What is mental health and mental disorder?

Mental health is in a constant state of flux and is affected by a variety of things such as life-events, stress, environmental factors (like being in prison), relationships, losses, financial problems, and physical health problems.  Everyone faces stressful periods of their life and usually as long as they are short-lived and the person has the coping strategies to deal with them, then usually they get through it.  However, if the stress is severe and prolonged, and a person has an underlying vulnerability, then it is likely that they will develop a mental health problem.  This can manifest itself in a number of ways either with mood problems, anxiety problems, or psychosis (loss of reality).

Mood disorders (depression)

Depression is a very common mental disorder and it can be relatively short-lived and minor, but for some it can become a chronic and severe illness.  According to the World Health Organisation ICD-10 classification of diseases, it is characterised by a lowering of mood, reduction in energy and activity.  The lowered mood remains the same from day to day and seems unaffected by changes in circumstances.  Symptoms include: tearfulness, loss of appetite, loss of libido, feelings of guilt and worthlessness, loss of interest in things, poor sleep (either too much or too little), sleep disturbances including early morning waking, constipation, negative view on life both past and present, and socially withdrawn.  Often depression can be triggered by a change in a person’s circumstances such as going into prison (and being separated from loved ones), redundancy, grief, and long term illness.  Some people will have recurrent episodes of depression throughout their lives.  People with major depression are 20 times the rate of commit suicide than suicide in other groups, so it needs to be taken seriously and people need to access assessment and treatment for it.  Treatment includes talking therapies (such as counselling); help to cope with symptoms such as cognitive behavioural therapy for negative thoughts, social support, and anti-depressants.

Anxiety or neurotic disorders

Feeling anxious in response to a specific situation (e.g. public speaking) is quite normal, but some people develop severe anxiety which may or may not be specific to a trigger.  Symptoms include: extreme restlessness and agitation, complaining of physical symptoms such as palpitations, sweating, breathlessness, shaking, diarrhoea and indigestion, problems sleeping, problems concentrating, and constant worrying.  In addition people might have “panic attacks” which are extreme anxiety response with no apparent cause.  They begin suddenly and are difficult to predict.  The person feels terrified, and has difficulties breathing (hyperventilation) dizziness, heart pounding and a sense of doom.  

Other people develop “obsessive compulsive” disorders.  An obsession is usually an unpleasant idea that the person can’t stop thinking about (thoughts of harming a loved one); and a compulsion is a behaviour that a person can’t stop doing e.g. hand washing, counting etc.  A phobia is an “unreasonable” fear and the person copes by avoiding the trigger at all costs.  This could be anything from cotton wool to snakes.  Phobias in their extreme form can be very disabling as they prevent people from doing their normal activities.

Anxiety disorders benefit from talking therapies and practical exercises to help cope with specific symptoms.  Relaxation sessions and meditation can be very helpful.  In addition, people may be prescribed short-term “anxiolytics” such as benzodiazepines e.g. diazepam, but these should be prescribed with caution as it is east to become reliant and physically dependent on these types of drugs and it is then very unpleasant to withdraw them.  People with OCD and phobias may benefit from behavioural and cognitive therapy to break the connections between the fears and the avoidance or compulsive behaviours.  This would usually be delivered by a clinical psychologist or other health professional with specific expertise in this field.

Post-traumatic stress disorder arises as a delayed or protracted reaction to a highly stressful life event (of a catastrophic nature) that is likely to cause severe distress to anyone who experienced it.  This includes torture, war, disasters (e.g. London bombing of 2005), and extreme physical, or sexual abuse.

Symptoms of PTSD (ICD-10) include reliving the trauma through intrusive (often very intense and real) memories (also known as “flashbacks”), dreams and nightmares about the traumatic experience, a sense of numbness and detachment from those around them, unresponsive to their environment, and anhedonia (which means inability to experience pleasure).  In addition, the person is in a constant state of “hyperarousal” and hypervigilant which means they are in a state of high alert for danger, with an enhanced startle response.  People with PTSD have accompanying anxiety and depression and may use drugs and or alcohol to control some of the above symptoms.  PTSD usually begins a few weeks or months after an event, and can take a chronic course lasting many years and may ultimately lead to enduring personality change.  Some people by their nature or past histories of mental illness may have a lowered threshold for the development of PTSD, or aggravating the symptoms. PTSD can be treated with counselling, support and medication, but the treatment should be given by someone with specialist skills in this area.

Schizophrenia

According to the World Health Organisation ICD10 classification of disease, schizophrenia is a disorder of thinking and perception and affects (feelings and emotions) that are inappropriate or blunted.  This is a serious and enduring mental illness characterised by “psychosis”.  Psychosis means that people have difficulty separating what is real from imaginary happenings.  The symptoms can be divided into positive (things that are present) and negative (things that are absent). Positive symptoms include odd or unusual beliefs that they hold with very strong conviction (sometimes referred to as delusions) such as the FBI has bugged their TV. They may have strong convictions that some external force is controlling their thoughts and behaviour (delusion of control, influence) and may feel powerless over this.  They may also report hearing noises or voices that no one else can hear (auditory hallucinations).  These are often voices making comments or discussing them in the third person.  They can be benign but more often derogatory or frightening.  Some auditory hallucinations actually command the person to take some action (command hallucinations) and people have acted upon these if they perceive it to be very real and powerful.  Sometimes these commands can be to harm themselves or others.  Other thought disorders include thought insertion or withdrawal, thought broadcast and thought echo.  Negative symptoms include being socially withdrawn, lacking motivation to do things, and not experiencing pleasure from anything.  People with schizophrenia have a higher risk of suicide than general population due to the distress caused by the symptoms and hopelessness of having a long term disabling mental illness.  However, it is not a hopeless picture, as people who have been diagnosed with schizophrenia can learn to manage their lives and their symptoms well with schizophrenia with a combination of stable living conditions, emotional support, antipsychotic medication, psychosocial interventions (such as Family Work and Cognitive Behavioural Therapy).  People with schizophrenia can live a fulfilling meaningful life.

* Schizophrenia should not be considered as a diagnosis in the presence of organic brain disease (Alzheimer’s, brain injury) or in the presence of drug and alcohol intoxication or withdrawal.  Intoxication and withdrawal will produce some of the symptoms described above but these should be short-lived (“drug-induced psychosis”).  If the symptoms are severe then the person may benefit from antipsychotic medication and a safe environment in which they can be monitored.  If psychotic symptoms persist after a few days or weeks of being “clean” from substances then further assessment would be warranted.

Bi-polar Affective Disorder (Manic Depression)

This illness causes extreme mood swings, so people may have episodes of extreme happiness or mania, and then plummet to despair and depression.  Some people will experience psychotic symptoms at either end of the spectrum as well.  Someone who is elated will have pressure of speech (talking fast and incessantly), restless and agitated, flight of ideas (having lots of ideas), little or no sleep, disinhibition (may take off clothes, or act sexually), feel powerful or famous.  When depressed they will exhibit symptoms as described in the depression section.  When people are stable they function very well.  People are treated with mood stabilisers and psychosocial interventions.

Personality Disorders (PD)

According to the ICD-10 personality disorders (PD) are severe disturbances of personality and behavioural tendencies of individuals that are not resulting from disease, damage or other insult to the brain, or other psychiatric disease.  They involve many areas of personality, cause considerable personal distress and social disruption and usually manifest during childhood and adolescence and continue through into adulthood.  These are disorders of thinking and behaviour that are deemed to be fixed from an early age and not subject to change in any major way.  PD is quite common, but only the severe PD come to our attention.  They may develop as a result of traumatic experiences in early childhood and are most common in people who have been abused sexually or violently.  Personality disorders are manifested in a number of ways.  The most common forms of PD seen in prisons are antisocial personality disorder and borderline personality disorders.  Antisocial PD is closely linked with adult criminal behaviour and associated with substance use. People with antisocial PD find boredom is difficult to cope with, and they may find it difficult to hold down a job or stay in a long-term relationship. They tend to act impulsively and recklessly, often without considering the consequences for yourself or for other people. They tend to do things even though it may hurt others as they put their needs above everyone else’s.  People with borderline PD tend to have problems controlling their emotions, and have an extreme fear of abandonment by others.  Ironically this fear leads to being over dependent and demanding on other people which in turn pushes them away.  Impulsive acts of self-harm and suicide attempts are common with people with BPD, as is substance use.  They are a challenging and demanding group to work with.

Many people with PD also have co-morbid mental health problems such as depression and psychosis, which require treatment in their own right.  

It used to be thought that people with personality disorders were “untreatable” and therefore could not be treated in mental health services.  However, developments in understanding and treatment have meant that services need to respond to people with personality disorder (Department of Health-Personality-No Longer a Diagnosis of Exclusion 2003), services need to adapt and respond to this client groups needs, rather than exclude them from services.  People with personality disorders can be helped to understand their problems, and learn to manage some of their symptoms and behaviours.  People with personality disorders are best managed with consistent boundaries around their behaviours, and feedback about how their actions may affect others.

Asperger’s Syndrome

This is a form of autism (Autism is that is not associated with deficits in cognitive abilities or language development.  It begins in childhood, but is often not picked up as the child appears to be developing normally (if a little “odd”).  Asperger’s Syndrome is characterised by restricted, stereotyped repetitive repertoire of interests and activities.  In addition there is often marked clumsiness and they adopt odd postures.  There is a lack of empathy about how others might feel; difficulty reading other peoples’ non-verbal behaviour (for example may not pick up the cues that someone is getting angry and hostile towards them).  They have one-sided interactions, lack the usual social norms in interactions (such as turn taking in conversations) and have difficulty forming friendships.  They often have intense absorption in a limited field of interest (such as train spotting).  Asperger’s Syndrome is more common in males than females.  In addition to the symptoms described above, people with Asperger’s Syndrome may have phobias, sleep and eating problems, temper tantrums and aggression.  It is the aggression that may lead to a criminal conviction and prison.

Attention Deficit Hyperactivity Disorder

This is known as a hyperkinetic disorder (excessive activity) and is most commonly seen in children.  It usually begins to manifest in the first five years of life, and is characterised by a lack of persistence in activities that require cognitive involvement (such as reading, puzzles, games).  There is a tendency to move from one activity to another without completing anything.  They are disorganised and show excessive activity.  They are often reckless and impulsive and prone to accidents.  They end up in trouble with parents and teachers because of unthinking breeches of rules rather than deliberate defiance.  They are socially disinhibited in their relationships to adults and lack the normal caution and reserve.  They end up unpopular with other children and become isolated.  Cognitive impairment is commonly seen; this is usually delays in language and movement.  ADHD can persist into adulthood and lead to antisocial behaviours and offending.  Adults with ADHD may be treated with antidepressants or stimulants which help alleviate some of the hyperactivity and help to concentrate.  A diet that is low on additives and processed food has also shown a reduction in problematic behaviours.

Mental Health Problems in Prisons

There is considerable research to suggest that the prison population are at greater risk of developing mental health problems compared with people of a similar age and gender in the community (Liebling, 1993). Furthermore, prisoners are less likely to have their mental health needs recognised, are less likely to receive psychiatric help or treatment, and are at an increased risk of suicide (Birmingham et al, 1996).  
Some figures

Mental health problems are to be expected rather than seen as unusual in prisons.  78% of male remand, 64% sentenced men and 50% of female sentenced have a mental health problem.  (Singleton 1998).  40% male and 63% female have neurotic disorders (over 3x level general population). 7% male and 14% female prisoners overall have psychotic disorders, 10% of people on remand have psychosis.  The rates in sentenced males are 7% and 14% for female sentenced prisoners.  64% males have PD, 50% females have PD 12 and this is 14 x greater than the general population.  Unsurprisingly, anti-social PD has the highest prevalence (63% remand, 49% male sentenced, 31% female sentenced)

Paranoid personality disorder is often found in combination with ASPD in criminal populations and is characterised by pervasive mistrust and suspiciousness.  

It is next most common personality disorder with rates of 29% of male remand, 20% of male sentenced, and 16% of female prisoners. Borderline personality disorder is more common amongst women prisoners.  About 20% of women prisoners have borderline personality disorder.

Overall the most common mental disorders in prison are:

1. Personality disorder (ranging from 50% in both sentenced and remand female prisoners, to 78% in male remand prisoners Singleton et al, 1998)

2. Neurotic disorders (ranging from 40% in male sentenced prisoners to 76% in female remand prisoners, Singleton et al, 1998)

3. Drug dependency (ranging from 34% in male sentenced prisoners to 52% in female remand prisoners, Singleton et al, 1998)

4. Alcohol dependency (ranging from 19% in female sentenced prisoners to 30% in both sentenced and remand male prisoners, Singleton et al, 1998)

In addition, between 7% (male sentenced prisoners) and 27% (female remand) have attempted suicide in the last year; between 6% (male sentenced) and 13% (female sentenced and remand) have a schizophrenic or delusional disorder; between 5% (male remand) and 10% (female sentenced) have self-harmed during their current prison term; and 1-2% of prisoners have affective psychosis (Singleton et al, 1998).
Useful Websites

MIND- mental health charity covers all aspects of mental illness www.MIND.org.uk
Rethink- mental health charity focusing on schizophrenia www.rethink.org.uk
Sainsbury Centre for Mental Health www.scmh.org.uk
