalf. 
Bloch's (1979) list of. patient-characteristics favourable for long
term insight-oriented psychotherapy includes the presence of de
pression. His other criteria are as folIows: (a) a reasonable level of 
personality integration; (b) motivation for change; (c) realistic ex
pectations of the therapeutic processes involved, reflecting 'psycho
logical mindedness'; (d) at least average intelligence; (e) non
psychotic condition; (f) life circumstances free of any unresolvable 
crises. Schofield (1964) summarised the 'good prognosis' variables 
as Y AVIS: Young, Attractive, Verbal, Intelligent, Successful; and a 
negative version is given by Goldstein and Simonson (1971): Homely, 
Old, Unattractive, Non-verbal, Dumb (HOUND). Unfortunately, 
the same factors operate in respect of most psychological treatment 
approaches! 

Depression as griej 

This approach has much in common with the psychodynamic ap
proach, and it too was originally formulated by psychoanalysts. The 
question, 'Is grief a disease?', was answered in the affirmative by 
Engel (1961); certainly there is no clear-cut dividing line between the 
psychological and somatic 'symptoms' of the recently bereaved 
person and those of the depressed patient. 

For normal grief, the person requires only the support necessary 
to carry out his current tasks. His general practitioner may prescribe 
a small amount of tranquillisers if he is too upset to cope, but 
otherwise professional help is not needed. For people without the 
support of relatives or close friends, bereavement counselling is car
ried out by volunteers in some areas, with the aim of pro vi ding 
understanding and reassurance as the person goes through the 
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normal phases of mourning. The phases are: shock, disbelief or 
denial, anger, guilt and despair, followed by resolution, which is 
defined as a realistic acceptance of the loss and areturn to normal 
functioning- taking up new roles, perhaps, and making new relation
ships. There is some evidence that this kind of help can prevent later 
depression (Raphaei, 1977). 

Professional help becomes appropriate when someone gets stuck 
at a particular stage, or fails to reach the resolution stage; and this is 
more likely if the loss was unexpected, if it has far-reaching con
sequences, or if the relationship with the dead person was ambiva
lent. One problem with this model is that the stages do not neces
sarily occur in the order in which they are usually placed. (For this 
reason, recent theorists such as Ramsay and Happee (1977) prefer to 
speak of 'components' rather than 'stages'.) This adds to the 
difficulty in recognising when a grief reaction should be considered 
pathological and the person in need of professional help. A waiting 
period of one year has been proposed as a guide. Examples of 
pathological failure to reach resolution include the person who re
mains deeply distressed after this period has elapsed, the woman 
who insists years later that a husband who has abandoned her will 
return, and the mother who devotes herself to thinking and talking 
about her dead child while rieglecting her other children. Sometimes 
the person does not hirnself bring the loss to our attention: what 
looks like a depressive illness coming 'out of the blue' may con
stitute an anniversary reaction, or may be triggered by association in 
an apparently unconnected set of circumstances. 

Helping these clients means giving them the opportunity to talk 
freely and to experience the normal components of mourning in an 
atmosphere of acceptance. By giving permission, and by guiding the 
person through the various stages, the worker gradually helps hirn 
to reach the conclusion of the process. Then the focus turns out
wards again, away from the loss and the past and the mourner's 
painful feelings, and on to his current networks and tasks, and 
future plans. In finding new roles, and working towards new goals, a 
task-centred or a behavioural approach may be helpful. Linde
mann's (1944) discussion remains a useful set of guidelines to the 
first or 'grieving' part ofthe work, and for the later part we can draw 
on the generalliterature of social casework. 

A behavioural variant of assisted grief work has been proposed by 
Ramsay (1976). His method seems especially suitable for the person 
who is denying the loss, or who remains incapacitated by distress 
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long after it occurred. The therapist obliges the patient to face up to 
his loss intensively over a matter of a few days, experiencing the 
most painful reminders over and over again, and saying 'I will never 
see her again' , and 'She is in a grave', and so on, until the powerful 
emotions have been first evoked and then extinguished. This pro
cedure is extremely painful for both the therapist and the client, and 
Ramsay wams against allowing therapy to cease before the process 
is complete. It seems that clients agreeing to this treatment have to 
be exceptionally motivated, and that great care must be taken to 
guard against the risk of suicide. It is of interest in this context 
because of its similarity to the style of helping suggested by 
Lindemann and other psychodynamically oriented writers. Ramsay 
provides evidence of its value for those individuals whom he has 
treated, as weil as a convincing rationale. 

There are certain difficulties with the model of depression as grief. 
As we have seen, it does not provide precise guidelines as to when a 
grief reaction should be considered 'pathological'. It also begs cer
tain questions about people's 'adjustment' to loss: some losses, 
surely, cannot be forgotten or compensated for. If, for example, 
during a history-taking interview, the client is strongly reminded of 
great unhappiness in the past, and then has difficulty tal king about it 
or becomes upset, should we therefore assurne that the subject needs 
to be reopened and gone over again? Olshansky (1962) maintains 
that chronic sorrow is the normal state of parents who have a 
mentally-handicapped child; if this is so, can one logically expect to 
guide them through to a resolution stage? Finally, we should beware 
of assuming that every loss suffered by a person who later develops 
depression is necessarily 'unresolved'. Losses are 'life events', and 
these play a role in precipitating depressive illness as weil as other 
forms of illness (Brown et al., 1973; Paykel et al., 1969). Although 
much has been written on this theme, we should perhaps be con
servative in construing all types of depression as merely reaction to 
loss, even when major losses have occurred in the depressed person's 
life. 

Learning and cognitive theories 

The models and intervention strategies developed by leaming and 
cognitive theorists are numerous, and depression is a major focus 
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for their research at the present time. In this section, three ap
proaches are discussed. They are compatible with one another, and 
the styles of treatment they suggest are often very similar. 

Severallearning theorists have construed depression as the result 
of lack or loss of positive reinforcement (for example, Lewinsohn, 
1974). It may have developed after the loss of a major source of 
reinforcement or of cues for behaviour leading to reinforcement, as 
when a husband or wife dies or leaves; or it may be due to lack of 
skills to obtain reinforcement, as in the case of a person who does 
not have the ability to make new friends. The key to helping is to 
find ways for the person to ob ta in positive reinforcement once 
again. In some cases the worker will be involved in 'getting things' 
for the client; more often it will mean helping the person to get 
things for hirnself. According to this simple but sensible model, the 
first step is a careful analysis ofwhat is lacking and what avenues are 
open to the person. Sometimes straightforward advice is all that is 
needed: an introduction to a social club, a list of evening classes, or 
welfare-rights information, may set the person in the right direction. 
A more complex intervention is usually necessary, however. 

In the search for tasks likely to bring success, the client's desires 
and skills have to be taken into account. Not everyone wants a 
hectic social life or more leisure interests; and a person who lacks 
social skills will not find a girlfriend no matter how many eligible 
young women he meets. 

Many depressed patients do lack social skills (Trower et al., 
1978), and have fewer friends than those who are not depressed 
(Henderson, 1977). But it is often hard to decide whether this prob
lem is partly a cause of depression or whether it is a consequence. 
After other treatments have been given, and the person remains 
depressed, is still unable to hold a conversation, is not rewarding 
company, and cannot ask other people for things he wants, then a 
social skills training approach is worth trying (see Chapter 5). The 
results of evaluative studies of this approach with various groups of 
psychiatrie patients, including some diagnosed as depressed, have 
been encouraging (Marzillier, 1978; Argyle et al., 1974). 

Besides a deficit in social skills, the client may lack other abilities, 
to the extent that he is unable to reach his goals, and other kinds of 
skill deficits will require other kinds of help. Marital therapy may be 
needed if the central problem lies in the person's relationship with 
husband or wife, family therapy if in parent-child communication. 
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Learning to cope with the family finances, to organise a journey, to 
read and write, are all possible way-stages between the position of 
being without and that of obtaining one's goals. Anxiety, as distinct 
from a basic lack of skills, may be the chief obstacle, and in that case 
the worker will first aim to remove the anxiety (see Chapter 5). 

To sum up: the somewhat simplistic operant model of depression 
leads to the application of a wide variety of different helping strat
egies, according to a detailed analysis of the client's goals and 
abilities. 

Before turning to more sophisticated psychological models, we 
should note in passing that some behavioural practitioners have 
worked directly with so-called 'depressive behaviours'. It often 
seems as though they are dealing with 'moaning', rather than 'de
pression'. The client who is constantly complaining is given a 
thorough change of environmental contingencies: family and friends 
stop rewarding the complaints, and only attend to constructive talk 
and action, so that the 'depressive behaviour' is gradually given up 
(Liberman and Raskin, 1971). 

Another behavioural approach is to focus on emotional aspects of 
depression, construing them as reactions to painful stimuli, and 
treating them in a similar manner to anxiety reactions (McAuley 
and Quinn, 1971). Thus, the person who becomes distressed upon 
visiting a happily married couple because he is reminded of a broken 
relationship, or the woman who has lost her baby and is upset at the 
sight of other women 's "babies, might be helped by gradmil exposure 
to these situations. 

A more complex and more 'cognitive' theory is Seligman's 'learn
ed helplessness' (Seligman, 1975). This theory states that the feelings 
and behaviour that make up depression result from a cognitive set 
involving the belief that one can do nothing to change the environ
ment - in other words, the individual's responses will not lead to 
reinforcement; and this comes about as a consequence of experienc
ing uncontrollable trauma. This may be arecent experience; but a 
history of lack of control may predispose the person to becoming 
helpless. The person who has become helpless requires the ex
perience ofbeing effectual again in order to alter his beliefthat there 
is nothing he can do to change his world. Such experience has to be 
gradual and positive, lest new failures should arise to intensify his 
feeling of helplessness. Seligman once told this author (who was 
making rather ambitious plans for a group of depressed housewives 
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in a deprived area), 'Don't ask your depressed clients to tackle the 
Town Hall- just help them into their coats and encourage them to 
go to the local bingo club.' 

A treatment programme based on Seligman's model could look 
identical to the kinds of programme already discussed. The main 
difference is that the emphasis must always be on the client's own 
efforts, ensuring that these bring rewards, and on a step-by-step 
approach with a great deal of encouragement. 

Other workers in the cognitive-behavioural group, of whom the 
best known is Beck (1974), focus particularly on the thinking of the 
depressed person, postulating that depressive thoughts precede de
pressive feelings and behaviour. They therefore set out to train the 
person to alter his own thought patterns - first to pinpoint and 
monitor them, then to substitute more rational and constructive 
self-statements, and to give himself some form of reinforcement (a 
sort of mental pat on the back) for doing this. The three main areas 
addressed (known as Beck's Cognitive Triad) are negative views of 
oneself, ofthe world, and ofthe future. The client is also encouraged 
to test out his beliefs, to see if his gloomy predictions are confirmed 
in reality. This form of treatment is being developed and evaluated 
in several centres, but training is still difficult to obtain. If the prom
ising results so far reported (for example, Rush et al., 1977) continue 
to be confirmed, we are likely to see a growth in cognitive-therapy 
training opportunities. Experience so far suggests that this method 
is appropriate for those depressed clients who are not severely ill, 
who suffer a chronic depressive condition, and who do not also 
show an admixture of anxiety. This generalisation is probably true 
for the other behavioural approaches to depression as weil, al
though these have as yet received !ittle research scrutiny, despite 
well-documented reports of single cases. 

In concluding this section, it is worth noting that, because of their 
compatibility with one another, and the fact that each of these 
models seems suited to some clients, workers such as Lewinsohn 
now combine them in one cognitive-behavioural model of depres
sion, and select techniques for whichever aspect of depression 
seems to be most prominent in the individual case. Thus the to
and-fro interaction among thoughts, feelings, and behavioural 
excesses and deficits, is recognised, and intervention begins at the 
level that the worker and the client choose as the most promising 
starting point. 
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The social-origins approach 

A group of sociologists, following a large-scale and meticulous 
study of women, have advanced a model of depression that is in no 
way contradictory to the psychological models outlined above 
(Brown and Harris, 1978). They link depression (both depression of 
a degree calling for medical treatment, and a sub-clinical level as 
weil) to certain key variables, some of which are described as 'pro
voking agents' and others as 'vulnerability factors'. The 'provo king 
agents' are severe 'life events' of the kind identified in previous 
research by Brown and other workers (Brown et al., 1973; Paykel et 
al., 1969), such as bereavement, or losing one's horne, and major 
ongoing difficulties such as housing or financial problems. However, 
it is usually only in combination with vulnerability factors that these 
events and difficulties bring about depressive illness. The vulner
ability factors are: loss of mother before the age of eleven; three or 
more children in the family under fourteen; lack of a confiding 
relationship; and lack of paid employment. The difference between 
working-class and middle-class women (four times as many of the 
former develop a depressive illness if they experience a provoking 
agent) is due to the greater likelihood of the working-class woman 
experiencing the vulnerability factors. Brown and Harris consider 
that the vulnerability factors are basic causes of a sense of low self
esteern, which paves the way for depression in the face of adverse life 
circumstances. 

The intervention proposed by these workers is preventive, and at 
a societal level: more opportunities for women to go out to work, 
adequate child-care facilities such as day-nurseries, and better finan
cial and housing provision. They do not accept that there is an 
endogenous type of depression, and suggest that if their proposals 
for social change were carried out, the rate of depressive illness 
among women would decrease considerably. 

The conclusions of Brown and his colleagues fit in with 
Seligman's view, that poverty and poor housing and other forms of 
deprivation predispose people to helplessness; with Beck's account 
of depressive thinking; and with Lewinsohn's view of the depressed 
person as someone who lacks reinforcement. Nevertheless, this re
search requires replication with other populations before its some
what sweeping conclusions can be accepted as the final word on 
depression. Meanwhile, it is certainly a model that fits many of the 
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depressed and deprived young mothers who become social work 
elients. It highlights the need for social work to join with other 
helping professions to seek social change at a local and national 
level. It also suggests guidelines for intervention in individual cases: 
encouragement and help to find work, perhaps part-time, and ar
ranging for substitute care for children. Marital therapy might be 
helpful in an attempt to improve communication between wives and 
husbands, and facilitating social activities might enable women to 
find a substitute 'confiding relationship' outside of marriage. Is it 
going beyond the evidence to an unacceptable extent to suggest that 
regular support from a social worker might also serve this purpose? 

Depression and the family 

There has been little well-designed research on family interaction 
and its relation to depression, apart from the findings concerning 
the importance of a elose confiding relationship (Brown and Rarris, 
1978). The other models discussed above might illuminate the as
sessment of the depressed person's family environment in a variety 
of respects: drawing our attention to families who provide little 
reinforcement or do little to encourage positive action (the operant 
model); relatives who seem to encourage the kinds ofnegative think
ing described by Beck, or who 'take control' and prevent the helpless 
person from regaining a sense of efficacy. Vaughn and Leff (1976) 
have obtained some evidence to suggest that the 'high expressed 
emotion' horne is as harmful for the depressed patient as it is for the 
schizophrenie patient: indeed, high levels of criticism may hurt the 
depressed person more than the schizophrenie, perhaps because he 
is less able to withdraw to shield hirnself, and also because criticism 
from others finds echoes in his own view of hirnself. 

Ways ofhelping might inelude the same approaches as were out
lined in the chapter on schizophrenia, but they should be applied 
with caution. Like the families of schizophrenie patients these fam
ilies suff er a considerable burden, and to propose family therapy 
might be unnecessarily intrusive. Only if there is very good reason to 
suppose that family interaction plays a central role should we con
sider intervention to change the behaviour of family members. 
Offers of family or marital therapy can sound like accusations to 
both the family and the patient, and might increase despair and guilt 
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in the depressed person; some carefully designed research suggests 
that social casework directed at marital problems, though it may be 
helpful with the marital problems, may not reduce the depressive 
symptoms (Friedman, 1975; Gibbons et al., 1978). 

Throughout this chapter, it has been emphasised that much research 
has yet to be done, before we can be truly confident that social and 
psychological treatments for depression are effective by comparison 
with the effects of time or medical treatment. However, there is 
every reason to pursue some of the goals that have been mentioned 
for their own sake: the provision of better opportunities for women 
to choose to work if they wish to, and better living conditions for the 
poor; the reduction of family discord; and the learning of new skills, 
which will widen the choices people have in their lives and help them 
to develop an increased sense of mastery. And the effectiveness 
debate is far from settled yet. 

McAuley (1980), reviewing the literature on psychological treat
ments for depression, comments that although there is as yet no 
evidence that they are more effective than drugs, 

care must be taken prior to reaching premature conclusions. The 
long-term as weIl as the short-term effects must be considered. It 
is possible that some forms of psychotherapeutic techniques, 
while they may not help in the short term, may go some way to 
stimulating an improved long-term prognosis. 

A rapid reduction in depressive symptoms is not the only important 
goal. 



5 

Anxiety States and Phobias 

Anxiety states and phobias are very common forms of neurosis. 
'Neurosis' is a broad category of psychiatrie disorders, ranging 

from the severely disabling to the mild and transient. The majority 
of people suffering from neurosis are general-practice patients rat her 
than psychiatrists' patients, and there is no clear dividing line be
tween the neurotie and the normal. 

Aetiology is much disputed, but most authorities would agree 
that neurotic symptoms arise as a result of mal adaptive learning or 
as areaction to stress. The stress may be external: for example, the 
threat of being deserted by one's spouse; or internal (perhaps un
conscious): for example, an unresolved loss or a conflict between 
inner drives. 'Anxiety' is generally seen as a central feature of 
neurosis. Authors of the psychoanalytie school write of 'anxiety' as 
an unconscious motivator - the surface symptoms representing a 
compromise solution to a conflict between different forces within the 
personality, wh ich solution serves to protect the person from ex
periencing anxiety. But as Willis (1976) comments, 'it is absurd to 
talk of "uneonscious anxiety" since anxiety is by definition a sub
jeetive experience and terms such as "uneonscious anxiety" are 
eatchall phrases used to conceal ignoranee'. Much the same eould be 
said of related coneepts, such as 'uneonscious conflict'. 

Genetic, personality and eonstitutional factors are also impli
cated, perhaps in giving certain people a propensity to develop symp
toms in the face of difficulties (for a brief review, see Marks, 1973). 
It seems as though eaeh of us is vulnerable to becoming 'neurotic' 
under stress; our vulnerability varies not only aecording to our long
term attributes, but also aceording to the state of our physical 
health. There is also some interesting research that suggests that 
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chronic neurosis in one partner in a marriage can 'infect' the other 
partner over the course of time (Kreitman et al., 1970; 1971; 
Ovenstone, 1973). 

In Chapter 3 I mentioned the several ways in which depression is 
dassified - psychotic or neurotic, endogenous or reactive, severe or 
mild - and the controversy as to whether it is one illness or two 
separate illnesses. The severe-mild continuum was chosen as a 
convenient framework for discussion, and the description of models 
and approaches in Chapter 4 concerned mainly the milder con
ditions änd those which have passed from a severe into a mild stage. 
'Mild', 'reactive', and 'psychological' depressions are often clasf.ified 
as neurotic disorders, that is, those which show fewer physical symp
toms, do not involve delusions or lack of insight, and do not 
respond so weil to physical treatments. 

'Depressive neurosis' is often found in association with another 
set of neurotic symptoms, especially anxiety states and agoraphobia, 
but also in several of the less common syndromes described in 
Chapter 6. The diagnosis is then sometimes given as 'mixed 
neurosis', but this is avoided as far as possible because most psy
chiatrists will want to prescribe specific treatments for the separate 
conditions. However, the 'mixed neurosis' is sufficiently common for 
there to be numerous research reports concerning patients classified 
in this way, and there are combined antIdepressant-anxiolytlc 
drugs. 

Anxiety 

Anxiety too may be part of a 'mixed neurosis' with another type of 
neurotic disorder. As a disorder in its own right it takes two main 
forms - anxiety states, and phobias (the latter also called 'situational 
anxiety'). The term 'anxiety', of course, refers to several different 
symptoms; and it may accompany any other mental disorder, as an 
extra complication of schizophrenia and organic disorders, among 
others. This is hardly surprising since anxiety is a universal reaction 
to threatening situations. 

Thus, anxiety like depression is something that we can all empa
thise with - or we think we can. It is usually the circumstances in 
which it occurs, rather than the feeling itself, that we judge to be 
abnormal. However, anxiety at its most severe is something that few 
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of us have experienced. Leonard (1927) described it as 'the acutest 
agony of the conscious brain', and Sutherland (1976) writes: 'I 
would not have believed it possible to feel such extreme anxiety. My 
heart pounded, my body shook, my stornach feit as though all the 
blood had drained away, and my legs feit too weak to carry me.' 
Leonard is describing a short-lived panic attack in the context of a 
phobic disorder, but Sutherland spent days in this condition before 
a powerful tranquillising drug was prescribed for hirn. 

Anxiety symptoms are psychological (the person's appraisal ofhis 
situation, a feeling of fear, sometimes amounting to an overwhelm
ing sense of dread), physiological (faintness, sweating, rapid pulse, 
shaking, difficulty in breathing, muscle tension, nausea, digestive 
upsets) and behavioural (running away, avoidance). They are all 
part of normal experience at some time or other: the near-miss when 
driving, entering the examination room, the arrival of a telegram; 
but for the patient with an anxiety state or a phobia they cause 
continuing misery, and interfere with work and social relationships, 
and basic everyday activities, such as eating and sleeping. These 
varying types of symptoms do not always occur together, nor does 
relief from one necessarily mean relief from the others. This is why it 
is necessary to consider all of them in assessment, treatment, and 
monitoring the person's recovery. Also, as Lader (1978) dem
onstrates in his model of anxiety, the physiological ones feed into 
the psychological, and so on, back and forth. 

To a greater or lesser degree the person with an anxiety state 
suffers the full range of symptoms, except the escape and avoidance 
behaviour. Panic attacks may occur from time to time but the 
person is chronically in the state Sutherland describes. 

In agoraphobia there are often panic attacks, followed by avoi
dance involving more and more different situations as time goes on, 
and often the chronic features of the anxiety state as weIl. In the 
other phobias the person avoids a specific feared object or situation, 
and may not suff er the other symptoms except when he meets with 
the phobie stimulus. 

As weIl as suffering from the anxiety symptoms themselves, the 
person carries the additional burden of knowing that his reaction is 
either irrational ('there is nothing to be anxious about'), or dis
proportionate ('I ought to be able to eope with this'). He often fails 
to attract sympathy from other people unless he complains of 
physiological symptoms. Many patients try to coneeal their anxiety 
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from outsiders, sometimes even from elose friends or relatives. 
Social workers often come across agoraphobic housewives who 
have been house-bound for many years, and people crippled with 
anxiety who can only cope with their work by heroic exercise of self
control and at the expense of most other facets of their lives. 

Anxiety states, and to an even greater extent, agoraphobia, can 
have serious effects on the life of the whole family. Husbands are 
ca lIed horne from work when their wives have a panic attack, chil
dren may be burdened with errands and escort duties, or even pre
vented from attending school. Social life may be restricted, with 
resulting dissatisfaction and isolation. The families of agoraphobics 
are sometimes said to be over-solicitous, and have been suspected of 
obtaining so me benefit for themselves out of the patient's diffi
culties. It is true that they are often tolerant, perhaps too tolerant, 
but the rest does not necessarily folIowand there is little evidence for 
supposing that this is a general pattern. Nor should we assurne 
without evidence that there are marital problems wh ich are being 
coped with or reftected by the patient's symptoms: in our present 
state of knowledge it is not possible to make generalisations about 
the relationship between marital interaction and the development-of 
neurosis (Marks, 1973). This is a very individualised matter, but it is 
probably fair to say that the hypothesis that there are concealed 
family or mari tal problems is not a good starting point for 
intervention. 

Treatment 

Anxiolytic drugs are commonly prescribed, especially benzodiaze
pines. Indeed this drug group, the minor tranquillisers, are the most 
frequently prescribed of all types of medication. In high doses, these 
drugs have minor side-effects, such as drowsiness and dizziness. In 
the long term, there is some risk of dependency. Even more serious, 
some elinicians fear that in some cases (as yet there seems to be no 
way of predicting which ones), the benzodiazepines may precipitate 
disinhibition and aggressive outbursts. If this proves to be correct, 
anyone who is working with, say, a mother of young children has 
cause for serious concern. 

As is the case of neurotic depression, anxiety states and phobias 
are treated by a variety of psychological methods, many of which 



Anxiety States and Phobias 53 

can involve a social worker in an ancillary or a direct-treatment role. 
Since the preferred approach differs according to the particular con
dition, we shall take specific phobias, social phobias, agoraphobia, 
and anxiety states separalely. 

Specijic phobias are the easiest to treat of the four conditions, and 
although something as apparently trivial as a spider phobia can in 
fact be severely handicapping, it is very rare for the sufferer to enter 
hospital. The psychoanalytic approach has been abandoned by most 
psychiatrists in favour of a simpler, fast-acting behavioural treat
ment. There are two main methods- 'desensitisation' and 'flooding'
and both have impressive research backing (Marks, 1978). In de
sensitisation (also known as slow exposure) the client experiences 
the anxiety-provoking stimulus in doses of increasing intensity while 
feeling relaxed. This may be accomplished by first teaching hirn deep 
muscle relaxation, then ta king hirn step-by-step through a hierarchy 
of items or scenes from the least to the most distressing, and finally 
getting hirn to confront the feared object or situation in reallife. The 
method that includes all these components is called 'systematic de
sensitisation'. It is now known that the key factor in the process is 
the real-life exposure, and that the means of achieving this is not 
important. Many people can start right away with real-life practice, 
and the presence of a trusted companion may be a satisfactory 
substitute for relaxation. Occasionally, a tranquillising drug is used 
to facilitate the process. The effectiveness of desensitisation is en
hanced by modelling (demonstration) - not of absolutely fearless 
behaviour, but of'coping', that iS l recognising that one is not totally 
unafraid but rather admitting that there is a difficulty to be over
come. Modelling with a 'coping' commentary merges with the cog
nitive-behaviour therapy procedure of teaching the client a more 
constructive way of talking to hirnself as he tackles problems. It is 
also important to arrange incentives and rewards for trying, and the 
patient's family may be asked to help with this, especially if they 
have been inclined to reinforce sick-role behaviour with affection 
and concern, while paying little attention to attempts to get better. 

Social workers with behavioural training, particularly if they al
ready have a good relationship with the client and the family, are in 
a favourable position to off er this kind of help. 

An alternative behavioural approach is 'flooding' (rapid ex
posure). It is quicker, at least as effective as desensitisation for speci
fic phobias, and more effective than desensitisation for agoraphobia; 
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but it may be too demanding for some patients to accept. In fiood
ing, the patient faces the anxiety-provoking situation all at once, 
either first in imagination and then in reality, or in reality right 
away. This procedure can be made more tolerable with the use of 
drugs, and requires prior medical screening; it is probably not ap
propriate for social workers to carry out. (Stern (1978) gives a clear 
and detailed account of both fiooding and desensitisation, and the 
latter point is inferred from his recommendations.) When fiooding is 
the chosen treatment, the social worker can still playa useful role in 
working with the family and giving the patient continuing encourage
ment, in order to maintain his improvement after formal treatment 
is concluded. 

Sodal phobia. Mid-way between the very specific phobias, such as 
phobias of insects or animals, and the diffuse collection of phobias 
subsumed under the term 'agoraphobia', is the social phobia. In 
some clients this resembles other phobias, in that the person's anx
iety is quite groundless; but in others the anxiety is understandable, 
because the person lacks social skills, and consequently feels very 
uncomfortable in social situations. Another, and numerous, group 
of clients are so handicapped by anxiety that their skills are dis
rupted. For the person with basic social competence and irrational 
anxiety, treatment can be by desensitisation as described above, but 
more usually he will be encouraged to rehearse the feared situations 
until he feels sufficiently confident to enter them in real life. This 
often involves learning how to act in an appropriately assertive 
manner: looking people in the face, talking clearly, expressing feei
ings, sitting or standing in a suitable position, and so on. It is 
believed that being assertive counteracts anxiety in the same way as 
deep muscle relaxation (Wolpe and Lazarus, 1966). 'Assertiveness 
training' overlaps with 'personal effectiveness training' (Liberman 
et al., 1975) and with the 'social skills training' developed by Argyle 
and his colleagues (Trower et al., 1978). Liberman's programmes 
make more use of 'shaping up' the desired behaviour with consistent 
immediate rewards (the operant approach), and are more closely 
tailored to individual needs; Argyle's place greater emphasis on 
'micro' behaviours, such as eye contact, and tend to follow a cur
riculum. The term 'social skills training' is coming to be used for 
combinations and variants of the three original approaches. The 
more detailed teaching approach is needed by those clients who lack 
the skills or have to relearn them. The key procedures are: breaking 
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down the complex skill into sm aller scenes or micro components of 
behaviour; modelling and instructions followed immediately by 
practice; and then feedback and reinforcement. Increasingly it is 
recognised that the behaviour taught du ring training sessions must 
be practised in the client's ordinary environment (Falloon et al., 
1977); and some workers (for example, Gambrill, 1977) introduce 
self-control and cognitive change procedures as another means of 
helping the client to generalise and maintain his new skills. 

Social skills training may be provided for individual clients, with 
the advantage that the speed and content of the training can be 
adjusted to the client's requirements; or it may be provided in a 
group, with the advantages of modelling and support from the other 
members. Although there remain doubts as to the long-term effec
tiveness of social skills training, evidence of its usefulness with psy
chiatrie patients is accumulating (Marzillier, 1978). Social skills 
training is a particularly useful addition to the social worker's 
repertoire. 

Agoraphobia. The treatment of agoraphobia often turns out to be 
more complex, and treatment failures are more frequent. This diag
nosis covers a wide range of different fears: of places, travel, crowds, 
and sometimes also of being alone or in an enclosed space. Most 
agoraphobie patients have multiple fears. Panie attacks, a high level 
of diffuse anxiety as in the anxiety state, and an admixture of de
pression are very eommon. Straightforward desensitisation to each 
feared situation may be tried, but it is generally agreed that ftooding 
is the more effeetive approach. Behavioural treatments are usually 
quicker, but not conspieuously superior to other types of treatment 
in the long run. 

In longstanding, severe cases it is neeessary to make a wide
ranging assessment of the person's problems and current eircum
stances, and to take a history of the development of the condition. 
Key areas to consider include past events that might give so me clues 
to what lies behind the fears. Often, agoraphobia begins with a 
severe panic attack, in which the person is afraid of fainting or 
dying, and this may oeeur soon after iIIness or ehildbirth. The fear 
of this happening again makes the person avoid the setting and 
others like it from then on. In this sort of ease, an explanation of the 
physieal aspeets of the panie attaek, and of the apparent basis for 
the development of the eondition, will be helpful to the client, al
though rarely suffieient in itself. Another patient might give a his-
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tory of being unsuccessful at school and being punished for it, so 
that the cluster of fears might have 'fear of failure' as a unifying 
theme. In this example, many behaviour therapists would decide to 
approach the problem as that of fear of failure rather than fear of 
leaving the house - but only if it can be confirmed, from the way the 
person feels now, that this difficulty still remains. The history of 
rewards for sick-role or phobie behaviour might provide c1ues as to 
what could be helping to maintain the avoidance in the here-and
now: attention and concem from other people is the most common 
of such factors. There have been cases in the author's experience 
where the wife's going out alone had upset a jealous husband, and 
where the patient had a long series of job-failures pre-dating the 
agoraphobia, yet maintained that it was 'just the agoraphobia' that 
prevented hirn from making a success of his career. The person"s 
current circumstances must always be examined to check whether a 
hypothesis based on the past is still valid. In some cases, it becomes 
evident that some other fear, perhaps a quite realistic or at least 
understandable one, is playing a major part in the problem. For 
example, one lady Iived in a block of ftats with a high incidence of 
mugging, and had been frightened by a gang of youths. Although a 
housing transfer did not in itself lead to her recovery, it was only 
after her move that she was able to undertake a desensitisation 
programme which was eventually successful. 

The back-up for behavioural treatment is more important for 
agoraphobia than for the specific phobias. It is often crucial to 
engage the relatives as co-therapists, and some units provide train
ing so that they can help with treatment in an informed w,ay 
(Mathews et al., 1977). In such circumstances, there may be a good 
opportunity for social workers to leam ab out the behavioural ap
proach alongside their c1ients. 

Anxiety states. In both agoraphobia and anxiety states it may be 
evident that the c1ient has one or several severe stresses to contend 
with, and the social worker may be able to help to mitigate these in a 
variety of ways. Helping the woman in the dangerous neighbour
hood to find another ftat is one example. Anxiety states are common 
in the early weeks after someone has been deserted by a spouse or 
lover; it may be possible to help the person to 'cool it' and take some 
positive action, either to resolve the situation or to begin to com
pensate for the loss. Marital or family discord might be eased by 
conjoint therapy. People with financial problems might be helped to 
draw up a budget and come to an arrangement with creditors. 
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One problem that is common among people suffering from an 
anxiety state is an inability to reach decisions, wh ich may be perva
sive or may centre on one particularly important choice, such as 
whether to leave one's partner. Social workers are particularly weil 
equipped to help people to weigh up the alternatives open to them; 
and experience suggests that once having reached and implemented 
his decision the client feels considerably relieved. When indecisive
ness is a recurrent difficulty in the person's life, repeated practice at 
following an ordered sequence of decision-making steps will be 
needed, and casework help may have to be of longer duration. 

A more direct approach in the treatment of the anxiety state is a 
recent innovation known as 'anxiety management' (Suinn and 
Richardson, 1971; Meichenbaum, 1977). This approach focuses on 
enabling the client to develop new coping strategies, to be used 
whenever he feels the onset of anxiety symptoms. The client is 
taught how to recognise both the physiological changes and the 
'self-talk' that might be producing or heightening his symptoms. He 
learns to relax and breathe deeply and slowly, and to make coping 
statements to hirnself. It is too early to make confident claims for 
this approach, but there is little doubt that it offers promise for at 
least some clients. 

The traditional intervention for anxiety states is, of course, psy
chodynamic psychotherapy or casework. As we have noted earlier, 
it is not suitable for everyone. There is no evidence that it is better
or, for that matter, worse - than anxiety management. 'Support', 
and the opportunity to talk about one's troubles to a sympathetic 
listener, will often provide relief, although whether this relief is 
lasting is questionable (Marks, 1974). 

But it is heartening to note that the casework treatment of 
'chronic neurotic illness' (mainly a mixture of anxiety and depres
sion) proved useful in one ofthe few controlled trials with a positive 
outcome for social work. Cooper et al. (1975) found that social 
workers attached to a general practiee achieved better results in 
terms of both psychiatrie state and social adjustment than did the 
control treatment. Unfortunately, the precise details of what the 
social workers did are not recorded. 

In the followmg chapter we consider so me less common neurotic 
disorders. Several of the intervention approaches suggested for 
phobias and anxiety states will be relevant for these too. 
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Other N eurotic Disorders 

Along with some forms of depression, anxiety.states and phobias, 
the conditions discussed in this chapter are designated 'neurotic'. 
This classification can be misleading: although it is generally true 
that the symptoms have a quality of understandability that the 
psychoses do not have, they can nevertheless cause great suffering 
and can be very resistant to treatment. Although the risk of suicide 
is less than for depression, it is still a danger in severe ca ses; patients 
with anorexia nervosa may die as a result of severe malnutrition; 
and in both anorexia nervosa and hysteria the patient can seem 
unaware ofbeing psychologically disturbed, and even ifnot deluded, 
he certainly lacks the ability to make a realistic appraisal of his 
situation. 

Obsessive-compulsive disorder 

The person with this disorder feels a compulsion to perform un
necessary repetitive actions. Some of these are associated with clean
liness ,and tidiness, such as continual handwashing or folding of 
clothes; some take the form of safety checks, such as returning again 
and again to see that the door is locked or the gas turned off; others 
resemble superstitious ritual, such as rinsing the dishes a 'magie' 
number of times. The actions mayaiso be internal: unproductive 
internal monologues and images preoccupy the person, unwanted 
thoughts keep recurring, sometimes in the form of alarming ideas 
that he might do something wicked despite hirnself, and some covert 
or overt ritual may then be undertaken to 'undo' the guilt aroused. 
Other patients, who do not show either obsessions or compulsions 
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in this sense, are handicapped by excessive slowness in performing 
everyday activities. 

Part of the usual definition of obsessive-compulsive disorder is 
the patient's awareness of the irrationality of his behaviour and 
his resistance to his compulsions and obsessions. However, some 
patients argue with apparent conviction that there is good reason 
for what they do. For example, the woman who washes her hands 
till they are raw may insist that she will pass on disease to her family 
if she fails to do this. It is hard to draw a clear dividing line between 
obsessive-compulsive disorder and normal experience - the child 
avoiding cracks ift the pavement, the adult 'touching wood' for luck 
or trying to stop singing an old tune, the feeling that one must 
complete the crossword before arriving at work. However, a key 
difference is that the rest of us do not become severely anxious if 
we are prevented from doing these things, and we can if necessary 
control the behaviour. Midway between the two ends of the con
tinuum is the so-called obsessional personality. This type of person 
is remarkable for his neatness, but the oddness and disturbing 
qualities are absent. 

Life can become severely restricted for the person with obsessive
compulsive disorder. Friends and relatives may be unsympathetic, 
and their patience is sorely tried. One clever young woman, with 
every prospect of a successful career in publishing, lost several jobs 
In quick succession, because it took her five hours to get ready in the 
mornings; if she had been out late the night before she could not get 
to work till the afternoon. Her social life was equally damaged; 
none of her friends would have her to stay, and her flatmates could 
not tolerate her early rising and her monopoly of the bathroom. 
Obsessional thinking, although less upsetting for other people than 
compulsions or slowness, can prevent the person from joining in 
conversation or giving attention to his work. The future looks very 
bleak for many of these patients, and depression can arise secondary 
to the disorder itself. 

There is also, usually, a strong admixture of anxiety. The person 
feels anxious if his symptomatic behaviour is prevented, and he 
carries it out seemingly to avoid or alleviate this anxiety. However, 
anxiety continues, ,!nd is exacerbated by his awareness that he is 
behaving abnormally. 

Because of this apparent relationship between obsessive
compulsive behaviour and anxiety, psychoanalytic writers concep-
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tualise these symptoms as an unconscious defence against under
lying anxiety, related to fear ofbeing unable to exert control over 
the environment and to the desire to be messy, and they consider 
that this disorder sterns from difficulties during the so-called anal 
stage of development. Little is known about causation, so that this 
Freudian explanation, although without empirical backing and with 
so me evidence that it is incorrect, remains unchallenged by contend
ing theories. 

The prognosis for obsessive-compulsive disorder was gloomy 
in most cases before the introduction of modern behavioural ap
proaches. Without treatment, episodic improvements occur, but 
with many relapses, and the illness may continue for many years. 

Psychiatrists often treat obsessive-compulsive disorder with 
drugs, either anti-depressants or tranquillisers. In cases where the 
patient is almost totally handicapped and has suffered intolerable 
distress for a long period, psychosurgery may be considered, but 
this is very rare. The modern operation (which is also occasionally 
performed in cases of intractable depression or anxiety of several 
years' duration) is very different from the more drastic leucotomy 
which produced so many cases of loss of drive or of impulse control. 
The surgeon makes small lesions in precisely located areas of the 
brain. This can be done under local anaesthesia and carries far fewer 
dangers. Some patients show little change; others are freed of their 
symptoms after one or sometimes two operations; some of these 
relapse and return to their former state. 

On rare occasions, a social worker may be concerned with a 
patient whose psychiatrist has suggested psychosurgery. If the 
social worker happens to be the team member who knows the 
patient and family best, he may be asked to discuss the decision 
about whether to agree to surgery. In my own experience it is helpful 
to go over the details ofthe operation, and to visit the special ist unit, 
meet the staff, and talk to other patients who have received this 
treatment. 

However, psychological rather than physical forms of treatment 
are more usual. Perhaps the most promising development is a group 
of behavioural procedures some of which parallel those used for the 
treatment ofphobias (Stern, 1978; Rachman, 1976). In flooding and 
desensitisation the person is exposed to the situation that causes 
anxiety, that is, the situation he avoids by means of his compulsive 
behaviour. This may take the form of straightforwardly preventing 
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the handwashing, cleaning and so on (response prevention), or may 
be more intensive, in the sense that things around the patient are 
deliberately made dirty while he is forbidden or physically prevented 
from remedying the situation. Alternatively, the patient may be 
encouraged to touch dirty objects, either by way of a hierarchy from 
the mildly unpleasant to the very distressing (desensitisation), or by 
dealing with the most difficult situation right away (flooding). In all 
these approaches, the aim is to cause the anxiety to extinguish, and 
each approach seems to be successful with at least some patients. As 
is the case with many behavioural treatments, these approaches are 
not acceptable to all patients and require courage and perseverance. 

For obsessional slowness, there are reports of success with some 
cases, using a very straightforward approach: modelling, pacing, 
and rewarding more rapid performance of daily tasks (for example, 
Bennun, 1980). 

New behavioural treatments are also being developed for obses
sional thinking. In 'thought-stopping', the patient learns to halt the 
flow ofthe obsessional thought pattern (Stern, 1978). Conversely, he 
may be instructed to keep his obsessional train of thought going, 
and to refrain from then carrying out his habitual internal or ex
ternal putting-right procedures (Rachman, 1976). These treatments 
demand considerable effort on the patient's part. They have yet to 
be evaluated definitively, but the results so far are moderately 
encouraging. 

The only other treatment commonly suggested is psychotherapy 
on psychoanalytic lines. However, most authorities would agree 
with Linford-Rees (1976) that psychoanalytic theory is 'of more 
value in explaining the psychopathology and genesis of symptoms 
than effecting improvement'. There is little reason to suppose that 
social casework on traditional lines can be useful except in offering 
some comfort, perhaps, and encouragement to persevere with other 
forms of treatment. 

Social workers may contribute by enlisting support from rela
tives, and taking on the delicate task of getting the family involved 
in a programme of treatment that may require areversal of their 
habitual ways of responding to the patient's problem. F or example, in 
one programme, relatives were instructed to continue to encourage 
the patient to enter situations that provoked his symptoms, and to 
tell hirn to stop if he was seen to be carrying out a ritual; if this was 
insufficient, they were to lead hirn through the appropriate behavi~ 
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our, calmly but firmly, and then praise hirn (Catts and McConaghy, 
1975). As with the relatives of other types of patient, it is important 
not to appear to allocate blame or to condemn previous efforts to 
cope. In the future, behaviourally trained social workers may be 
able to playa part in direct treatment, especially when it takes place 
in the horne setting. 

Hysteria 

There have been recent appeals for very great care in applying this 
diagnosis, and for greater sympathy with the sufferer. Kendell (1974) 
has emphasised the importance of thorough medical investigation, 
in order to exclude the possibility of physical disease. Hysterical 
symptoms can oocur in association with depression or anxiety -
pace Freud and his claim that a key feature of the disorder is belle 
indifJerence - and some authorities believe that hysteria should not 
be regarded as an illness in its own right. The central symptom is 
loss of function without any identifiable physical cause: paralysis, 
blindness, loss of voice, lameness, fainting or fits, rather selective 
memory loss, the patient being apparently unaware ofthe 'falsity' of 
his disability. It is fairly rare in modern western society, and more 
common in other parts of the world, possibly because of differences 
in the culturally accepted ways of signalling mental distress. The 
symptoms are usually considered to be a form of symbolic solution 
to a psychological dilemma: in psychoanalytic terms, a way of 
obtaining both a primary ga in (rescuing the person from some con
flict) and a secondary gain (obtaining sympathy). A simpler way of 
construing the person's behaviour is to see it as adesperate attempt 
to obtain help or make up for so me lack in his life, when other 
avenues are not open to hirn. 

A few psychiatrists may attempt a somewhat dramatic solution, 
such as performing a fake operation; but this is rarely done. Where 
it is considered that a traumatic experience has caused the condition, 
abreaction may be tried: the patient is given drugs or hypnosis, and 
the psychiatrist then attempts to get hirn to relive the trauma with its 
attendant emotion. Others are more concerned to make an in-depth 
investigation of the patient's problems, and help hirn to work 
through them and develop insight. Whether or not one of these 
specialised approaches is tried, it is essential to make a thorough 
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analysis of the current situation, and to try to help with present 
problems, especially interpersonal ones. 

Those with a behavioural background would emphasise that to 
try to discover whether the person is malingering or not is un
necessary (Ullman and Krasner, 1975). The focus is on a functional 
analysis ofthe person's current behaviour, finding out what purpose 
the disability is serving, and helping the patient to obtain the same 
ends by different means, while withdrawing social attention from the 
hysterical symptoms. 

The prognosis is very variable. Hysteria can be chronic or may 
come and go. Occasionally, rapid and permanent cures are reported. 

Amidst the argument and uncertainty about the meaning of hys
teria and the likely effects of the various treatments, the social 
worker's tasks seem fairly clear. The social worker can playa central 
role in investigating current stresses and in alleviating some ofthese. 
Family interviews will be important in an effort to identify possible 
'secondary' gains, as weil as those problems which have brought the 
patient to his present predicament, arid family therapy might be a 
means of changing the pattern. Group therapy that focuses on help
ing the person to learn new ways of making and maintaining re
lationships in an atmosphere of mutual trust and respect is another 
promising approach. 

It may be necessary, if all else fails, to provide realistic, long-term 
support - in other words, befriending the patient. In one unit 
specialising in the treatment of hysteria, the social worker was a key 
figure, taking on aseries of patients with hysteria who, though not 
'cured', managed to cope reasonably weIl for most of the time. 
Whenever they got into difficulties, they would visit or make tele
phone caIl~ and receive advice and sympathy, and it seemed they 
were satisfied with this and did not have to reappear with their 
major hysterical symptoms. This work was highly valued as a mar
vellous saving of doctors' time! 

Psychosomatic disorders 

The distinction from hysteria lies in the fact that psychosomatic 
disorders involve real organic pathology with presumed psycholog
ical causes. At their mildest, such disorders are familiar to everyone: 
diarrhoea and vomiting when feeling anxious, headaches when feel-
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ing tense, loss of appetite when feeling miserable. The list of physical 
conditions that may be wholly or partially caused by psychological 
factors is long, and constantly growing. Common examples are 
ulcers, digestive and respiratory complaints, and headaches, but 
almost every physical complaint may have so me psychosomatic 
component. One body of evidence for this is the findings on 'life 
events' precipitating both psychiatrie and physicali11nesses 
(Dohrenwend and Dohrenwend, 1974). 

Unless the physical illness is mild, these conditions are rare1y 
treated by psychiatrists alone: the patient is usually seen by a physi
cian. Thus, a discussion of psychosomatic disorder perhaps belongs 
more to a textbook of medical social work than to the present 
volume. The social worker requires the knowledge and skills to help 
the patient and the family to understand the psyche-soma link 
without causing feelings of self-blame or mutual recrimination. 
There may be a major role in dealing with social and interpersonal 
sources of stress. Just occasionally this approach seems to be a 
necessary and sufficient basis for a complete recovery, but we should 
not be over-optimistic about this: just because psychological factors 
are implicated, it does not always follow that the illness can be 
alleviated by psychological methods. 

One familiar example of a psychosomatic problem is sexual dys
function. So me social workers are now receiving training in sex 
therapy along the lines of Masters and Johnson (\ 970), and this very 
effective approach may be carried out in either a medical or a psy
chiatrie setting. While it is possible for non-medical workers to 
recognise certain cases in which medical screening is unnecessary, 
most require thorough medical examination to exc1ude physical 
components (see Jehu, 1979). 

Anorexia nervosa 

Anorexia nervosa, though gene rally c1assified separately, is a strik
ing example of a psychosomatic disorder. The patient is usually a 
teenage girl, but so me males are affected, and onset is occasionally 
at an older age. It may continue, with periods of apparent recovery, 
for many years, but if it continues unabated in its severe form it 
can result in death. The patient starves herself, sometimes inducing 
vomiting; in some cases self-starvation alternates with episodes of 
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overeating. (Some authorities consider overeating with self-induced 
vomiting, known as bulimia nervosa, to be aseparate but related 
form of illness.) 

Very often, anorexia nervosa begins with a slimming diet which 
gets out of hand, bringing serious endocrinal and medical dysfunc
tion, as weil as psychological disorder. Its psychological basis is little 
understood. Discord seems common in the families, along with 
abnormal attitudes towards food; and there is also some evidence 
that anorexic patients experience a fundamental disturbance of 
body image, having a quite unrealistic notion of their own size. 
(Whether these features are causes or effects of the disorder is not 
yet clear.) Their fear of putting on weight and/or taking food has 
a phobic quality, and the self-induced vomiting can resemble a 
compulsion. 

If the anorexic patient is already severely underweight, the initial 
treatment will be purely medical, directed at improving the patient's 
physical condition. After this has succeeded to the extent that her 
life is no longer in danger, she may be moved to a psychiatric ward. 
The next step is to persuade her to eat normally. 

Success has been reported with the use of behaviour modification 
procedures: usually depriving the patient of company, entertain
ment, or some valued object, and making access to these contingent 
upon either eating or gaining weight. Unfortunately the relapse rate 
appears to be high (Bhanji and Thompson, 1974). The best chance 
of obtaining a more lasting improvement is to work with the family 
as weil as with the patient, so that progress achieved on the ward is 
maintained in the horne setting. Here the social worker could playa 
major role. The engagement of the parents is usually not difficult 
(indeed they often seem to be over-involved al ready), but their co
operation can be threatened by a tactless suggestion of blaming the 
parent: for example, by hinting that the mother 'unconsciously' 
wants her daughter to remain a child. A main goal is to improve 
communication so that the patient's primitive, non-verbal messages 
are replaced by open discussion. Some family therapists stress the 
need for developing insight into the roots ofthe maladaptive behavi
our on the part of both patient and relatives. Others concentrate on 
direct efforts to change family interaction in the here-and-now, 
favouring a directive, systems-oriented, family-therapy approach. 
At a more straightforward level, the family may be involved in a 
behavioural programme to encourage the patient to eat normally: 
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trying to make mealtimes into a pleasant occasion, and to avoid 
rewarding - perhaps by making a fuss - any reluctance to do so. 

Although the evidence is sparse, it seems reasonable to suggest 
that family involvement can be very important in the course of 
anorexia nervosa and its treatment. 

Hypochondriasis 

In this disorder, in contrast to hysteria and psychosomatic disorder, 
the diagnosis rests upon a high frequency of complaints of physical 
illness with no physical signs. Hypochondriasis is often associated 
with other disorders, particularly depression. It can be construed as 
learned behaviour, reinforced by attention from other people, or as 
a face-saving way of approaching one's doctor for help with a less 
socially acceptable problem. Often the person is lonely and feels 
unloved. There is rarely any doubt of his genuine unhappiness, and 
'malingering' is a totally unacceptable description; in fact, it is likely 
that in most cases the patient genuinely believes in the validity of his 
complaints. 

Presenting an explanation of the disorder to patient and family 
has to be done with great care and sensitivity. Indeed, waiting for 
the patient to accept the professionals' formulation may be un
realistic. It might be better to begin with a detailed analysis of the 
patient's current situation, and endeavour to ensure that he gets 
whatever he seems to be obtaining by his hypochondriacal com
plaints in a more appropriate way. A consistent policy of ignoring 
the complaints might reduce them during the course of interviews, 
but this is useless unless some alternative behaviour is encouraged 
to take their place, and the other people around the patient join 
with the worker in supporting it. Change may be especially hard to 
achieve with some elderly patients who lead very constricted lives 
and have literally nothing else to talk about: they seem to use com
plaints about their health as a way of 'filling in' when it is their turn 
to say something in conversation. It may be important to look for 
ways of adding interest and variety to their lives, not only for the 
patients' sake, but for the sake of those who live with them. 

There is no doubt that the patient with hypochondriasis is a very 
sad person. Social work help may have much to offer in order to 
deal directly or indirect1y with his problems. 



Other Neurotic Disorders 67 

The sharing of work in relation to the disorders described in this 
chapter, as with depression and anxiety, requires very careful co
ordination. Views differ widely as to both the causes of the disorders 
and the appropriate form of treatment. Since we cannot usually point 
to strong evidence in favour of any single approach, each member of 
the team or helping network has to be willing to allow others to test 
out their hypotheses about what might help, as weil as to offer one's 
own suggestions if the previous effort has failed to achieve change. 
Though some approaches can be tried out in parallel (for example, 
psychotherapy, drugs, and obtaining financial assistance), others 
may simply interfere with one another (for example, encouraging 
the person to talk freely as against a structured behavioural pro
gramme for hypochondriasis; response-prevention versus sympathy 
and support for obsessive-compulsive disorder). Again, a pragmatic 
philosophy is in order: if a powerful and energetic colleague pursues 
one line, trying simultaneously to follow an opposing one will be ne
fit nobody, least of all the unfortunate patient! The social worker in 
the team has as much right to take part in discussion as anyone else, 
and in many situations may have more to contribute, but it is impor
tant that his comments and suggestions derive from familiarity with 
the recent literature as weil as from his own professional experience. 
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Personality Disorders 

Arguments in favour of diagnostic classification were rehearsed in 
the Introduction. However, 'personality disorders' are a collection 
of labels which, by contrast with the psychiatric illness labels, seem 
to serve two purposes only: they provide a form of shorthand for 
psychiatrists to communicate their opinions, and they provide re
sidual ('dustbin') categories for those who feel that everyone who 
comes to the attention of the psychiatric services ought to be classi
fied somehow. NGt surprisingly, once it is accepted that 'personality' 
should be classified, there is a proliferation of different classifica
tory systems, each of which is further complicated by a cluster of 
synonyms and an overlay of euphemisms. 

In this chapter I have listed the terms given in the International 
Classification of Diseases compiled by the World Health Organisa
tion. Social workers (fortunately) do not need to use these terms in 
the course of their work, but it is useful to have some idea of their 
meaning - always bearing in mind that two psychiatrists using the 
same term might mean quite different things (Gunn and Robertson, 
1976). 

There is no generally accepted concept of personality disorder . One 
common definition is by exclusion: it is not 'illness', that is, it is not a 
break in the person's normal functioning. The attributes attracting 
the label are integral to the person. The term is used to describe 
certain people who are chronically unhappy, or cause difficulties for 
others because of reiatively permanent character traits or habitual 
behaviour patterns that are associated with a failure to cope or to 
keep the rules. The traits are considered to be deviations from 'the 
normal', and it is largely because individual psychiatrists' ideas of 
'the normal' are so variable that the label is unreliable. Priest (Priest 
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and Steinert, 1977) highlights the problem when he mentions the 
danger that 'anyone more extravert than oneself is called "hys
terieal", or anyone less extravert is called "schizoid'''. 

The International Classification of Diseases lists eight separate 
types of personality disorder. Two of them constitute types of 'pre
morbid' personality with traits that may become exaggerated and 
require treatment as symptoms of illness. These are the affective 
personality disorder (synonyms: cyclothymic, that is, with fluctuat
ing mood from depressed to mildly hypomanie; depressive) and the 
anankastic (synonyms: obsessional, compulsive). It is difficult to see 
in what way these disorders differ from mild, chronic psychiatrie 
iIlness. If the person's problems are severe enough to warrant psy
chiatrie care the treatment is usually as for the corresponding illness. 

The schizoid personality is withdrawn and unsociable. The para
noid personality shows either constant mistrust of other people or 
exaggerated self-importance, the key feature being excessive self
reference. It has been suggested that these may be precursors of 
schizophrenie-type illnesses, but evidence for this view is sparse. 

The explosive personality is liable to sudden, uncontmllable rage 
(synonyms: aggressive, excessive emotional instability). 

Hysterical personality is one of two types that are often singled 
out for discussion in textbooks (for example, Stafford-Clark and 
Smith, 1978), and classified as 'immaturities of personality'. (The 
other is 'psychopathie personality".) The International Classification 
gives the following description of hysterical personality: 

shallow, labile affectivity, dependence on others, craving for ap
preciation and attention, suggestibility and theatricality. There is 
often sexual immaturity, e.g. frigidity and over-responsiveness 
to stimuli. Under stress hysterical symptoms (neurosis) may 
develop. 

Another characteristic frequently associated with the hysterical per
sonaJity is 'manipulative' behaviour, such as playing one member of 
staff off against another. For obvious reasons, people with this label 
are unpopular patients (the 'gross hysterie'). The treatment usually 
recommended is somewhat similar to that suggested for the two 
types of personality disorder described in detail below, the 'psy
chopath' and the 'inadequate'. Like them 'the hysterical personality' 
may be labelIed 'personaJity disorder' without qualification - con-
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fusingly, many writers use 'personality disorder' as a euphemism for 
a11 three especia11y unlikeable types. 

Psychopathie personality 

The two types of personality disorder that appear most frequently 
on social workers' caseloads are the 'psychopathie' and the 'in
adequate'. The term 'psychopathie' is so common that I have con
tinued to use it here, although the International Classification of 
Diseases in fact uses different terms as folIows: 

Personality disorder with predominantly sociopathic or asocial 
manifestations: personality disorder characterised by disregard 
for social obligations, lack of feeling for others, and impetuous 
violence or callous unconcern. There is a gross disparity between 
behaviour and the prevailing social norms. Behaviour is not 
readily modifiable by experience, including punishment. People 
with thispersonality are often affectively cold and may be abnor
mally aggressive or irresponsible. Their tolerance of frustration is 
low; they blame others or offer plausible rationalizations for the 
behaviour that brings them into confl.ict with society. 

The synonyms given in the Classification are: amoral, asocial and 
antisocial. The term 'sociopath' and, as we h:tve noted, the term 
'personality disorder' by itself are often used as eupnemisms. 

In addition to the attributes mentioned above, several other fac
tors may playapart in the decision to diagnose someone as a 
psychopath (Hare and Schalling, 1978; Craft, 1966). Some author
ities consider constant stimulation-seeking - doing things for 'kicks' 
- to be a key feature (Quay, 1965); Smith (1978) adds 'thoroughly 
beguiling charm'. Suggested causative factors include early-life ex
perience, especially maternal deprivation and institutional care 
(Bowlby, 1951), and heredity (Storr, 1978; Eysenck, 1970). 

A social history, with details of experiences thought likely to lead 
to the development of the 'affectionless character' or apparent psy
chopathy in a parent, will support the diagnosis. The social history 
and assessment are important in order to disentangle the personal 
from the social aspects of the person's behaviour. Familiarity with 
the norms of a particular subculture may help to clarify whether 
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some or all of the problematic behaviour constitutes a socially ap
proved veneer in the person's particular network: whether his ag
gressive behaviour, for example, is better understood in purely 
social rather than psychological terms. An instance of this is the 
teenager who acts tough and uncaring because that is the image 
cultivated in his gang. Smith (1978) takes this approach further, 
suggesting that the psychopath is not antisocial, but is an extreme 
manifestation of the values that western society encourages. While 
this view has a certain logical appeal, it offers no practical guide
lines in the here-and-now. 

A psychological formulation needs to take into consideration 
whether the problem behaviour is longstanding or habitual. Has this 
person a history of actions indicating lack of empathy for others, 
impulsive antisocial behaviour, seeming unable to learn from ex
perience? Or is he reacting to particular circumstances, severe frust
ration, provocation, despair? Precisely because untruthfulness is a 
trait that contributes to the diagnosis of 'psychopath', the 
individual's own account will need to be checked, so that relatives or 
other professionals can confirm or refute the client's life story. 

If the history tends to support the diagnosis, some psychiatrists 
heave a sigh of relief because they are then saved the trouble of 
trying to treat the untreatable! Others feel that the diagnosis ought 
to be avoided, because this is the one that fits the sociologists' 
analysis of 'labelling' best of all: the label affects our perceptions of 
the person, with negative consequences for his future behaviour, 
and the treatment he receives. Perhaps the best we can hope for is a 
postponement of the time when the diagnosis is written down; un
fortunately, even if a psychiatrist omits the term 'psychopath', and 
instead gives a euphemism or, better, a careful description of the 
person's difficulties, whoever reads his account is quite likely to 
translate it back into 'psychopath'. Most social workers would try 
to protect the person from the harm this label can cause, but others, 
such as Prins (1980), have argued for its retention for a small and 
distinctive group of people - 'essential psychopaths' - on the 
grounds that they require differential treatment and management. 

The closer the person resembles the 'essential psychopath', the 
worse the pro gnosis, although some authorities (for example, the 
International Classification of Diseases) suggest that some of the 
most troublesome features of the psychopath disaDpear with time: 
the person matures eventually, but more slowlv than the rest of uso 
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There are few intervention approaches to choose from, and none 
that has much evidence in its favour. 

Intensive group treatment is commonly recommended. In Britain, 
the best-known specialised settings are the psychiatrie prison, 
Grendon Underwood, described by Gunn et al. (1978), and the 
Henderson Hospital (Whiteley, Briggs and Turner, 1972), both of 
which are run as therapeutic communities. The key element in their 
approach is the emphasis on feedback from peers in a total-living 
environment, where day-to-day behavioural patterns can be ex
amined and worked on. Their success rates are diflicult to determine, 
though there is some evidence that, while there, the residents' be
haviour and attitudes do change, self-awareness is increased, and 
such symptoms as anxiety and depression decrease. Unfortunately, 
it appears that those who do best are precisely those people who 
show a more 'neurotic' and less 'psychopathie' picture. 

The therapeutic community attempts to tackle two central attri
butes: inability to control impulses, and inability to 'take the role of 
the other'. Eysenck (1970) suggests that the psychopath is a person 
who is largely immune to the processes whereby most of us come to 
feel the stabs of conscience before or after a misdemeanour, and 
learn from our mistakes. If this is correct, then it follows that inten
sive learning experiences must be provided. The therapeutic com
munity regime offers immediate peer group feedback, which can be 
very punishing or very rewarding, continuously and over a long 
period. This might weIl fit the description of an intensive learning 
experience. Interestingly, the therapeutic community approach has 
almost certainly evolved independently of the theory proposed by 
Eysenck, as have the communities set up by drug addicts and alco
holics, groups generally considered to contain a large proportion of 
psychopaths. 

If the dient is unwilling to enter residential treatment - and this is 
unfortunately the rule rather than the exception, since the psy
chopath does not readily volunteer for help in changing his be
haviour - the social worker has few alternative measures at his 
disposal. Some day-centres provide aversion of the therapeutic 
community approach. A small therapy group may be available, but 
it seems unlikely that this experience could be sufliciently intensive. 

Some workers in the USA have begun to experiment with group
work on behavioural lines, attempting to teach the members to 
handle aggressive feelings in less destructive ways, and to develop 
empathy with others. The latter is done by role reversal, both simu-
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lated (role play), and in real life, through taking turns to perform 
different functions in the life of the group (Flowers, 1975). 

Individual casework may be considered, although this approach 
seems less promising. Gunn (1978), who stresses the psychopath's 
vulnerability to mental illness, suggests a broad-spectrum approach, 
breaking the problem into small parts, tackling each part separately, 
and drawing on many other resources for help with work, housing, 
and money. It means helping the person in every way possible, and 
not rejecting him because of the diagnosis of psychopathy. It is 
sometimes suggested that a long-term experience of consistent 
caring may change the person's view of other people and of author
ity figures, may 'socialise' hirn, and begin to compensate for the 
loveless or inconsistent horne he is assumed to have grown up in. 
Few practitioners would concur with this idealistic picture of the 
power of casework. 

Nevertheless, there are a number of experienced workers who 
consider that highly skilled long-term casework may be ofhelp. For 
example, Prins (1980) recommends long-term contact with one 
worker, and expresses some hope that if one keeps one's objectives 
modest, and provides a consistent, firm, but friendly relationship, 
the psychopath may gradually learn and change. Millard (1981a), in 
keeping with his formulation of the psychopath as a person whose 
behaviour is seriously inappropriate to its social context (frequently 
or persistently over time, and extensively across situations), sees the 
task of the social worker as 'edging people step by step' along these 
dimensions. In order to achieve change, considerable patience and a 
long series of relatively modest goals would seem essential. 

Oliver (1981), in a single case study, offers some useful practical 
suggestions for one-to-one work with a 'personality disordered' 
elient. Oliver placed strict limits on the amount of help offered to his 
elient; he focused on only one problem that particularly distressed 
her; and he used a behavioural framework to promote impulse 
control. However, considerations of firmness and consistency, and 
even the important principle of not adding to the elient's history of 
achieving his goals by antisocial means, have to be balanced by an 
awareness that there will be times when the elient gets into serious 
trouble from which he will have to be rescued. Those habitual pat
terns of behaviour that have attracted the diagnosis of 'psycho
pathy' may continue to lead the person into distressing situations, 
and crises (sometimes having all the appearances of a 'contrived' or 
'manipulative' crisis) are frequent. When the client's difficulties have 
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escalated to such an extent that he is in astate of acute distress, it is 
possible that a crisis intervention approach could be valuable, offer
ing rapid help and intensive casework, in the hope that at a time of 
upset the person will be more arnenable to change (see section on 
crisis intervention, pp. 161-5). 

Despite the unpromising label, it is probably worthwhile to make 
one sustained effort to help, because the psychopath and the people 
around hirn are. so obviously in great need. The relatives of these 
clients often need assistance in their own right. Occasionally they 
come under a psychiatrist's care as a result of ill-treatment. Vague 
reassurance that their suffering will diminish as the person gets older 
are unlikely to be of much comfort, and we should note that author
ities such as Whiteley (1975) consider that although the person may 
become less overtly antisocial, he will continue to behave in ways 
that are both self-destructive and destructive to his family. Under
standing, support, and assistance in making decisions about day-to
day problems and perhaps about the long-term future, may all be of 
some value to the relatives: the battered wife may benefit from 
practical information and advice concerning her legal position and 
the possibility of finding alternative accommodation. 

The author has attempted marital therapy with clients diagnosed 
as psychopathic, and has never knowingly achieved a satisfactory 
outcome. An example of the very lirnited gains is the case of a 
husband who left job after job, disappeared from horne on frequent 
occasions, and slept around. He came with apparent enthusiasm to 
aseries of conjoint sessions, in the course of which he seemed to 
develop some understanding of his own behaviour ('I am stilllike a 
little kid'), and communication with his wife seemed to become 
more open. But there was no change in his behaviour outside our 
sessions. Always contrite, he pleaded for sympathy in view of the 
enormous handicaps he suffered, top of the list being his total in
ability to 'really want to change'! Eventually I suggested that 
we were not rnaking any more progress. The wife asked what she 
should do. All one can say in such circumstances is that there are 
two alternatives; to stay, and try to make the best of things, or to 
leave. I said I feIt that, whatever she decided, the effort to improve 
their relations hip had not been wasted, because knowing that one 
has tried seerns to act as a protection against later guilt and regret. 
Perhaps the same factors operate for professionals after we have 
tried to help the most hard-to-help of all our clients. 
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Inadequate personality 

Some ofwhat has been said about 'psychopathy' applies here too: it 
is a pejorative label, with adverse consequences for the person 
so labe lied and for professional therapeutic enthusiasm. In the 
International Classification of Diseases the preferred name is as
thenie personality; and 'dependent' , 'passive' and 'inadequate' are 
given as synonyms. 'Passive compliance', 'a weak response to the 
demands of daily life', 'lack of vigour' and 'little capacity for enjoy
ment' are cited in the definition. This diagnosis is applied even more 
loosely and unreliably than that of 'psychopath'. Sometimes called 
'the can't co pe syndrome', a history of failures, of vulnerability to 
minor setbacks, and a tendency to frequent the social and medical 
services seeking attention and assistance, seem to be the key fea
tures. People with this diagnosis make up a large proportion of 
psychiatrists' referrals to the social work department. 

So me social workers would like to see a reduction in the number 
of such referrals, because they 'waste our skills', but many psychia
trists consider that social work support is the only possible way of 
helping. If 'support' in this context means no more than sympathetic 
listening and rescuing the family from recurrent crises (one might 
weIl ask 'supporting whatT), then it is arguable that 'support' is 
ineffectual, if not counterproductive, and positively unhelpful in the 
long run. Although admittedly we have no evidence either way, it is 
the author's opinion that social work skills are needed here to the 
full, and that the possibility of change does exist. We should not 
start out with the assumption that these clients will be on our case
load forever. 

However, intervention does need to be quite intensive, and in 
order to make this possible, good caseload management is essential. 
It seems as though many social workers carry a large number of 
clients ca lied 'inadequate', and can offer each family only irregular 
visits, plus emergency help from time to time. If it is decided that 
certain clients need someone in an 'oversight' role, then perhaps 
consideration ought to be given to deploying case-aides in this way, 
so that the trained and experienced worker can be freed to make 
sustained elforts with one or two of these difficult cases at a time. 

At the beginning of contact, the c1ient's lack of motivation can be 
a major problem. We need to consider whether the person is im
mobilised by anxiety, in wh ich case we should start with a thorough, 



76 Psychiatrie Disorders 

wide-ranging effort to remove as many stresses as possible, and to 
provide sympathy and reassurance. But just as too much anxiety 
prevents constructive action, so does too little; and we may have to 
be firm in confronting the client with realities. Perhaps the client 
simply cannot see any likely pay-off in attempting change; if so, it is 
necessary to ensure that any constructive steps are consistently re
warded. He may feel helpless, perhaps after a life history of being 
unable to control his environment; such clients have to be en
couraged into a new series of effectiveness experiences, and this 
requires considerable ingenuity and perseverance on the worker's 
part (see pp. 42-5). The worker must be careful to avoid the 
appearance of expecting or rewarding 'moaning' rather than posi
tive action. 

In theo.ry, the possibility of change ought to be assessed at the 
point of referral, but this is not a practicable proposition in our 
present state of knowledge: the possibility of change can be esti
mated only after a cl;lange effort has been set in motion. To begin 
with, it is essential to put labels aside, and to identify the excesses 
and deficits in the individual's repertoire. And to look beyond the 
individual. In psychiatric settings, it is certainly not only the poor 
who get label1ed 'inadequate', but it is easier to cope if you have 
financial security. Everything is harder to cope with if you have to 
rear your children single-handed, have a very low income, live in an 
isolated and depressing tower block, and are discriminated against 
in the housing market. In an impossible position, even a so-cal1ed 
'normal' person will become 'inadequate'. 

We have to answer the question, 'can't cope with what?': usually, 
if a person is labelIed 'inadequate', the list will seem formidable. The 
items might include housing (house-hunting, rent-paying, main
tenance and repairs); housekeeping (budgeting, food preparation, 
housework); child-rearing (care or control); work (job-seeking, per
formance, work relationships); personal relationships (making and 
maintaining them). After drawing up the list, an agreement is 
reached, setting out which items will be tackled first: usually this 
involves a compromise between what the client finds most pressing, 
and what the worker knows from the literature and from experience 
to be most likely to alter rapidly. Having selected the target problem 
or a small number of problems, we have to decide on goals and 
tasks. What steps must be taken to modify the problem, and what 
would constitute an improvement in the current state of affairs? 
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There are a variety of behavioural procedures that have been 
shown to otfer considerable promise in some of the problem areas 
mentioned above (see Gambrill, 1977 for a useful overview): specific 
examples include child care (McAuley and McAuley, 1977), job
seeking (Azrin, Flores and Kaplan, 1975), and social skills (Trower 
et al., 1978). Although it is more difficult to put behavioural pro
grammes into etfect with so-called 'problem' or 'inadequate' families 
(McAuley and McAuley, 1980), several accounts of individual cases 
by behaviourally oriented social workers have shown that with a 
longer-than-usual time commitment and fairly intensive contact, 
considerable progress can be made (Bennett, 1970; Hudson, 1975b 
and 1976; Thomas and Carter, 1971). 

A task-centred model might also be appropriate, and some of the 
problems might respond to marital, family or group therapy, pro
vided the worker follows similar principles of structuring the inter
vention and arranging for tasks to be carried out between sessions. 
Step-by-step, the 'can't cope syndrome' will reduce in size, and there 
is a good chance that a snowballing of positive etfects will occur as 
the person begins to feelless helpless and more competent. 

There can be no doubt that there are many people we cannot help. 
Ifthe sort ofintervention I have described proves unsuccessful, then 
straightforward support and ready assistance in times of special 
stress may help to keep the person off the psychiatrie scene. This 
will make demands on our patience and time, and will require un
bureaucratic flexibility. 

What has been said here about intervention can apply equally to 
people with other forms of 'personality disorder' and also people 
diagnosed 'ill'. This observation illustrates the importance of look
ing beyond the labels to each person's specific problems. Much of 
this book concerns the particular difficulties of people who are 
grouped according to separate diagnostic labels, and people collec
tively designated 'the mentally disordered'. But in thinking about 
the so-called 'personality disorders', we are confronted most for
cibly with both the commonalities and the uniqueness of all people 
who need social work help. 
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Problem Drinking and 
Drug Abuse 

The abuse of alcohol, and the abuse of other drugs, have many 
features in common. There are serious consequences for the physical 
and mental health of the individual, and for the family and the rest 
of society as weil. Often, people with these problems are classified 
under 'personality disorders' , for understandable reasons; and it has 
been no ted that people with severe neurotic disorders are more 
prone to drug or alcohol dependence than the average person (Sims, 
1978). However, the evidence for a predisposing personality type is 
weak, the hypothesised causes of the mal adaptive behaviour are 
diverse, and so are the responses to treatment. Social condemnation 
of addiction, and the association with antisocial behaviour - either 
as a means of obtaining supplies, or as a consequence of intoxica
tion - combine to make provision of care and treatment, as opposed 
to control and punishment, an exceptionally difficult enterprise. 
Both groups have a raised risk of suicide (Stengel, 1973), and this 
is only one indicator of the immense amount of distress that is 
endured, sometimes behind a facade of 'lack of insight' or 'lack of 
motivation'. 

AIcoholism and problem drinking 

Definitions 

The term 'alcoholic' is usually reserved for people showing par
ticular signs and symptoms in addition to heavy alcohol intake. The 
key features are withdrawal symptoms after aperiod of abstinence 
(tremor and restlessness, sometimes leading to delirium tremens 
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with severe confusion, hallucinations and the risk of convulsions); 
regular drinking, often beginning in the early morning; tolerance of 
increasingly large quantities (at a later stage tolerance again de
creases); and indications of psychological as weIl as physical 
dependence. 

Some authorities prefer the terms 'problem drinking', 'alcohol 
abu se' or 'alcohol-related problems' to cover both alcohol addiction 
and also heavy drinking, perhaps in occasional bouts, that has ad
verse consequences for the drinker and those around hirn. Certainly 
a great deal of time may be wasted at the beginning of professional 
intervention in trying to distinguish whether or not the person is an 
alcoholic, and then trying to persuade hirn to call hirnself an alco
holic. Some workers have found it possible to help the problem 
drinker without worrying about 'insight' in this sense (for example, 
Hunt and Azrin, 1973). And an 'alcoholism', i.e. an 'illness' label, 
can discourage the person from taking personal responsibility for 
change. The related message that alcoholism is an incurable disease 
also carries with it the notion that total and permanent abstinence is 
essential. This can seem very threatening, and may deter the prob
lem drinker from see king help; and it can cause those who do take a 
first drink after aperiod of sobriety to give up hope and continue 
drinking (Sobell and Sobell, 1978). 

On the other hand, the term 'alcoholism' can have guilt and 
stigma-reducing properties and, indeed, its introduction was linked 
to a socio-political and humanitarian movement. Alcoholics 
Anonymous, which has undoubtedly made an extremely valuable 
contribution to the treatment of problem drinking, has found the 
associated beliefs that it is a disease, and that 'one drink' is the 
beginning of relapse, a powerful means of bolstering the determi
nation of its members to remain sober. 

Aetiology 

Theories about the causes of problem drinking include such varied 
explanations as heredity, early childhood experience, and under
lying mental disorder, especially personality disorder or depression 
(for a review see Royal College of Psychiatrists, 1979). 

Many social workers favour the view that problem drinking is 
always secondary to more basic family or mari tal difficulties. While 
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this is a possibility to be borne in mind, the converse can just as weIl 
be true: that the drinking problem is primary, and family dysfunc
tion is in fact the result of stress caused to the family by the be
haviour of the problem drinker. Of the many theories concerning 
'the alcoholic marriage' (see Paolino and McCurdy, 1977), perhaps 
the most widely held is that the wife of the problem drinker is over
dominant. Orford (1975) confirmed that alcoholic husbands indeed 
saw themselves as 'dominated', but their wives claimed that this was 
not true; Chiles et al. (1980) concluded that 'alcoholic husbands feel 
submissive, but are not being forced by their wives to be so'. Cheek 
et al. (1971 b) suggest that, over time, the wives of alcoholics develop 
aseries of techniques that are intended to alter their husband's 
behaviour, but that may be counterproductive. 

Another factor that confuses this issue is that family problems 
may emerge after the person has stopped drinking. The family ofthe 
recovered problem drinker may now feel resentment: if he can con
trol himself after aIl, then he was never 'ill' in the first place, and had 
no right to cause them so much distress (a mechanism not uncom
mon in the families of other patients who have overcome their 
difficulties: for example, agoraphobics). Alternatively, the family 
may consider that now the 'illness' is over, the person should be able 
to make up for lost ground in double quick time; and now that he is 
better he should not be taking time off to see his doctor or social 
worker. Yet another version of the situation is that family 
relationship problems pre-dating the problem drinking have up till 
now been blamed on it; and now the family feel the lack of a 'catch
aIl' for their relationship or other difficulties. To sum up: it seems 
that in certain ca ses family relationship difficulties can contribute to 
the continuation of drinking problems, and increase the likelihood 
of relapse, but are rarely causal in an absolute sense. 

Recognition 

Problem drin king can cause many kinds of social disability, any one 
of which might co me to the attention of a social worker. Some 
problem drinkers show only a somewhat reduced efficiency at work, 
together with lateness and brief absences; at the other end of the 
spectrum is the meths drinker on 'skid row'. Damage to health like
wise ranges from mild impairment to fatalIiver disease or irrever
sible brain damage. 
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Problem drinking tends to go unrecognised by general prac
titioners and social workers alike. Harwin (1979) provides a list of 
common indicators that ought to alert the worker to initiate detailed 
enquiries about the client's level of alcohol consumption. The indi
cators are social (financial problems; law-breaking; especially ag
gressive behaviour; work problems; frequent changes of address; 
neglect of the horne), familial (anxiety or depression in the spouse; 
children's hehaviour problems; marital discord; family violence), 
psychological (anxiety or depression; overdose; sexual problems; 
abuse of drugs, especially sedatives and tranquillisers), and physical 
(shakiness; gastritis; burns; ftu-like symptoms; obesity in young 
males; accidents). If several such indicators are noted, the social 
worker should ask tactfully about the client's drin king habits. 
Harwin gives the weekly average amounts associated with harm: 
thirty-five pints of heer, eight bottles of wine, or two bottles of 
spirits. She argues that recognition ofthe drinking problem is essen
tial, because it can rarely be dealt with indirectly: help with the 
secondary problems that result from it, or even with stresses which 
apparently playa causal role, may leave the drinking problem itself 
untouched. 

Treatment 

Whatever the suspected original causes, the initial goal is to engage 
the person in treatment. If he is strongly addicted he may be very 
frightened of the process of detoxification, particularly if he has 
already experienced severe withdrawal effects. It may be useful to 
inform hirn of what to expect: he will probably receive medical care 
for about a week, and medication will be given to control the un
pleasant symptoms. During the 'drying out' period, efforts will be 
made to improve his general health with vitamin supplements and a 
planned diet. 

Further help is essential. It can take many different forms. Emrick 
(1975) concluded that about one-third of those treated for alcoho
lism remain abstinent. In general, success is associated with indi
cators of motivation rather than with the particular treatment 
method. As yet, not all approaches have been subjected to rigorous 
evaluative trials; however, it seems that with problem drinking, as 
with drug abuse and personality disorder, a good outcome depends 
less on the style of intervention than on the client's own determi-
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nation to accept h~lp and remain in treatment. This means that 
there is much to be said for giving the elient the opportunity to make 
an informed choice, so that he can select the kind of help that best 
approximates to his own view of his problems and their likely solu
tion. Insight-giving styles of therapy might appeal to the better 
educated and more articulate, whereas this might seem strange or 
very diflicult to the working-elass person. Alcoholics Anonymous 
offers group support, ineluding round-the-elock availability of help 
from a fellow member, many useful commonsense suggestions, and 
a somewhat ritualistic - even quasi-religious - atmosphere, which 
seems to suit a great many problem drinkers, though not, in the 
author's experience, those who have become 'skid row' inhabitants. 
Bearing in mind the lack of firm evidence in favour of one or other 
of the approaches, and the need to consider each possibility in terms 
of how weIl it might suit the individual, we turn now to an overview 
of treatment methods, many of which can be carried out by social 
workers in the hospital or the community setting. 

Some psychiatrists prescribe Antabuse (disulfiram), a drug that is 
incompatible with alcohol. It is taken daily in tablet form. The 
effects of alcohol within a few days of-taking Antabuse are extremely 
unpleasant: usually nausea and severe malaise, but in some cases a 
more dangerous reaction. The patient is given a trial run of the 
combination. Apart from the obvious dangers inherent in this form 
of preventive measure and the side-effects of the drug itself, it is not 
uncommon for the patient to decide that taking alcohol and leaving 
off the tab lets is a considerably more desirable proposition! 

Behaviour therapy is often tried. Unfortunately the two most 
frequent approaches require a highly motivated elient. The older 
method is aversion therapy: drinking alcohol is repeatedly paired 
with an unpleasant sensation, such as nausea or electric shock, with 
the goal of making the elient re-experience the unpleasant feelings 
whenever he comes elose to drinking alcohol in the future. Aversion 
therapy is now falling out of use, mainly because of its high relapse 
rate, combined with the discomfort it causes to both the elient and 
the therapist, and the ethical problems surrounding its use. Arecent 
variation based on similar principles is 'covert sensitisation', which 
involves teaching the person to associate drinking with unpleasant 
feelings, and resisting the impulse with pleasant ones. The elient 
repeatedly evokes a mental image of the drinking situation, and 
of disagreeable stimuli and responses, such as vomiting, and then 
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imagines hirnself resisting the impulse and being rewarded for it 
(Cautela, 1970). This approach is one of several forms of be
havioural self-control treatment, and appears more promising than 
the therapist-delivered aversion therapy, although it is too early to 
make firm claims as to its long-term effectiveness. Like some of the 
other behavioural approaches mentioned in this book, covert sen
sitisation is an approach that social workers might be in a position 
to off er if they can obtain the necessary training. 

A 'package' of behavioural methods that is of particular interest 
to social workers is Hunt and Azrin's (1973) 'community reinforce
ment' approach. The overall aim of their project was to make non
drinking more rewarding than drinking, and to help clients attain a 
li fe-style such that areturn to former drin king habits would entail 
the loss of many forms of reinforcement. A very wide variety of 
services were provided. A non-drinkers' club was set up; the clients 
were helped to find work, and to obtain transport and a number of 
consumer goods, which required continuous earning in order to 
keep up the instalments. Help was given to reconstitute the family or 
resolve family or marital difliculties, and special 'alternative fam
ilies' were arranged for those who had no family oftheir own. Many 
community contacts played a part in the project, not only relatives, 
but also friends and acquaintances. The follow-up showed this ap
proach to be significantly more effective on several importaJ'lt 
measures, including alcohol consumption, work record, and time 
away from horne, than was the control approach, a form of tradi
tional group therapy. In a later paper, Azrin (1976) reported several 
additions which enhanced the effectiveness of the original pro
gramme: a 'buddy system' (formal arrangements for peer support), 
an 'early-warning system' for clients to report on imminent 
difliculties, group counselling, written contracts, and a reinforce
ment programme for taking Antabuse. 

In view ofthe excellent results obtained by Hunt and Azrin it may 
seem surprising that there has not been a widespread adoption of 
their methods. But perhaps this is understandable: it appears to be 
an extremely expensive project, both in professional time (apart 
from the variety of treatments offered, each client was regularly 
visited at horne), and also in terms of cash grants (the project paid 
first instalments on goods obtained, telephone installations, and so 
on). However, the general principles can be applied in other settings, 
and indeed can be seen at work in some of the apparently success-



84 Psychiatrie Disorders 

ful programmes in operation elsewhere. For .example, Alcoholics 
Anonymous, which claims to help 75 per cent of those who join to 
become abstinent (Wild, 1980), has the equivalent of the 'buddy' 
and 'early-warning' systems, and provides social rewards for not 
drinking; and many hostels for recovered alcoholics offer company, 
food, and horne comforts, so long as the person stays sober. A staff 
member of the London Alcoholics Recovery Project told me of his 
efforts to involve c1ients in new activities, such as going to the 
cinema - 'so that being sober can still mean having a good time'. 

At the most general level, the aim of making abstinence more 
rewarding than drinking should guide our planning. This is par
ticularly important for those alcoholics who belong to an alcoholic 
subculture and have no other ties: no job, no family, no non
alcoholic friends. If they give up drinking, they have much to lose 
and little to gain in the short term, and it is the short-term con
sequences that are most powerful in maintaining the behaviour of 
most people with addictions. A major challenge to our skills and 
ingenuity is to find a way of reversing the contingencies. 

Recent evidence (So bell and Sobell, 1978) suggests that we should 
always begin with a detailed functional analysis of the individual's 
drinking pattern. This means exploring tle precipitants of problem 
drin king and the purposes that drinking seems to serve for each 
individual. These can vary widely, but frequently include some of 
the following: dealing with anxiety, staving off depression, helping 
one to sleep, as a pain-killer, to calm oneself after an argument, and 
the social rewards of drinking. In the case of people who have been 
heavy drinkers for many years, the role of such factors may have 
become obscure, and the main precipitant may now be simply a 
craving sensation. Once identified, each contributing problem will 
require separate attention. For example, inability to resist social 
pressure may respond to assertiveness training; anxiety and depres
sion to the treatments appropriate for these disorders; and so on. A 
related approach is to analyse the chain of thoughts, feelings and 
actions that culminate in drin king alcohol, and to assist the c1ient to 
become fully aware of this progression, and to devise strategies for 
interrupting the chain before he reaches the point of no return. 
Covert sensitisation, described above, provides one such strategy; 
others might include avoiding certain acquaintances or places, en
tering upon different activities, or relaxing whenever the craving 
sensation appears. 
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Recently, some behaviourally oriented workers have begun to 
advocate moderate drinking as a goal, rather than total abstinence 
(for example, Strickler et al., 1976; Sobell et al., 1972). In these 
programmes, the dient is given instruction on what and when he 
should drink, and on drinking 'style' and suitable quantity. This 
is accompanied by training based on behavioural principles, to 
analyse his drinking patterns as described above, to judge thelevel 
of alcohol in the blood, and to substitute activities incompatible 
with drinking, such as deep muscle relaxation. Spouses are also 
involved in these programmes, in order to support the dient's efforts 
as wellas to reduce any counterproductive interaction. 

'Controlled drinking' may be a more attractive goal if the dient 
moves in cirdes for whom social drinking is the main leisure activ
ity; and it is certainly a less threatening prospect than permanent 
abstinence. A great deal of further research is required before this 
can be confidently recommended; however, for some dients it might 
be worth trying, with the proviso that the goal of total abstinence 
may have to be substituted if the attempt fails. 

Several of the programmes al ready mentioned have induded 
some form of group therapy. This is a very common approach, either 
by itself or as an adjunct to individual treatment, and our know
ledge of the power of group processes, and the generally favourable 
results of group therapy with a variety of conditions (Bednar and 
Lawlis, 1971), provide a strong rationale for offering group support 
to problem drinkers. However, its effectiveness as a sole treatment 
for alcoholism has not been established (Whiteley and Gordon, 
1979). One possible reason is that so much ofthe problem behaviour 
is under the control of circumstances quite remote from the group 
setting: in the community, at work, or at horne. 

Working with the spouse 

The spouse of the problem drinker has already been mentioned as a 
possible source of help in overcoming the drinking problem, and the 
marital relationship as one possible source of stress that could pre
cipitate drinking. Often it is the spouse who comes for professional 
help rather than the person with the drinking problem. Meyer 
(1978) offers suggestions as to how the spouse might be able to 
improve the chances ofhis or her partner seeking help. For example, 
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she proposes that the partner should make no attempt to shield the 
problem drinker from the consequences of heavy drinking. There 
are times, when the person is sober, when a good opportunity occurs 
(but is often missed) to talk seriously, but with affection and com
passion, about the difficulties that are causing damage to the re
lationship. These suggestions have received empirical support in the 
findings of Schaffer and Tyler (1979): alcoholic husbands were more 
likely to remain sober if their wives were able to communicate their 
feelings of distress and frustration in a non-threatening manner. 

However, it will often be necessary to try to give assistance to the 
spouses alone. Sympathetic listening may provide some temporary 
relief, but they will also require help in coping on a day-to-day basis, 
to alleviate their difficulties even if only in small ways, and to make 
longer-term decisions for themselves and their children. Their con
fusion and fear prevent them from taking a cool look at their situ
ation, and lack of financial resources makes separation extremely 
difficult for many wives. Some spouses will eventually decide that 
they can stand no more. The husband or wife may then become 
motivated to attempt to change; others will deteriorate even further 
when left on their own. 

Skidrow 

There will remain after all our efforts many people who continue to 
abuse alcohol, and of these, some will end on 'skid row'. Failure to 
provide these people with even the basic necessities of life is a matter 
of very grave concern. Provision is largely left to voluntary agencies 
with few resources. These agencies require the wherewithal to 
arrange health care and to give their clients a reasonable diet and a 
comfortable bed. It is often as a result of relationships formed with 
workers in such agencies that clients begin to feel sufficient trust and 
hope for the future, to say they are ready to 'take the eure'; and it is 
a sad reflection on our services that red tape and bureaucratic delays 
can then intervene, and the person's motivation seeps away again 
before he can be admitted for medical care. 

The police, the lodging houses for homeless single people, and the 
social security department are other agencies with whom the social 
worker might usefully liaise. All these organisations have a wide 
area of discretion as to how they respond to the person with a 
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drinking problem. If the psychiatric services are willing to share 
their knowledge and experience, and to off er help as and when it is 
needed, a more effective caring network can be made available 
(Spratley, 1978). 

Drug abuse 

Drug abuse refers to drug-taking that constitutes problem be
haviour, whether or not the person becomes dependent. 

Drug abuse shows many similarities to alcohol abuse, in both its 
symptoms and its effects. It can be construed in behavioural terms, 
emphasising the purposes it seems to serve for the individual and the 
chain of events that lead to taking the drug, and a broader approach 
stresses the need for an alternative life-style to compete with the 
person's current situation. 

As with problem drinkers, there are solitary drug-abusers and 
also a drug subculture. There are also 'fashions' in drug abuse, so 
that a run on glue-sniffing, for example, may sweep one district or 
age-group, to be replaced by petrol-sniffing the following year. (But 
it is worth noting that many young people seem to drift in and out of 
a drug subculture without permanent harm.) 

There are a great variety of possible drugs of abuse, ranging from 
the generally illegal drugs such as heroin, cocaine, morphine and 
LSD, to the medically prescribed, such as amphetamines and 
barbiturates. 

The common drugs of abu se fall into three major groups: sed
ative, stimulant and hallucinogenic (Willis, 1976), but it should be re
membered that some people take several types of drug, particularly 
those who move in drug-taking circles. 

Heroin and morphine are strongly addictive drugs ofthe sedative
analgesic type. While the person is on the drug, there are few out
ward signs, except for marks on the arms and legs where he has 
injected himself. At first these drugs are taken for the sense of 
euphoria (the 'buzz'), but quite so on their main value seems to be in 
reducing the unpleasant withdrawal effects, which include restless
ness, irritability, stomach cramps and digestive upsets. There are 
serious health risks, especially from infection from the syringe used 
for injections and from the effects of malnutrition and self-neglect. 

Hypno-sedative drugs include barbiturates, which may have been 
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prescribed for insomnia. Users may suffer from chronic intoxi
cation, with slurred speech, drowsiness, and confusion. Withdrawal 
can cause delirium, fits, severe restlessness. Those addicted to barbi
turates include many more women than the other groups, and this 
form of drug abu se is at least as prevalent among solitary drug-users 
as in drug subcultures. 

The stimulants are another group of drugs which have often been 
medically prescribed, particularly for women who wish to lose 
weight. Amphetamines are the most common. When they are left 
off, the person feels lethargic and miserable; but they can cause 
restlessness, irritability, and, if large amounts are taken, psychosis 
closely resembling acute schizophrenia. 

The third main group are the hallucinogenic drugs. LSD is un
predictable in its effects: the LSD 'trip' can be intensely pleasurable, 
producing a dramatic and beautiful vision of the world and feelings 
of power or new creativity, but it can also cause severe depression or 
panic, and psychosis, and these effects may last or recur. Some 
people have died during a bad 'trip'. LSD does not cause physical 
dependence, but is nonetheless one of the most dangerous of drugs 
ofabuse. 

Cannabis can have similarly agreeable, but much milder, effects: a 
feeling of well-being, a delightfully altered perception of the world. 
But as with LSD, this can vary according to the individual and the 
occasion. There seems to be litde evidence that cannabis causes 
untoward effects or induces dependence (Stafford-Clark and Smith, 
1978). 

Recognising that a drug problem exists is not always easy when 
the person is addicted to a medically prescribed drug. However, 
these clients are more likely to co-operate in treatment than the 
drug-culture members discussed later; and those who have been on 
amphetamines may respond to social support, and treatment for 
their depression on an out-patient basis. Those on barbiturates will 
probably require abriefhospital stay, during which the drug will be 
withdrawn gradually. 

The medical treatment for dependency on heroin and other drugs 
in this group consists of medication to combat the severe and some
times dangerous withdrawal effects. Some patients are given a sub
stitute drug: best known is the prescription of methadone. In 
Britain, certain doctors are licensed to prescribe the person's drug of 
addiction; this may then be reduced gradually or at least rationed, 
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and the clinic contacts are used to try to motivate the person to
wards an attempt to 'kick the habit'. As is the case for drinking 
problems, a great deal of help is required in addition to 
detoxification. 

There have been few controlled studies to evaluate the effects of 
the different treatment approaches. Many behavioural writers pro
pose the same methods as those outlined in the section on problem 
drin king (see also GambrilI, 1977). A few interesting single case 
studies have been published, and might suggest possible ways of 
proceeding, although they do not constitute a basis for optimistic 
adoption of their methods. One innovative example concerns a 
woman who applied an operant-conditioning approach to her own 
behaviour, with powerful motivation supplied by her therapist: with 
her written agreement he held several cheques signed by her and 
made out to the Ku Klux Klan, of which she strongly disapproved, 
on the understanding that if she again took drugs he would send the 
cheques off (Boudin, 1972). Without wanting to minimise the suc
cess achieved in this case, one is left wondering how many clients 
would have the motivation or self-confidence to agree to such a 
plan, and further, whether all of them could be trusted to report 
back as honestly as this woman apparently did. 

Drug subcultures can be especially powerful. Some social work
ers, operating from shop-front or street agencies, have found it 
possible to 'get alongside' young people who are involved. By a slow 
process of earning their trust, and perhaps also by acting as a model 
who is seen to have some similarities with the client, they have 
sometimes been able to encourage a change of attitude, and to 'seize 
the moment' to facilitate an attempt to seek formal help. For those 
clients who become willing to give up the double attachment of the 
drugs and the drug world - and this often occurs at a time of crisis, 
such as a court appearance or a hospital admission - it is important 
to give a message of concern without condemnation, and to make an 
offer of immediate help. 

Because of the power of the ties binding many of these clients, the 
most promising form of help appears to be referral to a facility that 
offers intensive group experience in a residential setting. Apart from 
providing direct treatment, these communities allow the client to 
find a place in an alternative miniature society, with different norms, 
but with some of the same satisfactions of 'belonging', plus the 
company of similar people. Many of these communities are run by 
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ex-addicts, whose ability both to empathise and to model an alter
native way of life are accompanied by a right to tough talking, 
which can only be claimed by someone who has personally over
come the difficulties the client is experiencing. 

The success rate achieved by such communities is hard to judge. 
The drop-out rate is high, and it certainly seems as though it is only 
the client who is desperate to change who will stay the course. 
Confrontation, insight-giving, and the obligation to take responsi
bility, are the keynotes of these regimes. In behavioural terms, they 
appear to make extensive use of punishment rather than positive 
reinforcement. But some clients will benefit, and benefit perma
nently (Whiteley and Gordon, 1979). 

In our present ignorance regarding effective forms of intervention, 
and since a few clients will be successful in any intensive change 
programme, clients should be supported and actively encouraged to 
try whatever type of treatment is available and acceptable. And if 
the client fails on the first attempt, this is not a reason for assuming 
that the second or third attempt will not be successful. 

This said, drug-dependent clients are another group that includes 
many 'therapeutic failures', who nevertheless have some needs that 
we can meet. There is a danger with these clients, as with so many 
others, that the medical and social services will do nothing, simply 
because they cannot do everything. 
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Organic Disorders with 
Special Reference to the 
Elderly 

It is impossible to discuss the organic psychiatrie syndromes without 
frequent reference to the elderly. This chapter begins, therefore, with 
an overview of old age and mental disorder, as a necessary backdrop 
to our main topic. The organic psychiatrie syndromes (synonyms: 
organic brain syndromes, acute and chronic brain failure, organic 
psychoses) are those disorders in wh ich psychological disturbance is 
due to adefinite, recognisable physical cause. The disruption in 
brain function that leads to psychological disturbance can be either 
temporary (acute), or permanent, and often progressive (chronic). 
To describe all types of organic disorder would be inappropriate in a 
textbook for social workers, and only the more common conditions 
are included. Epilepsy, which is generally the province ofthe neurol
ogist rather than the psychiatrist, is briefly discussed in aseparate 
section at the end. 

Old age and mental disorder 

The high rate of organic psychiatrie syndromes among old people 
tends to overshadow the equally important fact that other forms of 
psychiatrie disorder affect the elderly as they do the rest of us, and 
respond to treatment in exactly the same way. 

Depressive iIlness is not only more common with increasing age, it 
also carries a higher risk of suicide (Arie, 1979). There is often severe 
agitation, and in some cases symptoms that can be mistaken for 
dementia. Depressive pseudo-dementia is a recognised syndrome 
which responds to anti-depressive treatment. Hypomania, too, is not 
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uncommon, and is as treatable in the elderly as it is in younger 
people. 

Another psychotic illness that requires special mention is late 
paraphrenia. Usually considered, and treated, as a form of schizo
phrenia, paraphrenia is diagnosed on the basis of prominent delu
sions, usually of persecution, which are embedded in a complex 
system ofbeliefs. Thus the person may believe he is being persecuted 
by large organisations which communicate with one another in spe
cial ways and have elaborate plans to bring about his downfall. In 
contrast to other forms of schizophrenia, in paraphrenia there are 
few other symptoms (except auditory hallucinations in so me cases). 
The person is often able to manage his life and appears normal, until 
he begins to talk about his delusional system or to make accusations 
wh ich upset or inconvenience other people. 

Where medical treatment fails to dispel the psychotic symptoms, 
our 'target system' may have to be the people who complain of the 
patient's behaviour, reassuring them and trying to ga in their sym
pathy and understanding. 

Neurotic disorders are common, especially depression. This is 
hardly surprising when we consider the many losses and life changes 
to wh ich old people are subject: bereavement, often multiple; loss of 
role as worker; reduction in income; loss of one's horne and one's 
privacy and independence; and failure of physical functions such as 
hearing, eyesight and mobility. Add to these the undoubted lessen
ing of respect for older people in our society, and the isolation that 
results from the geographical dispersal of the extended family, and 
we have a catalogue of stress and loss of support that makes the 
increased rates of depression and suicide readily understandable. It 
is difficult, indeed, to distinguish bctween depression as an illness 
requiring medical intervention, and understandable unhappiness 
proportionate to the person's situation, but it is important to try to 
do so. Willis (1974) warns against the danger of supposing that an 
individual is a lonely old person when in fact he is a lonely, de
pressed old person. 

With ageing there is also an increase in problems likely to cause 
anxiety: living alone without the means of calling for help in case of 
illness or accident; financial worry; fear of mugging or burglary; fear 
of being 'put away'. Often, attitudes belonging to an earlier social 
climate play a part in exacerbating anxiety. For example, poverty 
still means fe ar of the workhouse for many old people. Respec-
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tability and independence (not that these va lues are the exclusive 
province of the elderly!) are often of overwhelming significance, in 
part perhaps because other goals, such as success in work or social 
life, can no longer be actively pursued. 

All of these, and problems that are problems for everyone - lone
liness, family discord, poverty and poor housing - take their toll in 
this as in every other age-group. 

Social casework can be effective in relieving these problems to at 
least some degree (Goldberg et al., 1970). The elderly can also bene
fit from groupwork run on exactly the same lines as for younger 
clients: problem-solving, behavioural (social skills training), or 
more traditional social groupwork (Toseland and Rose, 1978). 

Sadly, many social workers still take the attitude that there is little 
need for skilled - that is, individually tailored and informed - social 
work, and that all the elderly need is the routine provision of con
crete services. 

Finally, and perhaps most important of all, doctors and social 
workers alike should not forget the high rate of normality in old age. 
Deafness, poor eyesight, tremor, and a general slowing down, are 
among the many factors that can lead to a mislabelling ofthe e1derly 
person. One old lady was almost taken to a psychiatrie ward, because 
she was found hammering on the door of a shop an hour before 
opening time - it turned out that her clock (her son's responsibility) 
was one hour fast. No one had given her the chance to give her 
version of what was happening. Another lady was diagnosed as 
paraphrenie, because she complained of being followed about and 
abused by a gang. Her social worker accompanied her on a shop
ping expedition (keeping at a distance) and, sure enough, a group of 
boys marched after her, calling her names like 'witch' and worse! 

Confusional states (synonyms: acute organic brain syndrome, brain 
failure, delirium, acute cerebral dysfunction) 

Confusional states are extremely common, and they can occur at 
any age. In younger people, they are most likely to develop in 
association with acute physical illness, or after an operation. When 
seen in the community, the sufferer is usually an elderly person with 
a very mild infection. Onset can be sudden. The confusional state is 
generally short-lived, but there is considerable variation in both 



94 Psychiatrie Disorders 

duration and severity, depending on the course of the underlying 
condition. The person's mental state fluctuates, usually being more 
disturbed in the evening. 

The central feature is impairment in the level of consciousness. 
This causes areduction in the person's ability to grasp and retain 
information, which shows itself in a variety of ways, especially 
disorientation (not knowing where one is or what day it is, not 
recognising people or following what they say), and inability to 
concentrate on any one thing at a time. The sufferer may seem ill
tempered and restless, and is perplexed and usually very frightened. 
Sometimes more dramatic symptoms appear, some of them prob
ably stemming from the person's inability to comprehend his situ
ation, and his consequent fear: illusions (mistaking the identity of 
people or things), delusions of persecution, and extremes of anger or 
panic. However, any psychiatric symptom can occur in a confu
sional state. 

Confusional states accompany general metabolic or toxic changes 
in the body. Willis (1976) estimates that there are some sixty dif
ferent physical causes. These include chest and urinary infections; 
heart, liver or kidney failure; poisoning due to drugs or alcohol; and 
local brain damage from any cause, such as head injury or stroke. 
One familiar type is delirium tremens (DTs). This occurs after 
withdrawal of a drug of addiction. Though it is best known in 
association with alcoholism, it also follows withdrawal of several 
other drugs, including barbiturates. Common causes of confusional 
states among the elderly are mild infections, constipation, the effects 
of malnutrition, and hypothermia due to inadequate heating. 

Intervention 

The key intervention is of course medical investigation and treat
ment of the underlying condition. The confusional state will then 
usually clear quickly, but in some cases - especially if the patient is 
elderly and has a mild pre-existing memory impairment - it may 
take many weeks to improve. If this is the situation, it is extremely 
important that no precipitate action be taken, on the assumption 
that the person will require permanent hospital care. The flat, or 
place in an old people's horne, must be kept on, and the pets must be 
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cared for, so that when the person recovers he is not faced with 
irrevocable and unnecessary losses. 

All who have contact with the elderly in the community need to 
be able to recognise a confusional state, so that they can call in 
medical advice as a matter ofurgency. The most important clue is a 
recent change in the person's mental state. Other information that 
may be useful to the doctor in his investigations includes such details 
as an unexplained fall, an accident, suspected failure to take medi
cation, misuse of drugs, or any signs of self-neglect. 

When he recovers, the patient may still be distressed by vague 
memories of preceding events. It is essential to reassure hirn that this 
is not the beginning of a dementing process. And the family, equal
Iy, may need this help. They may weIl have jumped to the conclusion 
that the person has 'gone off his head'; and they may be living in fear 
of arepetition. Where a vulnerable elderly person is concerned, a 
conference offamily members and other helpers is useful, in order to 
work out strategies to prevent a recurrence ofthe crisis. Close atten
tion will have to be paid to warmth, diet, and future surveillance. 
The social services or a voluntary agency may be involved, to assist 
with practical needs, and to provide regular visiting to ensure that 
the person's health does not deteriorate again without prompt medi
cal attention. 

Chronic organic disorders of the elderly: senile dementia and multi
infarct (arteriosclerotic) dementia 

Dementia has been described as 'a remorseless enemy of the natural 
dignity of man' (Stafford-Clark and Smith, 1978). The term 'de
mentia' refers to a cluster of symptoms, irreversible except in certain 
very rare conditions, and occurring in clear consciousness. The most 
prominent symptoms are intellectual deterioration and memory im
pairment, and in most cases they are accompanied by emotional 
lability, loss of drive, and a lowering of standards of behaviour. 

Estimates of prevalence among the elderly range from one in ten 
of those over sixty-five, to one in five of those over eighty. While 
noting that dementia is the most frequent reason for hospital care of 
patients over seventy, we should bear in mind that other psychiatrie 
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disorders are also common in old people, and that most people 
reach the end of their lives without suffering from dementia. 
Nevertheless, dementia in the elderly might weIl be designated the 
major psychiatrie problem of our time, and as life expectation in
creases, this problem will increase in parallel. 

The two most familiar disorders causing dementia are senile and 
multi-infarct dementia, and are diseases ofthe elderly. Multi-infarct 
(arteriosclerotic) dementia is caused by numerous small infarcts, 
and senile dementia by a more general widespread wasting of the 
brain. Multi-infarct dementia may occur in someone who has shown 
other evidence of vascular accidents (strokes), and is usually less 
devastating in its effects on personality, at least in the early stages. 
However, the end result is the same for both types of dementia. The 
effects of certain drugs on multi-infarct dementia are currently being 
investigated, but with little positive evidence so far, and there is no 
known drug treatment for senile dementia. The two disorders are 
difficult to distinguish from one another, and the social worker's 
approach to helping will be guided by the severity of the person's 
handicap, rather than by the specific diagnostic category. 

Memory deterioration (in the short term at first) is usually the 
initial impairment. One lady, who was staying with her niece in a 
strange town, went out for a walk and lost her way. She called in at 
an office, and very sensibly asked if she might consult a telephone 
directory in order to look up her niece's address, which she had 
forgotten. Then she found she could not recall her niece's married 
name. This illustrates how memory loss can be quite severe before 
other intellectual functions are affected. 

Memory impairment can have a number of distressing con
sequences, not only for the patient, but for other people around 
hirn. For example, he may put his money, key or pension book in a 
safe place, but the place is then forgotten and he insists that they 
have been stolen, and becomes paranoid towards family, neighbours 
or hel pers. Another extremely trying feature is the tendency to ask 
the same question over and over again, since the reply is forgotten 
immediately it is given. 

As the dementing process continues, thinking becomes less subtle 
and less logical. There is disorientation as to place, time and person, 
leading to wandering. The emotions become shallow and labile, 
disproportionate distress giving way abruptly to inappropriate 
gaiety. Later, the person may become aggressive, dirty, and may 
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develop odd habits like packing suitcases with unsuitable objects, 
hoarding things, talking to invisible people and 'living in the past'. 
In a few especiaIly tragic cases, the person may commit illegal ac
tions, such as acts of sexual indecency or stealing from shops. 

One of the saddest features is the fact that the early stages of 
dementia may be accompanied by awareness of deterioration and 
consequent severe anxiety and depression. 

Intervention 

There are no satisfactory answers as to how to go about helping the 
person with early dementia. We need to be aware of the person's 
sensitivities - not driving hirn into corners and dra.wing attention to 
his memory defects. Nevertheless, it is helpful to provide, repeatedly 
but tactfuIly, the information he is most prone to forgetting, such as 
the day, the time, and the names of people and places. Obviously, a 
social worker would avoid expressions of surprise or irritation, but 
it is all too easy to slip into the opposite type of unkindness, treating 
the person as far less intelligent than he actually iso A person with a 
poor memory does not have to forfeit the courtesies of ordinary 
adult communication, and even those who are quite badly affected 
can join in conversation, and appreciate being asked for help or 
advice, if only in small everyday matters like cooking or clothes. A 
weIl-run social club or day-centre, where the members are not 
babied and are given opportunities to socialise and to coritribute to 
the group's activities, can do much to bolster self-esteem and ward 
off depression. 

At this stage the doctor or social worker may be especially con
cerned with the question of how much to tell the patient and his 
family about what is wrong. Priest (Priest and Steinert, 1977) sug
gests the analogy with a serious illness like cancer, and proposes that 
they be given the opportunity to ask questions and receive informa
tion at their own speed, with the option of curtailing the discussion 
whenever they wish. It is not just a matter of providing information, 
of course: it is also essential to 'stay with' the person who.reacts with 
grief, des pair, anger or fear. 

At times, a son or daughter, or a spouse, will express quite un
realistic hopes of a cure and areturn to normality. If often seems that 
this is whistling in the dark, and the relative knows the truth and is 
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merely repeating such hopes in adesperate attempt to comfort him
self. It is the right of the person who is being 'bereaved' in this 
manner to take his own time to come to terms with the real situ
ation. And in these circumstances, acting 'as if' can itself be benefi
cial for the patient if it means continued respect and care, rather 
than despair and possibly rejection. 

Another topic that can arise at this time is the future care of the 
patient. Many express fear of being 'put away', and the relatives 
may dread the day when they can no longer cope. It is quite realistic 
to point out that no one can predict the future - many patients do 
not in fact live long enough to experience the worst ravages of a 
dementing disorder; and it is important to add the assurance that 
the person will be given whatever form of care is judged to be in his 
best interests, whether that is at horne, or in a hospital, or something 
in-between. 

As the dis order progresses, communication with the dementing 
person becomes increasingly diflicult. The social worker will need to 
give constant reminders of who he is, and why he is there, and when 
he will call again. Written reminders, large and dear, are helpful to 
many of these clients. It is important to speak slowly, and to give 
time for each statement or question to be registered, and for the 
dient to organise his response - anxiety tends to increase confusion 
and incoherence. Gray and Isaacs (1979) suggest that the worker 
should show particular interest when the person talks rationally, 
and should try to 'encourage a lucid interval' by mentioning some 
aspect of the past that the dient can recall with pleasure. People 
whose speech is badly affected are often able to express themselves 
non-verbally - they may be able to show their uncertainty, agitation 
or pleasure through varying their grip on the hand. 

On the practical side, there are a number of measures that might 
alleviate some of the problems of the dementing patient. Chief 
among these is medical intervention: treating physical illness that 
may be contributing to incontinence, and medication for anxiety, 
depression and agitation. At least during the initial phase, the ef
fects of poor memory can to some degree be combated by simple 
expedients, such as keeping a notebook and a memo board, and a 
prominently displayed calendar showing the day and the date; and 
making sure that the patient's name and address are in handbag or 
pocket, so that getting lost is less traumatic than it would otherwise 
be. Opportunity for acitivity and variety are considered to be benefi-
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cial by most authorities. This may have little or no effect on intel
lectual impairment, but at least it will increase the person's sense of 
well-being, and make the most ofhis remaining capacities. Seligman 
(1975) points out that the elderly are often treated in ways that seem 
highly likely to lead to astate of learned helplessness. With this in 
mind we ought to be imaginative in attempting to increase rather 
than narrow the person's sphere of control. One particularly 'help
less' lady proved very skilled at entertaining a neighbour's two-year
old; another was able to take charge of the family breakfast. 

In recent years, more systematic techniques have begun to be 
evaluated. Engagement in activities can be increased by methods 
that could be used at horne, in a day-centre or residential horne, or 
in groupwork. For example, research by the Wessex Health Care 
Evaluation team has demonstrated the value of such simple 
measures as making recreational materials readily available, and 
giving attention contingent upon activity instead of showing interest 
mainly when the person is not participating (Jenkins et al., 1977; 
Powell et al., 1979). Similarly, McClannahan and Risley (1975) 
showed that placing materials in the clients' hands, and prompting 
them to use them, led to a significant rise in the level of partici
pation. The Wessex team also established that people's expressed 
attitudes to activities did not predict what they actually did when 
offered the opportunity to take part. 

An interesting groupwork experiment (Linsk, Howe and Pinkston, 
1975) showed that active questioning, and consistent reinforcement 
for contributing to the discussion, resulted not only in an increase in 
appropriate talk in the group, but also in willingness to attend. This 
was in contrast to the results obtained with a less structured, more 
laissez-jaire type of leadership. 

Another method that is currently being evaluated is 'reality orien
tation therapy'. This is a time-consuming approach which tries to 
modify the key symptoms of dementia directly. It seems to require 
great patience and perseverance from the worker, but the results to 
date suggest that it has some success in helping patients to orient 
themselves with regards to time, place, and people's names (Greene 
et al., 1979; Woods, 1979). The clients are given intensive practice, 
and consistent, immediate reinforcement for answering questions 
correctly and making appropriate remarks. As might be expected, 
the results are better for the less severely demented, and generalisa
tion to different situations remains problematic. All these approaches 
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might be relevant for social workers eoncerned with clients suffering 
from dementia. 

Sinee there is evidence that a change of environment ean make 
matters worse, all manner of measures to delay or prevent removal 
from horne must be considered, measures foeusing as much on the 
family's as on the patient's well-being. The burden on the family ean 
be immense, surpassing even that experienced by the relatives of the 
chronic schizophrenie patient (Grad and Sainsbury, 1968). It is es
sential to try to alleviate the strain at an early stage, rather than 
allow the horne situation to deteriorate to a crisis point, with the 
family totally exhausted and angrily refusing to carry on. 

Praetical forms of help are less diffieult to envisage than they are 
to obtain. They include relief for the family, such as sitters for a few 
hours or holiday respite for aperiod of weeks, laundry services, and 
day-care if only for a day or so a week. 

The family will also appreciate straightforward adviee about day
to-day problems. They could be encouraged to experiment with 
ways of reducing pressure on the patient, of rewarding rational talk, 
of finding simple tasks for hirn to do - another example of the 
relative as therapist. Artificial and mechanical as this suggestion 
might seem, it does appear that the relative in this role is more 
tolerant and less distressed, though we do sometimes need to em
phasise that 'being a therapist' does not mean infantilising the 
elderly person. 

Less obvious, but just as important, is help with the feelings of 
bewilderment, annoyance and grief that most relatives experience. 
First and foremost, we ought to express appreciation for the burden 
they carry. They may need help to understand the patient's behav
iour, so that they can begin to recognise and aceept those features 
that are 'part of the illness', rather than eastigating themselves or the 
patient. Especially sad are those cases where a spouse has to watch 
his partner deteriorating; often he will react like someone who has 
been bereaved. The support of a relatives' group, and the praetieal 
advice and help that relatives ean provide for one another, could be 
useful; but when the elderly person is being cared for at horne it may 
be difficult for the relative to attend, even if transport is laid on. And 
it is quite understandable that many relatives prefer to take the 
opportunity to do something else on the rare oeeasion when they are 
free to leave the house for a while! 

If there comes a time when the family feet they ean no longer 
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continue to ca re for the dementing person, they may need con
siderable casework help before they can reach adecision. Although 
it is adecision that cannot be made for them, the social worker can 
at least ensure that they have had the opportunity to examine all 
available alternatives, and that they will be able to look back on 
their decision with the knowledge that it was not taken hastily or in 
ignorance. Even so, after suffering the burden of caring for the 
patient at horne, these relatives will often fee I great guilt after they 
have allowed hirn to be 'put away'. Support and reassurance at this 
stage may make it possible for them to continue to visit and to care, 
instead of avoiding the person because seeing hirn reawakens their 
guilt. 

Groups for relatives visiting the old people's horne or the hospital 
can also provide support. If the meetings have a 'social' element, they 
may enable the members to make friends, and the journey and the 
sometimes trying conversation with the elderly person will seem the 
more worthwhile. 

While relatives' associations on behalf of younger patients are 
growing more influential, similar groups for the relatives of psycho
geriatrie patients are rarer. They can be of great value in working for 
proper standards of care in our hospitals and hornes. 

Chronic organic disorders beginning prior to old age (the pre-senile 
dementias) 

These are much rarer than the senile and multi-infarct forms. They 
resemble them in symptomatology and course, but are very much 
harder for the family members to accept, and even experienced 
professional workers feel deeply distressed and impotent in their 
wake. Only the most common of these disorders are discussed here, 
with some of their distinguishing features. 

Alzheimer's Disease and Pick's Disease 

These disorders usually begin in late middle age. Little is known 
about their aetiology, and they closely resemble senile dementia in 
symptoms and course. 
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Korsakoifs syndrome (Korsakoifs psyehosis, the dysmnesie syn
drome) 

The main features of Korsakoff's psychosis are severe impairment 
of short-term memory, attempts to fill the gaps with plausible in
vented details (confabulation), and disorientation in time. General 
intelligence seems not to be affected, and the person may weil be 
aware of his difficulty, although some patients appear emotionally 
'flat', or inappropriately cheerful. 

The main cause is a vitamin deficiency, usually associated with 
heavy alcohol intake over a long period, and the disorder is most 
frequently met with in middle-aged alcoholics. Other causes are 
infections such as encephalitis, tumours, or brain injury. 

In a small minority of cases involving vitamin deficiency there is 
some hope of arresting the course of disorder, but even in these the 
damage already suffered is permanent. However, the fact that some 
cases of chronic organic disorder are treatable means that urgent 
medical investigation is a vital first step in dealing with any case of 
dementia. 

Huntington 's Chorea 

This usually begins in early middle age with symptoms of clumsi
ness, restlessness and often depression. 'Chorea' refers to the in
voluntary jerking movements, and these, combined with other 
neurological impairment, eventually lead to physical disability. 
This is accompanied by the full range of symptoms of dementia. 
Behaviour disturbance is common, and in many cases a paranoid 
psychosis also develops, indistinguishable from schizophrenia. The 
patient usually dies within about fifteen years from the time of 
diagnosis. 

Huntington's Chorea is a hereditary disease, and exact predic
tions can be made concerning the pattern of inheritance. There is a 
fifty-fifty chance that any child of a parent with the disorder will 
develop it. Since it does not normally show itself until after the time 
when most people become parents, the person at risk, if he is igno
rant of the facts, may not be able to avoid passing it on to the next 
generation. Tragically, those who decide to remain childless cannot 
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even console themselves with the prospect of adopting children, 
since the uncertainty of their own future health, and the likelihood 
oflife-Iong anxiety about themselves and their relatives, will militate 
against their being accepted as adopters. 

Not surprisingly, members of Huntington's families suffer untold 
misery, and the rates of suicide, alcoholism and depression are high. 
Some find a glimmer of hope in the fact that research is proceeding 
rapidly, expressing confidence that a cure may be discovered. Many 
try to cope by denying the facts, or adopting an inaccurate though 
consoling view of the disorder - for example, that it always misses a 
generation, or that inheritance is linked to sex of the parent or child. 

Some social workers have specialised in work with these families, 
offering a combination of support, practical help, and counselling 
(Martindale and Bottomley, 1980; Ramsay, 1976). In both Britain 
and the USA there are specialised voluntary associations which offer 
information, advice and support. 

Before ending this overview of chronic organic disorders, it should 
be mentioned that there are a variety of very rare disorders, and 
other conditions such as head injuries, tumours and certain en
docrine and metabolic diseases, that can cause dementia and/or 
other psychiatric symptoms. (Willis (1976) is a useful reference text.) 

Intervention 

The role for social work, as in ca ses of organic disorder in elderly 
clients, lies in offering support to the patient, information and case
work to the family, and practical services to improve the situation at 
horne, so that the patient can remain there for as long as possible. 

One problem area that is especially poignant is the question of 
separation when one of a married couple is affected. When onset is 
gradual, the relationship may be particularly difficult. One wife said 
she could not bear it 'when he seems normal', and longed for the 
time when her husband would be 'finally changed from what he 
was'. Another young woman found it impossible to res ist clandes
tine evenings out, and eventually began an affair, which was blighted 
by her feelings of guilt, and her fear of what people would think of 
her for failing to remain loyal to her severely demented husband. 
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Sexual problems can cause misery to both partners - for example, 
the patient may continue to show sexual desire, while the partner 
feels repelled. In cases like these, the spouse may feel very alone and 
unable to discuss the problem with anyone. A great deal of gentle 
probing and 'giving permission' will be necessary before the prob
lem can be openly acknowledged. In the author's experience, it is an 
exceptionally diflicult personal challenge to offer this kind of help, 
and the worker may be as prone to avo.idance as the client. 
However, empathic listening, and help with decision-making, may 
go some way towards easing the distress of the husband or wife of 
the dementing patient. 

Some relatives will value a supportive relationship, lasting 
throughout the course of the illness, or until a long-term arrange
ment has been put into effect. For others, the social worker might 
offer help at the time of onset, and then remain in the background, 
ready to liaise with other agencies or obtain concrete forms of assis
tance when these are requested. Referral to either a voluntary self
help organisation or a supportive small group may be appreciated. 
However, the focus of these may be unwelcome to some relatives, 
since they may be afraid that membership of such groups will have 
the effect of intensifying their distress and preoccupation. It is cer
tainly important for the relatives of these younger patients to de
velop roles for themselves other than as devoted spouse or parent of 
the sufferer, but all too common for them to withdraw from social 
and family life, children, and attention to their own future. It is 
possible for'the patient-centred professional to be guilty of inftuenc
ing the relatives in the direction of reluctant and resentful 
martyrdom. 

In conclusion it bears repeating that all the organic disorders can be 
accompanied by other symptoms - probably anxiety and depression 
are the most frequent. They place enormous strain on the family. 
Their effects are exacerbated by social stigma, and by our failure to 
provide the varied services which we know would help ease the 
situation. Because no cure can be found for the basic disorder, that 
is no justification for not giving help with other difficulties. The 
danger is, that faced with something so distressing and intractable as 
a majpr failure of mental function, tho professional is made to feel 
powerless and is tempted to withdraw. 
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Mental disorder associated with epilepsy 

Epileptic seizures result from pathological neuronal discharge, the 
causes ofwhich are extremely varied. The seizures range from major 
convulsions to momentary loss of consciousness. 

Mental disorder occurs in only a minority ofpeople with epilepsy. 
Epilepsy is a frightening illness, not only for the sufferer but also for 
others around hirn, and much anxiety and depression is readily 
understandable, in view of the difficulties that so many of these 
patients suffer over and above the epilepsy itself. Even when the 
seizures are weIl controlled by medication - and this is usually the 
case - the person is often cruelly stigmatised. His li fe-style is con
stricted: many jobs, leisure activities and modes of travel may be 
impossible; and restrietions are often added to unnecessarily by 
family or employers, as much out of ignorance as prejudice. The 
social worker might be involved in attempting to clarify matters for 
the key people in the patient's life. The patient hirnself might benefit 
from membership of a specialist self-help organisation. 

It is true that in certain forms of epilepsy there is a raised risk of 
personality disorder of the types labelled as paranoid, explosive, or 
inadequate, and of psychosis closely resembling schizophrenia; but 
such cases are rare. Also rare are manifestations of brain damage 
due to epilepsy, which can take the form of intellectual impairment, 
emotional difficulties, or behaviour disorders, all of which may be 
either acute or chronic. 

Although it is important for social workers to know about these 
possibilities, it is equally important to bear in mind the figures 
quoted by Anderson and Trethowan (1973): one-sixth of patients 
with epilepsy, treated in general practice in Britain, suff er from 
neurotic or stress disorders; 10 per cent need psychiatrie treatment 
in a hospital at some time, usually only for a short period; but three
quarters of all chronic epileptic patients are fully employed. The 
norm, then, is for the person with epilepsy to be free of mental 
disorder, and to cope with his life as competently as anyone else. In 
assisting the individual sufferer, we must assurne mental normality 
unless there is good evidence to the contrary; otherwise we run the 
risk of laying a further burden of anxiety on the person and his 
family. 
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The Children of the 
Psychiatrie patient 

The children of some psychiatrie patients are at a disadvantage from 
the very beginning of their lives. Some are vulnerable because of 
genetic factors (see Tsuang and VanderMey, 1980; Gunderson et al., 
1974). However, there is considerable evidence that women with 
severe mental disorder are more likely to experience complications 
du ring pregnancy and childbirth than other mothers. Complications 
result from self-neglect, failure to make use of medical services, and 
anxiety about the birth; but the reactions of obstetricians to these 
mothers, such as greater use of medication, and other means of 
hastening delivery may be partly to blame (for a summary of re
search on this topic see Garmezy, 1974). 

Childbirth is one of the stress experiences that can trigger a major 
mental illness (puerperal psychosis), especially severe depression, or 
rarely, schizophrenia. Much more commonly, a minor form of de
pression ('the blues') may follow childbirth. Even a mild form of 
mental disorder may cause a subtle disturbance in the manner of 
relating to the new-born child. Since new mothers are al ready under 
medical surveillance, they are likely to receive prompt treatment and 
help and support from nursing staff. Nevertheless, the foundations 
for later childhood disorders could be laid at this crucial period. 

This chapter is about the effects of parental mental disorder at a 
later stage, when - all too often, it seems - the attention of profes
sional staff may be focused exclusively on the parent. 

First, a few words fromthe children themselves: 

She is quite a nice mother, really. She doesn't do anything bad. 
She doesn't hit or anything. She just sits. She is like a kid mostly. 
When I give her a lot of candy she just sucks it up like a vacuum 
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cleaner. She doesn't comb her hair and her dress has spots on it. 
Sometimes she laughs at me and I am not making any jokes. I say: 
'Mom, why are you laughing at me?' and she just laughs more. I 
don't like it when she laughs like that. It's not like reallaughing. 
She never used to be like that when I was little. She was just 
ordinary. (Anthony, 1969) 

You cannot believe what it's like to wake up one morning and 
find your mother talking gibberish. (Anthony, 1969) 

I am afraid when Mom takes a long time to come horne. She tried 
to commit suicide because of my Dad. It wasn't untillong after 
the divorce she stopped crying. I think of her jumping off the 
Golden Gate Bridge. (Wallerstein and Kelly, 1980) 

Like other adults in the child's environment, social workers in 
adult psychiatry have often been too preoccupied with the patient to 
pay much attention to the child. The separation between child psy
chiatry and adult psychiatry is part of the problem: many adult 
psychiatrists do no more than ask whether there is someone to look 
after the children when the patient is admitted. One advantage of 
'generic' social work is the possibility of offering a better service for 
the family as a whole. In ignoring the experiences of these children, 
we are forgoing the opportunity to try to help with the pain that 
lies close to the surface in statements like those quoted above. 

Social workers need to think about the child's welfare from 
several perspectives. They have to assess present pain and how to 
alleviate it. They have also to consider the possible sequelae later in 
childhood and in the longer term as well. The details of an individ
ual child's experience can be distressing in the extreme; or we can be 
touched and impressed by the resilience of traumatised children, and 
the staying power of parental love and care even when other facets 
of the parent's mentallife are seriously disrupted. 

We begin with a brief summary of some research studies showing 
correlations between parental mental disorder and disorder in chil
dren. It must be stressed that these are generalisations only; but they 
serve to alert us to situations of possible risk to children. The mech
anisms whereby risk is translated into actual harm require much 
more detailed analysis than they have received to date. However, 
some pointers do emerge that can help in the assessment of in-
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dividual families. The possibilities for compensating for the dis
advantage of having a mentally disturbed parent have only recently 
begun to be explored, but the research and practice-based literature 
is beginning to yield some guidelines as to how present pain might 
be alleviated, and future difficulties reduced if not altogether 
prevented. 

The children of the mentally disordered have a raised risk of 
psychological disorder, both du ring early and later childhood 
(Rutter, 1966; Rutter et al., 1975; Rutter, Quinton and Yule, 1977; 
Richman, 1977; Rice, Ekdahl and Miller, 1971; Cooper et al., 1977). 
For example, Cooper et al. (1977) found that 45 per cent of patients' 
children suffered from psychiatric disorder, as opposed to 26 per 
cent of children in the control group; figures from some other 
studies are even higher, but we should note that different criteria are 
used by different researchers. School behaviour problems, reading 
difficulties, and absenteeism from school have also been associated 
with parental psychiatric disorder (Kolvin et al., 1977). Studies of 
child abuse and neglect have repeatedly found a greater-than-chance 
association with parental disturbance (Smith, Hanson and Noble, 
1973; Baldwin, 1977). Studies of family burden (Hoenig and 
Hamilton, 1969; Grad and Sainsbury, 1968) emphasise the adverse 
effects upon children in the household of a psychiatric patient. 

Several researchers conc1ude that the diagnosis or severity of the 
parent's disorder may be less significant than are problems of family 
interaction and the way a child may be 'caught up' in the parent's 
symptoms (see, for example, Rutter 1966), and some ofthese factors 
will be discussed later. Nevertheless, there are a number of findings 
concerning the different diagnostic categories that are worth noting, 
since they highlight possible contexts for the development of 
children's problems. Again, we should bear in mind that these 
studies provide hypotheses to be considered in the individual case, 
not certain predictors. 

Taking 'personality disorders' first, several studies of battering 
parents (for example, Smith, Hanson and Noble, 1973; Baldwin, 
1977) have found a very high proportion of people with this diag
nosis. West and Farrington (1973) found that 'severe abnormality of 
personality' in a parent was strongly associated with delinquency. 
Among others, Rutter (1966), Wolff and Acton (1968), and Rutter, 
Quinton and Yule (1977) have found a strong correlation between 
parental 'personality disorder' and psychiatrie disorder in children. 



112 General Issues 

The children of alcoholics are similarly at risk, especially with 
regard to aggressive-conduct disorders (Stewart, DeBlois and 
Cummings, 1980). Wilson (1981), reviewing this literature, lists the 
i11 effects associated with alcoholism in a parent as follows: abuse 
and neglect of the child, and children's problems, particularly 
under-achievement, developmental disorders, fearfulness and social 
isolation. She comments that such problems may be equally 
common among the children of parents with other types of disorder, 
but that delinquency, truancy and aggression do seem to be more 
common in this group. Another association, which is supported by a 
considerable body of evidence, is that the sons of alcoholic fathers 
stand a higher chance of themselves developing severe alcoholic 
problems when they grow up: this is true even of those who are 
reared apart, and there is therefore good reason to believe that there 
is a hereditary component at least as regards severe drin king prob
lems (Tsuang and VanderMey, 1980). 

Arecent study has found a high incidence of depressive symptoms 
among the children of severely depressed patients (McKnew et al., 
1979). Weissman, Paykel and Klerman (1972) found that the par
enting abilities of women with depression were adversely affected. 
Again, there is a raised risk of physical harm to the children of these 
patients. Anxiety and milder forms of depression, and other 
neurotic disorders in parents, have also been implicated in children's 
school-behaviour problems: reading difficulties, absenteeism from 
school (Kolvin et al., 1977) and neurotic symptoms (Garmezy, 
1974) The children of phobic parents often acquire fears similar to 
their parents (Marks, 1969; Windheuser, 1977). 

Psychotic disorders in parents were less strongly implicated than 
neurotic and personality disorders in Rutter's (1966) study of the 
children of sick parents. Rutter suggests the following explanation 
for this finding: (a) there was a higher prob ability of the other parent 
being healthy; (b) there was less likelihood of mari tal discord than 
was the case for people with neurosis or personality disorder; (c) the 
patient was more often hospitalised, so that there was perhaps less 
strain on the family. However, more recent studies (Rice, Ekdahl 
and Miller, 1971; Newman, 1970; Cooper et al., 1977) have noted a 
variety of serious problems and undoubtedly distressing experiences 
when children are brought up by psychotic mothers; and Garmezy 
(1974), in a comprehensive review of the research, concludes that the 
children of psychotic parents reveal a broader range of disturbance, 
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when compared with the children of neurotic parents who show 
mainly a raised incidence of neurotic symptoms. Some psychotic 
parents are either temporarily or permanently unable to provide 
even basic physical care (Garmezy, 1974). A small number of psy
chotic parents may attack their children, usually as a result of delu
sional beliefs involving the child (Smith, Hanson and Noble, 1973). 

In severe psychiatric disorders, and to a lesser extent other dis
orders as well, a major problem, both for researchers, and for social 
workers trying to make decisions about whether a child should 
remain at horne, is the problem of disentangling the effects of other 
variables. These children may be at risk because of their genetic 
endowment, temporary separations from their family, or the short
comings of temporary substitute care. The chances of developing 
schizophrenia, manic-depressive illness, or severe alcohol problems 
in later life, are little affected, whether the child remains at horne or 
not (Tsuang and VanderMey, 1980). But being brought up by a 
disturbed parent does not improve the child's prospects, and can 
frequently lead to neurotic problems, behaviour disorder or de
linquency; and we have to add to this list the blatant fact of 'present 
pain' caused by ill-treatment and neglect (whether deliberate or 
otherwise), stigma, confusion, and anxiety. And despite the large 
amount of literature documenting the effects of maternal depriva
tion, there is increasing evidence that children placed in long-term 
foster care, or adopted, can recover from the effects of their earlier 
damaging experience and achieve nearly their full potential (Clarke 
and Clarke, 1976). 

The social worker's dilemma is often heightened by the know
ledge that the parent will suffer deeply if the child is taken away. 
This dichotomy of interests is perhaps greater where the parent is 
mentally ill than in other child-care cases - the child may literally be 
all that parent has left to live for. The problem can be exacerbated 
by a division of loyalty between the various professionals, the adult 
psychiatrist arguing on behalf ofthe parent ('The loss will add to her 
disturbance or cause a relapse; she has suffered so many losses 
already'), while the child psychiatrist or the social worker empha
sises the present hurt and potential damage to the child. 

In assessing these situations, we may find that the c1ients them
selves have c1ear-cut, reasoned views: children may wish to leave 
horne, parents may accept that they cannot cope. More often, par
ents will want to keep their children, and children will want to 
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remain, or will show a painful ambivalence. If - as is gene rally 
accepted - the 'child's best interests' are to take precedence, a 
detailed assessment of the child's development and his state of mind 
is needed. However, the presence or absence of visible signs of dis
tress can sometimes be misleading. Tonge (quoted by Co oper et al., 
1977), in a study of problem families ('families in turmoil'), found 
that those children who showed symptoms were more likely to cope 
weIl when they grew up than children who appeared normal and well
adjusted; the latter more likely to repeat their parents' patterns. 
Whether this finding will be duplicated by further research, and 
whether it holds true for other types of 'families in turmoil', remains 
to be seen, but it should alert us to the necessity of considering not 
just the child's apparent reactions, but also the situations to which 
he is exposed, and especially the patterns of interaction within the 
family, the care he receives, and the behaviour he witnesses. 

Severely disturbed behaviour 

When the parent suffers from severe mental illness and behaves in a 
bizarre and unpredictable manner, at least a temporary separation 
is inevitable. Usually the parent will be admitted to hospital. In 
cases of hypomania, severe depression and so me cases of schizo
phrenia, recovery can be quite rapid and the family is soon reunited. 
However, as short admissions become increasingly the rule even 
when recovery is far from complete, more and more parents, espe
cially those with chronic schizophrenia, are living at home despite 
being still severely handicapped. 

In the study by Creer and Wing (1974) most of the schizophrenic 
parents had difficulties with the care of their children, and the 
spouse often had to take on a large share of the parental tasks. Creer 
and Wing suggest that major problems arise when the spouse is not 
able or willing to do this. Apart from irritability and lack of supervi
sion, the informants mentioned instances of the patient tal king to 
the child about delusions, answering hallucinatory voices in the 
child's presence, and threatening suicide. A study by Newman 
(1970) describes a mother holding her baby upside down to feed 
him, and another taking her school-age child to school in a pram. 
Just how common such extreme situations are is difficult to es
timate: they should certainly be borne in mind as possibilities. Less 
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bizarre, but probably equally stressful, instances from the author's 
experience include the children of a paranoid mother who were kept 
locked in the house with her for days on end, and the husband with 
delusional jealousy who constantly cross-questioned his children 
about their mother's imagined infidelity. 

It is important to acknowledge to the child that his parent's be
haviour must be distressing and confusing. These children need to 
develop an understanding beyond their years of what has happened 
and how to interpret the parent's actions. Like many of the people 
around hirn, both grown-ups and other children, he may see 'mad' 
as 'bad', or may perhaps blame hirnself. He mayadopt a facade of 
not caring, or of even being derisive. The younger child often ac
cepts his parent's statements at face value. Someone who takes time 
to clarify the situation, to listen to his worries, and anticipate the 
questions he is too frightened to ask, can do a great deal to help. 
Above all, it is essential to ,demonstrate care and respect for the sick 
parent. 

The social worker may be the only person who can undertake this 
role, but we should take every opportunity to help a relative -
especially the other parent - to take it on, perhaps by giving the lead 
in a three-~ay discussion, perhaps by helping to rehearse the task 
beforehand. There is a danger of usurping the role of parent or 
grandparent or older sister or brother; it may be that one of the3e, 
helpless in the face of the patient's illness, will ga in some comfort 
and sense ofpurpose through being able to provide help to the child. 
Where the child is in care outside his own family, the same consider
ations apply: the person involved might be a foster parent or a 
residential social worker. 

When parent and child are apart, difficulties can arise over the 
question of meetings. The care-giver often needs considerable sup
port, especially in disentangling his own feelings of resentment and 
alarm about mental illness from realistic concern about the effects 
such meetings might have on the child. Sometimes, especially with 
younger children, compromises are inevitable, and could call for 
alternative ways of preserving contact: messages delivered by another 
adult as go-between, letters, photographs, or visits that are very 
carefully monitored, and curtailed if the parent becomes disturbed. 
If a visit proves distressing, someone must be available to talk things 
over with the child afterwards. 

Mental disorder can lead to stigmatisation of the whole family. 
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The 'odd' lady who is shunned in her village may have children who 
dare not go out to play. Other children in a children's horne may 
cause much suffering to the one whose visiting parent 'talked crazy'. 
Apart from important long-term efforts to improve the public's (and 
that includes children's) understanding and tolerance, there are ways 
in which we might help individual children to cope. Patients in an 
adolescent psychiatrie unit have been helped via social skills training 
to deal with hostility or derision from their classmates (Canever, 
1980), and such assistance could be extended to so me of the children 
of the mentally disordered. 

Teenagers often become aware of the possibility of inheriting 
mental disorder, and can become very afraid for their own sanity 
or that of their future children. Genetic counselling at a special ist 
cent re is becoming increasingly available. Tsuang and VanderMey 
(1980) give a helpful account of the processes by which mental 
disorder may be transmitted, and the risks for various disorders: 
schizophrenia, mania and depression, pre-senile dementias and 
alcoholism. They also describe the process of genetic counselling. 
Besides assessing the risk in the individual case, the varying 'costs' in 
terms of sufl'ering and disability associated with the different dis
orders are explained, and the client is helped to make a personal 
decision about whether he would wish to avoid becoming a parent. 
Such advice is likely to be reassuring for most clients, and in the rare 
cases where the risks of inheritance are high and predictable (for 
example, in H untington's Chorea families, or in the case of a person 
with two schizophrenie parents), the client will at least be spared the 
pain of inexpert and unplanned revelations. 

Anthony (see account in Garmezy, 1974) has developed a pro
gramme of intervention with the children of severely disturbed 
parents. The procedures are classified as 'crisis' and 'precrisis' 
measures. Crisis measures include talking over stressful experience 
and the fears, guilt, confusion and ambivalence associated with the 
psychotic parent; and discussions of rational and realistic attitudes 
and behaviour. Special attention is paid to problems the child may 
have in sorting out reality from delusions, and in coping with both 
separations and reunions. Schools are involved in an all-round en
deavour to anticipate the special needs of these children. The pre
crisis measures include opportunities of making relationships with 
other adults and developing skills in a wide range of activities, train-
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ing of the family as a whole in problem-solving skills, and education 
about the nature of mental illness. Anthony's programme would 
seem to have much to olfer, especially for those whose parent is 
severely disturbed. 

Physical abuse and neglect 

As we have noted, a small minority of psychotic parents may hurt 
their children during an acute phase of their illness. Others may be 
unable to meet their basic needs. However, child abuse and neglect 
are more often found in families where one or both parents are 
diagnosed 'personality disordered' or 'psychopathic'. (These elastic 
and often tautologous labels mean that varying proportions of par
ents are so designated according to the practice of the particular 
investigator.) The prospects of helping such parents to change seem 
remote in our present state of knowledge. Long-term 'relationship 
work', combined with provision of material help in order to reduce 
stress, is the commonest approach. Behavioural workers attempt to 
train the parents to manage their children more elfectively, so that 
there are fewer situations that could trigger violence; aIternatively, 
the parent is taught ways of dealing with stress and anger-provoking 
stimuli in other ways. Unfortunately, the cIoser the parent's be
haviour approximates to that of the 'true' psychopath, the less likely 
it is that he will co-operate, or be able to develop control of aggres
sive impulses or persevere with new coping strategies. The decision 
as to whether children should live with these parents will be facili
tated if social workers negotiate a cIear behaviour-change contract 
and monitor its fulfilment or otherwise (Stein, GambriII and Wiltse, 
1974). 

Similar problems can occur with parents who have a serious drink
ing problem, aIthough at least some protection can be alforded by 
parents who learn to avoid their child at times when their self
control is impaired by aIcohol (Wilson, 1981). 

Abuse and neglect associated with depression may well cease when 
the depression is treated. In these cases, too, compensatory services 
for the child might be of value, and practical help to reduce stress on 
the parent, such as babysitting, nurseries, horne helps and home
maker services, may act indirectiy as a means of protecting the child. 
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Lack 0/ stimulation 

Another form of neglect that is often singled out is lack of stimu
lation, which .is particularly detrimental to the development of 
younger children. Playing with the child, talking to the child, and 
warm physical contact may all be reduced, although the basic feed
ing, washing, and so on may still be carried out efficiently. Mothers 
who are depressed or withdrawn, or distracted by severe anxiety, 
may be particularly impaired in this key aspect of parenting. 
Whether there are critical stages in the child's life after which these 
lacks cannot be compensated for remains unclear, although there 
are indications that children who are disadvantaged at an early stage 
can indeed catch up with normal development later on (Clarke and 
Clarke, 1976). However, it may be possible to identify and try to 
compensate for understimulation at the time it first begins to be a 
problem. If another family member is not available to act as 'sup
plementary parent', outside help may have to be enlisted. 

The hurden on the child 

The burden on the children is especially heavy in families where one 
or both parents are so disabled as to be incapable of coping with 
household tasks, and more important, with the care and control of 
the child's younger brothers and sisters. Although little has been 
written on the subject, it seems that this is most likely to occur in 
homes where a parent is disabled by chronic psychotic illness or 
severe alcoholism. A book written specially for the children of alco
holics, How to Cope with an Alcoholic Parent (Seixas, 1980), high
lights the burden they carry whilst otfering both practical sugges
tions and information about the condition. 

Apart from tiredness, and missing out on activities such as play
ing and school-work, these children may seem contented enough, 
until they enter another environment. But their habitual controlling 
of others, and their work-orientation, can make them unpopular, 
and they may have considerable difficulty in 'becoming a child 
again'. These children often demand to be reunited with a sick 
parent, whom they pr <>mise to take care of. Such children need a lot 
of help if they are to relinquish the one role and take another that is 
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more age-appropriate. Reassurance that the parent is all right with
out them will not be sufficient. 

Modelling 

Another worrying feature of hornes where a parent is mentally dis
turbed is the modelling of bizarre or maladaptive behaviour. Y oung 
children sometimes repeat delusional statements, and give every in
dication ofbelieving what they are saying. The content of delusions 
is often frightening, so that the child becomes very anxious, as well 
as getting hirnself labelled as 'crazy' by other children. With the very 
young, it may be necessary to talk about what is 'make believe', but 
even older children often need help in distinguishing the illness
related statements of the parent. 

Perhaps equally damaging are the effects of anxiety in the parent, 
especially phobias and agoraphobia. Windheuser (1977), in a pape.r 
entitled 'Anxious Mothers as Models for Coping with Anxiety', 
confirms the association between anxiety in the mother and in her 
child, and the similarity in the objects of their anxiety. Further, he 
demonstrates the importance of treating the mother as well as 
the child. Children who received standard behavioural treatment 
(desensitisation with relaxation, in vivo exposure, verbalised self
instruction, and reinforcement for progress helped by the mother as 
co-therapist) showed less improvement than those whose mothers 
were themselves treated, modelling how to co-operate in therapy. 

Although obsessional and other neurotic disorders have received 
less attention from researchers, it seems likely that similar findings 
might be obtained. 

Anxiety 

Parental anxiety may involve the child in other ways, besides model
ling. For example, school 'refusal' may be related either to irrational 
anxiety about the child, or to the mother's fear ofbeing left alone (a 
common feature of agoraphobia). Sometimes the child is kept away 
from school for such reasons, rather than because of genuine anx
iety on the child's part - although that can develop later if absence 
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from school is prolonged; the child may of course be a very willing 
partner in this! Altematively, the child may be infected with the 
mother's anxiety ab out herself, and afraid of what might happen to 
her in his absence. Some children are kept in at other times as weIl: 
one patient with obsessional disorder refused to allow her children 
to play outside, in case they got dirty; she also insisted on prolonged 
bathing, and kept the children in their nightclothes in the evening 
and at weekends. If such parents cannot be successfully treated (and 
as we have seen, the prospects for this are improving as behavioural 
methods are used more widely), it may be necessary to arrange for 
separation. 

So far in this chapter the focus has been on those situations or 
mechanisms that are comparatively easy to recognise. Other, more 
insidious, mechanisms have also been proposed as responsible for 
the harm suffered by children of psychiatric patients. 

Marital problems 

Marital problems are suggested by several investigators as a key 
intervening variable between mental disorder and its consequences 
for the child (Rutter and Hersov, 1976), though it is important to 
note that not all children's disorders develop in families where there 
is marital discord, and that marital discord does not always result in 
disturbance in the children (Hetherington and Martin, 1972). While 
there are many possible ways in which the two sets of problems 
might be connected, the list of 'plausible hypotheses' suggested by 
Hetherington and Martin provides a starting point for analysis: 
(a) simple displacement of anger from spouse to child; (b) antagon
ism between the spouses coming to centre on child care; (c) one 
parent trying to get the child as an ally against the other; (d) one 
parent reacting with helplessness and withdrawal, and encouraging 
the child to take on adult responsibility. Marital counselling is one 
possible approach to the problem, but we should not be over
optimistic, bearing in mi nd Crowe's (1978) finding that when one 
member of a couple has a psychiatric history, such treatment is less 
likely to be effective. Hetherington and Martin (1972) suggest that 
helping one or both parents to understand how their disputes affect 
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the child might in itself be helpful. Another possibility is to try to 
provide a warm, consistent relationship with another adult. 

Other problems of parent-chi/d interaction 

Problems of parent-child interaction need not necessarily be 
mediated through marital problems. Certain patterns have been 
identified in the hornes öf disturbed children, and it seems likely that 
these patterns are more common where a parent is mentally dis
ordered. Patterson, Cobb and Ray (1973) give a detailed descrip
tion. The 'diffusion' parent is inattentive to the antecedents in a 
chain of problem behaviour, eventually reacting, but inconsistently 
and ineffectively. Such parents fail to attend to appropriate be
haviour on the child's part. Parents who are depressed, withdrawn, 
distracted by anxiety or generally 'inadequate' are likely to fit this 
picture. Patterson, Cobb and Ray comment that such parents have 
difficulty in following through a programme to reduce the child's 
problem behaviour. 

The second type described by these workers is the 'selective diffu
sion' parent. These parents fail to deal with problem behaviour, 
though they do reinforce appropriate behaviour. They might be 
called overindulgent, and it is suggested that this pattern often has 
its roots in the desire to compensate the child for some real or 
imagined neglect or misfortune. These situations are common in 
families where separations or other stressful experiences have occur
red due to parental mental illness. Either or both parents might 
develop this pattern. 

The third pattern described by Patterson, Cobb and Ray is the 
'sado-masochistic'. One parent takes a punitive role and the other 
tries to 'make up' by being warm and tolerant no matter what the 
child does. When the harsh parent is present, the child is punished 
severely; when he is absent, the child's behaviour is out of control. 
The mentally disordered parent might take either role: for example, 
the problem drinker, and the depressed or over-anxious person, 
might indulge the child, whereas the psychopathie or the obsession al 
might be especially harsh and intolerant. 

Baumrind (1967) studied parent-child interaction in an attempt 
to analyse patterns of child care associated with children described 
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as 'energetic-friendly', 'conflicted-irritable' and 'impulsive
aggressive'. The parents of the 'energetic-friendly' children differed 
from the rest in that they could resist pressure from the children, 
were willing to exert control and make demands, and were also 
willing to enter into discussion with the child; and they used more 
positive reinforcement and less punishment. The parents of the 'con
flicted-irritable' group were less capable of exerting control, and 
this was combined with fewer maturity demands and less nurtur
anee. The parents of the 'impulsive-aggressive' children were less 
persistent in control than either of the other groups, made fewer 
maturity demands, but tended to be more nurturant and to use less 
punishment. Although the children in this study were not them
selves psychiatrie patients, it has been suggested (Hetherington and 
Martin, 1972) that the second group, the 'conflicted-irritable' child
ren, are 'a high risk group for severe personality disturbance at a 
later stage'. Although there are clearly many possible precursors of 
this form of child management, it seems likely that parents with 
depression, or indeed with any disorder leading to withdrawal and 
low energy, might fall into this pattern of laissez-jaire and lack of 
warmth. 

All of these possible mechanisms are subtle and hard to spot; they 
may weIl be impossible to alter, or even to counterbalance with the 
provision of alternative experience for the child. However, if we can 
specify the problems, we are ta king a first step in the direction of 
providing suitable help. 

Both the situations and mechanisms described earlier, and these 
latter, more complex ones, help to account for the prevalence of 
disorder in the children of the psychiatrie patient, and add to the 
possible effects of heredity and separations. Our awareness of pos
sible harm to the child, and how it may come about, should lead us 
to investigate more carefully if a patient has children. The presence 
of another, 'weIl', parent may enable us to enter a therapeutie alli
ance, to alleviate the child's distress and prevent disorder later on. If 
the patient is a single parent, or both parents are mentally disturbed, 
the task will be considerably harder. 
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Work and Money 

Work and money, the subject of this chapter, and accommodation, 
discussed in the next, are topics of importance for almost all social 
work clients. Difficulties in finding or keeping a job, and poverty 
and unsatisfactory housing, usually exist quite independently of any 
mental disorder. However, they add to the overall handicap suffered 
by the psychiatrie patient, and to the burden on the family; they can 
also contribute substantially to the onset and course of the patient's 
disorder. From another viewpoint, amental disorder can itself lead 
to these problems, as weil as being affected by them. In a survey of 
destitute men at a reception centre, it was estimated that 26 per cent 
were alcoholics, 22 per cent suffered from personality disorder, and 
18 per cent suffered from mental illness. Prior to their first hospital 
admission, most of the mentally ill had been living in anormal 
domestic setting. Of those who had left hospital du ring the preceding 
year, nearly one-third had come to the centre within less than a 
week, another quarter within three months, and another quarter 
within six months (Tidmarsh and Wood, 1972). It is estimated that 
of a total of 60,000 schizophrenics living in the community in 
Britain, 5,000 are destitute (Office ofHealth Economics, 1979). These 
findings illustrate how psychiatrie patients can drift down the social 
scale. They also demonstrate how people with disorders that have 
not responded to treatment may be deprived of other kinds of help 
as weil. It is true that the des ti tute are a tiny minority of all those 
who suffer from mental disorder; but, for each of these, there are 
many more who have difficulty in the spheres of work, money, or 
housing, and who receive less help than they need. 

Apart from the fact that such difficulties may worsen the chances 
of a lasting recovery from mental illness, there is the straightforward 
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moral point of view that people should not suffer a double dis
advantage in comparison with the more fortunate members of our 
society; and as Wing (1978) points out, 'We should not need the 
argument that poverty or unemployment or bad housing cause 
psychiatric disorders in order to initiate social action.' 

This chapter and the next seek to highlight these three issues 
selectively in relation to the mentally disordered. 

Work 

The vast majority of people who have received psychiatric treatment 
will return to their previous job and take up where they left off. 
Others will take some time to regain work skills or recover their 
confidence; then they will have to seek a new job, possibly in the face 
of prejudice amongst employers and, if there is a shortage of work, 
the problem of competition for any job at all. For those with a 
chronic or relapsing condition, it will be necessary to consider 
whether areturn to work is feasible, and the type ofwork the person 
is able to cope with. For some ofthese, a long period ofpreparation 
in a sheltered setting will have to precede re-entry into open employ
ment. It is with this last-mentioned group, composed mainly of 
chronic schizophrenic patients, that the greater part of the rehabili
tation literature is concerned. Other groups who experience a high 
rate of unemployment are people with a diagnosis of 'personality 
disorder', and alcoholics (Rutter et al., 1976; Royal College of 
Psychiatrists, 1979). 

For most people, jobs should be satisfying in many obvious ways. 
But some studies are less than reassuring. For example, in the classic 
study of industrial workers in the USA (Kornhauser, 1965) large 
numbers ofthe car workers showed feelings, attitudes and behaviour 
that signified 'none too satisfactory life adjustments or mental 
health'. Further, their mental-health rating varied according to the 
type of job, with those in low-Ievel, repetitive work showing the 
most strain and dissatisfaction. Kornhauser's analysis supports the 
view that the job was affecting the person, rather than the person's 
prior characteristics inftuencing the type of work he obtained. Of 
course, such findings do not imply that being employed is more 
deleterious to mental health that being unemployed. Many studies 
have linked unemployment with the onset of psychiatric symptoms 
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in people who were previously well (see, for example, Meacher, 
1971; Hill, 1978). Work is consistently cited as a major source of 
self-esteem and satisfaction. 

The mentally ill suffer as a result of being unemployed in the same 
way as the rest of uso Indeed its ill effects will be feit more keenly by 
people who are already stigmatised in our society. Conversely, they 
may value the opportunity to work more highly, because it dem
onstrates to the world that they are no longer mentally disabled. 

There may be arguments of a more specific nature. Brown and 
Harris (1978) have shown how employment outside the horne can 
act as a protection against the onset of depression in women. The 
research by Vaughn and Leff (1976) suggests that spending time 
apart from one's family can protect against relapse in the case of 
schizophrenic patients in 'high expressed emotion' hornes, and this 
mayaiso be true of patients with depression. The work on insti
tutionalism by Wing and Brown (1970) has elearly demonstrated the 
value of activity for the chronic schizophrenic patient in reducing 
the degree of apathy, withdrawal and poverty of speech. Others 
have shown that bizarre and antisocial behaviour can be lessened by 
engagement in activity (see Olsen, 1979a, for a review). Occupa
tional or industrial therapy can serve these purposes, but without 
providing the additional benefits of self-esteem and the esteem of 
others that paid work can bring. Nor should we underestimate the 
power of the wage packet: lack of financial incentive, rather than 
lack of ability, may be the reason for low levels of productivity 
among chronic psychiatric patients (Carstairs, O'Connor and 
Rawnsley, 1956). 

For a small minority of patients, against these potential benefits 
must be set a variety of potential risks. There is increased possibility 
of relapse at times of important life-changes, and return to work is 
one such. People who take a lower-status job than they held pre
viously may experience a lasting sense of failure and humiliation. 
Those who do not succeed in keeping their job may suffer dis
appointment and shame. 

Adverse conditions at work can take many forms. This is a very 
individual matter, just as job satisfaction iso Overstimulation is a 
possibility at the work-place, ineluding the features of social inter
action subsumed under the term 'high expressed emotion'; under
stimulation can also occur. A person may suffer from isolation if he 
works too much alone, or from its converse, too elose contact with 
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other people. Shift-work can disrupt family and social life. Stress 
can result from pressure to wock fast, a noisy atmosphere, frequent 
demands for adaptation and change, or the behaviour of colleagues. 
Some jobs will be experienced as boring, or there may be too much 
variety. Some tasks will be feit to be demeaning. 

The social worker seeking to help with a job problem has to liaise 
with a large number of other workers in hospital, day-centres, re
habilitation and training schemes, and employment agencies, as weIl 
as with potential employers. Some large hospitals have a compre
hensive job-resettlement programme: after assessment and training 
on the premises, they offer a job-finding service by staff with per
sonal contacts among local employers, and follow-up groups where 
ex-patients can discuss their experience and encourage one another. 
Social workers in areas where such facilities do not exist can learn a 
great deal from accounts oftheir methods (see, for example, Wing et 
al., 1972; Murray, 1977). 

Employment is a two-sided affair: a sensible assessment and ap
propriate planning require a thorough analysis not only ofthe wishes, 
attitudes and abilities of the individual, but also of the demands, 
potential risks and potential benefits involved in any particular job. 

The individual's preferences have to be elicited, and it is necessary 
to talk about these in very specific terms. Exactly the same task can 
seem uninteresting and degrading to one person and satisfying to 
another, and jobs that on the surface seem to belong to the same 
general category can have very different meanings. Some of the 
meaning derives from the task, and other parts of it from the social 
contacts and from the status of belonging to a favoured organisa
tion. Thus, one man who despised road-sweeping got a lot of satis
faction out of being a refuse-collector; another objected to 'domestic 
work', but was delighted with a caretaker post. Theatre porters in 
hospitals often derive much satisfaction from their helping role. 
Similarly, work as a shop assistant covers a wide range of possible 
meanings. In relation to the task itself, it is interesting to note that 
Remploy, the British state-sheltered workshop, offers mentally 
disabled workers a better chance ofundertaking complex work than 
does open industry (Wansbrough et al., 1979). 

So me patients who are reluctant to return to work may be suff er
ing from loss of confidence in their ability, rather than a genuine 
deficiency in work-related skills. This is a common consequence of 
'being a mental patient', rather than ofmental illness in itself. Social 
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workers may be ab1e to help by analysing the sources of this anxiety 
and devising a plan to help overcome it. A step-by-step return via 
sheltered work might be advisable, or some other anxiety-reduction 
programme on an individual or group basis. Apart from rehearsal 
of situations that worry the dient, visiting the work-place, and meet
ing employer or colleagues in advance, might be useful strategies. 
Often, just tal king over the probable events of the working day, and 
any specific anxieties, will be sufficient. This might be backed up by 
promising to be available for the dient to telephone or visit soon 
after his return to work, although, of course, it is important not to 
imply that one is expecting hirn to encounter difficulties. 

Apathy, bred of institutionalism and long periods of inactivity, 
and perhaps compounded by the effects of chronic schizophrenia, 
can be harder to overcome. Again, a step-by-step approach, with 
gradually increasing demands and a rather active style of super
vision, with immediate and consistent reinforcement, is the most 
promising helping strategy; this is carried out in the hospital, day
centre or sheltered workshop. 

The patient's family, and their attitudes, are often very inftuential. 
f'reeman and Simmons (1958) have shown that poor work perfor
mance by psychotic patients is related to living with parents, and 
low expectations on their part. Sharing the process of assessing the 
patient's abilities with the relatives might help to modify their ex
pectations in the direction of greater realism concerning his potential. 

Wing (1966), studying men at an Industrial Rehabilitation Unit, 
stressed the necessity for a constructive attitude - and a realistic one. 
Some patients (and their families) find it hard to accept that their 
progress may have to be slow and their aspirations lowered. 
Professional hel pers can also err in the same direction. This is one of 
the most complex aspects of rehabilitation, because 'a realistic atti
tude' is extremely hard to define. Two sources of evidence are needed: 
arecent evaluation of what the person is capable of doing; and a 
well-founded forecast of what he is capable of withstanding. 

Assessment is best done in the dosest possible approximation to 
the actual work setting (Watts, 1978). It covers both the specific 
instrumental skills, and the ability to concentrate and work at a suit
able rate (either of which may be impaired in patients with chronic 
schizophrenia or depression). Of at least equal importance are such 
abilities as time-keeping, readiness to follow instructions, and re
lationships with colleagues and supervisors. Occupational thera-
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pists, and supervisors with experience in ordinary work settings are 
best equipped to carry out such assessment. Alternatively, there are 
a few schemes which provide the opportunity to try out the job 
while the employer remains free of obligation to pay or retain the 
ex-patient. (One such sehe me is described below.) 

The consequences ofthe various kinds ofwork-related stress may 
begin to show themselves even during a limited assessment period. 
However, it is more often the case that aprediction has to be made 
on the basis of the person's previous history and the nature and 
course of his illness. The person's history sometimes provides dues 
as to what should be avoided. He may have experienced difficulties in 
meeting new people or having to fit in with time requirements. Some 
patients may have relapsed upon promotion to a post involving 
authority or rapid decision-making; some may have succumbed to 
exhaustion when they moved to a job requiring physical strength or 
long hours of travelling. It is extremely difficult to predict what 
might constitute stress in an individual case, and, in the absence of 
such dues, I would suggest that we do not have the right to dissuade 
someone from seeking the kind of work that he feels will be possible 
and rewarding. We cannot assurne, for example, that someone who 
has been a secretary ought to be relegated to simple assembly work 
after a single episode of illness, no matter how severe. Blanket 
recommendations about future work are a frequent subject of com
plaints by schizophrenie patients and their relatives. 

So far, we have discussed the importance of having a detailed 
profile of the dient as worker and of the job itself, in order to 
suggest a satisfactory match, and we have taken it as read that jobs 
are available to be selected from. We turn now to the other part of 
the problem, that of finding work opportunities: job-hunting, the 
trial-period system, and the question of discrimination. 

There is some disagreement in the literature as to whether it is 
best for patients to find work before they are discharged. Olsen 
(1976a) found that ofthose in his sampIe who worked, over halfhad 
gone direct to work from hospital. By contrast, Wansbrough and 
Cooper (1980) found that ex-patients referred direct from hospital 
to open employment lasted a shorter time in employment than those 
introduced from any other source, and comment that 'even aspeIl of 
unemployment seemed to offer better preparation'. There is, how
ever, considerable agreement on the shortcomings of official employ
ment services in Britain. For example, Olsen (1976a) found that only 
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14 per cent of the patients in his sam pie who had obtained work 
were placed by the Disabled Resettlement Service. There does seem 
to be considerable scope for advocacy with such agencies on the 
patient's behalf. 

An effective behavioural groupwork approach to job-hunting has 
been developed by Azrin and his colleagues (1975). The group mem
bers are helped to follow up all available leads, to write applications, 
and to rehearse for interviews. More recentiy a method of assessing 
both these job-finding skills, and certain key work-skills, such as 
interaction with supervisors and co-workers, has been devised, and 
this might be used to augment the training (Mathews et al., 1980). A 
similar approach can be used with individuals, but this would mean 
sacrificing some of the advantages of the group: group members 
help each other by building up a body of knowledge about local 
opportunities, and by giving each other support both du ring and 
between the sessions (the 'buddy system'). 

For more severely handicapped dients, sheltered work (endaves) 
may be available in so me areas. A similar arrangement is the 'job 
rehearsal' system: as an ongoing programme for a group of dients, 
or an individual agreement with an employer. This approach is 
described by Wansbrough and Cooper (1980). The responsibility for 
the placement remains with the 'parent organisations', who prepare 
and support the dient, ar\d make the work contract direct with the 
employer. Later, if both the dient and employer are satisfied, the 
dient becomes a regular employee. Alternatively, he may then seek 
work with a different firm. This system does much to reassure em
ployers, as weil as giving ex-patients an opportunity to prove them
selves. A variety of similar schemes, all heavily reliant on the assis
tance of medical staff in the firm, and especially on the hospital's 
industrial liaison officer (a role normally filled by a psychiatric 
nurse), are described by Wansbrough (1973). 

Although these are probably the best alternatives we have for 
hard-to-place dients, we should not be over-optimistic when it 
comes to helping the most severely disabled among them. (Some of 
the success stories recorded relate to those patients who had been in 
hospital unnecessarily, and took place at a time of labour short
ages.) A rather different group, who are also hard to place, are those 
who have been out of work for very long periods and who may be 
handicapped by 'personality disorder' . 

Wansbrough (1980) gives an account of a project offering 
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sheltered-work experience and skilled supervision for two groups: 
long-term unemployed people (not psychiatrie patients, but over 
half were judged to be suffering from 'personality disorder'), and 
severely disabled psychiatrie patients living in the community. Of 
the non-patients, twenty-eight out of eighty-five were chosen for the 
scheme and ten of these rejected the offer of work - at least four 
probably did so because of anxiety, and three because of the finan
cial disadvantage that working would entail. Ofthe remaining eight
een, only three succeeded in taking up work outside the scherne. 
Of the forty-one patients, thirteen were placed in sheltered work, 
and eleven assessed as ready for this without a suitable position 
being found for them. The data on the thirteen were as folIows: 
mean age 34; all but one diagnosed as schizophrenie; six of above
average intelligence, five average and three borderIine. Despite 
the considerable effort that was put into helping them, only two 
achieved open employment, and three more had qualified success. 

Although Wansbrough emphasises the shortcomings of the 
scheme - lack of time for assessment and preparation, and too short 
a trial period - the catalogue of problems makes sobering reading. 
Seven patients were considered to have been adversely affected by 
their work experience, their reactions ranging from psychotic re
lapse to a mild recurrence of symptoms. Skill deficits included being 
unable to use the telephone, reluctance to take initiative or accept 
responsibility, confusion and distractability, sleeping at work, offen
sive eating habits, paranoid behaviour and, especially, absenteeism 
and lateness. So me of the stresses experienced by the patients were: 
being given a stream of instructions, shift-work, having to interact 
with fellow workers, criticism, and pressure to work fast. 

The results of this experiment bear out the view expressed by 
Cooper (1979), that less than half of all chronically disabled patients 
of working age could be employed, although the thrust of his argu
ment, based on a review of rehabilitation schemes, is toward greater 
optimism with regard to this patient group. 

For psychiatrie patients in general, an important factor, with only 
a tenuous connection with the actual potential of the patient, is 
discrimination on the part of employers. It is less likely in the ca se of 
old employees of a firm, whose difficulties are also better tolerated 
than those of newcomers (Wansbrough et al., 1979). 

A major problem with serious mental illness is the sometimes day
to-day ftuctuation in the patient's mental state; and there is evidence 
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of frequent absenteeism, inability to cope with overtime, embarras
sing or 'odd' behaviour and slowness among patients with a severe 
psychotic illness or alcoholism. Personality disorder in particular 
seems to be associated with complaints about performance, ab
senteeism and unacceptable behaviour (Wansbrough et al., 1979). It 
is also at least arguable that even a minor mental illness some time 
in the past might present a risk in a very few occupations - for 
example, bus driving. Unfortunately, many employers, like the gen
eral public, tend to assume that any kind of mental disorder will 
inevitably produce problems. In some organisations in Britain, such 
as the civil service, teaching, and the health service, there seems to 
be a tradition of discrimination against anyone who has received 
psychiatrie treatment, and ablanket denial of work opportunities, 
regardless of the individual's history, or the recommendations he 
presents. Areport from MIND (1978) describes forty cases of 
people who failed to obtain a job, or were dismissed, because of a 
history of mental disorder, and the chief reasons given were the 
possibility of another break down or of inability to withstand stress. 

Unfortunately, the social worker is often barred from taking an 
advocacy role in such circumstances. Where advocacy is possible, 
arguments can be based on the client's history, and might be com
bined with special pleading for someone who has already suffered in 
other ways. Such arguments, even when they fail to benefit the 
individual, might help to change the empioyer's attitude over time. 
On the difficult ethical. dilemma as to whether people should be 
advised against revealing their history, some experienced workers 
feel that this may indeed be the best course of action. However, 
apart from the risk of dismissal if the person is 'found out', there can 
be considerable stress in having to conceal one's past from collea
gues and employers, and certain other disadvantages too. Priestley 
(1979) gives the example of a girl whose colleagues learned about 
her illness when she relapsed, and feit they would have been much 
more supportive had they been aware ofher vulnerability. It may be 
possible to take amiddie way. In one experiment, employers rated 
patients who had been trained to describe themselves either as 
having been 'mentally ill' or as having had 'personal problems' 
which they had worked on in hospital. The employers rated the 
'problems' group as more likely to obtain work (Rothaus et al., 
1963). An ex-patient, writing about his own experience, gives the 
following advice: omit details of experience on the application form, 
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and ask for an interview; during the interview give full information, 
express confidence in your abilities, and do not look for sympathy 
(Mantus, 1973). 

Whether or not concealment is feit to be necessary at the present 
time, social workers need to join with others working towards 
change in society as a whole, by supporting campaigns against dis
crimination. Legislation against discrimination similar to that in the 
USA is being advocated in Britain. Meanwhile, some trades unions 
and civil-rights organisations may be in a position to seek redress 
for the victim through the law as it stands. 

But we can sometimes be over-partisan and over-optimistic in our 
drive to get patients back into work. Ifhe is not ready for work, this 
can only result in disadvantage to the person in the long run, and the 
employer will be probably less receptive when next approached. We 
also need to ask ourselves from time to time whether we should 
automatically consider all kinds of work to be satisfying. At a time 
when status depends so much on having a paid job, and we define 
people largely by their job title, the question being asked is whether 
sharing responsibility for what happens in our society, having a 
framework for our daily lives, and feeling 'needed', is what really 
matters. It may be that for some of our clients these things might 
come from different sources: from playing a key role in organisa
tions, working together with others, being necessary to other people 
or even to animals, plants or places. For the chronic patient, and the 
patient who relapses frequently, there often grows up a kind of 
miniature culture around a helping agency, and this is heavily 
inftuenced by the attitudes of its staff. It may be that we are making 
an idol of work; perhaps we should consider ways of developing an 
equally reasonable and, possibly, .more humane set of norms and 
values. 

Money 

In previous chapters we mentioned the financial difficulties that may 
arise for people with drin king problems, and for those who have 
suffered a hypomanic episode. But 'careless spending' is only rarely 
the cause offinancial difficulties. More often the cause is unemploy
ment; failure to obtain welfare benefits; the exceedingly low levels of 
state benefits; or if the patient is employed, low wages amounting 
to exploitation. 
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Financial difficulties constitute one of the most common sources 
of stress for psychiatric patients and their families. Yet the problem 
is often overlooked by mental-health professionals. Of the relatives 
interviewed by Creer and Wing (1974), one-third mentioned money 
worries, despite the fact that this sampie contained a high propor
tion of middle-c1ass people and families living in an area with better
than-average services. Areport by a relatives' group stresses the 
varied causes for concern: besides low levels of state benefit and 
failure to claim, they mention the 'pocket money' earnings in shel
tered workshops, prescription charges, and the cost of fares to visit 
patients and doctors (L1oyd, 1971). 

The system of state benefits makes no distinction between those 
who suff er from psychiatric disorder and other sick people. This is 
as it should be; however, in some cases it may be disadvantageous to 
the psychiatric patient and his famity. 

It is c1ear that many psychiatric patients do not receive the amount 
to which they are legally entitled. Some of the reasons for this are 
the same as the reasons why other entitled persons fail to claim: 
uncertainty about one's rights, anxiety about officialdom, apathy; 
but these factors are generally more prevalent among people hand
icapped by mental iIIness, especially those who have become 'in
stitutionalised', and those who are severely ill. Difficulties can begin 
at the time of onset or relapse. They can often continue throughout 
a hospital stay. (MIND (1979) has published a useful handbook 
entitled Your Money in Hospital.) But it is the chronically disabled 
person in the community who is most disadvantaged. Some prob
lems are directly connected with mental illness. For example, so me 
ex-patients are of no fixed abode. A change of residence can result 
in cessation or interruption of their financial benefit. Even more 
serious in its consequences is a particular problem associated with 
psychotic iIIness: the person does not see hirnself as sick or hand
icapped in any way. He therefore refuses to be c1assified as 'sick', 
and insists on takingjobs that he cannot manage; he may fail to turn 
up to work, he may develop delusions about his workmates, or be 
unable to concentrate; he may be sacked, or may give up the job 
voluntarily. He can then be treated like anyone else who is 'volun
tarily unemployed', and his benefit may be reduced. Other patients 
simply refuse to claim; some lose their benefit cheques; and a few 
spend their money immediately and unwisely. It is often extremely 
difficult for relatives to persuade the local benefits office to allow 
them to take over responsibility (National Schizophrenia FeIlow-
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ship, 1974b). Some relatives do succeed, but one can only guess at 
the hardship experienced by the many patients who lack a helpful, 
resourceful and persistent family. At best, it is likely that they miss 
out on a number of possible 'extras', such as "grants for elothes, 
bedding, and the like, after a long hospital stay, and grants for 
heating when they remain at horne all day; at worst, they may be 
grossly underpaid, and dependent on their relatives for support. 

The complexity of the system, and the particular handicaps of 
some of the more severely ill, make it essential that social workers 
pay particular attention to the receipt of benefits, and undertake 
liaison with social security officers. The National Schizophrenia 
Fellowship (1 974b ) has suggested the appointment of special welfare 
rights officers within social security agencies to take major respon
sibility for the financial problems of the mentally ill, or of resettle
ment officers in social services departments who would be notified of 
all discharges of long-stay patients. (The latter would concern them
selves with work and housing as weil as financial matters.) The 
Disability Alliance (Hughes, 1978) recommends special financial 
provision for patients discharged after a long stay in a psychiatric 
hospital, in the form of aresettlement grant and aresettlement 
allowance. Besides persistent efforts to bring the facts about poverty 
in general to the attention of the public and the law-makers, we need 
to emphasise the particular disadvantages and needs of psychiatric 
patients. 

Meanwhile, the social worker has the responsibility to try to make 
the system work. This means studying the regulations with care, 
checking constantly, and developing a elose working relationship 
with the social security officer. Unless this officer has special know
ledge and experience of mental illness, it may be necessary to offer 
hirn both reassurance and information. It may be helpful to ac
company him on visits and to be ready to act as 'interpreter' - some 
patients can appear deliberately unco-operative or untruthful to an 
officer who is trying to establish the facts of their case. 

Another way of helping patients to obtain their benefit is to offer 
them teaching about the system, perhaps in a 'discharge preparation 
group'. Equally important is to provide systematic training in the 
relevant 'elaiming behaviours', such as form-filling and asking for 
advice, and being appropriately assertive when they seem to be 
receiving less help than they should. As regards handling money, 
there are a small number of long-stay patients who need much more 
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basic training: in shopping, paying bills, buying bus tickets and so 
on. 

Those who are successful in finding and keeping a job may never
theless continue to be poor (Olsen, 1976a). Sometimes, indeed, like 
other low-paid workers, especially those with heavy family respon
sibilities, they may be worse off than if they had remained un
employed; and the decision to take work can be an extremely diffi
cult one. Low earnings may in part be due to reduced work capacity, 
and in such cases, state and voluntary schemes for compensating 
employers in exchange for taking on the severely handicapped 
worker are probably the best solution. However, it seems from 
some research (Olsen, 1976a) that ex-psychiatrie patients, who have 
little bargaining power, may be used as a source of cheap labour, 
particularly when they take on 'unofficial' employment. Here again, 
only persistent advocacy and intensive help might solve the problem 
for an individual client; in the long run, the solution will only be 
found in improvements in legislation, or in special programmes 
developed by voluntary or statutory agencies. 

Unless more can be done to assist with financial problems, hard
ship among patients and their families will be greater than it need 
be; social isolation, and lack of activity and stimulation, will be 
exacerbated by lack of funds for the ordinary pleasures and amen
ities of community living; and patients with chronic disorders will be 
increasingly at risk of severe poverty and homelessness. Further
more, poverty, or the prospect of poverty, with its associated risks 
of housing and legal problems, can constitute a severe stress able 
to provoke another episode of mental illness, so that the patient 
continues in the vicious spiral of breakdown and downward drift. 
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Accommodation 

Etrects of housing on mental iIIness 

'Could you get me somewhere better to live?' is the main symptom 
of what has been cynically designated 'The X-town Syndrome' (for 
X read the name of any area where there is widespread dissatisfac
tion with housing provision). When asked to assist a dient to jump 
the housing queue one may find oneself in a moral dilemma. What 
evidence do we have that housing conditions can affect mental 
health? What sort of a case can be put forward in support of this 
particular dient obtaining different accommodation? 

First of aIl, we can argue that a person who has problems in 
coping in general ought to be spared the extra stress of poor living 
conditions. Beyond this, and despite the fact that much is written on 
this subject - and we tend to res pond intuitively to the suggestion 
that a new place to live would make all the difference - the evidence 
is surprisingly thin (Wing, 1978). Because housing disadvantage is 
almost always associated with many other forms of disadvantage, it 
is difficult for researchers to separate out its contribution to illness. 
We sometimes have to look beyond the dwelling itself, to the 
person 's perception of the place, and how it is experienced. 

The Brown and Harris study (1978) has shown that major long
term difficulties can playa causal role in the development of depres
sion in women. One such difficulty singled out by these researchers is 
that of housing: state of repair, size, location, and neighbours. 
Major 'Iife events' have been linked with the onset, or relapse, of 
depression and schizophrenia (Brown and BirIey, 1970; Paykel, 
1978; Brown and Harris, 1978). Moving house, or being disap
po in ted in one's hopes of moving, may be such an event. 
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A variety of features have been studied in relation to their 
possible elfect on mental health. Overcrowding is of particular inter
est, and has been linked with mental disorder (Galle et al., 1972; 
Gove et al., 1978), and with a number of other personal problems 
that might themselves constitute stress. It seems likely that lack of 
personal space is not necessarily crucial in itself, but often interacts 
with other problems (Freeman, 1978). For example, it can exacer
bate tense relationships (Rutter and Madge, 1976). For schizo
phrenie patients, lack of privacy could have serious consequences: 
the work on 'high expressed emotion' suggests that it may be im
portant for the patient to be able to withdraw from interaction with 
his family. 

Conversely, social contact is also important, and can be alfected 
for good or i11 by the location and design of housing. Freeman 
(1978) suggests that isolation exacerbates fe ar and suspiciousness; 
and the findings of Brown and Harris (1978), concerning the value 
of a elose, confiding relationship with husband or boy-friend in 
protecting against depression, suggest by extension that living near 
a elose friend or relative might be beneficial. However, a study 
of three new housing estates of dilfering designs (Wing, 1974) 
coneluded that there were dilferences in satisfaction on several 
measures: more 'sense ofbelonging to the home' in the block offlats 
(wh ich had the best internal quality), more 'sense ofbelonging to the 
neighbourhood' and less sense of isolation in the squares - but there 
were no measurable dilferences in mental health among the resi
dents. It has been proposed that dissatisfaction with neighbours is 
more often an accompaniment of mental disorder than a cause 
(Freeman, 1978). 

Living in a flat, as opposed to a house, is more likely to be 
associated with depression in women with pre-school children, espe
cially if it is a high-rise flat (Richman, 1977), but a more general 
association is as yet unproven (see, for example, Moore, 1974). One 
major study has tested the hypo thesis that moving to a new housing 
estate leads to a raised risk of neurotic disorder: the hypothesis was 
not confirmed (Hare and Shaw, 1965). Another long-held view was 
that schizophrenia was caused, or partly caused, by living in poor
quality high-density housing in the inner city; but this has been 
conelusively refuted: it appears that the high incidence of schizo
phrenia in these areas is the result of 'downward drift', which shows 
itself in housing as it does in occupation (Dunham, 1965). 
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Other housing features need to be investigated further, and con
siderable doubt remains about their possible contribution to psy
chiatrie disorder. For example, high levels of noise (in this case, 
living near an airport) have not been shown to contribute signifi
cantly (Gattoni and Tarnopolsky, 1973). To sum up: considering the 
evidence we have at present, it seems that housing conditions may 
account for only a small part of the variance in mental illness, 
certainly at the severe end of the continuum. Taylor and Chave 
(1964), quoted by Wing (1978), seem to express the opinion of most 
researchers and reviewers: 

Dissatisfaction with the environment might be a cause of neurotic 
reaction. But it is more likely to be a symptom, since a remark
ably constant minority of people show both a measure of dis
satisfaction and nervous symptoms, wherever they happen to live. 

A few pointers emerge concerning depression and schizophrenia, 
but by and large the social worker who is considering whether to act 
as advocate for someone who wants to change his accommodation 
has to rely on exactly the same arguments as when working with 
someone who is not designated mentally ill. 

Most important, perhaps, is to try to understand the individual's 
experience of his situation. But when there are no obvious argu
ments for moving, we may have to reconsider the stance adopted by 
social workers who have reacted against traditional psychodynamic 
practice, taken he~d of the client's views as expressed in The Client 
Speaks (Mayer and Timms, 1970), and committed themselves to 
taking the client's 'presenting problem' as the problem to work on. 
This is unpalatable, it is arguably impracticable - but perhaps, after 
all, we do sometimes have to probe for an 'underlying problem'. But 
we must first listen carefully, then say frankly why we cannot help 
over housing, and then explain our reasons for asking more ques
tions about other matters. 

Placement 

People who have no horne, who cannot manage or are no longer 
welcome in their previous horne, and those who need further treat
ment in a residential setting, are frequently referred to social work-
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ers for 'placement'. The social worker may be under considerable 
pressure to play his expected part in 'clearing beds' for the con
sultant psychiatrist. Doctors who complain about social workers' 
apparent unhelpfulness often fail to appreciate that this is as much 
due to shortage of suitable places as to any lack of concern. It is very 
painful for a social worker to have to send someone to a doss-house 
because there is nowhere else, and when implementing a policy of 
community care becomes a matter of mere disposal. In such circum
stances, the notion of skilled assessment and selection of a suitable 
placement seems something of a farce. This said, the sort of analysis 
discussed in the chapter on employment still ought to be done: 
consideration of the client's wishes, needs and capacities, and the 
demands and advantages of the particular living arrangement. If a 
satisfactory match between client and placement is not possible, 
then, while making do with second- or third-best, we can gather 
information on needs and numbers, for use in a longer-term en
deavour to seek out or create new resources. 

A first step is to discover what the client hirnself considers would 
be most suitable. Clients 'of no fixed abode' are often thoroughly 
familiar with a variety of facilities, and may have strong preferences. 
Clients may be interested in such diverse features of accommodation 
as single rooms, a homely rather than a clinical atmosphere, town or 
country location. Accessibility to work or day-centre, and to rela
tives and friends, could be important. Involving the client in the 
placement decision can have far-reaching effects: Segal and Aviram 
(1978) found that this factor, independently of other variables, had a 
significant influence on whether sheltered-care residents were able to 
take advantage of opportunities to participate in the life of the 
outside community. 

In order to assess the person's needs we have to estimate his level 
of coping with independent living. It cannot be assumed that this 
will necessarily parallel his ability to co pe with the demands of 
employment. Some psychiatric patients do ordinary jobs while still 
needing a highly supervised horne base, sometimes even a hospital 
ward; others (and this is more often the ca se) can run a household 
successfully, while remaining quite unable to go out to work. The 
kind of question we need to answer is, whether the person's 
housekeeping skills are sufficient for hirn to feed hirnself on the 
money he gets, keep his horne reasonably clean, do the shopping 
and the laundry and other day-to-day tasks. This part of assessment 
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is perhaps best carried out by an occupational therapist. Self-care 
skil1s, such as washing and dressing, the social skills needed to co pe 
with neighbours, landlords and shopkeepers, ability to use public 
transport and the telephone, are also part of this picture. For some 
c1ients, being able to take responsibility for medication is particu
larly important, and some need oversight, so that prompt medical 
help can be obtained if their il1ness shows signs of recurring or 
worsening. Some estimate of the person's vulnerability to isolation 
will also be necessary: it could be dangerous to suppose that a 
person prone to depression, who has no occupation and few friends, 
will be better situated in a bed-sitter than a hoste\. Final1y, there is 
the question of lethargy: does this patient need to be encouraged to 
do things - left to hirnself, is he likely to spend his time doing 
nothing? 

Of the patients referred for placement, a few wil1 qualify on al1 
these criteria, especial1y those who have recently co me from an 
ordinary domestic setting and have recovered completely from their 
il1ness. Most of these, and certain long-stay patients who have re
sponded to intensive help within the hospital, may only require 
information about housing agencies and advocacy. If they cannot 
compete in the housing market because of age, or in ability to get 
work, they may need special help to obtain a room or flat through a 
group horne or housing-association scherne. 

Sheltered-care facilities 

In theory, if not in practice, it is relatively easy to place people who 
need a permanent horne because of infirmity. Hornes for the e\derly, 
nursing hornes, or family fostering wil1 be suitable, since their needs 
do not differ from those of similar groups who have not been psy
chiatrie patients. Nevertheless, a great deal of diplomacy may be 
necessary, in order to overcome unwil1ingness to accept them be
cause of their psychiatrie history. 

The physical1y frail elderly who are also suffering from dementia, 
and the smal1 group of younger patients with organic disorders, who 
are sometimes also physical1y disabled, may be found a place in an 
old people's horne or a nursing horne. It is particularly important to 
avoid the al1-too-common situation in which the staff are pro ne to 
infantilising their residents: it can happen that a person who can 



Accommodation 141 

feed hirnself when he enters the horne is soon behaving like a baby 
bird, and a similar decline occurs in other life skills. Safety versus 
independence (which implies risk-taking) is a big enough dilemma 
without having to take on board the possibility of anti-therapeutic 
practices in residential establishments. 

Clients whose mental condition has changed little, can present 
particularly difficult problems ifthey are used to an unsettled way of 
life, and are unwilling or unable to take advantage of a treatment 
programme. These are the clients who have perhaps been admitted 
from a doss-house, or have been sleeping rough, and may have had 
a relatively short stay in hospital, if indeed they were admitted at all. 
The main diagnostic categories are alcoholism, and personality dis
order. It seems that the best solution for them is a comfortable and 
accepting environment, where they will have proper food and access 
to medical services, and where they can form a relations hip with 
staff at their own speed, and perhaps one day find their way back 
into a treatment and rehabilitation process. Such provision is hard 
to come by. More often, these people are discharged to a situation 
which will itself contribute to a further deterioration in their mental 
and physical health. 

Clients with a drinking problem, who have 'dried out', are ob
viously at risk ifthey return to their former surroundings. They need 
considerable support du ring the first months of abstinence, and are 
probably best served by special ist hostels for recovered alcoholics, 
which provide ahorne, companionship and encouragement. Many 
of them prefer this solution to committing themselves to intensive 
residential treatment, and in any case might not be accepted into 
such a programme. 

The largest group requiring placement, and about whom most 
has been written, are people with chronic schizophrenia, and a few 
with severe chronic neurosis, personality disorder, or organic dis
order, who have derived allthe benefit they can from hospital treat
ment and now require a comfortable, tolerant long-stay horne, 
which also makes the most of their remaining capacities. Long-stay 
hostels, boarding-out and substitute family care, and certain group 
hornes, all accommodate such patients, and despite the differences 
between these various settings, all vary along the same dimensions. 
Basically, there is a balance to be struck between the necessary 
amount of care and control, and the encouragement of autonomy. 

Hostels have been characterised according to the degree to which 
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they regulate the lives of their residents (Apte, 1968; Ryan and 
Hewett, 1976). Although one would like ideally to see the degree of 
regulation geared to the needs of each individual resident, this is 
difficult to achieve in a group-living situation. Each hostel has its 
own blend of care, oversight, stimulation and encouragement, and 
its preferred solution to the support-versus-control dilemma. 
Hewett (1979) describes the continuum, from the very restrictive 
regime, to the setting not unlike a family horne, where the few rules 
are necessary for everyone's benefit. While it is true that the highly 
structured regime can resemble the worst type of institution, there 
are many patients for whom a morning call, supervision of personal 
care and medication, and a certain amount of chivvying, are essen
tial, in order to support their coping efforts and to guard against 
increasing handicap, becoming unacceptable in the community, or 
relapse. 

Olsen (1976b), and Segal and Aviram (1978), have shown that it is 
possible to provide a helpful and comfortable environment for the 
long-term resident outside the more expensive, purpose-built, pro
fessionally staffed hostel sector. They stress that professional 
support is essential, including a guarantee that the psychiatric ser
vices will intervene promptly if difficulties arise. The dangers al ready 
mentioned, of not making the most of the resident's potential, and 
creating a miniature anti-therapeutic institution in the community, 
are c\early present. Even group hornes, wh ich look like ordinary 
households and have no resident staff, can contain people who sit 
around doing nothing all day, exercise \ittle choice or control over 
their own lives, take their outings as a group, and have no social 
contacts outside. Nevertheless, many of these establishments do 
provide the right blend of autonomy and support. The untrained 
but interested landlady or boarding-house keeper often shows con
cern and persistence with even the most difficult c\ients, and the 
group-home residents help each other, and are supervised and en
couraged by their visiting nurse or social worker. 

Hostels, boarding-out arrangements and group hornes are also 
used as a transitional rather than a permanent placement. Even in 
the absence of a formal change (as opposed to 'maintenance') pro
gramme, they can foster progress towards a greater degree of in
dependence, by gradually increasing their demands and reducing the 
amount of control and practical help, so that the resident can re
develop his abilities and his confidence. However, many establish-
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ments fail in their stated aim of preparing their residents for or
dinary life in the community. Segal and Aviram (1978) found that 
despite a number of treatment programmes arranged for the 
sheltered-care residents they studied, only ab out 15-20 per cent 
were able to return to independent living. Undoubtedly, part of the 
problem is that this aim may be unrealistic in the first place: the 
dient has already reached the limits of his potential, and cannot be 
expected to go further. Another reason, however, is failure to pro
vide continuing active rehabilitation. Ryan and Wing (1979) report 
that in only about a quarter of the cases where it seemed desirable to 
try to reduce maladaptive behaviour did the hostel staff attempt to 
bring about change; and yet few of the residents were attending day
centres, so that there was very little being done to improve their 
functioning, except for medication and out-patient contacts. Prit
love (1976), studying a group horne, concluded that the residents' 
level of functioning was maintained, but they were not progressing 
towards increased independence. 

Residentia/ treatment faci/Wes 

While it is impossible to draw a clear line separating 'treatment' 
settings from those providing just bed-and-board, companionship 
and supervision, there are certain establishments that have definite 
treatment methods. They can be described under two headings: the 
therapeutic community, and the behavioural (or 'token economy') 
regime. Neither is common in a 'pure' form, but many establish
ments offer a diluted version of one or the other approach, or some
times a combination. Both differ from the conventional hospital 
ward, in that the regime is itself the treatment in an important sense 
(Millard, 1981a). Both types of regime have the potential for harm, 
as weil as for good, possibly placing too much stress on their clients, 
failing to individualise them, and sometimes adopting a destructive 
anti-medication ideology. Both can become very inward-Iooking, 
creating a world of their own without a serious effort to promote 
transition to ordinary life in the community outside. 

In the therapeutic community the aim is to use every situation of 
everyday living, but especially interaction with other people, in an 
attempt to help people change, mainly through developing aware
ness of their own behaviour and feelings and how they affect others. 
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The therapeutic community is permissive in many respects: bed
times, meal arrangements and so on are left for individual!> to 
decide, and staffmembers' and residents' roles are deliberately blur
red, so that even major administrative decisions are taken by the 
community as a whole. This allows the residents to bring their 
habitual patterns of thinking and behaviour to a broad range of 
situations, and to try out new patterns. Community and small group 
meetings are compulsory, however, and these provide the oppor
tunity for members to receive feedback and develop insight. A wide 
range of group methods may be employed: there are hard-hitting, 
confrontation-style groups, or supportive ones, and diverse and 
sometimes composite treatment approachesjideologies, ranging 
through group analytic, transactional analysis, bio-energetics, and 
'encounter'. 

Staff in therapeutic communities tend to be highly committed to 
their approach, and residents who stay the course become very 
attached to the establishment; there can be no doubt oftheir success 
in developing a community identity. Evidence about effectiveness on 
other measures, however, is harder to come by, largely because this 
type of treatment is extremely difficult to evaluate. Whiteley's (1970) 
study of residents with personality disorders suggests a modest suc
cess rate, associated with a more 'neurotic' than 'personality dis
order' picture, marriage, above-average intelligence and middle
elass background. Those with a history of convictions, truancy and 
broken hornes were less likely to benefit, and Whiteley suggests that 
being treated together with the more fortunate group members 
might actually be harmful. Millard (1981 b) coneludes that there are 
indications that a therapeutic community is helpful for people with 
neurotic disorders, personality disorders, and addictions; and Blake 
and Millard (1979), describing a therapeutic community in a day
centre for a more mixed group of ex-patients, have reported results 
that are a great deal better than their previous histories would have 
led one to expect. 

The behavioural approach seems more suited to the chronically 
handicapped patients, who may be suffering from the combined 
effects of institutionalism and the negative symptoms of schizo
phrenia - people who are not helped and may even be harmed 
by insight-giving, confrontation, or elose, intense interaction with 
other people. The treatment procedures are derived from operant
conditioning theory. Adaptive behaviours, such as self-care or social 
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interaction, are increased by providing immediate and consistent 
rewards, while maladaptive behaviours, such as delusional talk, are 
consistently ignored. The rewards often take the form of tokens, 
wh ich the person can exchange for a variety of'back-up reinforcers'. 
The 'token economy' proper is much more common in hospitals 
than it is in the community. There are numerous controlled studies 
testifying to its effectiveness in bringing about change in severely 
handicapped, institutionalised patients, although it is not yet clear 
what proportion of the patients respond to these procedures, or 
whether the successes that have been reported are maintained in the 
longer term and outside the original setting (Fernandez, 1982). 
Henderson and Scoles (1970) have shown that psychotic men in a 
'token economy' hostel can achieve considerable progress. Fair
weather et al. (1969), whose approach is somewhat similar but not 
'behavioural' in the strict sense, gives an impressive account of a 
graduated programme for long-stay, very handicapped patients, 
which included systematic training in decision-making, and 
carefully planned group support; the patients were eventually able 
to move into a house together, and run their own business. 

This brief account of different kinds of placement offers some indi
cation of what might be suitable for the individual client, although 
we have to accept that choice is severely limited. The need for a 
place to live is often, but not always, accompanied by a need for 
rehabilitation or continuing treatment. 

The number of places for long-stay residents is very limited, and it 
has been suggested that one way of dealing with the problem would 
be to persuade so me of the short-stay facilities to lower their expec
tations. Alternatively, more long-stay accommodation could be ob
tained by boarding-out arrangements (Olsen, 1976b; Smith, 1979; 
Segal and Aviram, 1978; Anstee, 1978), by setting up group hornes 
(MIND, 1975; Wilder, 1978; Ryan, 1979), or housing associations 
(Barter, 1979). Social workers have often played a central role in 
obtaining a supply of accommodation, as weil as in matching re
sidents and facilities. Smith (1979) and Slater (1979) discuss the 
tasks involved, which go far beyond liaison and administration, and 
encompass assessment of the hornes and the people who run them, 
continuous monitoring and support, complex financial arrange
ments which often involve more than one source of funding, and the 
imaginative deployment of the services of volunteers. The success 
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achieved in settling large numbers of ex-patients in the community, 
especially those who have grown old in hospital, is truly impressive. 
For example, Smith (1979) reports that of 130 long-stay patients 
discharged to supported lodgings and nursing hornes in a scheme 
organised from a small psychiatrie hospital, only ten (8 per cent) 
had required readmission over aperiod of five years. Slater (1979), 
reviewing a similar scherne, also reports areadmission rate of 8 
per cent over a fifteen-year period. Both authors stress the impor
tance of careful selection of accommodation, and of elose working 
relationships between all the people involved, with the social worker 
(hospital-based) responsible for most of the planning and liaison. 

Some hostels could become more treatment-oriented with the 
provision of extra training for their staff (see DeRisi, Myron and 
Goding, 1976). The social worker might act in a teaching or consul
tant role, although this mayaIso be filled by a nurse, psychiatrist, or 
psychologist. 

Before looking for a residential placement, we ought to check 
local resources to see whether there might be so me other way of 
achieving what the elient requires. Day-centres can provide a regular 
meal, supervision, companionship, occupation, and treatment and 
rehabilitation services, and enable patients to continue living with 
their families or in other ordinary accommodation. Some combi
nation of day care, social elubs, visits by a social worker, nurse or 
volunteer, and out-patient treatment, might serve the patient's 
needs. Even a fairly intensive treatment programme may be 
available without the associated housing provision: for example, it is 
possible to receive therapeutic community treatment in a day-centre 
(Blake and Millard, 1979), and behavioural treatment in a day
hospital (Liberman and Bryan, 1977). 

The creation of facilities such as these, plus more volunteer help, 
more weekend services, and better transport provision, could ease 
the burden on the inadequate network of residential facilities. 

Plans are under way to set up a 'campus community', where a 
variety of accommodation, from hospital to unsupervised ftats and 
workshops of various kinds, will be available on the same site 
(National Schizophrenia Fellowship, 1979). This will make it 
possible to arrange a smooth transition from the most dependent 
situation to the least dependent that the individual is capable of 
achieving, with continuous monitoring along the way, and the possi
bility of moving backwards as weil as forwards with the minimum 
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of disruption. This solution is being advocated because of the gaps 
and the lack of co-ordination in the present jumble of provisions; 
perhaps it will provide a model of comprehensive, planned ser
vices for accommodation and employment that can be emulated 
elsewhere. 



13 

Psychiatrie Emergencies, 
Hospital Admission and 
Crisis Intervention 

A psychiatrie emergency is defined when someone's distress or 
alarming behaviour, caused by mental disorder, is considered by 
the person himself, or by other people, to require urgent psychiatrie 
intervention. It does not necessarily entail admission to hospital, 
although this is often requested. 

One patient, having recovered from an episode of hypomania, 
discharged herself against medical advice; the social worker arrived 
at her horne within half an hour to find her making preparations for 
suicide. A patient with chronic schizophrenia became incoherent 
and deluded, and attacked his si ster. An elderly lady was found 
wandering at night talking in a disjointed incomprehensible fashion. 
All these were psychiatrie emergencies defined by people other than 
the patient. The ca se of a woman who rang the hospital saying she 
was trembling all over and thought she was going to die, and the 
man who lay in bed refusing to eat and weeping quietly and asking 
for his doctor, also constitute psychiatrie emergencies, recognised as 
such by the patients themselves. 

In everyday language, 'crisis' means 'a turning point', but it has 
taken on the sense of 'emergency' as weIl. In the technical language 
of crisis intervention theoty it means an event which makes exces
sive demands on a person's coping capacity, along with his reaction 
to the event. All psychiatrie emergencies can fit the definition of 
crisis, but not every crisis is a true psychiatrie emergency. To 
illustrate. A patient's husband discovered that his wife had been 
having an affair; he gave her half an hour to get out of the house. A 
married couple had learned that the husband had a serious progres
sive illness and would have to give up work; they were unable to 
sleep for worry. A family were in turmoil after the teenage son had 
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been charged with breaking and entering. Although in all these cases 
a psychiatrie patient was involved, their reaction could not be de
scribed as 'mental illness'. Nevertheless, members of the psychiatrie 
team might wish to intervene in order to try to ease distress and 
prevent a further deterioration in the situation, especially if the 
patient is vulnerable to relapse when under stress. 

In this chapter we consider first the psychiatrie emergency and 
some key issues regarding the need for hospital admission. The 
second part deals with the broader topic of crisis intervention, its 
value and limitations in relation to psychiatrie patients. 

The psychiatrie emergency 

When the prospective patient is said to be acutely disturbed or 
possibly violent, most social workers will feel anxious as they pre
pare for the interview. If there is any likelihood of being involved in 
a possible compulsory admission it is essential to be prepared with 
the necessary legal documents. If there is a possibility of violence, it 
is sensible to ensure that there will be someone else present. It is of 
the greatest importance to allow time. Most people will calm down 
in due course; and time is needed for everyone to have their say, for 
unhurried decisions to be made, and for professional hel pers to 
explain what is happening to the patient and the family. Even the 
patient who seems totally out of contact with reality may later recall 
everything in vivid detail; on the other hand, not only the patient 
but also his distraught relatives may have difficulty in taking in what 
is said to them at this time. 

Thepsychiatric emergency is a situation which makes demands 
on a wide range of the knowledge and skills in the social worker's 
repertoire: his ability to interview under difficult conditions, his skill 
in assessing problems and needs, his legal knowledge, and his famil
iarity with resources in the community. 

Assessment 

The first task, usually shared with the doctor, is to gain a clear 
picture of wh at the emergency is about: what is it that people fear 
will happen unless immediate assistance is provided? How is the 
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dient feeling, what is he doing? Wh at explanations for this can be 
given? 

Although the judgement as to whether someone is suffering from 
amental disorder is essentially a medical one, the social worker 
cannot avoid making a provisional judgement about this as weil. 
As we discussed earlier (p. 10), the social worker with special ist 
psychiatrie knowledge and experience can be extremely skilIed at 
this screening task. 

Any form ofmental disorder can present a psychiatrie emergency, 
but the most commonly met are acute schizophrenia, hypomariia, 
severe depression, acute anxiety states (panie attacks), and disrupted 
or bizarre behaviour associated with organic disorder. Sometimes 
very disturbed behaviour is due to intoxication, which will, of 
course, subside quickly in most cases. If the patient is willing to 
accept medication, the doctor may be able to alleviate the severity of 
disturbance temporarily in the other conditions, although only in 
the case of the acute anxiety state can the patient be expected to 
return to normal without further treatment. 

Such conditions as these have to be differentiated from severe 
distress (perhaps fitting the lay description 'hysterics'), anger, or 
deliberate social withdrawal. The so-called patient may be reacting 
to a family row, distressing news, or a problem wh ich he does not 
wish to divulge to his relatives. 

Another, particularly hard-to-handle, type of emergency is what 
might be called 'the manipulative crisis'. This involves threats to 
injure oneself (or very occasionally someone else) unless the pro
fessionals provide some service - usually a hospital bed, but some
times help of some other kind: financial, perhaps, or housing. This 
type of behaviour often draws the label 'personality disorder' , 'psy
chopathie' or 'hysterieal'. It is a matter for fine judgement whether 
these situations constitute grounds for psychiatrie intervention, and 
whether they ought to be treated as emergencies, crises or neither. 
Scott (1978) discusses such situations in a paper on kidnapping and 
hostage-taking. The doctor or social services department is the pr i
mary victim, and the person making the threats is both the terrorist 
and the secondary victim. He says 'Look after me or I shall kill 
myself and then you will be sorry.' Scott recommends that the ne
gotiator does everything possible to put hirnself across as fair and 
dependable, and to avoid needlessly frustrating the person. When 
the person is genuinely at risk, the negotiator will consider making 



Hospital Admission and Crisis Intervention 151 

whatever concessions are within his power; when this is not thought 
to be the case, intervention (or non-intervention) can be planned, 
with a view to long-term, rather than temporary, solutions. We 
should note that often these 'contrived crises' result from someone's 
genuine need for help that has been previously overlooked: the re
lapsing schizophrenie patient who broke into a relative's house in 
the early hours of the morning, the mother who genuinely believed 
that she might harm her children and feit she must be protected 
against her own impulses. 

Hospital admission 

If psychiatrie disorder is diagnosed, the next question concerns the 
advisability of hospital admission. The decision will depend on the 
gravity of the patient's condition, and the advantages of hospital 
observation, care and treatment in this particular case. Patients who 
are thought likely to endanger themselves or others (discussed in 
detail later in the section on compulsory admission), those who are 
under stress and need a respite from the demands of their horne 
situation, and those for whom the appropriate treatment is hard to 
provide on an out-patient basis, are the groups most likely to be 
admitted to hospital. However, many other factors playa decisive 
role: the views of the patient and his family, the availability of beds, 
and the resources for community-based care, control, observation 
and treatment. 

Whereas the doctor is best placed to assess the advantages of 
hospital, the social worker can contribute to the decision by con
sidering other kinds of resource: day care, voluntary help, oversight 
from social services staff. In a few places, there may be alternative 
residential facilities which could accept the person who needs to 
leave his horne. The social worker will also assess the family's willing
ness and competence to co pe with the person at horne - still the 
most used of all community resources, and perhaps the least 
appreciated. 

Thus, the decision to admit does not depend upon a medical 
assessment alone. (This is true of course for physical and weil as 
mental illness, and it is no argument against hospital admission to 
point this out: rather it is an argument for the community to provide 
more appropriate alternatives.) 
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A study of admissions to a London mental hospital sheds some 
light on present psychiatric practice (Gleisner, Hewett and Mann, 
1972). A research team assessed the need for admission in a 'high 
risk of admission' group, and compared their judgement with wh at 
actually occurred. The main factors distinguishing those admitted 
were: previous compulsory admission; psychosis; severe behavioural 
disturbance reported by relative or patient; but not demographic 
factors, previous admission, or social performance. They noted that 
there was an interaction between behaviour and diagnosis: suicidal 
threats were taken more seriously in patients judged to be depressed, 
than in those with personality disorder. Pressure from relatives or 
from other professionals, availability of beds, and lack of alternative 
forms of care, also played an important part. The research team 
considered that twelve of the fifty patients who were admitted need 
not have been. However, several of these would have required im
mediate day-hospital care or a hostel place, and these alternatives 
were not available; others might have benefited from a crisis inter
vention service. Examples ofthese 'unnecessary admissions' included 
a mildly depressed mother complaining of difficulty in coping at 
horne; a man with a serious housing problem; a single wo man who 
feit iso la ted and wanted to move into a hostel; a wo man with acute 
panic attacks who had a handicapped child and severe financial 
difficulties; a wife who had taken a sm all overdose after a marital 
row. This study illustrates how broad a range of problems may be 
felt to constitute grounds for hospital admission. An earlier study in 
the USA (Mishier and Waxler, 1963) found that the source of the 
referral, the status of the doctor making the decision, the time of 
day, and the number of previous admissions, all had a considerable 
influence. 

If the patient accepts the offer of a stay in hospital, it remains for 
the social worker to reassure the family, and, if necessary, to make 
arrangements for the care of children or other dependants. Assis
tance mayaiso be required with a variety of practical matters, such 
as payment of bills, care of pets, informing relatives, and so on. 

If, however, the patient is ambivalent about going to hospital, the 
social worker may consider it appropriate to assist the doctor in 
attempting to encourage hirn to do so. It may be that he is afraid of 
what awaits hirn there, and the social worker who is familiar with 
the hospital and its staff may be in a position to offer reassurance, 
after getting hirn to say what it is he fears. When this can be done 
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honestly, it might be helpful to point out that the time the patient is 
likely to spend in hospital may be quite short, perhaps reminding 
hirn of a previous occasion. Further reassurance can be given by 
such apparently simple measures as helping to pack a suitcase, the 
promise of visits, an offer to accompany hirn to the ward, and re
assurance about the welfare of his family or the care of his property 
while he is away. 

Sometimes a patient will refuse to go to hospital, but at the same 
time may show signs of wanting to accept were it not for the 
difficulty of 'climbing down' once having taken up a position. With 
tact and skill it may be possible to make room for a change of mind 
without humiliation. 

However if the person adamantly refuses to accept admission, and 
there is no prospect of finding a reasonable alternative solution, 
then the question of compulsory admission has to be considered. 

Compulsory admission to hospital 

Under current English law, a social worker may have a duty to 
apply for admission, acting as a stand-in for the relative. He may 
choose to interpret his role as requiring hirn to safeguard the patient 
from unjust hospitalisation, and/or to ensure that those who need 
admission are admitted, even against their will. Changes in legis
lation are under consideration, and might include a clearer and 
more influential role for designated social workers. In many parts of 
the USA, it is the legal authorities who take the decision regarding 
compulsory admission, but the social work profession is neverthe
less concemed to ensure that people's civil rights and liberties are 
protected. Because of the variation in procedure, the discussion of 
compulsory hospitalisation that follows looks at the decision
making process without specifying the roles of those involved: the 
issues raised are of significance to every social worker who is con
cemed about the treatment of the mentally ill. 

The abuse of mental health legislation 

In the history of psychiatry there have been some horrifying ex
amples - some of them recent - of the misuse of psychiatrie hospita-
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lisation to 'falsely imprison' sane people. Although such events 
rarely come to light, it is right that social workers should have this 
concern at the forefront of their minds when considering the ques
tion of compulsory admission, especially when the pressure for ad
mission comes from a person who might have something to gain 
from the 'patient' being removed. One obvious instance is when an 
elderly person shares his horne with a married son or daughter. 
However, there have been reports of similar phenomena concerning 
residential staff and other non-relatives. For example, an elderly 
lady in a residential establishment was harassed, as weil as being 
falsely described as mentally disturbed, in an apparent bid to gain 
possession of her ftat for a member of the staff (Lund and Gardiner, 
1977). A non-English-speaking couple, who accused the janitor of 
their building of theft, were committed to hospital after the janitor 
stated that they were insane (Kutner, 1962). Particular assessment 
problems can arise, in that the threat of being taken away against 
one's will, and the general commotion of a roomful of strangers, can 
trigger behaviour in a perfectly sane individual that could look like 
the symptoms of mental disorder - aggression, extreme distress, or 
stubborn silence. 

Careful and impartial listening, and questioning of all the people 
involved, plus adetermination to take things slowly and try to 
defuse the situation, may help to obtain a clearer view of what is 
going on. One source of useful evidence is information about re
lationships prior to this occasion. The National Schizophrenia 
Fellowship differs from other organisations concerned with mental 
health law in Britain in that it wants relatives' views to receive more, 
rather than less, recognition. It points to the many cases where a 
family's long and honourable record of tolerating difficult be
haviour, while making enormous efforts to keep the patient out of 
hospital, is disregarded when in desperation they finally turn to the 
health or welfare services for assistance. The Fellowship urges that 
the request for hospital isa ti on be seen in the context of long periods 
of self-sacrifice on the family's part. Of course it is true that hard
pressed relatives have 'something to gain', in the sense of a respite 
from the burden they carry when the patient is at horne; but their 
rights have to be taken into account as weil. One interpretation of 
the criteria for involuntary admission is that the person is unable to 
care for himself: one might argue that it is unreasonable to take for 
granted the family's willingness to do the caring. 

The problems of making an assessment on the basis of hearsay 
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evidence, rather than observed behaviour, are weH known. There 
can be no doubt that alarm on the informant's part can lead to an 
element of exaggeration, and in so me families the belief that admis
sion would be in the patient's best interests may colour the descrip
tion of his behaviour that they give. However, before jumping to the 
conclusion that the person who now seems calm and reasonable 
could not possibly have been recently acting as he is reported to 
have done, we need to remember that even severe disturbance is not 
necessarily continuous. There can be long periods of apparent nor
mality, interspersed with episodes of disordered behaviour. One 
man attended a dinner party and behaved exactly like his normal 
self, whereas beforehand he was muttering, shouting and threaten
ing; soon after the meal he accused his host of homosexual rape. 
During those few 'normal' hours, even an experienced observer 
might have judged this person to be in absolutely no need of psy
chiatrie treatment. Some patients, even when being interviewed by 
a skiHed professional, can suppress delusional talk, and deny the 
existence of their symptoms. This is why other people's reports of 
recent behaviour must be taken into account. This said, if there are 
doubts about the veracity of the informant, the only solution is to 
spend more time in an attempt to c1arify matters. Day care may 
provide an appropriate setting for aperiod of observation, or it may 
be possible to find another independent witness. In some cases, the 
patient may calm down, or accept sedation, and could be vi si ted 
again a few hours later. 

There are, of course, a number of other issues relating to the 
question of other people misrepresenting the situation in order to 
get the 'patient' committed to hospital. The foregoing discussion is 
intended, not to refute the views of civil-rights campaigners, but to 
try to redress the balance in this contentious area, and to suggest 
one or two practical safeguards. 

Besides taking into account the (admittedly remote) possibility of 
a plot against the 'patient', it is necessary to consider three key 
questions: whether the patient ought to be admitted for his own 
safety; for the sake of his health; or for the proteetion of others. 

Compulsory admission in practice 

Dawson (1972) studied fifty cases of compulsory admission to a 
psychiatrie hospital in London. Reasons for the decision included: 
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disturbed behaviour reported by others; public nuisance; socially 
embarrassing behaviour; predicted (rather than actual) social or 
family disruption or violence; and hardship to the family considered 
to be 'beyond the limits of what is ordinarily regarded as tolerable'. 
The investigators' judgement was that all but two of these admis
sions were fully justified; the other two were 'doubtful', and even in 
these cases there seemed to be no feasible alternative, since c1arifi
cation of an ambiguous situation was essential. The main diagnostic 
groups concerned were schizophrenia, hypomania and severe de
pression. Clare (1979) describes what he calls a typical case for 
compulsory admission: the hypomanic businessman who was not at 
all aggressive, but who spent his family's savings and endangered his 
reputation and his job. Gordon (1978), reporting eight cases of 
compulsory admission, lists examples of hypomania, suicidal mood, 
severe delirium tremens, senile dementia, paranoid delusions and 
fire setting. 

From these accounts of actual practice, it is c1ear that the terms 
used in the English Mental Health Act 1959 - 'health', 'safety', and 
'the protection of other persons' - are open to varied interpretation, 
and that decisions taken are as much a matter of value judgement as 
of professional expertise. Many of the cases would certainly not 
satisfy the criteria proposed by Gostin (1975), that 'only grave and 
genuinely probable future harm to others should form the basis of 
compulsory admission and this prediction should be backed up by 
recent overt actions'. Clare's point, that practice challenges theory, 
seems a valid one (Clare, 1979). Bearing in mind the many ethical 
and definitional problems involved, it may still be worth tracing out 
some possible lines of thinking in relation to questions of health and 
safety. 

Suicide and deliberate self-harm 

The possibility of suicide or deliberate self-harm is a key question. 
Certain background variables have been regularly associated with 
a raised risk of suicide: elderly, male, divorced or widowed. 
Significant 'life events' inc1ude recent bereavement and becoming 
unemployed. Diagnostic categories carrying a particularly high risk 
are: depression (especially agitated depression, and depression ac
companied by se1f-blame, insomnia, hypochondriasis or physical 



Hospital Admission and Crisis Intervention 157 

iIlness); personality disorder; addiction to drugs or alcohol (Stengel, 
1973; Sainsbury, 1973). Attempted suicide - or, more accurately, 
deliberate self-harm with or without evidence of true suicidal intent 
- is particularly common among people in their late teens and early 
twenties (Morgan, 1979). The best predictive factor seems to be 
whether the person has made a previous suicidal attempt: in this 
case the risk is increased tenfold (Priest and Steinert, 1977). 

However, careful interviewing is needed in order to assess the 
individual case. Talking about suicide is a very serious indicator - it 
must never be assumed to be a substitute for action. Some people 
drop hints: 'I won't be needing your help', 'They won't have to put 
up with me much longer' , 'I won't be here for Christmas'; and it can 
even be done jokingly: 'I might just take a walk off the end of the 
pier.' Altematively, the person intent on suicide may take steps to 
put his affairs in order. It is important, especially if the person 
appears depressed, to pursue the topic in quite a firm and dogged 
fashion: '00 you sometimes wish you could end it all?', 'Have you 
thought about how you might do it?' (the more specific the planning 
the greater the risk). There is no justification for the view that such 
questioning encourages suicidal behaviour - unless of course the 
interviewer fails to show concern and willingness to help. 

It is particularly important to discover the intentions of people 
who may be unwilling to talk about their self-destructive thoughts 
because they are ashamed; and to look for non-verbal as weil as 
verbal responses to the questions. 

The freedom to kill oneself is advocated by many who, like Szasz 
(1974), insist that to take over a person's responsibility for his own 
actions is to take away his human dignity, and in certain circum
stances, such as when the person is suffering from an incurable and 
painful illness, it is difficult to argue against this view: the desire to 
kill oneself can be rational, and in no way related to mental dis
order. However, in very many instances it may be possible to help 
someone to cope with a problem that he believes to be insoluble, and 
preventing him from taking his own life wins time for this to be 
attempted. 

Tbe person who is depressed is often basing his decision on a 
mistaken view of himself or his world, which will quickly dissipate 
as a result of treatment for the depression. Fox (1973) comments, 
'One has yet to meet anyone who, on recovery, showed animosity. 
But one has met gratitude, and the comment "Why didn't some-
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body do something before?" ' Wing (1978) suggests that the person 
ought to be helped through his current phase of depression and 
given another opportunity for choice: 'There is no way of stopping 
people from killing themselves if they really wish to do so.' A rather 
different line of argument is espoused by Altrocchi (1980), who 
devotes a seetion of his book to the severe problems of those who 
are bereaved by suicide, arguing that their rights ought to be 
safeguarded. 

In some cases, it is suspected that the person's intention is not 
suicide, but non-fatal self-harm, usually on the rather dubious 
grounds that he has made 'suicidal gestur~' in the past. This may 
weIl be the case, but the danger remains that on the next occasion 
either his intention might be more serious or he might kill himselfby 
mistake. A dient ofthe author's, who had taken no less than twenty 
small overdoses on previous occasions, took a massive and fatal 
overdose on the twenty-first. Sometimes this patient's behaviour 
resembled the type of 'manipulative crisis' described earlier (pp. 150-
1); at other times her intentions were expressed only in veiled hints, 
or not revealed at all. 

A smaller group, who mayaiso be described as a 'danger to 
themselves', are those who mutilate themselves (Ross and McKay, 
1979). Likethe patients who make 'suicidal gestures', self-mutilators 
are often dassified as 'psychopathie' or 'personality-disordered' 
Their behaviour is often described as 'auention-seeking' or mamp
ulative, but it can often be equally weIl construed as a means of 
releasing severe tension. 

The possibility that someone will injure hirnself either by a 
'suicidal gesture' or by self-mutilation is a borderline category of 
conditions suggesting the need for compulsory admission on the 
grounds of danger to self. The results of such actions can be per
manent anddisfiguring (in the case of self-mutilation), or can cause 
physical or mental damage (in the case of overdoses), even if the 
person's life is not endangered. Against this, we have to weigh the 
consequences of depriving people of the opportunity to leam more 
positive ways of coping in the community. 

Risk to health 

The possibility that a person's health will suff er if he does not enter 
hospital arises in a number of circumstances in addition to those we 
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have just considered. Patients with hypomania may continue to 
approach astate of mania, and in the process will become physically 
and mentally exhausted as well as suffering the effects of maInutri
tion; and those with depression may be unable to take care of their 
basic needs. The person with acute schizophrenia will become in
creasingly disturbed, and some authorities suggest that if treatment 
is delayed the degree of handicap later on will be more severe than it 
need have been (Priest and Woolfson, 1978). In the case of chronic 
and progressive organic disorders, damage to health may result 
through neglect of safety precautions, hygiene or diet. 

The criterion of 'endangered health' can also encompass almost 
any form of abnormal behaviour or self-neglect that is likely to have 
painful repercussions for the patient. Clare's (1979) businessman 
would suff er great distress when he realised the harm he had done to 
himself and his family during his hypomanie phase; socially embar
rassing behaviour, or behaviour Iikely to disrupt personal relation
ships, could also fit a somewhat stretched definition of danger to 
health. Indeed, it seems that many psychiatrists, social workers and 
relatives employ an extremely broad definition of 'danger to health', 
and they simply weigh the disadvantages to the patient of being 
forced to enter hospital, against the disadvantages of staying in the 
community. The stricter the legal definitions, the less opportunity 
for others to make this choice on the patient's behalf. We do not 
know how many patients benefit and how many lose thereby. 

The protection %thers 

Some of the indicators of danger to others parallel those of danger 
to self. For example, the depressed mother may believe that her 
children, as weil as she herself, would be better off dead. The 
deluded schizophrenie patient may feel obliged to defend himself 
against his persecutors, or his voices mayorder him to attack other 
people. The hypomanie patient may become irascible if he is frus
trated, and his distraught family cannot be expected to refrain from 
trying to control his behaviour. 

Prins (1975) gives a number of case examples where warnings from 
the patient hirnself had preceded acts of aggression. The warnings 
included straightforward verbal threats, writings full of paranoid or 
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sadistic references, and incidents of cruelty to animals. It is not 
known what proportion of such warnings are actually followed by 
overt violence, but Prins makes a good case for enquiry along these 
Iines, and for taking the information very seriously. However, 
research on the prediction of violence has shown that the number of 
'false positives' (wrong predictions in the direction of overestimating 
the probability ofviolence) is invariably greater than the number of 
correct predictions (Monahan, 1975). In fact, violence among psy
chiatric patients is extremely rare. It is a matter for value judgement 
whether it is considered that even a remote risk is grounds for 
compulsory admission, and those making such decisions will be 
intluenced both by their assessment of the benefits or otherwise of 
hospital care, and by the 'cIimate of the times' - public opinion 
swings back and forth on this issue, and is often an unacknowledged 
determinant of the actions of both judges and mental health 
professionals. 

While any general discussion of the dilemmas faced by those in
volved in deciding about compulsory admission is open to criticism 
for 'fence sitting', it has to be accepted that in practice there is a 
responsibility to take decisions, even in the context of inadequate 
knowledge. If the compulsory admission was an error, then the cost 
is to be borne in terms of stigma, with possibly long-term and 
serious consequences, lowered self-esteem and loss of Iiberty; if al
lowing the person to remain at horne was an error, then the cost may 
be iIIness, or other consequences of self-destructive behaviour; the 
stigma that undoubtedly attaches to those who behave oddly in the 
community, embarrassment, and perhaps guilt, and possibly harm 
or distress to other people. We have to weigh the results of an error 
in either direction, and be aware that an ethical choice is being 
made. If more alternatives to hospital were available (day-centres, 
hostels, crisis intervention services), many of the patients admitted 
against their will, and many who receive inadequate care in the 
community, might be better served, and the choice between hospital 
and community would not confront us so starkly. Meanwhile, the 
best we can hope for is that those of us who share the responsibility 
for this decision remind ourselves constantly ofthe consequences of 
our decision, and remain fully aware of the limitations of our ability 
to assess and predict. 



Hospital Admission and Crisis Intervention 161 

Crisis intervention 

Among the most frequently proposed alternatives to hospitalisation 
is crisis intervention. Pa rad (1976) emphasises its value in terms of 
both reduction of distress and financial savings, and others have 
claimed that it can prevent, as weil as alleviate, mental illness (for 
example, Caplan, 1964). 

Although the general principles of crisis intervention are familiar 
to mental health professionals, especially to social workers, it is 
more often preached than it is practised. Clarke (1971), reporting on 
the work of mental welfare officers called to psychiatric emergencies, 
notes that they did little in the way of constructive family interven
tion, apart from assessing the need for admission to hospital; and 
the paper by Gleisner, Hewett and Mann (1972) includes the ob
servation that some of the patients admitted to hospital were react
ing to a social or domestic problem. Olsen (1979b) comments that 
crisis intervention is not given sufficient attention in relation to 
mental health emergencies; but the truth of this observation is ob
scured by the frequent misuse of the term - sometimes this looks 
suspiciously like a cover-up for providing only 'band-aid' work with 
problems that arouse considerable anxiety. 

Crisis intervention as a theory of behaviour derives from psy
choanalytic ego psychology. At the risk of oversimplification, its 
chief tenets can be summarised as folIows. A crisis is defined as 'an 
upset in the steady state', when the individual is faced with an 
obstacle to important life-goals, and cannot overcome it by means 
of his customary methods of problem-solving. A crisis is astate of 
affairs precipitated by a stressor event - a combination of objective 
reality, the person's own definition of the event, his level of per
ceptual and coping capacity, and the resources available to hirn at 
the time. At crisis there is a break in normal functioning. It is a 
turning point or testing point. It can lead either to 'breakdown', or 
to personality growth and increased competence. Rapoport (1962), 
drawing on the work of Gerald Caplan, proposes that a crisis has 
three or four phases: (1) a rise in tension; habitual problem-solving 
mechanisms are evoked in an effort to preserve the 'steady state'; (2) 
a further rise in tension; disorganisation of normal behaviour; feel
ings of distress and helplessness; the person may try to avoid action 
or may make desperate-seeming attempts to solve the problem; (3) 
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mobilisation of resources; the problem may be redefined; a solution 
of some sort is reached; the solution may be successful, incomplete 
or maladaptive. It is suggested that this process lasts no more than 
six weeks. In some ca ses, a fourth phase occurs: there is a major 
disorganisation of personality and behaviour; 'nervous breakdown " 
perhaps with psychotic symptoms. 

It is proposed that the optimum time for intervention is the 
second - 'distress and helplessness' - phase. At this point, the de
fences are loosened, motivation is at its peak, and the person is 
responsive to the possibility of change and to the inftuence of those 
who off er help. 

Rapoport (1970) outIines the main components of crisis interven
tion as an approach to treatment. The chief distinguishing feature is 
the timing: it is crucial to reach the dient at the height ofhis distress, 
and before a possibly maladaptive resolution of the crisis can take 
place; further, it is suggested that help should be concentrated 
within a short period of time. Assessment is rapid, and focuses on 
the 'presenting problem', and on positive resources within the 
person and in his environment. The treatment procedures are not 
dearly laid down, but they usually include helping the client to gain 
a cognitive grasp of his situation, and selecting specific and limited 
goals, and also tasks for him to undertake. The worker is more 
active than in long-term psychodynamic treatment, but the dient 
also is encouraged to take action on his own behalf. Family mem
bers are often involved, and the dient remains in the community if 
at all possible. 

Although the rationale for these elements of the crisis interven
tion treatment package derives from the crisis intervention theory of 
behaviour, powerful arguments can also be advanced on the basis of 
research in other fields of work, for example evaluations of time
limited and task-centred treatment, of family therapy and of be
haviour modification. In considering the application of crisis inter
vention in a psychiatrie emergency, we have first to assess how weil 
the model fits the individual case. As was suggested at the beginning 
of this chapter, stressful situations where psychiatrie disorder is not 
to the forefront - for example, the family who have received upset
ting news - can very readily be construed in a trisis framework. 
Where psychiatrie disturbance is dearly areaction to recent stress -
the acute anxiety state, the 'reactive' depression, or the so-called 
'psychogenic psychosis' (acute symptoms that quickly subside if the 
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person is admitted) - then immediate, structured, short-term help 
seems theoretically and pragmatically appropriate, if the interven
tion can be timed to begin before the c1ient's disturbance has gone 
beyond the 'distress and helplessness' stage. One difficulty arising 
from this analysis is that many manifestations of mental disorder 
coming to the attention of the crisis team have indeed passed this 
stage, and the patient is already in stage four, 'breakdown'. Many 
people who have severe, acute symptoms may have shown little sign 
of passing through the stages described in the crisis model, and 
indeed have no obvious 'insurmountable obstac1e to life goals' for 
the team to assist with: the situation simply does not fit the model. 

If, on the other hand, we turn our attention to the family as a 
whole, it becomes clear that the crisis model can very readily be 
applied to family members other than the designated patient, and 
crisis intervention procedures could do much to help them. They 
have experienced a stressor event (the patient's illness), and have not 
been able to cope with it without outside help; they may have had a 
period of turmoil while trying to deny or redefine the problem; and 
they may, if not given so me timely as~istance, solve the problem for 
themselves in one of a number of maladaptive ways: rejecting the 
patient as mad or bad, becoming over-protective, trying to deny that 
anything untoward has occurred, or finding a comforting but un
constructive 'explanation'. Two families of severely ill schizophrenic 
patients illustrate this type of mal adaptive solution: one couple 
began making efforts to find friends for their daughter, claiming that 
her illness was 'just due to 10ne1iness'; another couple said their son 
was 'mentally handicapped' because of a childhood accident. At the 
time of acute distress it might be possible to help such families to 
gain a clearer picture of the situation, and to plan a more construc
tive way of coping in the future. 

These observations concerning the clients and situations that 
seem to fit the crisis model are borne out by an examina ti on of 
accounts of crisis intervention in practice. Studies of crisis interven
tion programmes suggest that they are effective on a variety of 
measures. Decker and Stubblebine (1972) found that the crisis inter
vention team achieved a reduction in time spent in hospital, without 
increased readmission rates or increased need for welfare support in 
the community. Langsley et al. (1969, 1971) found that their crisis 
intervention group did at least as weil on measures of social func
tioning, and were significantly less likely to be admitted or readmit-
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ted, than the control group who received ordinary hospital care. 
Gibbons et af. (1978), who provided task-centred, 'crisis-oriented' 
casework for overdose patients, found more change on measures of 
social problems, and greater satisfaction with the service, among the 
experimental group, as compared with the control group, who re
ceived routine follow-up. 

However, it is important to note that most of the programmes 
that have been reported are either limited to those 'patients' who are 
facing a 'problem in Iiving' and suffering an acute reaction to a 
family or social problem, or include types of intervention not usu
ally emphasised in the crisis intervention literature. It is unfortunate 
that, so often, the accounts in the social work literature read as 
though almost any psychiatrie emergency can be dealt with by the 
immediate offer of short-term psychological or social help. For this 
reason it is important to stress the limitations of 'classical' crisis 
intervention, and, by implication, the limitations of the social 
worker who answers an emergency call with his mind fixed upon 
crisis intervention. First, consider the question of treatment. Decker 
and Stubblebine's successful programme was in fact with patients 
who entered hospital (Decker and Stubblebine, 1972). In Langsley 
and Kaplan's book (1968) there are many instances of the use of 
medication on a long-term basis, and of intensive supervision in the 
community. Second, consider the question of wh ich client groups 
are likely to benefit from crisis intervention. One aspect of the 
Langsley et al. studies, which is often omitted from second-hand 
accounts of their findings, is that all their clients were voluntary 
patients and living with relatives. The Gibbons et al. (1978) study 
excluded clients considered to require, or already receiving, psy
chiatrie treatment. All these workers accept that crisis intervention 
is not a universal remedy and must be applied with discrimination. 

Flomenhaft and Langsley (1971) comment that crisis intervention 
had little effect on long-term problems of individual and family 
behaviour, and that about half their sampie needed long-term help. 
In other words, crisis intervention is not an alternative to extended 
community care and treatment. Ewing (1978) gives so me further 
contra-indications: intoxication; severe agitation; the possibility of 
deliberate self-harm; inability to talk openly and coherently, to 
think clearly, to perceive reality - in general terms, being unwilling 
or unable to undertake the work that crisis intervention demands. 

If we include under crisis intervention voluntary and compulsory 
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hospital admission, and medical treatment (indeed any type of help 
so long as it is given promptly), we are surely stretching a technical 
term beyond the limits of its usefulness. We must accept that crisis 
intervention as it is usually understood is only one of a number of 
services that ought to be available for those who need urgent help. 



14 

Social W ork in Hospital 

As we have seen, a crisis intervention service may obviate the need 
for hospital admission for some acute!y disturbed people. Facilities 
such as day-centres, day-hospitals and hoste!s can make it possible 
for people to get assessment treatment or support without being cut 
off from all aspects of ordinary life. But some psychiatrie patients 
need the surveillance, respite from stress and responsibilities, and 
intensive treatment that only an in-patient facility can provide. 
Without underestimating the risk of institutionalism, we should 
remember that many modern psychiatrie wards bear little resem
blance to the state hospitals described by Goffman (1961), and that 
stigmatisation can be as much a consequence of odd behaviour in 
the community as of mental hospital admission. The social worker 
can contribute in helping to reduce the ill effects, and maximise the 
benefits of hospital care. This chapter considers some aspects of 
social work that relate specifically to the psychiatrie in-patient, and 
concludes with abrief discussion of the question of a hospital base 
for the specialist psychiatrie social worker. 

When patients are having intensive medical treatment the social 
worker may have little contact with them, but may nevertheless be 
in touch with the family. Although this is more often the province of 
the nursing staff, the social worker too may find it necessary to act as 
a link-person between family and medical staff, perhaps explaining 
the treatment procedures, the psychiatrist's plans, or the hospital's 
rules and routines. He mayaiso be entrusted with messages to the 
psychiatrist: questions about prognosis, about how best to cope, 
and requests for an interview. It is a sad reflection on our services 
that families often fee! excluded and bewildered, and too nervous of 
'authority' to put their concerns to the appropriate staff member 
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direct. Social workers, although willing to act as a go-between in 
such circumstances, might also seek to relieve themselves of this 
particular job by trying to change hospital practice, so that doctors 
become more approachable, and also more skilled in the task that 
social workers often have to become adept at: explaining 'medical 
matters' in language that people with no special ist knowledge can 
understand. This is one ofthe areas that can be profitably tackled by 
a relatives' group. Such groups have been set up in many places, 
often with the backing of a social worker, and they can use their 
pooled experience and influence to cope with problems that are 
beyond the capacity of any individual family. 

The other important linking role is between patient and family. 
Relationships often become strained at the point of admission. The 
essential skill is in helping people talk to each other. Through diplo
matic message-carrying, and tactful chairing of family conferences, 
one can do much to help relatives deal with anger or anxiety about 
the patient's behaviour, and to clear up misunderstandings on both 
sides. Hospital admission often constitutes a crisis point at which 
unresolved family difficulties - not necessarily related to the 
patient's illness - may come to a head, and become amenable to a 
problem-solving endeavour. In the section on crisis intervention it 
was suggested that it may be appropriate to construe hospital ad
mission in these terms. In so me cases, the patient's problems have 
been 'accommodated' by the family for years, but in a manner that 
has done little to ensure that he has had appropriate support, or 
even medical attention. Sampson, Messinger and Towne (1965) 
found examples of near-neglect stretching back over several years, 
and its converse, over-involvement and taking over the person's 
normal role - patterns which only came to light at the time of 
admission. In these circumstances, admission offers an opportunity 
for re-thinking the family life-style with help from a social worker. 

In the case of the longer-stay patient, the social worker, besides 
sharing with other professionals in the tasks of rehabilitation into 
work and accommodation, has a special role with regard to rehabili
tation into family and social relationships. 

Where family ties have suffered, it may be possible to re-establish 
relationships. A structured approach to this task was developed by 
O'Brien and Azrin (1973). Relatives received formal, specific invi
tations to come to the ward, and were assisted with transport. Every 
effort was made to ensure that the occasion was reinforcing for the 
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visitor, and it was clearly spelled out that the visit could be ter
minated at any time if the relative so wished. Visits by the patient to 
the relative were also carefully organised. Much planning went into 
how the time together would be spent, and the patients were given 
behavioural training in ways of making the occasion as pleasant as 
possible, for example by preparing refreshments and making inter
esting conversation. O'Brien and Azrin achieved remarkable success 
in bringing together people who had been estranged for many years, 
and made it possible to discharge the patients back to their families. 
Other workers, in a geriatrie setting, helped patients to establish the 
practice of letter-writing and, as a result of the project, significantly 
increased the number of letters the patients received (Goldstein and 
Baer, 1976). 

Whether or not such help in re-establishing relationships is part of 
preparation for discharge, encouraging family and other social con
tacts and visits outside hospital forms part of aseries of tasks that 
come under the general heading of 'normalisation'. Social workers, 
with their local knowledge, and their familiarity with many aspects 
of people's lives that may be overlooked in the hospital's concen
tration on people in their patient-role, are aware of the normal 
responsibilities and satisfactions of which long-stay patients may 
quite unnecessarily be deprived. Along with other professionals, 
especially, perhaps, occupational therapists, the social worker 
should be constantly seeking ways in which the in-patient can live a 
life like that of any other member of society: travelling on public 
transport, spending money in shops, going to pubs and cinemas. 
Many long-stay patients have 'forgotten' how to do these things, so 
it is not merely a matter of pointing out opportunities, or even 
arranging them on the patients' behalf. Helping someone who has 
lost confidence, or lacks the necessary abilities, is a task that requires 
a great deal of patience, sensitivity and skill. 

The author remembers a group of elderly ladies who reacted with 
both anxiety and annoyance at the suggestion that they might take a 
trip to the town centre. Closer enquiry revealed that they not only 
feared the bus journey, but they were unsure about the procedure 
for going into a shop and choosing new clothes. Furthermore, they 
were alarmed that this suggestion might be the thin end of the wedge 
- the start of a programme leading to discharge! In this situation, it 
was possible to assure them that nobody would be discharged 
against her will, and they were then happy to co-operate in a pro-
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gramme of learning to undertake more and more everyday activities 
outside the hospital. 

The example of these ladies is a poignant reminder of how a 
mental hospital can become the only horne that the person has or 
wants. Braginsky and his colleagues (1969) gave a striking demon
stration of a similar phenomenon: patients who believed they were 
being assessed with a view to discharge reported serious symptoms, 
in an obvious effort to discourage the psychiatrist from recommend
ing discharge. In another experiment, chronic patients (urtlike 
recently admitted patients) biased their answers on a questionnaire 
to give an impression of mental disturbance. The solution to this 
problem lies not in the hospital itself, but in society's provision for 
people who need a haven. As Williams (1971) expresses it: 

Increasingly, the mental hospital is becoming the only place 
where a person can obtain food, a roof over his head, without 
paying or working. Hardly surprising, then, that those who 
cannot get such necessities -in the world outside, are prepared to 
tell a few little lies about what is happening inside their heads, in 
order to gain access to this service. 

For some long-stay patients, it may be the friendships they have 
formed that are the key reason for their des ire to remain in hospital: 
the 'horne' as much as the haven. Some of the facilities mentioned in 
Chapter 12 might meet these patients' needs, especially if they can 
be discharged as a group of friends, or else helped to maintain their 
links at the hospital after they have left. 

Although the number of long-stay patients is gradually being 
reduced, it is unlikely that this trend will go on indefinitely, unless 
there is a very great increase in alternative sheltered accommoda
tion. This means that the kinds of help summarised as rehabilitation 
and normalisation will continue to be required. 

In-patients also need help with a variety of legal and practical 
problems of a highly specialised nature, some of which are ap
propriately the concern of the social worker. For example, those 
who are detained involuntarily may need advice about the provi
sions for appeal, and appeals tribunals can involve the social worker 
in either a decision-making role, or as an informant or expert wit
ness, providing reports on family and community resources. Ques
tions concerning the need for power of attorney, or a guardianship 
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order, or the making of wiIls, also have a strong social element. The 
patient's financial benefits and earnings from work in hospital can 
require special ist attention. 

Another important aspect of hospital social work is the ability to 
work at the level of the organisation itself. Social workers with a 
'systems' orientation have worked to change policies on general 
wards; and similarly in psychiatry, problems experienced by a 
number of patients and/or their families may need to be approached 
at ward or management level. Examples from the author's ex
perience inelude the question of visiting hours, use of a patients' 
canteen, and administrative barriers to co-operation with a volun
tary agency for problem drinkers. In order to tackle such matters in 
a rational and non-piecemeal fashion, the worker needs knowledge 
of organisational structures in general, plus special knowledge of his 
own hospital in particular. Cumming and Cumming (1957) describe 
their study of a large state hospital as a social system, and how an 
accurate understanding of the organisation enabled them to work 
towards changes affecting many of its patients and staff. The 
present-day social worker, confronted with a less daunting insti
tution, and pursuing less ambitious goals, can still learn from their 
analysis and their strategies. 

I think the range of specialist knowledge and concentrated ex
perience needed for the performance of the roles outlined here is 
sufficient to justify the continued existence of the hospital-based 
psychiatrie social worker. A hospital base provides the opportunity 
to develop expertise. It also facilitates the elose working relationship 
with other members of the inter-disciplinary team that is essential in 
providing co-ordinated, comprehensive help to both short- and 
long-stay patients. But being hospital-based also carries the risk of 
losing some of the very qualities that make the social worker's 
contribution so valuable: awareness of things social, knowledge of 
ordinary life and resources in the community. However, this is by no 
means an inevitable consequence, and the hospital social worker can 
and should follow up patients when they leave, visit their hornes, 
and liaise elosely with social work colleagues in the community, as 
weIl as with other services. Community-based colleagues have every 
right to complain ifthese tasks are omitted, and ifthe hospital social 
worker is seen to pass on the less promising, that is, chronic elients, 
and to take on an exelusively therapist role, leaving the other social 
work responsibilities to them. 
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The division of labour between hospital and community social 
workers will depend on a variety of considerations. Apart from 
obvious restrictions, such as distance from elients' hornes, it is often 
proposed that the short-stay, and the 'revolving door' clients, are 
better served by social workers based outside hospital. On the other 
hand, it can be argued just as strongly that the elient with repeated 
admissions may benefit from having a hospital social worker who 
gets to know hirn weIl. This debate continues, and each area tends to 
develop its own patterns of social work service. One thing is elear, 
however: opportunities for mutual consultation and elose liaison 
must be built into the system. And it is the author's view that even if 
'hospital specialism' can be done without, 'mental illness specialism' 
is essential. 
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Concluding Remarks: 
Research and Recording 

Reading research does not seem to be as prominent an activity as it 
might be among practising social workers. Doing research is often 
viewed as a sophisticated luxury, reserved for members of other 
professions and those who are comfortably remote from the harsh 
realities of practice. Of course, it can be argued that social work with 
the mentally disordered is in no greater need of research-mindedness 
than any other aspect of social work; but if we are committed to 
trying to improve our service to this dient group, we need to chal
lenge the current state of affairs. 

A great deal of excellent research has been done in psychiatry 
over recent years, and this book mentions only a small proportion 
of the findings that can enhance our practice now. Research is pro
ceeding apace, so that everyone who works in this field needs to try 
to keep abreast of new information as it becomes available, by 
reading the journals and attending conferences. It is important to go 
to the sources: second-hand accounts (this book is no exception!) 
tend to highlight those facets of other people's work that best sup
port the particular bias of the author. This is why, for example, it 
is not uncommon for social workers to expect more of crisis inter
vention than it can possibly deliver. In this case the problem is 
largely due to incomplete second-hand reports of the studies. The 
view that parents cause schizophrenia is still widely held among 
social workers: this is due to the uncritical acceptance of defective 
research. 

None of us is immune from such failings. Not only must we read 
more, we must also read more critically. Fischer (1978) has pro
posed a helpful set of guidelines for assessing the value of research 
studies; and Sheldon (1978) suggests that we need to discard much 
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that is speculative if we are not to be overburdened with confiicting 
theories that have neither empirical validity nor practical usefulness. 
Writing as a social work teacher, I am aware that it is one of the 
academic's paid responsibilities to undertake this work, and that 
field social workers in most agencies are not permitted the time they 
require to fulfil this part of their professional (ethical) obligations. 
However, the more ofus that are concerned ab out the proper under
standing and dissemination of research, the faster we shall progress 
towards an approach to intervention with asound supporting 
rationale. 

The work on institutionalism (Wing and Brown, 1970), on depres
sion in housewives (Brown and Harris, 1978), and on schizophrenia 
and family interaction (Vaughn and Leff, 1976), are examples of 
complex research studies that have yielded suggestions for service
planning and for individual casework as weil. By contrast, interven
tion with a very small group of patients and families who had 
become estranged has been described and evaluated in painstaking 
detail (O'Brien and Azrin, 1973). This paper provides practical 
guidelines for our work with similar problems. Evaluative research 
on the treatment of phobias has been sufficiently rigorous and con
vincing for us to know what approach is most likely to help most 
patients (Marks, 1978). The dossier prepared by MIND (1978) on 
discrimination at work has done much to make policy-makers 
aware ofthe problem, and to encourage debate about how this form 
of injustice can be combated. 

Knowing about studies like these is useful in our day-to-day work 
with individuals, families and small groups, and such knowledge is 
vital if social workers are to infiuence the provision of services, 
whether within one's own small working group, in local drives to get 
resources and alter the way things are currently done, or in a 
national campaign to change the law or to obtain better state provi
sion for the mentally disordered. We have to be armed not only with 
arguments, but also with facts. If we believe that it is part of our 
responsibility to seek change at any level, then it is a matter of 
professional ethics to keep up with research. 

Despite the advances in knowledge referred to throughout this 
book, there remain large areas ofignorance. We still know very little 
about the nature of mental disorder, and in many situations decid
ing how best to help is a matter of intuition rather than of rational 
choice. Social work as a profession has a duty to add its contri-
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bution to the general store of knowledge that will sooner or later 
lead to more humane and more effective services. Studies carried out 
by Olsen (1976a) on boarding-out, by Ryan and Hewett (1976) on 
hostels, and by Creer (Creer and Wing, 1974) on living with schizo
phrenia, are outstanding examples of research contributions by 
social workers. 

Research, after all, is no more and no less than purposeful, sys
tematic knowledge-gathering. If we define it like this, it becomes 
clear that 'doing research' is something that can be built into the 
daily activities of the field social worker. The rest of this chapter 
outlines some possibilities. 

Information about resources and needs 

The social work practitioner, especially if he has a caseload com
posed largely of psychiatrie patients and their families, is in a unique 
position to amass the sorts of knowledge that could infiuence the 
services these clients receive. But this knowledge is unsystematic, 
impressionistic, and rarely put to use by anyone except that worker 
hirnself with his own clients. Let us consider some examples of 
important knowledge areas. 

A frequent type of referral is the request to place a client in a day
centre. The worker soon becomes aware that finding a place at all is 
difficult, and that some cent res are either hard to get to (a transport 
problem), or unwilling to accept certain clients (a matching prob
lem). In such circumstances, it is understandable that the worker 
may omit to record his client's need and the reason why he has not 
taken steps to meet it - or else the information is buried in the 
individual file. Yet this social worker could gather together evidence 
of needs and resources that might lead to an improvement in provi
sion within the region. The 'non-researching' - or non-recording -
social worker could certainly, if asked, give his opinion about the 
situation; but the worker with facts and figures is in a far better 
position to contribute to planning, and to exert pressure on the 
controllers of resources - his own agency, or perhaps a voluntary 
body that might finance new facilities if the need were brought to its 
attention. It has been shown that in some areas hostels for 'short
term rehabilitation' are under-used, whereas large numbers of 
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patients with little hope of returning to work in the foreseeable 
future are homeless: facts - not impressions - about this state of 
affairs have led to reconsideration of the aims of the hostels. Certain 
hostels may consistently refuse to take patients on maintenance 
medication, such as lithium carbonate or phenothiazines. Where 
this is shown to be a recurring pattern, the social worker and his 
colleagues might plan a discussion with the hostel staff in the hope 
of achieving a change in their policy. 

Another example of a subject area of considerable concern to the 
mentally disordered and their families is that of welfare rights. 
Such bodies as the National Schizophrenia Fellowship collate in
formation on the experiences of claimants, and disseminate it for the 
benefit of others who are in difficulty, as weIl as using it to support 
their arguments for policy changes at national and local level. The 
social worker can both add to the fund of knowledge by providing 
details of experience in his own area, and himself collate it in order 
to seek a change in procedure at the local social security office. We 
have to accept that an account of a single case, though it can some
times be persuasive, may be disregarded as a one-off event. 

Investigators running large-scale research studies often hold feed
back sessions for the people who have provided their data. In the 
same way, small-scale research on resources for the mentally ill can 
be accompanied by feedback to the people who provide the facilities 
- for example, day-centre and hostel staff and managers - and, 
equally important, to bodies who are not fulfilling a particular need, 
or have withdrawn a needed resource. Both negative and positive 
feedback are valuable - too often, only the negative feedback is 
given, the successful efforts by workers and managers being taken 
for gran ted. A valuable spin-off of feedback procedures is that they 
can become mutual. The hostel warden, the day-centre staff, and the 
social security officers can inform the social worker about such 
matters as appropriateness of referrals and quality of back-up sup
port, and can provide extra detail ab out the clients' fortunes. 

How and where to record all the diverse facts about needs and 
resources is a major problem for the busy social worker trying to 
keep his records up-to-date. This problem means that much poten
tially useful information is well-nigh impossible to retrieve. While 
there are certainly no easy solutions, one useful approach is to keep 
a running record with 'hard' data separately from the 'softer' data of 
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our casework assessment and procedures. Lavan (1980) describes a 
method of recording on punch-cards, which makes it possible for 
large amounts of information to be retrieved and collated. 

Alternatively, information can be recorded by facility as weil as 
by case. Most social work offices maintain resource files, but these 
te nd to give a rather static account of the facility. Abrief, running 
record of the experiences of social workers and their cJients in using, 
or seeking to use, a particular facility provides information that is 
readily accessible to colleagues, and can yield feedback for the pro
viders of the resource and evidence to back up elforts to secure 
improvements. Over time, the record will help to cJarify the impres
sion that, for example, Hostel X has stalf who go to considerable 
lengths to accommodate phases of bizarre or withdrawn behaviour, 
or Hoste! Y is particularly successful in obtaining work opportu
nities for its residents. 

It might be argued that the task of gathering information of the 
kind discussed here belongs properly to the role of the designated 
research officer or the administrator. However, the social worker on 
the front line has special opportunities and responsibilities. In col
laboration with colleagues in his own agency, and with members of 
his other team, the multi-disciplinary team, he can work towards 
improvements in the services for his current and future cJients, and 
for many other people as weil. 

Effectiveness research 

Researchers studying the work of social workers (Goldberg and 
Warburton, 1979) have developed a particular style of record
keeping, the 'case review system'. The worker lists the problems to 
be resolved at the beginning of intervention, and action taken and 
planned; and at intervals returns to this check-list to record progress 
and future plans. Similarly, in psychiatry, along with other medical 
specialties, the 'problem-oriented' case record is gaining acceptance 
(Fry, 1978). Looking at these developments with an awareness of 
the immense difficulties involved in trying to evaluate psycho-social 
interventions, one cannot but feel that such systems are still very far 
from providing real evidence about the elfectiveness or otherwise of 
our work. Nevertheless, compared with traditional narrative forms 
of recording they olfer considerable advantages. At the very least, 
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we are constrained to state in advance what we ho pe to achieve by 
the particular actions we are taking, and to note whether or not our 
objectives have been met. This does not, of course, provide definite 
proof that our intervention was responsible for the outcome. 

However, if aseries of clients do weil at job interviews following 
social skills training, whereas clients who receive only general advice 
about job-finding do less weil, then we have at least some support 
for the view that social skills training might be usefu1 for similar 
clients with similar needs. That information will be useful for the 
training officer who is considering whether funds should be allo
ca ted to teaching social workers how to conduct social skills groups. 
In a tentative way, innumerable questions about methods of inter
vention can be elucidated. And even where the intervention is hard 
to classify, and the client or his problem unusual, the social worker 
who keeps a problem-oriented record will be monitoring his own 
work, and will at least be able to recognise whether his help is 
proving ineffectual, and whether he ought to change tack. 

Better evidence, though still only suggestive, is obtained by 
the more detailed single-case design (Jayaratne and Levy, 1979; 
Sheldon, 1978). This type of practice research, mainly done by 
behavioural workers, requires that the problem be specified pre
cisely, and expressed in terms of a baseline. This is a rating or 
measurement of the behaviour, feelings or thoughts that are causing 
problems when the social worker begins his intervention. It is 
repeated at intervals, in order to monitor progress. This is the basic 
'before-during-after' design. More sophisticated designs are avail
able, which offer stronger evidence that the intervention is in fact 
responsible for any change that occurs. Besides measurements of the 
frequency of a concrete, observable behaviour, simple rating scales 
can be used by either worker or client, to assess change in feelings or 
attitudes. 

Even where a sophisticated single-case design provides very power
ful evidence that the procedures used are in fact having a beneficial 
effect, this does not permit us to assurne that the next person who 
comes along is going to benefit from the same procedures: in other 
words, it is not possible to generalise from a single case, no matter 
how sure we are that what we did in that case was helpful. However, 
ifwe test our procedure out repeatedly in this way, then we can build 
up a powerful rationale for trying the same approach with the next 
client who presents a similar set of difficulties. The author has used 
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the single-case design with a wide variety of problem areas: getting 
up in the morning, doing household chores, delusional talk, eating, 
reaction to teasing, sexual activity, rows, feelings of depression. In 
all such problems we need to specify the behaviour exactly, and 
count its incidence, or else use a rating scale - for example, of 
anxiety level or depressed mood. 

Problems of an 'either-or' variety, such as getting a job, finding 
accommodation, or obtaining social security benefit, clearly do not 
require this type of monitoring: either the objective has been met or 
it has not. However, it is not unusual for us to treat a 'frequency' or 
'intensity' problem as if it were an 'either-or' problem. Examples 
include budgeting: this is not a one-off problem, but will probably 
change gradually, with ups and downs along the way. Similarly, one 
talk with the family about the importance of taking medication 
might indeed have the effect that the patient takes it consistently 
thereafter, but it is more likely that the situation will require careful 
monitoring. Attendance at a day-centre, reducing the frequency of 
family rows, overcoming agoraphobia, are further examples of 
objectives that are not 'either-or'. 

The kind of very small-scale, outcome-oriented research outlined 
here is within the capabilities of every social work practitioner: 
'building research into practice', as Fischer (1978) calls it, will pro
vide a basis for large-scale evaluative studies, which should come 
after hypotheses about 'what helps' have been tested out repeatedly 
by many different social workers in many settings. 

Most of the research quoted in this book comes from the efforts of 
workers trained in other disciplines. Some of them are academics in 
the fields of psychology, sociology or social administration. But 
others are practitioners, especially psychiatrists - the relatively new 
specialism of community psychiatry has provided us with much 
useful information - and also clinical psychologists, who have con
tributed tö our knowledge of treatment procedures, and given us 
new research tools, such as the single-ca se design. 

Social workers have much to gain by becoming more attentive to 
the findings of other workers. But there is another side to the matter: 
social workers can bring a unique perspective to bear on the prob
lems of the mentally disordered and their families. This means that 
besides reading the research reports from other professionals, we 
ought to be able to comment upon them helpfully; and besides 
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reading research, we ought to be doing it. And so, like many com
menta tors before me, I end with a plea for research - not as an 
alternative to social action or 'simply doing the job', but as a pre
requisite for better campaigning and more responsible practice. In 
the words of the Seebohm Committee (1968): 

The Personal Social Services are large-scale experiments in ways 
of helping where there is a need. It is both wasteful and irrespon
sible to set experiments in motion and to omit to record and 
analyse wh at happens. It makes no sense in terms of administra
tive efficiency, and however !ittle intended, it indicates a careless 
attitude towards human welfare. 
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Some common psychiatrie terms 

acting out (psychoanalytic) unconscious reproduction of conflicts in acÜon 
rather than words; often applied (imprecisely) to any aggressive or anti
social behaviour 

acute of sudden onset and lasting only a short time 
adaptive appropriate, meeting the demands of the environment 
addiction compulsive craving which the person cannot overcome 
aetiology causes 
atrect [stress on first syllableJ mood 
atrect, f1attening of lack of emotional response 
atrective disorder disorder with mood disturbance as the main feature, e.g. 

depression, mania 
atrective lability tendency to rapid mood swings 
amnesia loss of memory 
amphetamines drug used as stimulant in depression, and as a diet pill in 

obesity 
aphasia (dysphasia) disorder in the use of speech symbols 
arteriosclerotic dementia dementia due to damage to the brain following 

multiple blood dots appearing throughout the brain 
assertive training behavioural technique in which dient learns to over-

come social anxiety by learning to assert himself 
ataxia loss of co-ordination of voluntary movements 
barbiturates a dass of drugs that act as central nervous system depressants 
behaviour modification/therapy methods for changing behaviour derived 

from learning theories 
benzodiazepines group of sedative drugs (tranquillisers), e.g. Valium 
catatonic type of schizophrenia characterised by psychiatric symptoms 

such as stupor, holding a bizarre posture for long periods or hyperactivity 
catharsis discharge of repressed feelings 
central nervous system the brain and the spinal cord 
chlorpromazine a major tranquilliser 
chorea disorder with jerky, spasmodic movements 
chronic lasting for a long time (opposite of 'acute') 
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cognitive related to thoughts and ideas 
compulsion feeling of subjective obligation to perform some action, com

bined with feeling of resistance 
conditioning, c1assical (pavlovian, respondent) procedure ofpresenting two 

stimuli together, the unconditioned stimulus and a neutral (conditioned) 
stimulus, which causes the subject to respond to the neutral stimulus as to 
the unconditioned stimulus 

conditioning, operant (instrumental) procedure of following a response by 
consequences (positive or negative reinforcement or punishment) leading 
to an increase or decrease in the frequency of the response 

confabulation fabrication to fill in gaps caused by memory loss 
cyclothymic having pronounced mood swings 
delirium acute mental confusion, often with illusions, hallucinations, 

disorientation 
delirium tremens acute psychosis in alcoholics; main features: clouded 

consciousness, disorientation, fear, illusions, delusions, hallucinations, 
restlessness, and tremor 

delusion false belief not held by others of the same social or cultural group 
dementia loss of intellectual faculties 
depersonalisation loss of feeling of being real 
desensitisation a behavioural method used to extinguish· phobias; the 

patient is relaxed, and then gradually exposed to the feared stimulus 
disorientation loss of perception of time and place 
dissociation state in which feelings, thoughts and actions are not in 

harmony 
double bind hypothesis theory concerning development of schizophrenia: 

the child is given contradictory messages on different levels and cannot 
escape or point out the contradiction 

dynamic concerned with cause and effect or drives and motives 
empathy ability to perceive the feelings of another person 
endogenous arising from within 
epidemiology study of the incidence of disease in a population (i.e. the rate 

at which new cases occur over astated time period) and of the prevalence 
(the absolute number of cases at a particular point of time or over a 
stated period) 

exhibitionism impulse to exhibit the genitals 
ftight of ideas rapid flow of speech characterised by jumping from one 

topic to another 
ftorid (of symptoms) dramatic, strikingly obvious 
folie • deux delusional system or other form of psychosis in two 

individuals 
fugue period of amnesia in which a person may leave horne 
hallucination perception that has no basis in reality; can be auditory, 

visual, gustatory (taste), olfactory (smeIl), or tactile (feeling) 
hebephrenie type of schizophrenia, often beginning in the teenage years; 

key features include shallow, inappropriate mood, and giggling 
hypnotic sedative drug prescribed as a sleeping tablet 
hypochondriasis preoccupation with health 
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hysteria disorder in which disturbance of consciousness or motor or sen
sory function seems to procure some psychological advantage 

hysterical conversion unconscious process whereby internal conflict and 
distress is converted into external, visible disability 

ideas of reference beliefs that everyday events have a special meaning for 
the individual 

illusion distorted perception 
imipramine drug prescribed for depression 
insight awareness of state of one's mental health 
involutional occurring in middle age 
learning theories theories of behaviour concerned with the relationship 

between behaviour and its antecedents and consequences 
libido sexual desire 
lithium a mood-stabilising drug 
manie characterised by overactivity and overoptimism, aggressiveness, 

grandiose ideas 
mental disorder global term referring to all categories of mental disability 
morbidity extent to which a disease is present in a defined population 
neuroses group of mental disorders dilrerentiated from psychoses by such 

features as insight and milder disturbance 
obsession persistently recurring thought 
paraphrenia paranoid psychosis with hallucinations but few other psy

chotic symptoms 
paranoia delusions of persecution 
parkinsonism syndrome characterised by tremor, rigidity, mask-like face 

and loss of spontaneous movement 
pamate an antidepressant drug 
personality disorder disorder distinguished from mental ilIness as a 

character type rather than a break in functioning 
phenothiazine tranquillising drug used in treatment of major psychoses 
phobia irrational fear of any object or situation 
presenile dementia dementia occurring before the age of 65 
prognosis forecast of future course or outcome of disorder 
prophylaxis prevention of disorder 
psychodrama form of psychotherapy in which the dient enacts important 

situations in the presence of others, who help hirn to gain insight into his 
difficulties 

psychogenic having a psychological cause 
psychosis severe mental ilIness dilrerentiated from neurosis by such symp

toms as lack of insight, delusions, hallucinations and disordered speech 
psychosomatic of physical illness with psychological causes 
psychotropie drugs drugs that alrect the mind: antidepressants, major 

tranquillisers, minor tranquillisers, sedatives and stimulants 
puerperal following childbirth 
reactive provoked by stress 
retardation slowness in speech or actions 
schizoatrective having features of both schizophrenic and manic or de

pressive illness 
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simple schizophrenia type of schizophrenia which develops insidiously and 
is less obviously psychotic than other types 

stupor state of immobjlity and lack of response in wh ich consciousness is 
not entirely lost 

syndrome cluster of symptoms and signs in a familiar pattern 
therapeutic community hospital or other setting which stresses democratic 

procedures, role-blurring, and making use of the whole community and 
its everyday incidents as both a context and a means of therapy 

thought blocking breaking off speech, believed to be due to another 
thought interfering with the original one 

thought disorder (formal thought disorder) abnormality of verbal expres
sion, e.g. blocking, flight of ideas 

Some common terms used in research 

baseline record of behaviour made before treatment begins 
control, experimental the control of all extraneous variables (e.g., age, 

degree of illness) so that any change in the dependent variable (e.g., 
improvement) can be considered a function of the independent (experi
mental) variable (e.g., treatment method) 

control group a group equivalent to experimental group in all respects, 
except for the independent variable, wh ich the experimental group gets 
and the control group does not 

correlation the degree to which two variables vary together 
empirical based on systematically observed facts and experiments 
experimental group subjects in an experiment who are exposed to the 

independent or experimental variable (e.g., treatment method), and are 
matched with the control group in every way except exposure to the 
experimental variable 

hypothesis a tentative statement to be proved or disproved by evidence 
random sampIe cases drawn from a population in such a way that all cases 

in the population have an equal chance of being selected 
significant difference difference (between two sampIes) so great as to be 

unlikely to have been caused by chance 
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