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FOREWORD
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This book is an inspiring success story and a stirring call to further action. Its message is as compelling as it is important: the social costs of mental illness are terribly high, and the costs of effective treatments are surprisingly low.

Some time ago, my colleagues and I set out to measure how much suffering there is in our society. We conducted several studies in which a large number of people provided a description of their day; they broke their working hours into episodes, for each of which they specified the starting time and ending time. For each episode they indicated the main activity in which they had been engaged at that time, and they rated the extent to which they had experienced various emotions. We classified as “suffering” any episode in which at least one of the negative emotions (for example, “depressed,” “worried,” or “angry”) was rated as more intense than all the positive emotions in the list (for example, “happy,” “enjoying myself”). We then computed for each individual the total duration of bad episodes and the fraction of the day in which she had suffered. We collected responses from many hundreds of women in several countries (United States, France, and Denmark) and observed that the average time spent suffering was between 15% and 20% of the waking day. We also found that the distribution of suffering among individuals was grossly unequal. About half the respondents indicated no suffering at all. But the 10% who reported the most pain accounted for nearly half the total suffering that we recorded in our sample.

The conclusion was stark: A significant minority of the population is in almost constant psychological pain. A more positive conclusion was that if we wish to reduce suffering in our society, we should concentrate on alleviating the emotional (and physical) pain of the most afflicted individuals. The sufferers at any one time include people who have suffered a calamity of some kind—a painful divorce, the death of a relative. There is not much that society can do about that. But the sufferers also include a substantial number of people who are chronically in a bad emotional state, without an obvious trigger for their grief. These are the mentally ill, and mental illness is treatable.

My colleagues and I, all American academics, noted the fact that these observations could be used to support a policy of intervening to mitigate the effects of the scourge of mental illness. But we did not know how to go about it, and we did nothing but talk. The authors of this book live in another society, they are made of different cloth, and they combined their exceptional skills and connection to tackle the problem head on. Richard Layard is an economist (as well as a Member of the House of Lords) and David Clark is a professor of psychology at Oxford University. They were well aware of the prevalence of psychological illness in the United Kingdom and of the enormous toll that psychological disorders inflict, on the afflicted individuals, on their families, and on society as a whole through lost productivity and higher welfare costs.

David Clark and Richard Layard also knew that something could be done about mental illness. Clark is an expert in the one form of psychological intervention whose distinctive benefits have been established by systematic objective research. This is cognitive behavior therapy, a relatively brief course of focused conversations between a patient and a professional, in which patients learn new ways of thinking about their problems and new approaches to controlling their emotions. Cognitive behavior therapy is not a panacea. It works much better in some problems than others: it is, for example, very effective at alleviating anxiety and eating disorders and in combating depression, but is less likely to bring relief for psychotic conditions. Where it is effective, however, cognitive behavior therapy can be helpful indeed. Complete or partial recovery from incapacitating symptoms can be achieved with many patients—more than half in good clinics—in a few meetings conducted once or twice a week. The benefits to the individuals and their families are obvious. The benefit to society is also impressive: recovered patients return to work, contribute to the economy and pay taxes, and they cease to be a burden on other taxpayers.

Combining the power of their skills and positions, Richard Layard and David Clark caused a significant change in the health policies in the United Kingdom, securing substantial government support for the training of many thousands of professionals in the science and practice of a range of evidence-based psychological therapies. They also ensured expanded financial support of the National Health Service for the treatment of mental illness. Very importantly, the system they created involved careful monitoring of the outcomes of treatment. Interventions with patients are graded on a scale of success from complete recovery to total failure, and statistics are kept that enable the system to track the quality of care in different centers and the efficacy of treatments for different forms of mental illness. The statistics, in turn, inform future policies and practices. It is already clear that the increased availability of evidence-based psychological therapies in the United Kingdom is a major success, in which human suffering is reduced at no cost to taxpayers—because direct expenditures are fully compensated by the accelerated return of patients to an active role in the economy.

The unprecedented success story that Richard Layard and David Clark document in this book has implications for any society in which mental illness is a serious problem—and that means every society. The demonstrated effectiveness of modern psychological therapies is relevant to individual sufferers and their families in the United States, where these treatments are well known. The message of this book is also relevant to policy makers and government officials at all levels, city, state and federal: the availability of evidence-based psychological therapies should be increased and supported by public funds, on the expectation that the overall financial benefits of the program will be positive. The exact details of implementation will vary from place to place, but the principle is clear: something can be done to reduce human suffering, with large social benefits and no social costs. As was the case in the United Kingdom, the policy message of the book should attract support from everyone, regardless of politics. The potential for broad agreement on a public intervention of proven efficacy and cost-effectiveness is a welcome change in a polarized society. As this book illustrates, ideology is not the only way to define policies that people can be enthusiastic about. Carefully documented facts can sometimes tell an inspiring story that everyone should hear.

DANIEL KAHNEMAN
Professor Emeritus, Princeton University


PREFACE
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One of us is an economist and the other a clinical psychologist. We met ten years ago and at once began discussing one of the great injustices of our time. If people are physically ill they generally get treated, but if they are mentally ill they usually do not. Yet really good treatments exist.

So together we lobbied the British government until it launched its landmark program, Improving Access to Psychological Therapies. Since it began, we have both been advisers to the program. It still has a long way to go, but it has already changed the lives of hundreds of thousands of people. According to the journal Nature it is “world-beating,”1 and countries around the world are already looking to it for guidance.

This book draws on our experience—of making the case for mental health and of constructive policy development. It is also the indirect product of a whole community of people who have been struggling to bring evidence-based psychological therapy to the millions of people who need it.

Our book sets out the nature and scale of the problem, the case for action, and the outline of a solution. People with mental health problems should have the same access to treatment as people who are physically ill. It is morally right that they should, and it is also vital for our economy and for the functioning of our society.

In the last fifty years there has been massive social progress on many fronts. Yet much misery remains, because we have failed to address the inner psychological sources of distress. That is now a central challenge for the twenty-first century.

RICHARD LAYARD AND DAVID CLARK,
February 2015


PART ONE
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The Problem
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1 [image: image] What’s the Problem?

I was much too far out all my life
And not waving but drowning

Stevie Smith, “Not Waving but Drowning”

Dennis Stevenson is a well-known businessman, and has occasional bouts of depression. This is how he describes them. “I once broke my leg in ten places. As I was taken to hospital, someone shut the door on my leg. You can imagine the pain. But I can tell you the pain of depression is many times worse: it is excruciating.”

Mental pain is as real as physical pain. It is experienced in the same areas of the brain as physical pain and is often more disabling. Yet these two types of pain are not treated equally. While nearly everyone who is physically ill gets treatment, two in three of those who are mentally ill do not. If your bone is broken you are treated automatically, but if your spirit is broken you are not.

This is a shocking form of discrimination, which occurs in every health care system in the world. It is particularly shocking because we have very good treatments for the most common mental health problems, which are depression and crippling anxiety disorders. The treatments—modern psychological therapy and drugs when appropriate—are not expensive. And the economics are striking.

Treating mental health problems produces extraordinary savings—fewer people on welfare benefits, and fewer people being treated for physical illnesses made worse by mental illness. So on any reasonable estimates the treatments pay for themselves. They cost society nothing. And yet they are provided to under a third of those who need them. That is a great injustice and a gross inefficiency. And it is the main reason we have written this book—the pain of untreated mental health problems, and the fact that they can be treated at little or no cost.

There is also a wider issue. The last fifty years have seen enormous progress in advanced societies—less absolute poverty, better physical health, more education, and better housing. And yet in the United States, Britain, and many other countries, there is almost as much misery as there was fifty years ago1—at least as many social problems and more family conflict, more crime, and more antisocial behavior. Dealing with the externals of income, education, physical illness, and housing has not been enough to produce happier or more orderly lives. We have left something out—the inner person. Mental health is something that requires deliberate cultivation and expert help when it goes wrong. If our society had better mental health, we should all gain. That is the second reason we have written this book: the huge social cost of mental illness.

The facts we lay out are in many cases quite remarkable—indeed, after many years in the field some of them still amaze even us. Here are the main questions we investigate.2

How Many Suffer?

Mental illness is the great hidden problem in our societies, so most people are amazed when they hear the scale of it.3 In the Western world today one in six of all adults suffers from depression or a crippling anxiety disorder. Roughly a third of households currently include someone who is mentally ill.

When people ask us what we work on and we say mental health, the reply is almost always, “Oh, my son …,” or “my mother …,” or sometimes, “I have to admit that I …,” but then usually, “and please don’t tell anyone.” (This is particularly true when it’s a politician.) In America, more people commit suicide than are killed in road accidents.4

Mental illness is not only common, but it can also be truly disabling through its impact on people’s ability to care for themselves, to function socially, to get around, and to avoid physical and mental pain. In that sense, depression is on average 50% more disabling than angina, asthma, arthritis, or diabetes.

So here is an extraordinary fact. When in 2008 the World Health Organization measured the scale of illness and allowed for its severity, they found that in rich countries mental illness accounted for nearly 40% of all illness.5 By contrast, stroke, cancer, heart disease, lung disease, and diabetes accounted for less than 20%. Figure 1.1 says it all.

Mental illness is extremely difficult to adapt to—much more so than most physical illness except for unremitting pain.6 It is terrible for those who experience it. But it is also bad for business, since it gives rise to nearly half of all days off sick. And it is bad for taxpayers, since mental illness accounts for nearly half of all the people who live on disability benefits. And it is bad for insurers since mental health problems add 50% to a person’s bill for physical health care.

Given all this, you would think that mental illness would be high on the priorities of every insurer and every government’s department of health. But not so. In 2007 we met with Britain’s new secretary of state for health after he had been in his job for three weeks. At the end of our meeting he said, “Something has struck me. I’ve been in post for three weeks and gone to about forty meetings, but I have not so far heard the phrase ‘mental health.’”

[image: Image]

Figure 1.1. Mental illness is 38% of all ill health in rich countries.

The situation is similar with employers. In January 2012 the World Economic Forum was having its usual snow-bound conference in Davos. This included a meeting of the Workplace Wellness Alliance—a group of sixty of the world’s most enlightened employers. The meeting was about the health challenges facing employers, and there were detailed presentations on cardiovascular disease, diabetes, lung problems, cancer, and musculoskeletal issues—but there was nothing on mental illness, even though it causes so much sickness absence. People just don’t want to talk about it.

Do They Get Help?

Given this, it is not surprising that most mental illness goes untreated.7 While most people with physical illness are in treatment, this is true for fewer than one in three people with mental illness. This figure applies throughout the advanced world, and even for major depressions the figure is under a half in the United States, Britain, and continental Europe. If your pancreas is not working you automatically get treatment, but if your mind has been disordered for decades you do not.

What could account for this shocking failure? Stigma is one reason. People are ashamed of being mentally ill. They feel that, while physical illness is an act of the gods, mental illness is in some way their own fault. Relatives are also full of guilt. In most countries no effective lobby exists on behalf of people with mental illness, as it does for heart disease, cancer, and the like.

But another important reason is simply technological lag. Many people don’t know that we have new treatments for mental illness that are just as effective as the treatments for many physical illnesses.

Can They Be Treated Effectively?

This is a new situation.8 Until the 1950s there were no scientifically validated treatments for mental illness. But in that decade there were major discoveries of drugs that could help to control psychotic symptoms (the antipsychotics) and depression (the antidepressants). Even so, many sufferers are averse to drugs, often because of their side effects, and that partly explains the low numbers in treatment. But then in the 1960s and 1970s came major breakthroughs in psychological therapy. The most important of these was what is now called cognitive behavioral therapy (CBT), which relies on the fact that thoughts affect feelings, and that good mental habits can be systematically built up step by step. CBT is certainly not the only therapy that works, and it does not always work. But it has been evaluated so much more often than any other therapy that we can speak with certainty about its average overall effects. These have now been established in hundreds of randomized clinical trials of exactly the same kind as those used in testing any medical treatment.

The general finding is that around 50% of people treated with CBT for depression or anxiety conditions recover during treatment, and many others improve significantly. For depression, CBT is as effective as drugs in the short run, and more effective in preventing the recurrence of depression down the road. For anxiety, CBT is even more impressive. Many people with conditions like social phobia, panic disorder, or obsessive-compulsive disorder have had their condition for decades, but if successfully treated they are mostly cured for life.

A leading hero of this “psychological revolution” is the psychiatrist Aaron Beck of the University of Pennsylvania. He began as a psychoanalyst and wanted to make psychoanalysis scientific. So he designed a study to confirm one of its central tenets—that depression is due to unconscious hostility that has been repressed and directed against yourself.9 With a team of colleagues, he compared the dreams of depressed and nondepressed patients. Contrary to his expectations, it turned out that the depressed patients had less hostility in their dreams than the other patients did. However, their dreams did seem to be quite similar to how they were actually thinking when awake. They saw themselves as victims; people or circumstances were against them; they felt thwarted, rejected, or deserted.

Beck focused all his efforts on what his patients were actually thinking—getting them to observe the automatic thoughts that were part of their thinking style.10 He sat facing them to try and detect their unspoken thoughts. When a cloud passed over a face, he would say, “What was going through your mind just then?” It turned out that the thinking style of depressed people included catastrophizing (thinking the worst), black-and-white judgments, and overgeneralizing from a single bad experience. To help his patients, Beck trained them to examine their thoughts and how they might be biased or distorted. To his surprise, they often stopped coming to see him within twelve sessions, saying they had had all they needed.

Another hero of the “psychological revolution” was Joseph Wolpe, a South African doctor who moved to Philadelphia. He also trained in psychoanalysis but was frustrated at the slow pace of treatment. He read the work of the Russian physiologist Ivan Pavlov, which showed that fears in animals could be extinguished by exposing the animal to the object of its fears in a gradual way. Wolpe applied this form of behavior therapy to his clients and, like Beck, found they recovered quickly. Beck and Wolpe had essential insights that became combined in the development of cognitive behavioral therapies. To ensure that their new treatments could have reliable results, they developed manuals of good practice that any well-trained practitioner with enough empathy could apply. And to measure effectiveness they developed rigorous scales of measurement and used these in scientific randomized trials to find out what proportion of patients recovered. The resulting recovery rates of 50% or more now offer hope to millions of people worldwide.

There are certainly other therapies that can also be extremely effective. They need to be systematically developed and tested. So when the history is written we shall hopefully see how CBT paved the way for other, perhaps more powerful, therapies. But for the moment, what CBT has done is to bring psychological therapy to a point where it can claim scientifically to be able to transform lives. It will be seen to have changed our culture forever.

One striking fact about modern treatments (be they drugs or therapy) is the rigor with which outcomes are measured. This is far from the vague, less structured and more prolonged therapy that many doctors tend to despise. It is science of a high order, based on randomized controlled trials and capable of replication, with success rates as high as in the majority of treatments available for physical illnesses. But not enough people know this, and evidence-based psychological therapy is hard to access in almost every country.

Are the Treatments Costly?

This is not because the treatments are costly.11 A standard course of cognitive behavioral therapy involves up to sixteen one-hour sessions, one-on-one—with the average number of sessions nearer to ten. The total cost is about $2,000. With a 50% success rate for a serious condition, this is good value for money. And that is why it is recommended for almost all mental health conditions in the official guidelines for the British National Health Service.12

But actually the economics is even better than that. There are some striking lessons here for those who finance the health care system. It turns out that mental health has a huge effect on physical health, and thus on health care costs. The effects on life expectancy are extraordinary: depression reduces your length of life as much as smoking does (and not mainly through suicide). And while you’re alive, depression and anxiety conditions increase your visits to the family doctor and to specialists. Conversely, controlled trials show that if you get psychological therapy, you go to the doctor for physical ailments much less often than those who remain untreated. The resulting savings are large enough to fully cover the cost of the psychological therapy. For the health care authorities and insurers, this is a win-win situation: pay for more psychological therapy and it will cost you nothing because of the savings on physical health care. The finances of health care actually improve through spending more on therapy.

So too do the finances of the welfare system, because many people with mental illness cannot work. When psychological therapy becomes more widely available, some of those who use it will be people who are on welfare or in danger of losing their job. As a result of the therapy, more of them will be at work and fewer on welfare benefits. Robust calculations show that the resulting savings on benefits and lost taxes will exceed the cost of the psychological therapy. There is a double payoff—the cost of the therapy is repaid twice over, both in savings on physical health care and in savings on benefits and lost taxes.

Despite all this, those who finance health care are generally resistant to providing the extra resources needed. That is the main reason why so few people are in treatment: it is the funders above all who are to blame.

Early Intervention?

The case for more help becomes even stronger when we shift from adults to children.13 Here again good treatments exist, but they are not widely available in most countries. The scale of undertreatment is as bad for youngsters as it is for adults: only one in four young people with mental health problems is in treatment.

The myopia here is quite extraordinary, since half of all mental illness in adult life began in childhood. Moreover, child mental illness is a cause of so many of our social problems. Mentally ill children are much more likely than others to avoid school, to take drugs, and to self-harm. And when they become adults (if they had “conduct disorder” in youth) they are much more likely to be arrested for a crime, to become teenage parents, to get divorced, and to live off benefits. This brings us to our second, wider theme—the impact of mental illness on society at large.

A Better Society?

In the darkest days of World War II, Winston Churchill commissioned Sir William Beveridge to review the future of social policy in Britain. In his famous report, which determined postwar policy, Beveridge identified five giants that were responsible for the ills of society. They were Want, Idleness, Ignorance, Squalor, and Disease, or in modern parlance: poverty, unemployment, undereducation, poor housing, and physical illness. Since then we have made huge progress against all five of these giants, except at times unemployment. Yet our society is no happier now than it was then. We have more broken families, more disturbed children, and more crime.14 One major reason is that the human factor inside each of us has remained much the same. We have tackled the external problems but not the one inside, the sixth giant: the evil of mental illness.

That is where we have gone wrong. We have assumed that most problems are external. Many of them of course are, but not all. Problems of depression, anxiety, and dysfunctional personality are as old as the human race. What is new is that in the last fifty years we have developed major ways of addressing these problems.

We have therapies that people want and that are not expensive. And they have good success rates as measured by rigorous clinical trials. But they are simply not available to most people. Our claim is that, if they were, we could have a truly better society.

This is not the only thing that needs doing—we also recommend preventive policies and major social changes.15 But in the meantime there are millions suffering. We know how they could be helped, and what the results would be. Getting them the treatment they need is the top priority and the way we can be most sure of making a real difference. That is the main claim we want to establish in this book.

To do so, we ask a series of questions, chapter by chapter. In part one we look at how mental illness affects people’s lives, and the lives of those around them. We also ask what causes it. Then in part two we turn to what can be done about it. Excellent treatments exist, and these now need to be provided on a massive scale. England’s Improving Access to Psychological Therapies program is one example of what can be done.16 And there is also a whole raft of changes that can reduce the chances of mental illness in the first place.

The time is ripe for a radical rethink. Mental illness blights so many lives and causes so many problems. But there is great good news: it can be tackled, and it will not cost us an arm and a leg. Dealing with it, as one journalist has put it, is “a no-brainer.”17
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Depression is the most unpleasant thing I have ever
experienced…. It is that absence of being able to
envisage that you will ever be cheerful again. The absence of hope.

J. K. Rowling

Gareth is a nice-looking man in his thirties with considerable personal charm. But for most of his twenties he was totally housebound. He could not bear to be with other people and thought he was so ugly that everyone would laugh at him if they saw him. If he did go out, he had panic attacks and would have to escape and hide away.

Such irrational fear and self-hatred is astonishing but not uncommon. As a boy, Gareth, though a good student, had been nervous in company, and he once wrote a school essay about depression and thinking of killing himself. But it was not till he started work that things became too much and he found himself unable to cope. For the next seven years he had no job. Through his family doctor he got eighteen months of “psychodynamic” psychotherapy, in which he reexplored his past life and his dysfunctional family—his parents had split up when he was thirteen and he first lived with his father, who could be quite violent, and then his mother. But the therapist would not address his current problems: the self-disgust and the social anxiety. He got no better. Over the next two years he was referred to two more psychologists, one of whose approach was again “person-centered.” But he found this treatment equally unhelpful. Nor did any medication seem to help.

But then he saw a TV documentary called Too Ugly for Love. It was about “body dysmorphic disorder,” the condition where you are convinced you are ugly and people will laugh at you. It felt exactly like how he felt. He sought out the therapist who presented the program and at last got himself diagnosed. After another three years of struggle, he was admitted to the therapist’s residential clinic for anxiety disorders, for twelve weeks of CBT.

As Gareth put it, “within eight weeks my life had changed.” Later he wrote,

I am enjoying for the first time in my life things that most people take for granted, such as walking in a crowd of people and feeling relaxed and part of society, speaking aloud in a classroom setting, or sitting in a café enjoying a snack. It often feels as though I have been reborn, the world now transformed from a place filled with fear and threat to one full of possibility and excitement.1

He immediately began voluntary work, and then trained as a therapist. He now practices full time. If you met him, you would not believe the ordeal he has been through, except that at times it makes him cry to talk about it.

Lisa is fifty-three. Her anxieties began early, soon after her three-year-old sister died of cancer. She worried about one thing after another, and by the age of fourteen she had checking rituals to control her worries. By the time she got her art degree, her mind was obsessed with the idea that she was going to kill someone. She wanted to see inside their brains, and to do this she would have to kill. To deal with these obsessive thoughts, she went into a clinic, but they only dealt with how her thoughts might reflect the death of her little sister and other childhood events. She acquired no way of managing her thoughts. For years she was unable to work. She became an alcoholic and walked out on her baby son. Medication did not help. But eventually, at fifty, she went into a clinic specializing in the treatment of obsessive-compulsive disorder (OCD).

Three years later, this is what she writes:

With the techniques I learnt at the specialist OCD unit I feel capable of dealing with the ruminations that do pop up, and no longer feel a need to consult psychotherapists. I’ve completely left behind any desire to return to alcohol.

I am a non-perfect roly-poly middle-aged woman of fifty-three but I now feel like I’m an emotional millionaire! Before this I felt I was at core a bad egg; I left the specialist OCD unit as an all-right egg, with ambitions for the future—more of a free-range egg, more mentally flexible. My son wrote recently on his birthday card to me, “Not even a dinosaur could take me away from you!”2

On February 28, 2006, Captain Kevin Ivison was leading his bomb disposal team along a high road in Iraq. A massive bomb exploded, killing two of his friends in front of his eyes. A violent crowd of Iraqis assembled behind his remaining vehicles, blocking retreat. But in front he could see another massive bomb. If he attempted to dismantle it, it could be exploded by remote radio control or he could be killed by sniper fire. Terror gripped him. He was sure he was going to die. Even so he went forward to immobilize the bomb. It took twenty minutes, but he succeeded and escaped with the rest of his team. However, his nerves were shattered, and he left the army. Although he was awarded a medal for bravery, he still felt that his friends’ deaths were his fault. While awake, he could think about nothing else except that day, and asleep he had the most violent nightmares. All he could think about was death and the fear of death. Formerly the best of company, he had become sullen and intolerant of everything, from people to noise.

He knew he needed treatment, but it was not until four years later that he found it. He had twelve long sessions of CBT in which he remembered every moment of that day in a totally safe environment, with no judgments made of any sort. And through therapy, he came to tolerate the irritations of daily life. As he put it, “within two months of starting I felt like a completely different person and by the end I was—almost—the ‘old’ me again.”3

Anxiety

Gareth, Lisa, and Kevin are typical of millions of people—men and women—across the world suffering from anxiety disorders of various kinds. When humans evolved in the savannah alongside other dangerous animals, those humans who were more jumpy were more likely to survive. Anxiety was functional. But in modern conditions, excessive worry becomes dysfunctional. Most of us worry more than is good for us, but there is a whole spectrum of worrying and obsession. In roughly 8% of people the degree of anxiety is crippling enough to need professional help.4 Such people are suffering from “anxiety disorders.”

In some people the anxiety is quite generalized. They worry about many things; find it difficult to concentrate, to sit still, or to sleep properly. This can produce fatigue and extreme distress. But specific anxieties are often more crippling. The most common of these are panic attacks, social phobia, obsessive-compulsive disorder, and posttraumatic stress disorder.

People having panic attacks believe they are going to die, or faint, or have a heart attack, or a stroke, or go mad. They experience some bodily sensation that they believe is a signal of danger. This sets off their “fight or flight” mechanism and their heart races. They never do die, but the fear is so intense that even the fear of an attack can induce an attack. People with such fears are often unable to leave the house for fear of what might happen—they become agoraphobic. One-fifth of people who have panic disorder attempt to kill themselves.5

People with social phobia believe other people will think them boring or inept. They constantly monitor the impression they are making on people, and this self-consciousness makes things even worse. They often blush, sweat, or shake. When things get bad enough they just hide, as Gareth did for all those years.

People with obsessive-compulsive disorder have very specific thoughts or behaviors they cannot prevent, even though they want to. Lisa is an example of someone with obsessive thoughts. The most common thoughts are of killing someone or committing some other dreadful deed. Compulsive behaviors include repeated washing of hands or repeated checking of whether doors are locked—often for more than an hour on end. These kinds of thoughts and behaviors can become completely disabling.

And, finally, posttraumatic stress disorder can affect anyone, like Kevin, who has had a specific shock that constantly recurs in his/her thoughts or that some experience or other brings back. Such people typically become highly sensitive, jumpy, and irritable, in a way that can cripple relationships at home and at work.

Anxiety conditions, especially social phobia, often start in childhood. Once they begin, most anxiety conditions tend to persist over long periods of time. In one survey of patients the average person had had their condition for more than seventeen years.6 But equally, once the anxiety is successfully treated, recovery tends to persist.7

Depression

Depression is more episodic, but equally devastating. Lewis Wolpert is a distinguished academic, whom all that know him experience as extremely positive. Yet at the age of sixty-five he was struck down by a major depression. As he says,

It was the worst experience of my life. More terrible even than watching my wife die of cancer. I am ashamed to admit that my depression felt worse than her death, but it is true. I was in a state that bears no resemblance to anything I had experienced before. It was not just feeling low, depressed in the commonly used sense of the word. I was seriously ill. I was totally self-involved, negative, and thought about suicide most of the time. I could not think properly, let alone work, and wanted to remain curled up in bed all day. I could not ride my bicycle or go out on my own. I had panic attacks if left alone. And there were numerous physical symptoms—my whole skin would seem to be on fire and I developed uncontrollable twitches. Every new physical sign caused extreme anxiety. I was terrified, for example, that I would be unable to urinate. Sleep was impossible without sleeping pills: these only worked for a few hours, and when I woke up I felt worse. The future was hopeless. I was convinced that I would never work again or recover. There was the strong fear that I might go mad. And suicide was the solution.

Lewis believes that his depression originated from the physical effect of changing the drug that was prescribed for his heart arrhythmia, together with fear of retirement. But then the feelings took over. He began drug treatment but was overwhelmed with the desire to kill himself. The only solution was the safety of a hospital, but for weeks the agony continued. Then he improved enough to go home, but he could still not bear to be left alone. So he embarked on a course of CBT. He had been offered CBT in his blackest hour and it hadn’t helped. But now he found it “tremendously helpful.” Eventually he became able to work and resume normal life. He came off antidepressants and wrote an excellent book about depression, which he called Malignant Sadness.8

For nine years Mary was unable to eat in the company of any other human being, including her own children; she felt so unworthy. The only exception was if someone actually gave her the food. She had been an unhappy child, with an extremely judgmental mother. But her real depression began in her thirties when she split up from the father of her children. She stopped driving for fear of deliberately crashing the car. She couldn’t concentrate and was found wandering the streets, lost. She describes her feelings as a terrifying emptiness. “It felt I was being destroyed bit by bit by a virus that would never go away. I was disappearing.”

When she went to her general practitioner, she was always in floods of tears, but all the GP provided was Prozac. This helped a bit, but her mood remained dreadful for nine years.

Eventually, she decided to refer herself for psychological therapy. It was CBT. At first she was pessimistic about whether it could help. But halfway through her eleven weekly sessions it began to click. There were three things, she says, that helped most. One was a systematic analysis of her thoughts, which showed how unreasonably self-critical they were. The second was a daily written plan for positive actions and a daily record of things she was grateful for. And the third was behavioral experiments—such as eating in public bit by bit—within the safe context of therapy.

As a result her mood changed completely. She became a different person and has remained so for over four years.

Sophie is a beautiful, talented woman in her late twenties. She always suffered from perfectionism, and could never do as well as she thought she should. This made her unnaturally detached as a teenager, and at fifteen she was in a serious accident—not caring, it seemed, whether she survived. Academically, she flew high, and it was not till her last year at university that she really crashed.

She couldn’t think straight and couldn’t cope. She felt trapped, numb. She alternated between total emptiness and the frantic feeling of thoughts whirling out of control. She had an overwhelming desire to escape the horror of it all. In her room in the middle of the night she drank the whiskey and took the pills. Fortunately she was sick, and survived to complete her degree.

But the next year was worse than the one before. She quit her job and was in and out of work, unable to hold anything down. She was drinking a lot. She saw a counselor but it made little difference. Then she got referred for CBT.

She learned to observe and record her thoughts, which brought some calm; she became able to observe her perfectionism. She was also taught to schedule her life (her eating, sleeping, socializing, drinking), which brought order out of chaos. She went back to work. Bit by bit her mood lifted, and now she has been calm and stable for over two years. “I like myself more,” she says, “and everybody notices the difference.”

We all feel down at times, especially if something bad has happened to us. That is not what we mean here by depression. Depression may be triggered by an external event, but it is a feeling of overwhelming despair that persists much longer than normal unhappiness. Quite often there is no obvious trigger. In the words of the poet Coleridge,

A grief without a pang, void, dark, and drear,
A stifled, drowsy, unimpassioned grief,
Which finds no natural outlet, no relief,
In word, or sigh, or tear 9

There are of course degrees of depression.10 The formal definition of a major depression used by the American Psychiatric Association11 says that for at least two weeks you have experienced depressed mood for most of the time, and/or lost interest and pleasure in nearly all activities. In addition you experienced at least three of the following almost every day:12 reduced or increased sleep, reduced or increased weight, physical agitation or torpor, fatigue, loss of concentration, a sense of worthlessness, and suicidal thoughts. These must be bad enough to cause significant impairment in your normal functioning at home or at work almost every day. At any one time about 4% of adults in most advanced countries have a major depression, but another 4% or so have less severe depression—making 8% in all.

Table 2.1 shows the Patient Health Questionnaire (PHQ-9), whose nine questions are used as a screening device for depression. Table 2.2 shows the Generalized Anxiety Disorder questionnaire (GAD-7) used to screen for anxiety. When the depression scores are computed, this is how they are classified: 10–14 is called “Mild,” 15–19 is “Moderate,” and 20+ is “Severe.” There are about equal numbers of depressed people in each of these three groups, and most major depressions score above 15.13 As for anxiety, a score of 8 or more on the GAD-7 indicates a disorder.

To see how these scores change during therapy, we can look at Mary’s experience (figure 2.1). She began with high levels of depression and anxiety. Halfway through she was down to the borderline level of disorder, and by the end she had hardly any remaining symptoms.

Depression tends to start at older ages than anxiety.14 It rarely begins until the teens, and the average age of onset is thirty. And, unlike anxiety, depression tends to recur. Episodes mostly end within nine months, but among people who experience one episode, some 60% will have at least one more episode, and on average they will experience four episodes altogether during their life.15 Some depressions are so serious that the person has to go to the hospital because they cannot cope at all or are in danger of killing themselves.

Table 2.1. PHQ-9 for depression








	Over the last 2 weeks, how often have you been bothered by any of the following problems?

	Not at all

	Several days

	More than half the days

	Nearly every day




	1. Little interest or pleasure in doing things

	0

	1

	2

	3




	2. Feeling down, depressed, or hopeless

	0

	1

	2

	3




	3. Trouble falling or staying asleep, or sleeping too much

	0

	1

	2

	3




	4. Feeling tired or having little energy

	0

	1

	2

	3




	5. Poor appetite or overeating

	0

	1

	2

	3




	6. Feeling bad about yourself—or that you are a failure or have let yourself or your family down

	0

	1

	2

	3




	7. Trouble concentrating on things, such as reading the newspaper or watching television

	0

	1

	2

	3




	8. Moving or speaking so slowly that other people could have noticed? Or the opposite—being so fidgety or restless that you have been moving around a lot more than usual

	0

	1

	2

	3




	9. Thoughts that you would be better off dead or of hurting yourself in some way

	0

	1

	2

	3





Hospitalization is particularly common among those people who sometimes experience depression but also at other times experience mania (excessive excitement, grandiosity, aggression, or lack of sleep). These people have an enduring state called bipolar disorder, which generally emerges in the late teens or soon after.16 This condition is generally more serious than unipolar depression (where there are no periods of mania). More than 10% of people with bipolar disorder eventually kill themselves.17 Bipolar disorder affects about 0.5 to 1% of adults at any one time18 and is one of the three main conditions known as “severe mental illness.” The others are schizophrenia and personality disorder.

Table 2.2. GAD-7 for anxiety disorder








	Over the last 2 weeks, how often have you been bothered by the following problems?

	Not at all

	Several days

	More than half the days

	Nearly every day




	1. Feeling nervous, anxious, or on edge

	0

	1

	2

	3




	2. Not being able to stop or control worrying

	0

	1

	2

	3




	3. Worrying too much about different things

	0

	1

	2

	3




	4. Trouble relaxing

	0

	1

	2

	3




	5. Being so restless that it is

	0

	1

	2

	3




	6. Becoming easily annoyed

	0

	1

	2

	3




	7. Feeling afraid as if something

	0

	1

	2

	3
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Figure 2.1. Mary’s scores during treatment.

Schizophrenia

Schizophrenia can take many forms.19 Deluded beliefs or hallucinations are the most common. Some deluded people believe they are someone else—God or the Devil or the President—generally folies de grandeur. Others believe they are the victims of persecution. By contrast, hallucinations are physical experiences—most commonly voices endlessly talking to them, or sometimes visions. We have all seen tragic figures in the street, engaged in furious argument with their voices, or denouncing an imagined outrage.

In all these cases schizophrenia has taken a “positive” form—with strange beliefs or experiences acted out. By contrast, roughly a quarter of people with schizophrenia are quite passive—apathetic, without pleasure or apparent emotion; they suffer but they suffer in silence. A third variety of symptom is disordered behavior—people’s speech may be chaotic, they can laugh or cry wildly, or they may be catatonically immobile.

Schizophrenia is a strange and awful collection of conditions, well described in Sebastian Faulks’s novel Human Traces. For relatives it is deeply disturbing. Schizophrenia is the most common form of “psychosis,” meaning that in its acute phases the person is seriously out of contact with reality. About 10% of people with schizophrenia kill themselves.20 The problem affects 0.5 to 1% of the population in most countries in the world and does not fully emerge until the late teens or later. More than 20% of people who have schizophrenia fully recover.21

Personality Disorder

People with personality disorder include two main groups.22 The first are people with highly unstable lives and feelings. Many of them self-harm, and up to 10% eventually commit suicide. Their condition is known, somewhat oddly, as borderline personality disorder, and it affects 0.5 to 1% of the adult population.

The second group has antisocial personality disorder. These people regularly violate the normal rights of other people. They are often charming, and many of them are psychopathic in the sense that they have no sense of guilt and no remorse. They comprise another 0.5 to 1% of the adult population. Like people with borderline personality disorder, more than a third of them are substance abusers,23 which tells us that inside they are not stable or happy.

Alcoholism and Drug Addiction

Dependence on alcohol or drugs can ruin many people’s lives—and the lives of their families. Most of those who are seriously addicted also suffer from one of the conditions we have already discussed.24 But one natural question is, which problem comes first? Did the addiction cause the depression/anxiety, or vice versa? To answer such a question, one would need detailed month-by-month histories of people to see what preceded what, and even then it could still be that some third factor caused both sets of problems.25 But in practice it matters little which diagnosis is primary since generally it is essential to treat both sets of problems in parallel.

In the United States 1% of adults are deemed to be dependent on alcohol.26 This is an alarming number, especially when so many alcoholics die of liver disease or suicide.27 Some 18% of all people with severe alcoholism eventually commit suicide, typically after twenty years or more of heavy drinking.28

Hard drugs like cocaine and heroin are a somewhat smaller social problem than alcohol, but again the results are often tragic. Accidental death is not uncommon. In the United States about 0.5% of adults are dependent on hard drugs. These are the people known as “problem drug users.” The majority have mental health problems,29 and many have alcohol problems also.

A final form of addiction is gambling. Something like 0.3% of adults are pathological gamblers—mostly men. Gambling, like all addiction, is most common in early adulthood and falls steadily with age.30

Indeed, many of the problems we have been discussing begin in childhood, and half of all those who experience mental illness as adults already showed serious mental health problems before they were fifteen.31 Child mental illness not only blights childhood but more often than not also leads on to adult mental illness.

Troubled Children

Brian is a neat, polite boy, age eight. But he was not always nice. From eighteen months on he had temper tantrums, often four times a day. He would smash things, attack his mother with knives, steal her money, and threaten to jump from the balcony of their apartment. His charming mother has had cervical cancer since Brian was born. Yet on one occasion he deliberately kicked her on the wound just after she had an operation. The wound split open and the operation had to be repeated.

At school Brian was equally restless, constantly roaming the classroom; he was repeatedly sent out for disruptive behavior. He had no friends because he was so aggressive. By the age of six he was out of control, and his mother was discussing with social services whether he could be taken into care.

Instead, by great good luck, he was referred for specialist help to a leading psychiatric clinic. He was diagnosed with oppositional defiant disorder. Brian and his mother then met each week with a senior psychiatrist to play the “parent-child game,” where the psychiatrist teaches the parent how to appreciate and praise the child wherever possible. At once Brian began to improve—his mother was a good learner. But Brian was still restless. So he was assessed for attention deficit hyperactivity disorder (ADHD) and found to have it. He was therefore also put on a daily dose of medication.

Within two months of starting at the clinic, Brian was quite a different person. He was calm most of the time, and when he wasn’t, he knew to take himself off to his room to calm down. Tantrums declined to once every two months, rather than four times a day. He was never again excluded from classes, and he became affectionate to his mother. Two years on, he is still doing just fine.

At any one time some 10% of children have a diagnosable mental disorder.32 Roughly 3% suffer from an anxiety disorder, such as social phobia, which can undermine learning and lead them to leave school early.33 Fewer have depression, which even by early adolescence only affects just over 1%.

More suffer from conduct disorder, like Brian’s. It affects some 5% of all children at any one time. A child who is out of control before the age of ten is highly likely to become a badly behaved or criminal adult later on.34 By comparison, other young people who only become impossible as teenagers are much less likely to persist with bad behavior into adulthood.

Some children have ADHD. They are inattentive, and often hyperactive and impulsive in their behavior. ADHD generally reveals itself by the age of four. It affects 1–2% of children, and the majority of them also in due course exhibit conduct disorder.35

Children with autism compose the most tragic group. As always, there is a spectrum of severity, with roughly one in 150 children affected in some way. These children lack the normal ability to understand other people’s meanings and other people’s feelings. They make no eye contact and communicate poorly. A third of them never learn to speak, but others can, with help, become functioning and independent adults.

Mental and Physical Pain

All the problems we have discussed in this chapter involve pain—pain of the mind. Mental pain is as real as physical pain, and indeed the emotional aspect of physical pain is experienced in exactly the same brain areas as mental pain (the anterior cingulate cortex and anterior insula).36 It is no surprise that we use the same word to describe both mental and physical pain. In fact we almost always use the same words for both. We can have a “hurt” foot or “hurt” feelings, we can have toothache or heartache, and we can have physical illness or mental illness.

But we have to be careful with the phrase “mental illness.” In clinical practice one would never use it; one would talk about mental health problems or difficulties. But where the issue is about policy and the spending of money, different language helps. Everybody has mental health problems of some sort, so if it is a contest between physical illness and “mental health problems,” mental health often loses out. To make sure that people who need treatment get it, it helps to use the concept of mental illness. This absolutely does not imply that their problem is biological, but simply that they have a clinical condition that needs treatment. The same is true if they have broken their leg on the football field—the cause of their problem is not biological but they need treatment. There are many terms to describe the psychological disorders we are discussing, and we deliberately use different phrases at different points in the book.

Since we all have problems, we all lie at some point on a spectrum of mental health. So there is an issue about where to draw the borderline between those who are ill and those who are not. But this is no different from the case with many physical illnesses. For example, what is “high blood pressure”? The answer is that clinicians look at the way blood pressure affects the probability of heart attack and say that blood pressure is high when it raises the probability of heart attack by an unacceptable amount. The same is true of mental illness. The cutoff is where the level of distress is unacceptably high or the condition interferes unacceptably with a person’s life.

And what about the concept of diagnosis? Some people dislike it on the grounds that it “medicalizes” mental illness and that people often have a whole range of problems. But if we want to help people, we must be able to identify their central problem and then use whatever treatment has been found to help other people with the same problem. This is not a “medical model.” It is the same scientific model that is applied to solving any problem, be it social, psychological, biological, or mechanical. And, interestingly, diagnosis can be more valuable in guiding psychological treatments than drug treatments. Essentially the same antidepressants are likely to be prescribed for depression and most of the different anxiety disorders, but there are major differences in the way psychological treatments are applied to those conditions.

There are of course many types of mental disorder, and there is no imperative need for a single encompassing definition (any more than there is for a single definition of physical illness). But a good enough definition of mental illness is “significant and persistent distress and impairment of functioning, with causes that are psychological or psycho-physical.” This definition of course includes senile dementia. But we shall not cover that since it is a very discrete problem coming at the end of life,37 and the illnesses discussed in this chapter are already enough for one book.

Our central focus is on the millions who suffer from depression and anxiety disorders (and conduct disorder among children). Most of them are not in treatment (while most of those with severe mental illness are). Theirs is the central problem we address.

But just how many people do all these conditions affect? Is the situation getting worse? And how many are getting the treatment they need?
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Dr. Sillitoe’s got him on tablets for depression. It’s not
mental, in fact it’s quite widespread. A lot of better-class
people get it apparently.

Alan Bennett, Enjoy

The scale of mental illness is mind-boggling. In table 3.1 we pull together the figures for the different conditions and see that altogether roughly one in five of all adults are suffering, and roughly one in ten of all children.

For adults, as for children, this figure excludes the mildest levels of disorder. If instead these are included, the figure becomes somewhat larger—26% in the United States, 23% in Britain, and 27% in the European Union.1 But in the United States, for example, over a third of those included in the figure have “mild” conditions, while a third are “moderate,” and under a third “severe.”2 To get a feel for what these definitions mean, we can ask for how long in the last year these people were unable to perform their normal role. For severe cases the average time “out of role” is over two months, but for mild ones it is under a day. So we prefer the somewhat narrower definition of the problem used in our table.

But is mental illness as common in poorer countries as it is in richer ones? On the available evidence, it is—for depression, anxiety, and schizophrenia. Table 3.2 gives the figures for depression (on a slightly narrower definition than the previous table).3 Quite rightly, the World Health Organization repeatedly points out that mental ill health is a worldwide problem.4

Table 3.1. Percentage of people suffering from mental illness



	Adults

	

	Children (5-16)

	




	Anxiety disorders

	8

	Anxiety disorders

	3




	Depression

	8

	Depression

	1




	Schizophrenia and bipolar

	1

	Autistic spectrum disorder

	1




	Personality disorder

	1

	Conduct disorder/ADHD

	5




	Severe substance dependence

	1

	
	



	Total

	19

	Total

	10





Table 3.2. Percentage of adults suffering from depression



	High-income countries

	6.5




	Upper-middle-income countries

	5.5




	Lower-middle-income countries

	6.5




	Low-income countries

	7.0





All these figures relate to people who are ill at some point in time, or within some particular year. But there are also many others alive who are currently well but have been ill at some point, or will become so. In fact at least a third of the population will experience mental illness at some point in their lives.5 Moreover, mental illness also affects the families of those who are ill. On a rough calculation, about 30% of all households now include one adult who is mentally ill6—and the figure would be even higher if we could also include households where a child is mentally ill.

Turning to children, mental illness is once again a worldwide problem. As figure 3.1 shows, mental illness is as common in the poorest countries as in the richest.7
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Figure 3.1. Prevalence of mental disorders among children under 19 (percentage).

Getting Worse?

Are there more mental health problems now than there used to be? There are some data that suggest that things have got much worse, and these findings have received a lot of publicity. But for adults these results are mostly based on retrospective survey questions, where people are asked whether they have ever had the symptoms of mental illness and at what age.8 It is safer to rely on surveys where people are asked about their current state of mind, and the same survey is then repeated later with similar populations of people. What do these types of study show?

For adults, there is some evidence of increased depression in some countries between the 1950s and the 1990s.9 But since then comprehensive surveys in the United States and Britain show no evidence of further increases among adults.10 So there is no “epidemic of depression.”

For young people there is better long-term evidence than there is for adults, and the findings are broadly similar—of increased disturbance up to the 1990s but stability thereafter. The longest time series is for four-year college students in the United States and goes back to the 1940s. Figure 3.2 shows the figures for depression.11

Similarly for Britain, there have been four comparable national surveys of fifteen- to sixteen-year-olds, beginning in 1974. The numbers with mental health problems doubled between 1974 and 1999, but were stable between then and 2004.12 Another study of the same age group in Scotland alone showed similar increases in emotional problems up to 1999.13 Interestingly, this increase affected all social classes and both sexes. Further questioning showed that the main causes were greater stress over relationships, body image, and exams.
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Figure 3.2. Depression scores of US college students have increased since the 1940s.

It seems possible that many conditions, especially depression, may now begin earlier in people’s lives than they did thirty or forty years ago. However, the number of people affected at any stage in their lives has probably grown a lot less. Mental illnesses have been around since humans first evolved. What is new is that they can now be treated.

The Burden of Disease

It is natural to ask how common mental illness is, when compared with physical illness. We could of course simply compare the number of people who had each type of clinical condition. But this would fail to reflect the degree of pain caused by the different illnesses and the extent to which they interfere with normal living. For example, one World Health Organization (WHO) study compared the degree of disability caused by depression with that caused by four of the most common chronic physical illnesses—diabetes, angina, asthma, and arthritis. It found that depression is 50% more severe and disabling than any of the other four illnesses.14

The WHO has developed a specific methodology for evaluating the scale of morbidity caused by each illness. This takes the numbers with each illness and then weights them by the degree of disability each illness causes.15 The results of their 2008 exercise are truly astonishing. In advanced countries, mental illness accounts for 38% of the total amount of morbidity.16 This contrasts with 6% for cardiovascular disease and even less for diabetes. The numbers are shown in figure 3.3. Within mental illness, more than a half of the total is accounted for by depression and anxiety disorders.

In terms of morbidity, mental illness is the most common group of illnesses by far. But it is not an immediate cause of death (except in the case of suicide). To measure the “overall” burden of different diseases, we also have to take into account the premature deaths they cause. The WHO measures the burden of premature death by the years of life lost through death before the age of eighty. They then add to this burden the burden of morbidity, treating one year of morbidity as equivalent to the partial loss of a year of life. The result for advanced countries is shown in the right-hand graph in figure 3.3. It shows that, even when we allow for premature death, the burden of mental illness is still bigger than that of cardiovascular disease or cancer. In advanced countries it accounts for 23% of the overall burden of disease.
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Figure 3.3. Mental illness is the biggest health problem in rich countries.
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Figure 3.4. Mental illness is the main health problem of working age in rich countries.

For the world as a whole, the overall figures are: mental health 13%, cardiovascular disease 10%, cancer 5%, respiratory diseases 4%, and diabetes 1%.17 Yet when the United Nations decided to hold its first ever conference on noncommunicable diseases in 2011, it included all the last four diseases—but not mental illness.

This is particularly surprising since mental illness causes not only massive suffering but also great economic waste. This is because mental illness is especially a disease of working age. Figure 3.4 shows the percentage of morbidity caused by mental illness at each age. While physical illness is mainly a disease of old age,18 mental illness accounts for over half of all illness up to age forty-five. It is by far the most important disease of working age.

Suicide

These facts should be enough to persuade people that mental illness is a much bigger problem than most policy makers allow for. But if not, the final argument comes from suicide.19 About 90% of people who kill themselves are mentally ill when they do it.20 Although half are also physically ill, it is the mental pain rather than the physical pain that generally drives people to take their lives. Suicide is rare among physically ill people who are not also mentally ill.21

As many people in the world die from suicide as from homicide and warfare combined. For example, in the year 2000, 815,000 people killed themselves while 520,000 people were murdered, and 310,000 died through war.22 In most advanced countries between 0.5% and 2% of people end their lives by suicide, as figure 3.5 shows.

Which types of mental illness account for most of these suicides? In table 3.3 we take a representative country where 1% of deaths are by suicide. As the bottom row of the table shows, some 60% of those who kill themselves were suffering from unipolar depression, 10% from bipolar disorder, 10% from schizophrenia, and 10% from personality disorders. But unipolar depression is much more common in the population than the other conditions, so the individual’s risk of suicide is much lower for people with unipolar depression than it is for people with bipolar disorder or schizophrenia. Alcoholism is also a major contributing factor in many suicides.
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Figure 3.5. Suicide as a percentage of all deaths (latest year).

Table 3.3. Schematic map of lifetime suicide rates



	
	Depression excluding bipolar

	Bipolar disorder

	Schizophrenia

	Personality disorder

	None of these




	(A) What % of people ever have this condition?

	15%

	1%

	1%

	2%

	82%




	(B) What % of these commit suicide?

	4%

	10%

	10%

	5%

	0.1%




	(C) What % of people ever have this condition and commit suicide? ((A)×(B))

	0.6%

	0.1%

	0.1%

	0.1%

	0.1%





(Note: The total rate in Row C is 1%).

In most countries, including the United States, suicide is over twice as common among men as women. In most countries it is also higher among older than younger people. However, in most countries youth suicide has been rising (especially among men), and suicide among the elderly has been falling.

Much has been written about the causes of suicide. In 1897 the French sociologist Émile Durkheim divided suicides into three groups: anomic (where society provides no clear sense of purpose), altruistic (where social pressure is excessive), and egoistic (where there was a personal history of social isolation, mental or physical illness, or bereavement). But Durkheim stressed in particular the first two social factors. He was partly right. As we shall see in chapter 7, there are important social factors that explain the different prevalence of misery in differing societies. There are also technical factors like the availability of firearms or unfenced bridges. But to explain who commits suicide in a given society, we need to focus on the differences between individuals.

Why is suicide so heavily male? And why do some mentally ill people commit suicide while most do not? The best predictor of suicide is hopelessness—a feeling that there is no way out. Suffering can be borne if you can see light at the end of the tunnel. But if there is no hope, why go on? Yet even then some extra element is needed—enough energy to do the deed. So the second predictor of successful suicide is impulsiveness, which is much more common among men than women. The lethal combination is an impulsive per sonality, low in self-esteem, and an intolerable external situation involving bullying, rejection, or failure.23

Many suicides are highly impulsive: two-thirds of unsuccessful suicide attempts were not envisaged an hour before the attempt.24 Others are much more planned, especially those 30% of successful suicides where a suicide note is left.

Winston Churchill was an impulsive man with a strong depressive element in his character, which he called his black dog.25 Here is what he wrote about suicide:

I don’t like standing near the edge of a platform when an express train is passing through. I like to stand right back and if possible get a pillar between me and the train. I don’t like to stand by the side of a ship and look down into the water. A second’s action would end everything. A few drops of desperation.

Thankfully there are a huge number of suicide attempts that do not succeed. Thus in Britain in any particular year 0.7% of people attempt suicide and fail.26 About 5% of adults say they have attempted suicide at some point in their lives.27 Unsuccessful suicide attempts have a very different pattern from successful ones. They are more common among women than men, by a ratio of at least 2:1. And they are much more common among young people than older people. Moreover, while only about 20% of successful suicides are by taking an overdose, around 90% of unsuccessful attempts are.

This does not mean that an unsuccessful suicide attempt is just a cry for help. It is a cry of pain and entrapment.28 As the psychologist Mark Williams of Oxford University puts it, a bird defeated in battle by another bird tends to fly away, if it can. But if it is trapped with the other bird in a cage, it just crumples up and wastes away. People who attempt suicide often do not care whether they live or die; they simply leave it to chance.29

Mental health is a huge humanitarian issue—a massive cause of suffering and disability. But do those who need help get it?


[image: Image]

 

4 [image: Image] Do They Get Help?

My daughter Charlotte suffers from depression associated with OCD, and she attempted suicide two weeks ago (it was a serious attempt). But she is still not in treatment despite being referred ten months ago. If she had a physical illness equivalent to this mental illness she is battling with, she would have been rushed to hospital, and appropriate treatment would have been forthcoming.

Letter to Richard Layard, May 2009

The scale of mental illness may be mind-boggling, but what is really shocking is the lack of help. Although, as we shall see, really effective treatments exist, most people get no help at all.

The Scandal of Undertreatment

The contrast with physical illness is striking. In rich countries over 90% of people with diabetes are in treatment. But most people with mental illnesses are not. In the United States, Britain, and continental Europe, fewer than a third are in treatment. Even for major depression the figure is under half.1 The situation is even worse in low- and middle-income countries where, as table 4.1 shows, fewer than 10% of people with mental illness are in treatment.2

In most countries the main form of treatment is medication. For example, in 2007, 15% of British adults with anxiety or depression were getting just medication, while only 10% were getting any form of face-to-face therapy or counseling (with or without medication).3 But national treatment guidelines say that 100% should be offered some form of psychological therapy and many fewer should be offered medication.

Table 4.1. Percentage of adult sufferers who get treated



	United States

	33%




	Britain

	31%




	European Union

	26%




	Low and middle-income countries

	9%





Figure 4.1 shows the treatment rates in Britain for different conditions.4 For children the situation is as dire as it is for adults: only a quarter are in treatment.5

How long do people have these problems until they get treated? Many people with mental disorders never get treated. Even thirty years after their social phobia first began, 70% of people in the United States have never been treated, nor have 25% of people with depression. For people who do get treated, the average time they wait is sixteen years for social phobia, nine years for generalized anxiety, and eight years for depression. Even for bipolar disorder it is six years.6 Strikingly, only 28% of suicides in Britain had been in contact with mental health services in the previous twelve months.7

Of course many of these people never asked for treatment. But those who do often face intolerable waits. This would be a shocking situation if it applied to a condition that is rare. It is even more shocking when it applies to one of the most serious and most common of all health problems.
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Figure 4.1. Most mental illness goes untreated.

The treatment rates are for Britain in 2007 except for the diabetes figure which is for high-income countries as a whole.

Rationing

Why are so few people in treatment? The immediate reason is without doubt the underprovision of psychological therapy. Almost anyone who is mentally ill can get pills from their GP. But most people want more than this—they want help in managing their mental life. They want an explanation of what is going on, and many want a diagnosis. Medication on its own provides none of this, and it can also have unpleasant side effects that discourage people from seeking or continuing treatment. Three-quarters of patients who go to the doctor with mental health problems want psychological therapy,8 and most cannot get what they need.

There is overwhelming evidence of the rationing of mental health services involving specialist psychological care. In the United States two-thirds of primary care physicians say they cannot get outpatient services for people with mental health problems; this is at least double the number who have problems finding help for people with physical health problems.9

In Britain the Royal College of General Practitioners did a survey of its members in 2010. They were asked, “When adults are suffering from depression or anxiety disorders requiring specialist psychological therapy, e.g., cognitive behavioral therapy (not just counseling), are you able to get them this treatment within two months?,” followed by a similar question about children with emotional or behavioral problems. Only 15% of the GPs who responded said they could usually get the adult service needed, and 65% said they could rarely get it. For children the results were even worse, with only 6% usually able to get the service and 78% rarely able to do so.10

In the short term the blame rests firmly on those who fund the provision of psychological therapy—in the United States and many other countries insurers, and in Britain the local commissioners in the National Health Service. Nearly all systems ration psychological care in a way they would not consider for physical illnesses of comparable severity. For example, many will only pay for six sessions of therapy—as if it might be all right to authorize half a heart operation.

By contrast medication is readily available. The contrast is striking. Medication resembles the way in which doctors treat other diseases and is therefore something they can understand. Very few general practitioners (some of them wonderful) have had any significant period of training in common mental disorders, even though these account for some 25% of the time they spend with patients. Secondly, medication is produced by drug companies, who are very effective at lobbying. There is no equivalent lobbying for psychological therapy, even though that is what the majority of patients want. This brings us close to the main underlying explanation of the present situation: stigma.11

Stigma

People who are depressed or hyper-anxious are ashamed of themselves, while people with a broken leg or a heart condition are not. Mental illness makes you feel you have a fundamental flaw, which you do your best to hide. You may not even admit it to your friends or relatives, still less go to the doctor. And if you do, you are less likely to insist that the doctor find a solution. Your family also is ashamed, and usually creates little fuss. It is bad enough to feel terrible, but it is even worse if you cannot talk about it because you are so ashamed. Some people take their lives, but many more live on in pain, made worse by concealment.

And here is a second reason. Many people think that mental illness is untreatable, or that at best you can be helped to manage your condition. They do not realize that, with proper help, most people can recover. This issue is vital, and even now too many people in the mental health field talk of how their patients need to be supported, rather than cured. When the public thinks little can be done about something, they avoid talking about it. They ask people with physical illnesses how they are doing, but they avoid asking the same of people with mental illness. This merely reinforces the shame.

But there is hope. When cancer was largely untreatable, people hid it. Only as it has become treatable have people talked about their condition. And the fear and dread have been greatly reduced. Likewise, as more and more disabilities have become treatable, people have become much more open and straightforward about their disability. So have their families. And they have often formed themselves into extremely effective lobby groups. The same needs to happen with mental illness.

Conversations about mental illness will always of course involve one basic problem—it is difficult for other people to know just how ill you are. This applies somewhat to any illness, since all pain is subjective and other people can only infer how bad it is. But the problem is especially bad with mental health, since it is closely tied to how a person behaves.

Society works because we normally treat people as if they are responsible for their actions—as if they had free will. If they don’t get up in the morning, we behave as if they could and we harass them until they do.

But of course sometimes they can’t get up. If their leg is broken, it’s quite obvious that they can’t. But if they are in a major depression, it’s less obvious whether they could get up or not. Quite possibly they simply couldn’t. But if other people don’t know enough about mental illness, they simply don’t know how they should treat people with mental health problems. This is true within the family, and it is also true in schools and at work.

Obviously the answer is for everyone to know more about mental illness and to recognize when people can’t do quite normal things unless they get help. The object of such help is of course to enable people to help themselves—to become once more responsible for what they do. But a key first step is to be able to ask, “Are you OK?”—to recognize that people may need help.

We are much more likely to ask this if we also know what to do if they say, “No, I’m not OK.” This means that everyone has got to become more mental health conscious, better informed about what treatments exist, and more confident that recovery is possible.

So the way forward is clear.

•  Everyone needs some training in mental health and in the possibilities of recovery—be they parents, teachers, employers, or health workers.

•  People who care about this issue need to organize and campaign for better treatment—as people with physical disabilities and physical illnesses have done. Antistigma campaigns are a useful part of this.12

•  And anyone who has a mental health problem should be as open about it as they can possibly be.

Heroes and Heroines

This is particularly true if they are in the public eye. We have seen how well-known figures who are homosexual have totally transformed public attitudes by coming out. The same will be true in mental health. So we should salute any well-known figure who has the guts to admit to a problem with their mental health.

We should salute the Norwegian prime minister, Kjell-Magne Bondevik, who took a month off for depression in 1998 and returned to win the next general election. We should salute Britain’s former deputy prime minister, John Prescott, who has spoken publicly of his battle with bulimia. We should salute sports stars like the Olympic swimmer Michael Phelps (ADHD) and the England soccer player David Beckham (OCD). And TV personalities like John Madden (phobia), Stephen Fry (bipolar), or Ruby Wax (depression). And the popular author Marian Keyes (depression) and the actress Angelina Jolie (self-harm).

Marcus Trescothick is a great English cricketer whose international career was cut short by depression. In 2008 he came out in his book Coming Back to Me. The response astonished him. There was no stigma, only sympathy and support: “The impact of it was so completely different to what I expected.”

In 2012 the British Parliament had a debate on mental health. It was known that 19% of British Members of Parliament had had problems with mental health at some period in their lives,13 yet none had spoken about it. But in this debate no less than four Members of Parliament revealed the awful truth.14 One had had major depression, one still has obsessive-compulsive disorder after thirty-one years, and two had had postnatal depression and panic attacks.

This is how Andrea Leadsom described her postnatal depression: “It is unbelievable how awful you feel when you are sitting with your tiny baby in your arms and your baby cries, and so do you. You cannot even make yourself a cup of tea. You just feel so utterly useless.”

Charles Walker spoke of his OCD:

Over the past thirty-one years OCD has played a fairly significant part in my life. On occasions it is manageable and on occasions it becomes quite difficult. It takes one to some quite dark places. I operate to the rule of four, so I have to do everything in evens. I have to wash my hands four times and I have to go in and out of a room four times. My wife and children often say I resemble an extra from Riverdance as I bounce in and out of a room, switching lights off four times. Woe betide me if I switch off a light five times because then I have to do it another three times. Counting becomes very important. I leave cracker and cookie packets around the house because if I go near a bin, I have to wash my hands on numerous occasions.

OCD is like someone inside one’s head banging away. One is constantly striking deals with oneself. Sometimes these are quite ridiculous and on some occasions they can be rather depressing and serious. I have been pretty healthy for five years, but just when you let your guard down, this aggressive friend comes and smacks you right in the face. I was on holiday recently and I took a beautiful photograph of my son carrying a fishing rod. I was glowing with pride and then the voice started, “If you don’t get rid of that photograph, your child will die.” You fight those voices for a couple or three hours, and you know that you really should not give in to them because they should not be there and it ain’t going to happen. But in the end, you ain’t going to risk your child, so one gives in to the voices and then feels pretty miserable about life.

These were brave men and women who spoke up. But in all four cases it appears that their reputations were improved by the courage they had shown. Kevan Jones, who had suffered from depression, admitted that before the debate he had still not decided whether to speak up. But he did, and this is how he ended: “I do not know whether I have done the right thing. Perhaps I will go home tonight and think I have not, but I think I have. I hope that it does not change anyone’s view of me.” It did—for the better.

An effective campaign for mental health requires personal testimony. But it also needs systematic information on how mental illness affects every aspect of life.
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5 [image: Image] How Does It Affect People’s Lives?

Man delights not me; no, nor woman neither

Hamlet, Act II, Scene ii

Mental illness causes intense misery. In fact it is the biggest single cause of misery in modern societies. And it does a lot else to people’s lives. Here are some of the extraordinary facts we shall explore:

•  Mental illness causes more of the suffering in our society than physical illness does, or than poverty or unemployment do.

•  It reduces life expectancy as much as smoking does.

•  It accounts for nearly half of all the disabled people on disability benefits, and nearly half of all days off sick.

•  It affects educational achievement and income as much as pure IQ does.

Suffering

We can begin with suffering. Until recently there was no way of examining scientifically what factors are really important for happiness and misery. But the new science of happiness is changing all that. People can now be asked how satisfied they are with their life, on a scale such as 0 (not at all satisfied) to 10 (very satisfied), and their answers are found to correlate well with objective measurements in the relevant parts of the brain.1 So policy makers can increasingly design their policies to maximize the life-satisfaction of the population, rather than, for example, the level of national income.

To do this, we need to know what factors affect life-satisfaction and by how much. Surveys of the population help us here. These surveys reveal the huge impact of people’s mental health but also of their physical health, income, work, family situation, age, and gender. These analyses have been done on many surveys in many countries with very similar results.2

In each case we look at who is miserable (that is, the lowest in terms of life-satisfaction). We then ask who these unhappy people are. How many are unemployed or poor (in the bottom 10% of income per head). How many are physically ill (in the bottom 10% of physical health). And how many have been diagnosed for depression or anxiety?

As figure 5.1 shows, the answer is remarkable. More of the most miserable people are suffering from diagnosed depression or anxiety disorders than from physical illness. And more are suffering from depression or anxiety disorders than from either poverty or unemployment. The diagram is for the United States, but the position is similar in Britain, Germany, and Australia. However one does the analysis, mental illness emerges as the biggest single factor affecting whether someone is not satisfied with their life.3

The result is striking. Crucially, mental ill health explains more of the misery in the population than physical illness does. This is so, even though we are looking at all age groups including the elderly, for whom physical health can be a real problem. And mental ill health also explains a lot more misery than is explained by poverty or by unemployment.
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Figure 5.1. Percentage of those in misery having each characteristic. Misery is the bottom 5.6% of life-satisfaction.

So we really need a new concept of deprivation, which includes much more than material poverty. Whatever financial means you have, you are deeply deprived if you do not have the psychological means to enjoy your life. Public policy needs to put mental health much nearer the center stage.

Mental health should be put equal to physical health. To see why, we can observe that health impacts on five main dimensions of people’s lives—their physical mobility, their ability to care for themselves, their ability to do their usual activities, their physical pain, and their mental pain. We can then ask which of these dimensions has the biggest effect on a person’s satisfaction with life. The following analysis gives the results for a representative sample of US citizens.4 As figure 5.2 shows, mental pain has a bigger negative effect than physical pain. One reason is that it is less easy to adapt to. While it is possible to think about other things than one’s physical pain, mental pain has a horrible tendency to occupy the whole space of consciousness.
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Figure 5.2. How much do different dimensions of illness reduce life-satisfaction?

Unfortunately, people who have not been mentally ill cannot easily imagine how awful it is. Thus when the public is asked to rate the five dimensions in order of importance, they rate mental pain as no worse than physical pain or physical immobility.5 Yet for those who experience it, mental illness is in fact worse than most physical illness.

Sickness and Death

Mental illness also has a major effect on your physical health. The mind affects the body (and vice versa). So here is another extraordinary fact. Depression has the same effect on life expectancy as smoking does—and not mainly through suicide. For example, one study covered everybody in the Norwegian county of Nord-Trøndelag. At the beginning of the study they all received a clinical diagnosis of their mental state. They were then followed for up to six years to see who died. It was found that, at any particular age, you were 52% more likely to die if you were originally depressed than if you were not.6 This was almost exactly the same difference in death rate as between those who were smokers when interviewed and those who were not.

Other studies have found similar results in the United States and Britain. One study focused simply on people’s happiness (measured by a few simple questions).7 They interviewed a sample of British people aged over fifty and then followed them for the next nine years, recording whether they had died. Those who were least happy to begin with were the most likely to die. Indeed, as figure 5.3 shows, the differences were very striking. And even after controlling for age and any illnesses they already had, people in the least happy group were 50% more likely to die each year than people in the happiest group.8
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Figure 5.3. Unhappy people are more likely to die.

But what diseases are they more likely to die of ? We know more about the effects of depression than of anxiety, and depression seems to increase the risk of most forms of chronic illness. A sample survey of Canadian adults in 1994 distinguished between those experiencing major depression in that year and the rest of the population. It then followed both groups over the following eight years to see what new diseases they developed. Controlling for age and sex, the depressed people were at least 50% more likely to develop heart disease, stroke, lung disease, asthma, and arthritis.9 Similarly in a meta-analysis focused on cancer, people with stress-related psychological problems were more likely to develop the disease.10

Moreover, mental illness also affects the progress of a physical disease once it has begun. To show this, we have to be careful to control for the initial severity of the physical illness. But when we have done this, we still find that mental illness has an important effect on what happens. For patients with cancer, a review of twenty-five studies shows that on average patients who have major or minor depression are up to 40% more likely to die each year.11 And for people who have had a heart attack, the chances of dying are 50% higher among those with depression or anxiety disorders.12 The figure of “50% more likely to die” seems to be a recurring theme.

There are many reasons for this.13 First, if a person is mentally ill doctors are less likely to notice the physical illness.14 So undertreatment is one reason. Second, some psychiatric medications have bad physical side effects. Third, mentally ill people often lead more unhealthy lives—they smoke and drink more, take more drugs, eat worse, and exercise less.15 But the main reason is probably the direct effect of chronic stress upon the body. Chronic stress damages the body in many ways.16 First, it leads to constant activation of the fight-or-flight response. This involves over-production of the hormone adrenaline, and abnormal patterns of the hormone cortisol.17 The result is shorter life expectancy. Stress also triggers chronic general inflammation with detrimental health consequences, such as furring of the arteries and insulin resistance. For example, a study of children born in Dunedin, New Zealand, showed a powerful link between child abuse in the first ten years of life and the level of inflammation biomarkers twenty years later. This is illustrated in figure 5.4.18
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Figure 5.4. Child maltreatment affects inflammation 20 years later.

Inflammation is a composite measure based on C-reactive protein, fibrinogen, and white blood cell count. It is standardized to mean 0 and SD = 1.

Another study looked at the effects of psychological trauma occurring when you are an adult. A random sample was taken of all those who served in the US army in Vietnam. Some seventeen years later they were given a medical examination. Those veterans who had got chronic posttraumatic stress disorder were three times more likely than others to have auto-immune diseases (such as rheumatoid arthritis, type-1 diabetes, or psoriasis).19

We can also verify the effect of mood on the immune system through laboratory experiments. Here are two striking examples. If people are given a standard small experimental wound, people who are depressed or anxious recover the slowest.20 And if flu injections are given to a group of people, those who are psychologically distressed develop the fewest antibodies.21

A third mechanism by which mood affects our health is through the bloodstream: stress increases the production of fibrinogen and the adhesiveness of platelets. These make blood clots and heart attacks more likely.22

Through all these mechanisms mental stress produces physical symptoms by affecting the organic state of the body. But sometimes there is also a different mechanism. This is where people experience bodily symptoms but doctors can find no corresponding organic disorder—the so-called medically unexplained symptoms. The symptoms are real enough: the person feels back pain, abdominal pain, chest pain, headache, or whatever, but no organic cause can be discovered or treated. This is extremely common. Believe it or not, in the outpatient clinics of two large South London hospitals, half of all the patients referred to them have medically unexplained symptoms.23 In some of these cases there are doubtless organic disorders that the doctors cannot detect, but in the other cases the very real symptoms are caused directly by the person’s mental state. In all these cases psychological treatments may be useful.

Two millennia ago, the great Greco-Roman doctor Galen opined that 60% of patients visiting the doctor had symptoms that had emotional rather than physical causes.24 This was probably an overestimate, but there are certainly powerful links running from mind to body, which we have traced in this chapter. There are also of course links in the opposite direction—from body to mind:25 if you have a chronic physical illness, you are roughly three times more likely to be depressed or hyper-anxious.26 But this is for chapter 7.

It is enough to say here that one way to improve physical health is through better mental health. When the Romans idolized “the healthy mind in the healthy body,” they meant that each supports the other. If only more doctors thought like that today.

Inability to Work

If mental health problems can damage your physical health, they can also stop you working. Indeed some of this effect comes about indirectly through physical disease. But even if we ignore the effect on physical health, over a third of all disability comes directly from mental illness. This is true in the United States, Britain, and continental Europe—as table 5.1, the numbers on disability benefits, shows. Altogether, roughly 6% of working-age adults are on disability benefits, and over a third of these are there for explicit reasons of mental illness. On top of this many people who report physical illness, like back pain or headache, have medically unexplained symptoms that are psychosomatic in origin. So close to 50% of disability benefits are directly due to mental illness.

One reason for the high number on welfare is that if you get on welfare due to mental illness, you are likely to stay there for a long time. In Britain the average time is four years. The shocking thing is that, even when people are drawing taxpayers’ money because of their mental illness, under half of them (in Britain at least) are in any form of treatment.27 That is not good for anybody.

Table 5.1. What percentage of people of working age are on disability benefits?



	
	Due to all causes

	Due to mental illness




	United States

	6.6

	2.0




	Britain 6.1 2.5

	6.1

	2.5




	6 other OECD countries (av)

	6.4

	2.4





Table 5.2. Percentage of potential working days lost through sickness absence



	
	% for workers with mental illness

	% for all other workers




	Britain

	11.0

	2.2




	21 European countries

	11.2

	4.6





Moreover, even if you have a job, mental health problems make it harder to perform well. Mentally ill people are much more likely to take sick leave. In the United States employees with mental health problems are off sick on average for around 11% of the time, compared with 1.5% for the general population. The position is similar in other countries, as table 5.2 shows.28 Between a third and a half of all days off work are accounted for by mental illness. Sometimes the absence is mainly due to the atmosphere at work, but in at least 80% of cases it is due to an underlying mental health problem that makes it impossible to cope.29

And even when people are at work, their mind is not always on the job. In surveys people can be asked how their present productivity compares with the productivity they are normally capable of. From their answers it is estimated that “presenteeism” (that is, substandard performance) accounts for at least as great a loss of output as absenteeism does30—and probably more in the case of mental health.

Lower Earnings and Worse Exam Results

For all these reasons and more, it is not surprising that, even when they have work, mentally ill people earn less on average than other people. This emerges strikingly from a study of former recruits to the Swedish army.31 At the age of eighteen they were assessed for their cognitive ability—their knowledge and their ability to reason. But they were also assessed for their noncognitive skills, in other words for their social and emotional health. These recruits were then followed up in adult life to the age of forty and over, and their earnings were recorded. It turned out that people’s noncognitive skills (or lack of them) explained as much of the variation in their earnings as was explained by their cognitive skills. Even when it comes to earnings, heart counts for as much as head.

A similar story applies earlier in life, when we try to explain educational success. In one study, a group of US eighth graders was tested at the beginning of the school year for IQ and for self-discipline. At the end of the year the group members got their school grades. Self-discipline explained twice as much of the variation in grades as IQ did.32

Chaotic and Antisocial Behavior

This takes us back to mental health in childhood. How does it affect the rest of our childhood, and how does it predict our subsequent life as an adult?

As table 5.3 shows, children with mental health problems lead very different lives from other children. They are more likely to play truant, more likely to be excluded from school, more likely to smoke or use drugs, and more likely to self-harm. In each case the difference in likelihood is at least four times. And, according to their parents, nearly one in five of these children have physically self-harmed. So we can already see the beginnings of many of our social problems.

Childhood problems frequently lead to similar problems in later life. In table 5.4 we concentrate on children who had behavioral problems when they were really young, aged seven to nine. We take the worst 5% (those with “conduct disorder”) and the best-behaved 50%, and we then compare their subsequent behavior as adults. The difference is astonishing. The “bad children” were ten times more likely to commit violent crime; four times more likely to become drug dependent or teenage parents, or to have attempted suicide; and three times more likely to be welfare dependent.

Table 5.3. Mental health problems produce other problems in childhood



	
	
	Children with:

	



	
	Emotional disorders

	Conduct disorders

	No disorder




	Percentage who

	
	



	play truant

	16

	22

	3




	have ever been excluded from school

	12

	34

	4




	smoke regularly

	19

	30

	5




	have ever used hard drugs

	6

	12

	1




	have ever self-harmed

	19

	18

	2





(Children 11–16).

Table 5.4. Behavioral problems at age 7–9 predict problems in later life



	
	Children whose childhood conduct was in

	



	
	Worst 5%

	Best 50%




	Percentage subsequently

	



	committing violent off ences (21–25)

	35

	3




	drug dependent (21–25)

	20

	5




	teenage parent

	20

	4




	suicide attempt (to age 25)

	18

	4




	welfare dependent (age 25)

	33

	9





This does not mean that all crime or other bad things come from this group of people. (As simple arithmetic shows, the best 50% in the group committed as much violent crime in total as the worst 5%.) But it does mean that, if the worst 5% behaved like the best 50%, we would have very much less crime and welfare dependence, and many fewer drug users, teenage parents, and suicide attempts.33

Thus it is not surprising that in the United States a half of all prisoners are already mentally ill when they are sent to prison.34 In Britain some 50% have depression or anxiety disorders.35 Some 20% were ill enough to be in treatment for their mental health in the year before they were sent to prison.36 Mental health problems make it much more likely that you will go to prison. They also make it more likely that, when you come out, you will reoffend within a year.37

Mental illness also causes much of the domestic violence that ruins so many families and so many lives. At least a third of those who are violent to their partners are mentally ill.38 Equally, mentally ill people are much more likely than others to be victims of domestic and other forms of violent crime—in Britain a person with severe mental illness is five times more likely than other people to be a victim of violence.39

The Life Course

Thus mental health affects every area of our life. But just how important is it, compared with other things, in determining the most important outcome—how satisfied we are with our lives? To answer this, we shall use a large cohort study that follows children born in 1970 right through their lives.40

What affects our life-satisfaction as adults? There are immediate causes and more distant causes, coming from our childhood and earlier life. If we start with the immediate causes, the most obvious, apart from mental health, are family income, having a job if you want one, being well educated, being married or cohabiting, not having a criminal record, and reporting good physical health. Figure 5.5 measures how well each factor predicts life-satisfaction (holding the other factors constant). The diagram shows that all the factors matter but that emotional health explains much more of the variation in life-satisfaction than any other factor. As before, we measure emotional health earlier to avoid any charge of tautology, and we do the same with selfreported general health.41
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Figure 5.5. What are the main immediate influences on adult life-satisfaction?

These numbers show the strength of the relationship between life-satisfaction and each variable after controlling for the influence of all the other variables shown.

The next question is about the more distant causes—our family background and our development as a child. We focus on three main aspects of people’s development as children—their brainpower (test performance), their behavior, and their emotional health. Most broad-minded people realize that brainpower is not everything, but they often think the main other thing is behavior.42 It certainly matters. But so does how people feel inside—their emotional health.

How much each matters depends on which adult outcome you are looking at, as figure 5.6 shows.43 A child’s test performance is the best predictor of subsequent income and educational qualifications. Behavior is the most important predictor of criminality and finding a partner. And emotional health is the best predictor of health later.

But the ultimate test is what produces a satisfied adult. What best predicts that? It is your emotional health as a child. That is the best predictor of whether you will have a satisfying adult life. Next in importance is your behavior. And least important is your brainpower. Figure 5.7 says it all.
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Figure 5.6. What are the main childhood influences on different aspects of adult life?

These numbers show how well each adult variable on the left-hand side is predicted by childhood test performance, good behavior, and emotional health, holding other variables constant.
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Figure 5.7. What are the main childhood influences on adult life-satisfaction? These numbers show how well life-satisfaction at age 34 is predicted by childhood test performance, good behavior, and emotional health, after controlling for the influence of each other variable. Other variables are female (.07), family economic status (.06), and family psycho-social state (.03).

These conclusions are strikingly at odds with the priorities of educationists. Of course if their main criterion of a successful life is income, then brainpower should be their overriding concern. But if they care about happiness and misery, they should give much more attention to the emotional health of our children. This is not the same as their behavior—the two are only weakly connected. We are talking about the inner person, whom we too easily neglect. Our mental health is our greatest asset; it is vital for each of us. As Mark Twain once put it, “Of all the things I ever lost, I miss my mind the most.”

But our mental health is also vital for the rest of society. Where mental health is lacking, it costs the rest of us a pretty penny.
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My daughter is on a yearlong waiting list for treatment.
She’s trying to get herself well enough to come off
welfare benefits but the support is not there.

Letter to Richard Layard, March 2012

Mental illness is not just a problem for those it affects directly. It also imposes huge costs on the rest of society. So the case for tackling the problem is not just humanitarian—it is also a matter of plain economics. Mental health problems diminish work, increase crime, and make additional demands on physical health care. What is the cost?

Fewer in Work, and More on Welfare

As we have seen, fewer mentally ill people are able to work. In fact if mentally ill people worked as much as the rest of the population, total employment would be over 4% higher.1 That would mean billions more in output.

Some of this loss is borne by the individuals themselves, but a substantial amount is borne by everyone as taxpayers. People who do not work pay lower taxes. On top of that many of them get disability benefits; in most rich countries over 2% of the working-age population are on disability benefits because of mental health problems.2

There are also many people who do have jobs but have time off sick or who fail to perform to the best of their ability. This involves a major cost for employers. Over 40% of all absenteeism is due to mental illness (and most of this mental illness is unconnected with the atmosphere at work). If mentally ill people were no more absent than other workers, hours worked would rise by over 1%.3

There is also “presenteeism,” the less effective work done when a person’s mind is in a mess. This is more difficult to measure and has been mainly studied by asking people questions about how much below their best they are working. From comparing mentally ill people with others, we can estimate that presenteeism due to mental illness reduces output by at least as much as absenteeism does.4

Mental health problems affect the output of the economy through nonemployment, absenteeism, and presenteeism (not to mention the effects on relatives’ ability to get out to work). On a conservative analysis, the combined effect is to reduce our national income (GNP) by 4%—almost as much as most countries spend on education. Half of this cost falls on government funds.5

More Crime

Much of the crime in advanced countries is done by people with substance dependence and/or a prior diagnosis of conduct disorder. Indeed, a third of all crime is committed by people who already had conduct disorder by the age of seven to nine.6 What is the cost of crime?

It clearly varies from one country to another. In both the United States and Britain the overall economic cost of crime has been estimated at around 5% of national income.7 This includes the costs of police, courts, prisons, and protection, plus lost production by prisoners and others. Even if we attribute less than one-half of this to mental illness, it still amounts to some 2% of national income, of which about half is borne by the taxpayer.

It is also interesting to look at the costs on a per person basis. There has been a fascinating follow-up study of children age ten in inner London. By the time he was twentyeight, a child who had conduct disorder at the age of ten had cost the government $150,000 more than a child without it.8 And the additional cost to the economy was greater: in one study the cost per child was estimated at $350,000.9

More Physical Health Care

Finally, we come to the costs of health care. As we have already seen in chapter 5, mental health problems often make physical health worse—typically increasing mortality by 50% for people with the same initial health conditions. So, not surprisingly, mental health problems also add greatly to the cost of physical health care.

You can see this by looking at the use of physical health care facilities by people with mental health problems and comparing it with other people’s usage. Each time, of course, you have to make the comparison for people whose initial physical health situation is the same. When this is done, you find that mentally ill people cost significantly more than others in terms of their physical health care. Figure 6.1 shows some striking figures on depression from the Colorado Access insurance system. The typical finding is that those who have mental health problems use 60% more physical health care services than equally ill people without mental health problems.10 Again, a figure of 50% or more.
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Figure 6.1. Depression increases the cost of physical healthcare.

Costs of anti-depressant prescriptions and mental health treatment are excluded.

This massive extra cost comes about through a variety of channels. For one thing, people with mental health problems do not look after themselves as well—for example, taking less exercise and less regular medication. Their stressed mental state also has direct physiological effects. And finally, mentally ill people are more inclined to worry and therefore to see the doctor. Those three channels are illustrated in figure 6.2.
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Figure 6.2. Mentally ill people use more physical healthcare than others who start with the same physical problem.

Besides this there is the related problem of people who have medically unexplained symptoms—they have no diagnosed physical condition but do have serious pain. These people are much more likely to go to the doctor and have more medical tests than the rest of the population. Using a variety of international data, it is possible to calculate the cost of the extra health services used by this group, compared with everyone else in the population.

Not all of these people are mentally ill, and some of their costs are already included in the previous estimate of cost. But even allowing for this, we estimate that the extra physical care of those who are mentally ill costs close to 1% of national income in most advanced countries, and even higher in the United States where health care costs take up so much more of the national income.

In table 6.1 we can begin to put together some estimates of the overall economic cost of mental illness from the three sources we have identified so far. It amounts to some 7% of national income—of which roughly half is borne by the government or by state insurance.

Table 6.1. Economic costs of mental illness



	
	Cost to the economy

	of which, cost to the taxpayers




	Non-employment, absenteeism, and presenteeism

	4

	2




	Crime

	2

	1




	Physical health care

	1

	1




	Total

	7

	4




	Mental health care

	1

	1





(% of national income)

Mental Health Care

To combat these costs, how much do we spend on treating mental illness? The United States spends only 1% of national income and no country spends much more than that.11 As figure 6.3 shows, most economically advanced countries spend less than 0.5%, and poorer countries very little at all.

For a condition that costs some 7% of national income, we spend only 1% of national income to reduce that cost. On the face of it that does not sound proportionate. But whether it actually is enough depends on whether extra money could be spent effectively. As part two of this book argues, it could.

But where would the extra money come from? For example, if health care budgets are constrained, is there a case for a greater share to go to mental health? As we have seen in rich countries, mental illness accounts for a quarter of the total burden of disease. So what share does it get in health care expenditure? Look at the second chart in figure 6.3.
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Figure 6.3. Mental health spending is very low in every type of country.

The average rich country spends only 5% of its health care money on mental health. The United States spends around 7%,12 Britain spends 13%, and most spend a smaller percentage. Since we have cost-effective treatments for mental illness and millions of people who go untreated, this is a clear case of system-level discrimination.

In rich countries the main form of this discrimination is against people with the most common psychological problems—depression and chronic anxiety states. For example, in England more than $150 billion a year goes on total government health spending.13 But under $6 billion goes on the seven million adults with depression and anxiety disorders,14 and roughly $1 billion on children with mental health problems. Included in all that is under $1.5 billion on psychological therapy for adults or children. By contrast some $45 billion goes on the physical care of under one million people who are in their last year of life.15 We spend so much on trying to extend the length of life (often by very small amounts), and yet so little on improving its quality.

There is also extraordinary discrimination in the allocation of funds for research. In England only 5% of funds for medical research goes on mental health research, and much of that goes on dementia.16 The situation is similar in the United States.17 But the biggest scandal is that so few of those in distress are in treatment. Good treatments already exist, but less than a third receive help. Even simple economics says this must change. But first we need to look at how mental health problems come about.
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7 [image: Image] What Causes Mental Illness?

Don’t be too hard on parents. You may find yourself in their place.

Ivy Compton-Burnett, Elders and Betters

Like everything else about us, our mental health depends on a mixture of nature and nurture—of genes and experience. All we can change is the experience. But to understand how that works we must also understand the role of our genes.

From Freud the Western world concluded that mental illness was largely because of how our parents behaved. If we resembled our parents, it was because of how they treated us, not the genes they gave us.1 Until the 1960s that was the received wisdom. But then in 1966 Leonard Heston of the University of Oregon published his classic paper on schizophrenia.2

Heston studied people who had been adopted at birth and therefore were brought up by different parents from those who gave them their genes. Some of these adopted people had been born to schizophrenic mothers, while others had been born to “normal” parents. Heston found that, where the biological mother was schizophrenic, 10% of the children became schizophrenic, compared with virtually none of the children of nonschizophrenic mothers.3 Further work revealed something even more striking. If the biological mother is schizophrenic, it makes no difference whether she brings up her children herself or if someone else does it—either way, 10% of the children become schizophrenic.

These remarkable facts are summarized in table 7.1. They establish beyond question that schizophrenia is partly due to the genes and that the behavior of the parents is not uniquely responsible. If children are like their parents, it is not necessarily because of how their parents treat them.

Table 7.1. Schizophrenic mothers have 10 times offspring, even if they never see them more schizophrenic



	
	% of each group who are schizophrenic




	People brought up in adopted family

	 



	With biological mother schizophrenic

	10




	With biological mother not schizophrenic

	1




	People brought up by biological mother

	 



	With biological mother schizophrenic

	10





Since the 1960s it has become increasingly clear that genes play a significant role in all mental illness. They never automatically cause it, but they can substantially affect the risk. We are the product of both our genes and our experience, and of how they interact. So let us look first at the genes and then at the even more important influence of our experience, and at how the two interact.

Our Genes

As every parent knows, children differ from the moment they are born—unless they are identical twins. Yet many people still believe in the “blank slate”—the idea that all that matters is our experience, and what it writes on the slate. In modern times this idea goes back to John Locke, the great English philosopher of the late seventeenth century, who believed that our identity was determined entirely by our experience.4

As we have seen, we now know this is wrong. Further evidence against it comes from the study of twins. Some twins are identical—they come from the same fertilized egg and have identical genes. Other twins are not identical and come from two different eggs, fertilized by different sperm. These nonidentical twins have only half their genes in common, while identical twins have exactly the same genes. If genes matter for mental health, identical twins should be more similar in their mental health than nonidentical twins of the same sex.

That is exactly what we find in figure 7.1. If one twin has bipolar disorder, the other twin will also have it in 55% of cases if he is identical, but in only 7% of cases if he is not identical.5 The reason is quite simply that identical twins have more of their genes in common, and these genes matter.6

When it comes to major depression, the role of genes is less, but it is still substantial. As figure 7.1 shows, unipolar major depression also has a genetic element—identical twins are much more similar than nonidentical twins. The similarity for identical twins is 43% and for nonidentical twins 28%—a “difference” of 15%. If genes did not matter, there would be no such difference.
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Figure 7.1. If one twin has the problem, does the other have it also? (Same-sex twins.)
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Figure 7.2. Identical twins are more similar than non-identical twins.

For each illness we take same-sex twins who have the illness and ask what percentage of their co-twins also have it. We do this for identical twins and for non-identical twins. This chart shows the difference in the two percentages. For OCD, alcoholism, and all childhood conditions except autism, we give the difference in co-twins’ correlations (of continuous measures) rather than co-twins’ concordance (of a binary measure).

In figure 7.2 we show these “differences” for all the main mental health problems. As it shows, they all have some genetic element.

Adoption studies show similar patterns. We have already discussed the evidence on this for schizophrenia. For depression and anxiety, adoption studies yield less striking results, but they are not inconsistent with the evidence from the twin studies we have just looked at.7

Genetic evidence is also interesting in helping us identify any common genetic features shared by different conditions. For example, the genes that bring the risk of depression are apparently the same as those that bring a risk of anxiety.8 It is experience that determines whether the risk is realized and in which form—anxiety or depression. Both of these disorders are “internalizing.” By contrast, the risk of “externalizing” disorders, like antisocial disorder or substance abuse, depends on a different set of genes.9

How Genes and Experience Interact

Genes matter, but they are only the beginning of the story. They cannot on their own give you a mental health problem. All they do is increase the risk that you will get one. The final outcome depends on experience as well. For example, as figure 7.1 showed, if you have bipolar disorder, your twin with the same genes is only 55% likely to be bipolar. That is a high percentage, but it also puts a clear upper limit to the role of genes in explaining who does and who does not become bipolar.10

Moreover, that figure only tells us the role of genes under existing social arrangements. If we had better treatments for bipolar disorder or a more mental-health-conscious society, the figure might well be very different. So it is time we turned to the role of experience, which—unlike our genes—is something we can change. (Gene therapy is unlikely to become widespread any time soon.)

One of the basic messages coming from modern science is that genes and experience interact in determining who you become. In other words, there is not simply a part of you that is due to your genes and another part that is due to your experience: bad genes amplify the effect of bad experiences, and vice versa.11

This is true in many animals. If young rats are blindfolded at birth and only exposed to light six months later, they never develop proper sight.12 The genes for sight only work when there is enough light at the right time. Or take the case of phenylketonuria in humans. This is a disease that produces mental retardation, but you only get the disease if you have the gene and you eat phenylalanine (which most of us do—it is a protein present in many common foods). If you have a different diet, you don’t get the disease even if you have the gene.

Thus experience is crucial for our development. It not only affects us directly but it also turns our genes on or off. This can be traced at the physical, molecular level through the new science of epigenetics. It can also be observed at the psychological level by seeing how the impact of bad genes interacts with bad experiences.

Clear evidence comes from studies of adopted children. For example, one study looked at antisocial behavior in adolescents. This was more common if the adoptive parents were antisocial, but the effect was greater still when the biological parents were also antisocial.13 So there is geneexperience interaction. Similar results have been found in many other studies of the mental health of adopted children when they were more grown up.14

But the most striking examples come from studies that use each individual’s DNA. We are now at a stage where individual genes have been identified that can predispose to depression or bad behavior. One such gene is the serotonin transporter gene, which regulates the flow of serotonin in the brain, which in turn affects the risk of depression.

For this gene, as for all others, people have two codings (or alleles). One coding comes from the father and the other from the mother. For the serotonin transporter gene the codings can be either short or long. Short codings are more likely to produce depression than the longer variant. So the worst situation is when both codings are short and the best when both are long. But the gene only exerts its effect if the person is also exposed to enough bad life events.

This is illustrated in figure 7.3. The more short codings a person has the more likely he/she is to become depressed—but only if the experience is also bad enough. Similarly, bad experience only matters if you have bad enough genes.15

These results can be reproduced experimentally. When humans are subjected to stress, those with the most short codings show the most activity in the amygdala—the emotional part of the brain.16 And when macaque monkeys are separated from their mothers, those with the most short codings show the most stressed reactions.17

The results reported in figure 7.3 come from a classic study by Avshalom Caspi and Terrie Moffitt of Duke University. They used data on twenty-six-year-olds followed from birth in Dunedin, New Zealand. Caspi and Moffitt also studied what determined antisocial behavior in those same adults. In this case they focused on the gene for monoamine oxidase A (MAOA), which is involved in the metabolism of the chemical neurotransmitters that transmit signals in the brain. People with the low MAOA genotype were more likely to become antisocial adults, but only if they had been maltreated as children (see figure 7.4). Similarly, maltreatment had a much worse effect if you had the “bad” gene.

These studies have had major influence. They have not always been replicated in other data, but the balance of subsequent research confirms their basic message.18 Although genes and environment have independent effects, they also interact—in the sense that bad genes amplify the effect of bad experiences, and vice versa.

Crucially, the reverse is also often true. If you have bad genes, you also respond better to good experiences.19 For example, children who have the short codings for serotonin respond better to CBT than other children do.20 This is immensely encouraging. The fact that genes affect us does not mean we can do nothing to offset their effects. On the contrary, if our genes are against us, we may become more responsive to good interventions on our behalf.
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Figure 7.3. Depression: the impact of bad events depends on the serotonin transporter gene.

Past-year depression based on Diagnostic Interview Schedule.
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Figure 7.4. Anti-social behavior: the impact of childhood maltreatment depends on the MAOA gene.

Composite index of anti-social behavior (z-scores). Aggregate of four measures: adolescent DSM IV, convictions, violent personality at 26 (self-assessed and assessed by contacts).

Our Personal Experience

What are the main experiences that affect our mental health? With animals in a lab it is extremely easy to pin down the effect of experience, because we can vary it experimentally. For example, we can investigate the effect of parenting by randomly allocating some animals to different parents. A classic study of rats by Michael Meaney took the offspring of mother rats who were bad at licking their offspring and allocated some of them to foster mothers who were good at licking.21 These offspring grew up to be much less stressed, and they also became much better at licking their own offspring. Similarly, a classic study of rhesus monkeys by Suomi took the offspring of overactive mothers and randomly allocated some of them to calmer foster mothers.22 These offspring became much calmer than those who stayed with their biological mothers.

These were truly randomized adoption studies. With humans we cannot do such experiments, and when we compare most individuals, we have the messy situation that genes and experience are generally correlated. The people with “bad” genes generally get treated worse than average. They may also themselves choose worse environments. And in any case, when they are born, they had parents who shared some of their genes and who created a home environment that was affected by those genes (unless their children were adopted away).

This makes it more difficult to disentangle the effects of experience. But it remains essential that we do so because that is what we can try to change. And we have many sources of evidence to help us do this from adoption studies to twin studies to studies of the same individuals over their lifetime (when the genes stay put but the environment changes). From all of this some clear lessons emerge. These are that our childhood and family experience matter but they are not all. Our well-being also depends on our adult experiences, our physical health, our work, and the kind of society we live in.

Childhood23

The best protection against mental illness is positive parenting—a harmonious relationship with at least one adult who is totally committed, dependable, and appreciative. A child needs to be loved, and to become attached to an adult. If a child is subject to physical abuse, that child is about six times more likely than average to become an abusive parent.

This is an important risk factor. But it does not mean that all abused children become abusers. On the contrary, twothirds of abused children do not themselves become abusers. This is true of all traumatic experiences: many people emerge relatively unaffected, but for some, life is truly blighted. Those people who report significant emotional abuse in childhood are three times more likely to become depressed as adults, but even so 40% do not.24 When bad things happen, some people are just more vulnerable than others.

A second key issue for children is the relationship between the parents. Family discord is bad for the mental health of a child, and parental separation adds to the problem except where the discord was already intense.25 There is no evidence that parental separation causes less damage now than when it was less common.26 Mental health problems can also arise if either parent becomes mentally ill, or addicted to alcohol or drugs.27

What if the mother works and puts the child in child care? There is no evidence of large negative effects, though some US evidence suggests that long hours of nursery care can make children slightly more aggressive and antisocial.28 However, the effects are small unless at the same time basic parental love diminishes.

Children can also develop mental illness as a result of their own physical illness and of bullying at school. And what about child poverty? It seems to have no direct effect per se on a child’s mental health, once the other factors we have mentioned are taken into account. But it will of course have an influence insofar as it leads to worse parenting or worse mental health for a parent.29

So we know a good deal about how family upbringing affects mental illness, and also something about what form the mental illness takes. Depression depends on a sense of helplessness, which can easily become ingrained if a child has no control over what happens.30 Similarly, anxiety can be provoked by insufficient protection or by overprotection. And bad behavior is undoubtedly encouraged by witnessing it in the parental home. Such problems often continue into adult life. But what are the effects of adult life itself?

Adult Life Events

As we have seen, most anxiety disorders appear by the time of adolescence. But depression mainly begins in adulthood. How far is it caused by events in the person’s life? This was first studied carefully by George Brown, who showed that depression often came after a series of bad experiences such as the death of a loved one, domestic violence, separation from a partner, job loss, or an illness in the family.31 Moreover, ongoing difficulties in life circumstances can also make depression more likely. For example, mothers with three or more young children at home are more likely to become depressed. By the same token, good experiences make depression less likely. For example, a woman who has a close confidante is less likely to become depressed when bad events occur.

Physical Illness

One problem that can cause acute depression or anxiety is physical illness. An acute episode can certainly trigger mental illness, and is one of those bad life events we have already referred to.32 But a long-term condition like diabetes, heart pain, or breathlessness can also produce ongoing mental illness, and as many as one-third of people with serious long-term physical conditions also have mental problems that need addressing33—and often aren’t.

Work

As social animals, people need to be needed—by their families and by the community around them. Work can also provide an important source of feeling needed. By contrast, unemployment and job insecurity are well-documented sources of mental illness, and unemployment is a condition to which most people do not adapt as it continues.34 But work alone is not enough—the environment at work is also important for mental health. We know that some workplaces are hellish to work in. A hostile workplace can easily cause a mental collapse. By contrast, in a healthy workplace people are given clear goals, but also the maximum possible autonomy in how they achieve these goals. At the same time support and appreciative feedback are essential.35 It makes all the difference if you feel that your colleagues are on your side.

Social Class and Income

What about social class? There is some association between mental illness and social class, but it is much less than is often thought. Table 7.2 gives the basic figures for Britain, using a standard survey of people in their homes. The first column shows what percentage of people with depression and anxiety disorders come from each social class. As you can see, they are drawn from every social class. But so is the rest of the population, as shown in the second column. Among those who are depressed there is a rather higher proportion in the bottom social classes (4 and 5) than there is in the general population. And there is a rather lower proportion in the top social class (class 1). But the problem is very much present in all classes.

Table 7.2. Mentally ill people are drawn from all social classes






	Social class

	People with depression or anxiety disorder (% in each class)

	People without depression or anxiety disorder (% in each class)




	1

	3

	5




	2

	27

	29




	3 Non-manual

	25

	24




	3 Manual

	19

	19




	4

	18

	16




	5

	7

	5




	Total

	100

	100





Moreover, in looking at the relation between mental illness and social class there is an obvious problem of causality since mental health problems can push you down the occupational ladder. This may be less true of IQ, which is why in table 7.3 we repeat the analysis using IQ. Here again the association with mental illness is quite weak.

If we turn to income, there is little doubt that this does affect a person’s physical health. But the effects on mental health are much less clear.36 In those studies where there is an association, there is the standard issue of whether income is causing mental health or vice versa. However, for children this is not a major issue since we are talking about the parents’ income and the mental health of the child. While it is well established that low family income damages the educational performance of children, there is no similar finding about its effects on mental health. For example, the British survey of child mental health showed no effect of income on child mental health once the other variables we have discussed are controlled for. This was so both in comparing individuals at a point in time and also when examining how children’s mental health changed when family income changed.37

We can also get some evidence on this issue from the effect of interventions aimed at improving mental health. One study compared a set of programs that directly tackle mental illness with another set of programs that attempt to tackle it indirectly by improving incomes. The first set of experiments were markedly more successful—and they also indirectly improved incomes.38

Table 7.3. Mentally ill people are drawn from all levels of ability






	Level of IQ

	People with depression or anxiety disorder (% at each IQ level)

	People without depression or anxiety disorder (% at each IQ level)




	120 and over

	5

	8




	110–119

	21

	23




	100–109

	21

	26




	90–99

	28

	25




	80–89

	18

	14




	Under 80

	7

	5




	Total

	100

	100





A Lesson in Statistics

There are many known causes of mental illness, which we have described. If we want to reduce mental illness, should we attack its causes, or simply treat it when it appears? Obviously both. Mental health should be prevented if possible (the public health approach) and treated when it arises (the treatment approach). But how successful are both approaches likely to be?

Advocates of the public health approach are prone to exaggerate its power by using a particular statistical device. For example, consider the world described table 7.4. There are 100 people of whom 20 have a characteristic (like having a depressed mother) that gives them a high risk that they will become mentally ill. In the event 10 of them do become so. But 10 do not. And, in addition, 10 people who were not high risk in fact become mentally ill. How could we describe this situation? Well, the risk of mental illness is 50% for the high-risk group and only 12.5% for the low-risk group. So it is four times higher for the high-risk group. Or if we use the “odds ratio” (which statisticians prefer) the odds are seven times higher for the high-risk group than for the others.39

That sounds pretty decisive. Obviously, you might think, the way to deal with the mental health problem is to work on the high-risk group before they become ill. But wait a minute. Even if you were completely successful in preventing mental illness among those at high risk (which is quite unlikely), you would only have halved the number of mentally ill people. And you would have also spent a lot of unnecessary effort on those high-risk people who would never have become ill in the first place.40

Table 7.4. Not all high-risk people become mentally ill, and many low-risk people do



	 
	Mental illness?

	

	




	
	Yes

	No

	Total




	Risk?

	 
	 
	 



	High

	10

	10

	20




	Low

	10

	70

	80




	Total

	20

	80

	100





Whether the effort is worthwhile depends on the cost, compared with the cost of other desirable objectives. In many cases preventive interventions are worthwhile even if some of the effort was unnecessary. But notice that in our particular example there are no more people who actually become mentally ill than those who are at high risk. Clearly the moral obligation is strongest toward those who actually become ill, which is one reason why we claim that this is the highest priority. And they should be treated quickly. If they become ill as children, they should be treated then. That form of “early intervention” has the top priority, while “early intervention” on high-risk groups who are not yet ill has, we believe, a lower priority.

But is there some additional reason for wanting to know the causes of mental illness? Of course there is. Everyone wants to know why they are the way they are. And, equally important, this can be an important element in treatment.

But at that stage a second issue arises. Many people have experiences that put them in the high-risk group. But, as the table shows, some of them do not emerge as mentally ill. They were surely shaken by their experiences. But, while some who go down stay down, others recover. So a key question is, what makes mental illness persist for some but not for others? We can address this issue by taking a simple example.

What Makes Mental Problems Persist?

In 1998 a splinter group of the Irish Republican Army exploded a bomb in a crowded shopping street in Omagh, Northern Ireland. Many people were traumatized. They had all been through roughly the same experience. Yet only some people had enduring problems. Why was this?

Overwhelmingly, the best predictor of whether a person would continue to suffer was the way they thought about and reacted to the trauma.41 As figure 7.5 indicates, those with negative thoughts and behavior continued to suffer while those, initially the same, whose thinking was more positive were much more likely to recover. The same is true of other forms of anxiety or depression—those who recover are those who are least preoccupied with themselves.

This provides important clues to treatment. It is not always necessary to know the originating cause of a problem in order to help someone. But it is essential to know what is maintaining the problem. As it happens, the same distinction often applies in physical medicine. It may not be necessary to know what caused the cancer—you cure it by cutting it out. And it may not be necessary to know why this person has blocked arteries—you cure the breathlessness by putting in a stent. Indeed, people have run marathons with a stent—the originating cause has not been tackled but the immediate problem has. Similarly, infections are often cured with antibiotics, without knowing their causes.
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Figure 7.5. Why some recover and others do not.

The Nature of Society

We have talked so far as if mental illness was a purely personal phenomenon. But it is also of course affected by the ethos and culture of a society. To understand how this works, we have to compare countries, and we can do this using the Gallup World Poll.42 It asks people in every country the following question about their level of mental distress.

[on mental distress] Did you experience the following feelings a lot of the day yesterday? (Yes/No): Worry, Sadness, Anger, Depression

We can assign for each country a mental distress measure based on adding together the responses to the four emotions.

The survey then asks the following questions about people’s experience of their community, and counts the proportion of respondents saying yes:

[on social support] If you were in trouble, do you have relatives or friends you can count on to help you whenever you need them, or not?

[on freedom] In your country, are you satisfied or dissatisfied with your freedom to choose what you do with your life?

To measure the prevalence of corruption, they count the average proportion of respondents saying yes to the following two questions:

Is corruption widespread within businesses located in your country, or not?

Is corruption widespread throughout the government in your country, or not?

According to the poll, countries differ greatly in their degree of mental distress. As we have seen in chapter 3, there is no relationship between this and the level of national income per head.43 But there is a clear and significant relationship between the level of mental distress and the answers to the questions about social support, freedom, and corruption.44 Other studies have also found good relationships between national well-being and trust.45 In fact people at all income levels benefit greatly from a civilized and caring community. So Maslow’s famous phrase is not right—there is not a “hierarchy of needs,” where satisfying higher needs makes no difference until lower needs are satisfied. The ethos of a country matters greatly for mental health at all levels of income.

But what about the specific issue of income inequality? Comparing a limited number of countries, Oliver James, author of Affluenza, has found a strong correlation between income inequality and mental illness.46 But, before drawing any conclusion, one has to include a range of other variables, and in careful work with many variables John Helliwell of the University of British Columbia has failed to find any clear impact of income inequality on any measure of national well-being or negative emotion (other things constant).47 It is certainly important to live in a society where people trust each other. But an ethos of mutual respect and equal value is probably more important than the precise distribution of income.

Health Inequalities

Within any country there are of course sharp inequalities in physical health between different income groups—another argument for reducing income inequality.48 But these inequalities are not the only inequalities in the world of health. Perhaps the most extreme inequality is between people who are mentally ill and people who are physically ill. Most physically ill people get treated, and most mentally ill people do not. This is a very specific problem and it could be dealt with in less than ten years. It is surely the top priority in health care.

Most of those affected are suffering from depression or anxiety disorders, or from conduct disorder in childhood. So that is our central focus for the rest of this book.

We know a great deal about how to treat these problems and we also know what kinds of social change would produce a less distressed society. We should use both types of knowledge. We need changes at both levels—individual and social. The social changes are discussed in chapters 15 and 16. They will take time. Meanwhile the most urgent task of all is to treat the untreated mental illness already staring us in the face. That is the subject of the next six chapters.


PART TWO
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What Can Be Done?
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Canst thou not minister to a mind diseased,
Pluck from the memory a rooted sorrow,
Raze out the written troubles of the brain.

Macbeth, Act V, Scene iii

Until the 1950s there were no scientifically validated treatments for most mental health problems. But then came striking drug discoveries, and in the following decades major advances in psychological therapy. These advances were made by using the same standard methods of scientific experiment that are used in treating physical illnesses. As a result we now have a range of treatments for mental health problems that have high success rates—as high as the success rates in treating many physical problems.

To ensure that people get the best treatments, most countries have bodies that issue clinical guidelines. One of the most widely respected internationally is England’s NICE—the National Institute for Health and Care Excellence. Its job is to review the scientific evidence about the different treatments available for every problem, physical as well as mental. It assembles widely representative panels of experts from all clinical professions and the public. The National Health Service is meant to provide the treatments they recommend.

So how do they judge which treatments are the most effective? And which treatments do they recommend?

The Scientific Approach

To tell whether a treatment works, it is not enough to see that many people get better—they might have gotten better anyway. Instead we have to compare the people who were treated with people who were not treated. For example, it might seem likely that after a gruesome traffic accident the injured people would benefit from an immediate debriefing—an opportunity to go over in detail what happened in the accident and how they feel about it. And indeed many of those debriefed feel better in the days that follow, and think the debriefing helped them. But when a proper comparison is made with people who have not been debriefed, it turns out that people fare better on average if they are not debriefed. The reason is that debriefing refocuses attention on the traumatic incident, which for many people is counter-productive. Figure 8.1 shows the findings of a study on highly traumatized road traffic accident victims taken to a local hospital.1 Most improved, but those who had been debriefed improved less.

Some people recover naturally—the mind heals itself. So if your patients recover, it does not mean that you have helped them—even if they think you have. They may have recovered naturally. Of course every professional treasures successful outcomes, but to be certain that you have made a difference there has to be a process of comparison. It is easy for therapists to believe they are helping when they are not. For two thousand years, doctors took liters of blood from infected patients and believed they were helping them. But in fact they were making them worse—George Washington may have died as a result.2 There are countless examples of interventions that seemed plausible but that, after proper comparisons, were found to have done no good or even harm.3
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Figure 8.1. Debriefing after a road accident can increase PTSD.

Persons with high stress levels after the accident. Severity is measured by the Impact of Event scale, the Brief Symptom Inventory, and an authors’ questionnaire.

The gold standard for comparison is the randomized controlled trial, or RCT. In this case a single collection of patients (or clients, if you prefer) is split randomly into two groups. One group is given the treatment and the other, the control group, is asked to wait for treatment (“wait list”), or given a placebo, or given “treatment as usual.” We then compare the outcomes for the treatment group and the control group. Ideally the experiment is double blind: the people measuring the outcomes do not know who was and was not treated, and the people treated do not know whether they were treated specially. Not all RCTs can be double blind, but even if they are not, they are preferable to any other form of experiment.4

If the two groups are selected in some other way, we can of course allow for the ways in which we know they differ. But it is never possible to allow for differences that cannot be measured and yet could be affecting the outcomes. For example, when hormone replacement therapy (HRT) was introduced for postmenopausal women, it was noticed that people who took it were less likely to develop heart trouble. But these were a self-selected group, and to find out whether HRT was actually reducing cardiovascular disorder it was necessary to allocate people randomly between HRT and no-HRT. When this was done, it was found that HRT actually increased cardiovascular disorders rather than reducing them.5 Proper trials are crucial to finding out what difference treatments really make.

Until the 1950s no proper trials were done on methods of treating mental illness, and few pre-1950 treatments have been shown to have any effect.6 But since the 1950s, powerful new methods of treatment have emerged—both drugs and psychological treatments.

Pills

In 1952 it was found that an antihistamine called chlorpromazine helps people with schizophrenia, and a range of further discoveries have made it possible for most people with this condition to lead more tolerable lives, usually outside the hospital. Also in the 1950s lithium was found to help people with bipolar disorder, and together with subsequent discoveries, it has helped millions to experience fewer extreme periods of mania or depression. These new drugs for psychotic patients are one of the major ways in which modern science has been able to reduce unbearable human pain.

But, as we have said, this book is mainly about the much larger number of people suffering from unipolar depression and anxiety disorders. The first effective antidepressant was a tricyclic drug called imipramine. This was discovered in the 1950s, and though subsequent second-generation antidepressants have succeeded in reducing side effects, they have produced little improvement in the rates of recovery through treatment. The main use of antidepressants is for moderate to severe depression, where the proportion who respond well after four months on medication is some 50%, compared with around 30% of people who took a placebo tablet.7

However, a major problem with depression is the danger of subsequent relapse. It turned out that the relapse rate after recovering with antidepressants is about the same as (or worse than) after spontaneous recovery. So there is no evidence of any enduring effect. But the relapse rate can be reduced by continuing to take antidepressants. NICE recommends that all patients with severe depression should be offered antidepressants during their depression and for a period thereafter. But NICE does not recommend antidepressants for mild or moderate depression, since there is no evidence that on average they make a difference. For these more mild depressions only psychological treatments are recommended. It is deeply worrying that about 8% of adults in Europe are now taking antidepressants,8 since most people who take them have only mild or moderate depression.

For patients with anxiety disorders, the first major drug was Valium, one of the benzodiazepine class of tranquilizers (which also include most sleeping tablets). Valium was not intended as a treatment, but rather as a system of ongoing support—“mother’s little friend.” The problem was that it was addictive. Nowadays the main drug treatments for anxiety disorders are antidepressants. These are recommended by NICE. But with anxiety disorders psychological treatments are generally more effective, particularly in terms of long-term relapse prevention.

All psychological therapies have the same ultimate aim—to help the patient to help herself, to empower her, and make her able to control her own life. Of all the therapies, cognitive behavioral therapy (or CBT) is the most developed in terms of the evidence of its effectiveness. It is not the only evidence-based therapy, and many more therapies will emerge in the future. But at present CBT is the only therapy that is recommended by NICE for both depression and all types of anxiety disorder. We shall begin by focusing on it before we discuss the full range of evidence-based therapies in later chapters.

Cognitive Behavioral Therapy

The first key assumption in CBT is that our thoughts affect our feelings. This was what Aaron Beck observed in his depressed patients in Philadelphia. They were constantly ruminating with “automatic thoughts” going round and round in their head.9 These thoughts were often biased in a negative direction and reflected the core beliefs people had about themselves and the world. These beliefs were causing the depression or anxiety disorder. By getting people to articulate their automatic thoughts, Beck was able to get people to examine and question their core beliefs. And frequently they got better.

He called his treatment cognitive therapy because it centered on people’s thoughts (or cognition) and how these affect their feelings. It is also of course true that feelings affect thoughts. But in Beck’s experience the best way into this vicious circle was by trying to change the thoughts.

In saying this, Beck is in line with much of the wisdom of the ages. As the Stoics pointed out, what disturbs us is not what happens to us but how we react to it.10 Buddha said much the same thing. The aim is to achieve control over your thoughts, and in this way to achieve control over your life. So what is new about cognitive therapy? Two things.

The first is the systematic structure of the treatment. It is not only a series of ideas but also a structured practice focused directly on the core problem experienced by each person. First comes the cooperative relationship (or therapeutic alliance) between therapist and patient, without which nothing can happen. Then in the sessions (usually no more than fourteen to twenty) issues are raised in a well-tested sequence, with homework assignments between sessions. The whole treatment is based on manuals, which provide a range of options to the therapist. The therapist’s practice is also subject to regular supervision.

The second characteristic of CBT is the use of measurement and the experimental method to find out exactly which approaches work best. Beck himself developed one of the first and best-known scales for measuring depression, the Beck Depression Inventory. He then organized one of the first randomized trials of psychological therapy for depression, which showed that CBT did better than imipramine both at the end of treatment and a year later.11 In many subsequent trials CBT has been found to do at least as well as antidepressants—with roughly 50% recovery rates—but, as figure 8.2 shows, CBT leads to much longer periods free of relapse.12 So the charge that CBT is just a sticking-plaster is simply wide of the mark. Those who benefit regain lasting control over their lives and their emotions, which is what they wanted.
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Figure 8.2. CBT reduces the recurrence of depression better than antidepressants do.

In this experiment one group of depressed patients were given CBT and another antidepressants. After treatment ended, patients who had recovered were followed for 24 months. Patients originally treated with antidepressants continued this treatment for 12 months after recovery.

In fact brain research reveals something very interesting about how CBT works.13 Most depressed people differ from other people in two ways. First, their amygdala is over-reactive (this is the structure deep in the brain that, for example, promotes the fight-or-flight response). Second, much of their prefrontal cortex is underactive (this is the “more conscious” region that normally regulates our emotions and reactions). However, it turns out that after depressed people have had CBT, their amygdala becomes less over-reactive. This is shown in figure 8.3. The top line shows how depressed patients respond when bad things are suggested about them. The next line down shows how the same patients respond after treatment. They become much the same as the normal controls in the third line. The analysis also shows an equally powerful effect of CBT in increasing activity in the prefrontal cortex.

Interestingly, antidepressants have the same effect on the amygdala, but much less on the prefrontal cortex. This may explain why antidepressants work well while they are being taken—they directly affect the amygdala, which is the “seat of the emotions.” But once you stop taking them, they have no effect. By contrast, CBT has an ongoing effect even after treatment, because it has helped to reestablish the control of the prefrontal cortex over the amygdala. The neuroscience here is in its infancy but the results are suggestive.

Depression is not of course the only common mental illness. Anxiety conditions are equally common, and for them modern psychology had been developing a very different approach—using more behavioral techniques. Even before Beck’s work, Joseph Wolpe and colleagues had found that phobias could frequently be cured by gradually increasing exposure to the feared situation. It was natural in the decades that followed that the cognitive and behavioral strands came together. Treatments for depression incorporated more purely behavioral elements—in “behavioral activation” depressed patients are asked to do three things a day, such as take some exercise, talk to someone, and do something they like. And treatments for anxiety incorporate more cognitive elements—becoming aware of “safety behaviors,” and questioning what might happen if the safety behavior was not followed.
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Figure 8.3. After CBT the brain’s blood oxygen response to negative words becomes normal.

At the same time other therapies were being developed and subjected to similar standards of testing: interpersonal therapy, couples therapy, brief psychodynamic therapy, and, of course, counseling. Where the evidence is in their favor, these too are recommended by NICE. In the next chapter we discuss CBT in more detail, and in chapter 10 we discuss the full range of other therapies.

Effectiveness in the Field

But first there are three general issues that apply to all therapies. The first is whether treatments developed in a clinical research environment can really be transplanted into the field—and implemented successfully week after week and year after year. It is sometimes said that clinical trials are done on atypical populations of patients, and that they are done by better therapists than could be found more generally. However, there have been many studies of clinical practice in the field, and they show similar levels of outcome to those in clinical trials—provided the treatment is the same.14

In fact the issue of exclusion criteria has been greatly exaggerated. It is true that clinical trials often use exclusion criteria to focus very specifically on the problem to be dealt with. But one key trial of CBT for obsessive-compulsive disorder (OCD) took patients who had been excluded from previous trials on various grounds. When these patients were treated, the results were as good as in the previous trials on the more restricted range of patients.15

It is of course a worry if therapists are not properly trained. But they can be trained in large numbers, and in chapter 12 we show how England’s Improving Access to Psychological Therapies program has achieved results approaching those in clinical trials.

Do the Effects of Therapy Last?

The second issue is whether the effects of therapy last. All psychological therapies aim to help people learn to cope with difficult events and emotions. Does such learning help people stay well in the future? Long-term follow-up studies are difficult to conduct, so they are less common than studies of the immediate effects of therapy. However, there is good evidence for enduring benefit.

In anxiety disorders follow-up studies of one to nine years have shown that although people’s anxiety can fluctuate, on average people who were treated with CBT are as well at follow-up as they were at the end of therapy.16 For around one in five people this sustained benefit may have been facilitated by having some booster treatment. In social anxiety disorder, some studies have even shown further improvement during follow-up,17 perhaps as a consequence of people’s reduced levels of anxiety enabling them to make new friends who further boost their confidence.

Depression is a recurring problem, with many people who have had one episode being at risk for a future episode. Two psychological therapies (CBT and behavioral activation) have been shown to halve that risk, compared to treatment with antidepressants.18 For people who were treated with medications initially, completing a course of mindfulness-based cognitive therapy after they recover also approximately halves their risk of a future relapse.19

The Therapy or the Therapist?

Another issue is how much it matters which therapy is used. Many people allege that it is not the therapy that matters but the therapist: “A good therapist will achieve results whatever therapy they practice, provided they believe in it.” They also produce evidence that they believe supports this argument. For example, there have been audits of routine clinical services that found that there is little relationship between the type of therapy a clinician says they delivered and the outcomes their clients achieve.20

However, this type of evidence is seriously flawed. First, in such audits therapists only submit data on a fraction of the patients they see—the data may be quite unrepresentative. Moreover, there is generally a systematic upward bias in the measurement of outcomes, because most of the therapists have not been using session-by-session monitoring. We know about this bias from the experience of the program of Improving Access to Psychological Therapies described in chapter 12. In its first year the program collected not only session-by-session data on depression and anxiety (assessed by PHQ-9 and GAD-7) but also more detailed (CORE-OM) data from questionnaires administered before and after treatment. However, many of the patients did not complete the second, posttreatment questionnaire. It turned out that the patients who did complete that questionnaire had double the improvement (on PHQ-9 and GAD-7) of those who did not.21 This is striking evidence of the upward bias that partial response can cause. For this reason routine studies end up exaggerating what is achieved.

A second problem with these audits is that different therapists may see different types of patients, since there is no randomization between therapists. And third, there is no guarantee that therapies were appropriately delivered—a recent audit of routine delivery of psychological therapies in England found that for some non-CBT therapies 30% or more of therapists said they were not trained to deliver the treatment they were providing.22

When therapists vary in their level of training, their results vary enormously. But when all the therapists have been equally well trained in the therapy they are delivering, there are quite small differences in the results they achieve.23 Personality differences play a surprisingly small role.

So the same therapist can perform much better if trained in an effective therapy. Here is an example. A group of counselors treating panic disorder were achieving only 22% recovery.24 They asked for training in CBT and were given an intensive three-day course followed by eight months of supervised practice. After this, as figure 8.4 shows, they were achieving 68% recovery rates, close to those in standard clinical trials.
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Figure 8.4. Training therapists in CBT can improve recovery rates.

So the therapist’s character is less crucial than you might think. But what about the therapy? Some people claim that it does not matter which therapy you practice, provided you believe in it.25 But one imaginative experiment directly addressed this issue. In Germany the preferred treatment for social phobia has been cognitive therapy at Frankfurt, but at Freiburg it has been interpersonal therapy. So therapists in both centers agreed to a four-part experiment in which each group of therapists would use each therapy (on different groups of patients).26 The result was clear cut and is shown in figure 8.5: CBT did better than interpersonal therapy at both centers. Even therapists who worked at the center that focuses on interpersonal therapy got better results with CBT. So the same people, with the same empathy, got different results when they practiced the different therapies. This shows that the therapy does matter.
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Figure 8.5. For social phobia, CBT does better than interpersonal psychotherapy, whichever group of therapists provide it.

How are therapies developed and how do they work? In the next chapter we focus on CBT, and in the one after on the full range of evidence-based therapies.


[image: Image]

 

9 [image: Image] How Therapies Are Developed

Men are disturbed not by things, but by the view they take of them.

Epictetus

In the beginning was Freud. He was the founder of talking therapies—and in particular of listening therapies. He, more than anyone, taught therapists to listen. His writings about the unconscious caught people’s imagination and stimulated a wonderful flourishing of new ideas in literature and art during the early twentieth century. The concept of the “talking cure” was born.

However, psychoanalysis—the therapy that Freud advocated—has not been shown to be effective. Freud thought the main cause of many mental health problems was the repressed memory of traumatic events in early childhood. To cure them, people needed to gain insight into the links between the repressed memories and their current feelings. A lengthy course of therapy, often extended over several years, was considered essential for recovery.

Many people say they have benefited from this treatment. But it lasts so long that the natural recovery rate for the conditions being treated is also high, and there are no randomized controlled trials that have shown that psychoanalysis does better than natural recovery.1 Moreover, the length of the treatment makes it so costly that it could never be provided to most of those who need help. For these reasons, Freud’s followers have developed and evaluated briefer forms of “psychodynamic” treatment, which are recommended by NICE.

The Behavioral Revolution

In fact it was not until the late 1950s that the first therapy emerged that science showed to be effective. This was systematic desensitization, developed by the South African doctor Joseph Wolpe. Like Freud, Wolpe thought that phobias (and many other mental health problems) might have their origins in traumatic events. However, he did not think that people had to gain insight into the origins of their problems if they were to recover. Instead, he emphasized the way in which our current patterns of behavior might maintain the problem, and he therefore focused on changing the maintaining behavior.

Wolpe was much influenced by Pavlov’s earlier studies of learning in animals. In a classic experiment, Pavlov had given dogs a mild electric shock to the paw, which made them flinch. He then, shortly before the shock, presented the dogs with various “neutral” stimuli, like the ringing of a bell or the shining of a light. After a few pairings of the neutral stimulus with the shock, the dogs had an emotional response (of freezing) whenever the previously neutral stimulus was presented. Pavlov used the term “conditioning” to describe the process by which the neutral stimulus was converted to one that evoked an emotional response. He also experimented with ways of abolishing the acquired emotional response and found that, if the sound or light was repeatedly presented without being followed by a shock, the emotional response was lost.

Wolpe hypothesized that people with phobias might have developed their excessive fears of particular objects (heights, small animals, strangers, and such) through conditioning, and hence could be treated by repeatedly exposing them to the phobic objects without the trauma occurring.2 He was concerned that this behavioral treatment might be excessively stressful, so he developed a modified extinction procedure in which people were taught to relax and then exposed in imagination to the fear-evoking stimuli. When the fear of the imagined object declined, people were encouraged to expose themselves to the real thing.

In the 1960s Gordon L. Paul of the University of Illinois conducted the first ever randomized controlled trial of a psychological therapy to find out whether systematic desensitization worked.3 He randomized people with a phobia of public speaking to five weeks of either systematic desensitization, or insight-oriented therapy based on Freud’s ideas, or no treatment. The people who received systematic desensitization improved considerably more than those who received insight-oriented therapy or no therapy at all. Many subsequent trials confirmed the effectiveness of Wolpe’s treatment for phobias, and the idea that emotional problems might be overcome by changing one’s behavior in line with the principles of conditioning theory were successfully applied to a range of other anxiety problems, including obsessive-compulsive disorder. In the process, it was discovered that Wolpe had been excessively cautious in his approach to therapy. It proved unnecessary to train patients to relax before exposing them to the feared situations. And it was generally found that exposure in real life, rather than imagination, was the most effective procedure.

Beck and Cognitive Therapy

Following their early successes with some anxiety disorders, the behaviorists turned their attention to depression. Patients were encouraged to systematically engage in potentially pleasurable activities. But this approach was not particularly successful. Thankfully, Aaron Beck was working on an alternative strategy, which was much more promising. As we have seen, Beck had originally trained as a psychoanalyst but was frustrated by the slowness of that method of therapy. He had studied the content of dreams among depressed patients, hoping to identify some of the unconscious conflicts specified by Freud. However, he found that the content of depressed people’s dreams was remarkably similar to the themes behind many of their daytime thoughts. In particular, he noticed that the thinking of people who were depressed could be characterized as a triad comprising a negative view of themselves (“I am a failure”), of their world (“People don’t care about me”), and their future (“Bad things always happen to me”). In contrast to prevailing psychiatric wisdom, he suggested that such negative thoughts were not simply a symptom of depression. Instead, they were crucially involved in maintaining the condition.

This idea led him to develop a distinctive form of treatment called “cognitive therapy,” in which the therapist helps the patient to question their negative thoughts and to replace them with more realistic thoughts, when appropriate.4 While a fair amount of cognitive therapy for depression could be described as a “talking therapy,” Beck also emphasized the importance of changing behavior in order to help people change their beliefs. For example, someone who persistently believed that they were a failure would be encouraged to reengage with activities they had been avoiding in a graded way, so they could start to reexperience success and regain confidence.

In 1977, Beck and colleagues published the first randomized controlled trial of cognitive therapy for depression.5 The results stunned the psychiatric world. Cognitive therapy was significantly more effective than treatment with the leading antidepressant. Many subsequent trials have clarified the comparison of cognitive therapy with medication. Overall, these indicate that cognitive therapy and antidepressants are similarly effective in the short term. But, as discussed in the previous chapter, patients who are treated with cognitive therapy are less likely to relapse.6 As depression is a recurring condition, the reduction in relapse is crucial. During cognitive therapy, people learn skills for managing their negative moods, which reduce the chance of their becoming depressed when things next go wrong in their lives. By contrast, antidepressants do not reduce your risk of a future episode of depression, once you have stopped taking them.

Cognitive Behavioral Therapy

The success of Beck’s combination of cognitive and behavioral therapy had an enormous impact. Since the 1980s dozens of researchers have been inspired by his work and have developed theoretical models of different mental health conditions that highlight the way in which distorted thinking and changes in behavior combine to maintain the problem. Therapy then focuses on changing both thinking and behavior, and hence it is usually called cognitive behavioral therapy.7

Much of the success of cognitive behavioral therapy results from its firm foundation in basic psychological research. In each of the conditions to which it has been applied, researchers asked the question: “What keeps the problem going?” The psychological processes they identify when answering this question then become the main targets for the therapy. This is in marked contrast to Freud’s view that successful treatment should focus on identifying the origins of a mental health problem. The way in which research on “maintaining factors” has led to better treatments is well illustrated by the case of panic disorder, particularly since it used to be considered one of the least treatable psychiatric conditions.

Panic Disorder

A panic attack is a sudden surge of anxiety that often only lasts a few minutes but can be quite devastating. Individuals experience feelings of breathlessness, a racing heart, dizziness, and many other sensations. Typically, they think they are in danger of dying, having a heart attack, fainting, losing control, or going mad. Many people have had occasional panic attacks. But if you have panic disorder, you experience repeated attacks and you become extremely fearful of further attacks and the harm they might do you. Many people experience their first panic attack in crowds or on public transport, and therefore they tend to avoid these situations—some become completely housebound. One-fifth of people who have panic attacks attempt to kill themselves.8

The novelist Shiva Naipaul experienced his first panic attack while an undergraduate. In his autobiography he vividly describes the experience.

Strolling along Saint Giles, I was neither happy nor sad. I may have been thinking how pleasant it would be to get hold of a punt, to spend an hour or two on the river. Approaching Broad Street, I suddenly became aware that something peculiar was happening to me. Inexplicably, my heart had started to race, my palms to moisten with sweat, my head to swim. I realized I was terribly afraid. But afraid of what? What was there to be so afraid of on this soft, blue afternoon? Dazed, barely able to maintain my balance, barely able to breathe, I huddled against the wall of Balliol. The summer sky, so benign, so unthreatening, was transformed into a wheeling amphitheatre of undefined menace; a maelstrom of annihilating vacuity. Staring at it, wave upon wave of raw fear swept through me. I imagined myself a body: a nameless corpse to be picked up from the street. It was as if all the secret terrors accumulated from birth had broken loose of their chains and come upon me in one overwhelming, retributive flood. How long I remained huddled against that wall, I cannot say. Maybe no more than a minute or two. The worst of the panic receded. In its place came exhaustion, a sensation of such utter weariness and debilitation that, for an interval, I could do nothing at all, lacking even the small amount of strength required to lift my arms and dry my sweat-soaked forehead.9

Naipaul’s account nicely highlights the unexpected nature of his panic attack. It seemed to come out of the blue. This feature initially led psychiatrists to think that panic disorder is a result of some form of biological abnormality and to advocate drug treatment. However, a simple psychological account was soon developed, and it has proved highly successful.

In the psychological account10—the “cognitive model of panic disorder”—it is proposed that individuals who experience repeated panic attacks do so because they tend to misinterpret normal bodily sensations, thinking that something serious is about to happen to their body (“I am having a heart attack”) or to their mind (“I am going mad”). This misinterpretation makes them more afraid, and their body reacts to the fear by generating more sensations (racing heart, dizziness, and so on), which make the person even more convinced that something terrible is about to happen. Figure 9.1 illustrates the process.

Actually, nothing bad does happen. People do not die or go mad in a panic attack, and the symptoms usually subside after a few minutes. Yet many people with panic disorder experience repeated panic attacks, which raises the question: why don’t people learn that their panic attacks are harmless? The cognitive model has an answer to this question. It suggests that when people are afraid, they do things to try and prevent what they are afraid of from happening. These are “safety behaviors.” The terrible thing wouldn’t have happened anyway, but since it doesn’t the patient is confirmed in the belief that it was the safety-seeking behavior that prevented it. The fears continue.

So, for example, a patient who feels dizzy in a supermarket and fears that she will collapse may hold her cart firmly until the dizziness subsides and believe that this is the reason why she did not collapse. She will therefore be similarly afraid next time she feels dizzy. However, if she had moved away from the cart and stood unsupported, she would have discovered that the dizzy feeling would not lead to her collapsing and is harmless.
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Figure 9.1. How fear builds up in panic attacks.

People who suffer from panic attacks often notice small changes in their body (missed heartbeats, tingling, and such) and tend to think this means there is something seriously wrong with them. They often seek extra physical investigations and reassurance from their family doctor. The cognitive model also has an explanation for the perception of the small changes. Because of their fears, people with panic tend to focus their attention on their bodies and, as a consequence, become very good at spotting slight changes that other people would not have been aware of.

An elegant experiment by the German psychologist Anke Ehlers nicely illustrates this point.11 She asked some people to sit quietly in a room and count their heartbeats without taking their pulse. Everyone found the task difficult and made mistakes. However, people with panic disorder made significantly fewer mistakes. In other words, their fears made them more attentive to their bodies, which made them better than the rest of us at following their heartbeats. Unfortunately, this enhanced attention came at a price. Over the following year those who were particularly good at spotting their heartbeats continued to suffer from panic attacks, while those who made more errors tended to recover.12

The cognitive model of panic, and the research studies that tested it, generated a distinctive form of cognitive behavioral therapy that has proved highly effective and is now recommended by NICE as a leading treatment for the condition.13 Therapy starts by reviewing a recent panic attack and deriving a personal version of the model with your own thoughts, sensations, and safety-seeking behavior.

John, a man of thirty-two, had been having panic attacks on most days for the last three years. His main fear was that the chest pain, palpitations, and shortness of breath he experienced in his attacks meant he was having a heart attack. His safety-seeking behaviors included sitting down and resting during an attack (“to take the strain off my heart”), taking acetaminophen (which he falsely believed would stop a heart attack), and focusing his attention on his heart. He had also changed his lifestyle since developing panic disorder. He used to exercise regularly but had now stopped. Also he would only have sex with his partner in the mornings, when he felt rested. Both of these changes in lifestyle were driven by his belief that he had to protect his heart.

With the help of his therapist, John devised a model of his problem that is shown in figure 9.2. Therapy focused on helping John understand that the problem was not his heart but a mistaken belief, which generated anxiety and bodily sensations in a vicious circle. In discussion with his therapist he noticed several things that were a better fit with the vicious circle idea. He noticed that if something very distracting happened during a panic attack (such as a winning goal from his favorite soccer team), all the sensations went away. He agreed this is very unlikely to happen in a real heart attack. He also noticed that dwelling on his fearful thoughts often triggered the attacks, and he agreed that thinking on its own was unlikely to cause a heart attack.
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Figure 9.2. John’s model of his panic attacks.

With his therapist, he also planned a series of exercises to help demonstrate to himself that his fears were unrealistic. He jogged along the street outside the clinic with his therapist, and they sprinted together with his heart racing. Nothing bad happened. This gave him the courage to return to regular exercise (cycling and soccer with friends), which made him feel even better. He and his partner also returned to having sex when they both wanted to, rather than when John felt most relaxed. Together, these cognitive and behavioral interventions completely stopped John’s panic attacks, and after a year he was still fine.

[image: Image]

Figure 9.3. For panic disorder CBT gives the best results.

The improvements that John experienced are very much in line with the statistical results of cognitive behavioral therapy in randomized controlled trials for panic disorder. In one trial CBT was compared to a simple psychological coping technique (“applied relaxation”) and optimal medication (an antidepressant).14 Although the applied relaxation technique and the antidepressant both made a difference, many fewer people recovered (25% and 40%) than with cognitive therapy (80%). Figure 9.3 highlights the difference. Furthermore, as with depression, these benefits were maintained well after the end of therapy. While 40% of people who recovered on medication relapsed over the next year, only 5% of those who received cognitive therapy relapsed. The difference in relapse rates was due to the difference in what people had learned. In particular, the people who got cognitive therapy were less likely to interpret bodily sensations as signs of a serious physical problem, and this is what explains their better results.

Brands of CBT

Cognitive behavioral therapy is often discussed as though it is a single therapy. Nothing could be further from the truth. There are in fact many cognitive behavioral therapies, each a highly specialized intervention for a particular problem. They all share a focus on relieving mental suffering by helping people reexamine their most distressing thoughts and change their behavior. But the processes involved in maintaining different emotional problems are subtly different and so therefore are the most effective therapies.

This point can be illustrated by comparing the treatment of panic disorder with the treatment of social anxiety disorder, which is the most common of all the anxiety disorders. In panic disorder the main focus of people’s fears is on physical disaster, something bad happening to one’s body. In social anxiety disorder, people’s fears focus on social disaster.

Social Anxiety Disorder

Social anxiety disorder affects at least 4% of people in any one year and up to 12% of people during their lifetime.15 In one study 22% of people with social anxiety were found to have attempted suicide.16 Many of us are shy in certain situations, but social anxiety disorder goes well beyond that. Situations that people with social anxiety disorder find difficult include meeting strangers; talking in meetings or in groups; starting conversations; talking to authority figures; public speaking; and working, eating, or drinking while being observed. They persistently worry that they will do or say something they will find humiliating or embarrassing. For example, that they will look anxious, blush, sweat, or sound boring or stupid.

Social anxiety disorder can interfere with most areas of life. Educational achievement can be undermined;17 earnings are reduced;18 sufferers are less likely to marry or have children;19 they have more medical outpatient visits;20 take more days off work;21 and can have difficulty with everyday activities such as visiting shops, buying clothes, having a haircut, or using a mobile phone while being overheard.

Many people with social anxiety report having been teased or bullied at school. However, as adults they often get positive feedback from other people. Despite this, their fears persist. Why? Three factors may be particularly important.22

The first relates to attention. Normally when we meet other people, our attention focuses on them. The opposite happens in people with social anxiety disorder. They become more focused on themselves, trying to imagine how they appear to the other person. The result is disastrous; even if the conversation goes well, the individual with social anxiety disorder may not notice this or benefit from the positive experience. Figure 9.4 shows how people with social phobia focus on themselves when faced with the challenge of speaking to an audience in a few minutes’ time.

[image: Image]

Figure 9.4. Under social threat, anxious people focus on themselves.

Second, while focusing on themselves, people become aware of internal information (anxious feelings and images), which they mistakenly take as good evidence for their worst fears. One of the most common fears is that people will see that you are anxious. People with social anxiety disorder look much less anxious than they feel, but they tend to believe that their feelings are a good indicator of how they look. Images also play a prominent role. When particularly anxious, people with social anxiety disorder report seeing themselves in their mind’s eye as though from an observer’s perspective. Unfortunately, what they see is not what the observer actually sees but instead is a visualization of their worst fears. So someone who is concerned about blushing may have turned a mild pink in reality, but in their mind’s eye, will see themselves as beet red with large white globules of sweat dripping from their forehead.

A third mechanism is the use of safety-seeking behaviors. As in panic disorder, these are motivated by a desire to prevent or minimize feared outcomes (such as “I will appear boring”). For example, someone who is worried that other people think them stupid may try to remember everything the others have said and compare it with what they are about to say to ensure it sounds “clever enough.” If the conversation goes well, they are likely to think afterward that was only because of the extra self-monitoring they performed. So their basic fear that other people think they are stupid persists. Safety-seeking behaviors like this prevent people from discovering that their fears are excessive. They can also “contaminate” the social interaction by making it appear as though the person with social anxiety is not interested in, or dislikes, other people. This in turn will elicit less friendly behavior from others.

So how is social anxiety treated? NICE recommends a very specific approach.23 The therapy starts by helping patients discover that their current strategies for managing social anxiety are not helpful. A role-play in the therapy session shows them that focusing attention on oneself and engaging in safety behaviors makes one feel more anxious. Video feedback helps people to discover that their images of themselves are excessively negative. Training in externally focused attention helps people reduce their self-awareness and become more involved in conversations. Together with their therapist, patients plan experiments in which they can test out their beliefs in action.

For some people, these techniques are supplemented by therapeutic work dealing with early socially traumatic experiences. The negative images that people experience often have their roots in these events, and therapy may focus on helping people break the link between the past trauma and their current experience. For example, someone who was frequently criticized in front of other children by hypercritical adults may have difficulty dealing with authority figures at work. Once this cause is established, a simple technique might involve selectively focusing on everything about the authority figure at work that is different from the critic in one’s childhood. If this is not helpful, more detailed discussion of the early trauma may be indicated in order to reduce its emotional impact.
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Figure 9.5. Social anxiety responds to CBT better than to exposure therapy.

As we saw at the beginning of this chapter, Gordon Paul’s seminal randomized controlled trial of Wolpe’s systematic desensitization focused on social anxiety disorder and showed that exposure-based treatment was effective. More recent cognitive models and the research that underpins them have further increased the possibility of effective treatment. As we can see from figure 9.5, the latest forms of cognitive therapy achieve substantially better outcomes than the exposure-based treatments originally developed by the behaviorists. Some 78% of patients recovered with cognitive therapy, compared to 38% with exposure therapy.24

Other randomized controlled trials have established that cognitive therapy is superior to antidepressant medication and several other equally plausible alternative psychological treatments, such as interpersonal psychotherapy and psychodynamic psychotherapy.25

Conclusion

Therapies differ. But they also have much in common. These include raising hope, providing a secure, confidential environment to discuss one’s problems with a friendly person, and developing a practical plan. These features, which were clearly articulated by the psychologist Carl Rogers, probably explain why most therapies are better than nothing at all. However, for many conditions the things that distinguish one therapy from another are also important. They must explain why some therapies work better than others in achieving the same objective.

The main differences are in the mechanisms the therapies assume. For example, in panic disorder CBT assumes that the main mechanisms are negative thoughts and safety-seeking behaviors. It is these that the therapy aims to change. But can we show empirically that CBT actually changes those mechanisms, and that that is how it succeeds when it does?

To answer this question requires mediation analysis, which is still in its infancy in psychological therapy research. However, early findings are generally consistent with the theoretical models on which the treatments are based. For example, in the randomized controlled trial of panic disorder shown earlier, the greater reduction in panic achieved by cognitive therapy compared to medication and relaxation training could be explained by the former’s greater impact on patients’ negative beliefs and safety-seeking behaviors. Similarly, in the randomized controlled trial of social anxiety disorder, the greater reduction in social anxiety disorder achieved by cognitive therapy compared to exposure therapy could be explained by the former’s greater impact on negative beliefs, self-focused attention, and safety-seeking behaviors.26

Enough on CBT. We have focused on it so far because it is the most widely researched form of psychological therapy. But there are many others, and some have proved equally effective for some conditions, especially depression. These therapies provide patients with a range of choices, and as time goes by, will no doubt become increasingly important as more research leads to ever better ways of treating psychological problems.

What is the full range of evidence-based therapies that are now recommended?
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10 [image: Image] What Works for Whom?

It often feels as if I have been reborn

Gareth1

In looking at what works, we take NICE to be our guide. Many professional organizations (such as the American Psychiatric and Psychological Associations, and the Institute of Medicine) have produced treatment guidelines and they are generally similar in their recommendations. However, NICE is particularly respected for its approach to evaluating clinical evidence. For each disorder they have a committee drawn from clinicians and researchers of all persuasions, as well as service users, who agree on what treatments should be recommended. First, the committee’s statisticians summarize the evidence using standard techniques, mainly meta-analyses. They give priority to the results of randomized controlled trials but also use other forms of supporting evidence. On the basis of the evidence, the committee then agrees on their recommended treatments. The three tables in this chapter show what they recommend for adults with mental health problems.2 We begin with depression, anxiety, and eating disorders.

Depression

As we have seen, depression is one of the most common mental health problems. In it people have a pervasive low mood and also often lack energy, have difficulty concentrating, lose interest in things, have disturbed sleep, are critical of themselves, and feel hopeless about their future. There can be a serious risk of suicide.

Table 10.1. NICE’s recommendations for the psychological treatment of depression, anxiety, and eating disorders



	Condition

	Treatment




	Depression: moderate to severe

	CBT or Interpersonal psychotherapy, each with anti-depressants




	Depression: mild to moderate

	CBT (individual or group)




	

	Interpersonal psychotherapy




	

	Behavioral activation




	

	Behavioral couples therapy




	

	Counseling for depression




	

	Short-term psychodynamic therapy




	Panic disorder

	CBT




	Social anxiety disorder

	CBT




	

	Short-term psychodynamic therapy




	Generalized anxiety disorder

	CBT




	Obsessive-compulsive disorder

	CBT




	Posttraumatic stress disorder

	CBT, EMDR*




	Bulimia

	CBT




	

	Interpersonal psychotherapy




	Anorexia

	In-patient weight-gain program




	

	CBT




	

	Interpersonal psychotherapy




	

	Cognitive analytic therapy





*EMDR = eye-movement desensitization reprocessing therapy (considered by many to be a form of CBT).

A first episode of depression is often triggered by an adverse life event (loss of a job, break-up of a relationship, death of a loved one) or by chronic stress (ongoing financial difficulties, bullying at work). The episode may last just a few weeks or it may last many months. With time the vast majority of people will recover, even without treatment. However, 60% of people who recover will have at least one further episode of depression at some stage in their lives, and for some there will be multiple episodes or they will develop a chronic depressed state.3 As the number of episodes a person experiences increases, it becomes more and more likely that another episode will come “out of the blue” with no triggering event. So the purpose of treatment is both to speed recovery and to reduce the chance of another episode.

Speeding Recovery

Depressive episodes vary in severity. For the treatment of all levels of severity NICE strongly recommends one of two psychological treatments—cognitive behavior therapy or interpersonal psychotherapy. In severe depression it is suggested that these psychological treatments are combined with antidepressants. In mild to moderate depression they are recommended as sole treatments, and medication is not recommended.

Cognitive behavioral therapy for depression focuses on two of the main things that contribute to the maintenance of the depression—negative thinking and the way we behave. With the help of a therapist, people learn how to spot and challenge unhelpful patterns of thinking (such as “I’m a failure,” “Things are hopeless”). They also learn to identify and change avoidance behaviors. Because they lack energy and feel nervous or hopeless, depressed people tend to withdraw from many of the activities that previously gave them a sense of pleasure and meaning. But this means that little can happen to help lift their mood. They may also put off dealing with pressing problems. So in therapy, people are encouraged to become more active (“behavioral activation”) and are also helped to break problems down into manageable chunks. Treatment mainly focuses on the present but can also address painful memories when these are contributing to the problem. Therapy is very practical, works toward clearly specified goals, and includes “homework” assignments that people do between therapy sessions. For mild to moderate depression, group CBT is also recommended as an option, but there have (surprisingly) been no trials of group therapy compared to individual therapy.

Interpersonal psychotherapy for depression was developed by a New Haven–Boston psychotherapy group led by Myrna Weissman and Gerald Klerman. It is based on the idea that depression often arises from difficulties in relationships with other people. The depression can also affect those relationships. As in cognitive behavioral therapy, treatment starts by providing people with information about depression, its symptoms, how common it is, and its natural course. Therapy then moves on to look at the range of relationships (work, leisure, romantic, home life) that people are involved in, and helps them understand how their mood is linked to their contacts with other people. Several different types of current relationship difficulty might be identified: conflict with another person, life changes that affect how you feel about yourself and others, grief and loss, difficulty in starting or keeping relationships going. Together with a therapist, people identify new ways of dealing with their relationship difficulties and try these out in action.

For mild to moderate, but not for severe, depression, four other psychological therapies are also recommended by NICE. They are behavioral activation, behavioral couples therapy, counseling, and short-term psychodynamic therapy.

Behavioral activation has many similarities to cognitive behavior therapy but more closely focuses on helping people change unhelpful behaviors and become more active.

Behavioral couples therapy for depression is recommended as a possible treatment if the depressed person has a partner and the relationship is felt to be contributing to the depression. Both parties must want to work together in the therapy. Its main focus is on helping the couple understand the effects they have on each other, especially when one partner is depressed. The couple is encouraged to experiment with changing how they communicate and behave toward each other, so that the relationship can become more supportive and mutually fulfilling.

Counseling has a long tradition in psychotherapy and encompasses a range of approaches. The evidence shows that the most effective counseling involves a nondirective approach in which the therapist mainly focuses on current problems and provides a warm and supporting relationship within which people can explore how they feel and think about a number of issues. As advocated by Carl Rogers and others, the therapist generally resists telling people what to do in a particular situation but aims to help them make sense of their experiences and explore new ways of looking at themselves and at the world around them.

Short-term psychodynamic therapy draws on psychodynamic theories developed by Freud and others but is also influenced by other briefer and more structured forms of therapy. It is similar to other therapies in the sense that it aims to help people deal with troublesome feelings and thoughts that are distressing them. However, it places a greater emphasis on helping people see how their present difficulties may be related to previous relationships or other difficulties, and it assumes that previous attempts to avoid painful topics mean that people may not be fully aware of what is distressing them. Short-term psychodynamic psychotherapy is less directive than cognitive behavioral therapy. People are encouraged to explore their feelings about current and past events and to become more aware of what may be the underlying cause of their distress. Therapists may comment on apparent links between present and past events to help people spot recurring themes and self-defeating behaviors, which people may then be motivated to change. It is assumed that some conflicts that have occurred in a person’s life will also be mirrored in their relationship with their therapist, which can then be used as a vehicle for change. Therapists try to be as neutral as possible, giving little information about themselves. This is intended to increase the chance that important relationships from the person’s past or present will be reflected in their relationship with the therapist. There is much less emphasis on learning particular skills for coping with emotions (keeping thought records, problem solving, and such) than in cognitive behavioral therapy.

Reducing the Risk of Further Depressions

Two psychological treatments that have been shown to reduce the risk of a further episode of depression are recommended by NICE for this purpose. They are cognitive behavioral therapy and mindfulness-based cognitive therapy.

As we have seen, people whose acute episode of depression was treated with cognitive behavioral therapy are 50% less likely to have a new episode in the next two years than people who are treated with antidepressants. Steve Hollon, a psychologist at Vanderbilt University, has shown that cognitive behavioral therapy’s superior long-term effects are due to its ability to teach people different ways of thinking about themselves and the meaning of adverse life events.4 In particular, cognitive behavioral therapy is more effective than medication in reducing depressed people’s tendency to see life’s setbacks as their fault and a reflection of their personality. It is possible that some of the other psychological treatments that are recommended for acute depression may have similar long-term benefits, but this has not yet been established.

CBT is sometimes given as a prophylactic to patients who have just recovered from depression through the use of antidepressants. The results can be striking and very long lasting, as figure 10.1 shows.5

Mindfulness-based cognitive therapy is another exciting new development that can be used to reduce the risk of relapse in people whose depression is treated with medication. It is recommended for people who have had three or more previous episodes of depression. By attending a course of group mindfulness-based cognitive therapy while you are not depressed you can develop skills for dealing with emotional difficulties that approximately halve the likelihood of a new episode of depression. People learn to become more aware of the bodily sensations, thoughts, and feelings that are associated with downward shifts in mood. They learn healthier ways of responding by accepting, but becoming less emotionally involved in, those thoughts and feelings. For example, they learn that “thoughts are not facts” and that you can accept difficulties without being overwhelmed by them. Daily practice in mindfulness-based meditation is strongly encouraged.6
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Figure 10.1. Patients who recover from depression are less likely to relapse if given CBT.

Anxiety

Cognitive behavioral therapies are effective in all anxiety disorders and are strongly recommended by NICE. For most anxiety conditions, the best cognitive behavioral therapies have been shown to be superior to other psychological therapies that involve as much therapist contact and are as plausible.7 We can therefore be confident that some of the benefit is due to the specific procedures in each cognitive behavioral therapy, rather than more general features of therapy such as having a warm, supportive and encouraging therapist. In all of the anxiety disorders, CBT helps people to identify what they are afraid of and to test out their negative beliefs in active ways, as we saw in the last chapter. Behavioral experiments are a prominent part of the treatment. Despite these common elements, the most effective CBTs are quite specialized, with certain techniques being used in one anxiety disorder but not in another.

Panic disorder is characterized by repeated, unexpected panic attacks and a persistent fear of future attacks. We outlined the cognitive behavioral approach to treatment in the previous chapter. Randomized controlled trials have established that CBT is effective in the short term, with 60–80% of individuals becoming panic free.8 The gains that have been made in treatment are generally well maintained when people are followed up a year or so later. As with depression, people are considerably less likely to relapse following treatment with cognitive behavior therapy than following treatment with medication.9 The superior sustained benefits of psychological therapy are related to the more profound changes in thinking that it achieves. In particular, psychological therapy removes people’s tendency to interpret harmless bodily sensations as signs of serious physical illness.10

Social anxiety disorder involves a marked fear of social interaction or performance situations, such as public speaking. Individuals fear that, when they are anxious, they will do or say something that leads to their humiliation or embarrassment. We described a cognitive behavioral approach to the treatment of this condition in the last chapter. Until recently, it was common for people with social anxiety disorder to receive CBT in groups. While group treatment has some advantages in terms of discovering that there are many other people with a similar problem, and in providing opportunities to practice social interaction, the latest research suggests that individual CBT is more effective. As a consequence, individual CBT receives NICE’s strongest recommendation.11 Controlled trials have shown that it is superior to a wide range of alternative psychological therapies (including interpersonal psychotherapy, exposure therapy, and psychodynamic psychotherapy).12 Around 60–80% of people recover, and therapeutic gains appear to be well maintained after up to five years of follow-up.13 Although less effective than CBT, there is some evidence that short-term psychodynamic psychotherapy can also be beneficial.14 For this reason, NICE recommends it as a treatment to consider for people who have failed to respond to CBT and do not wish to take medication.

Specific phobias involve a marked fear of a specific object or situation (for example, heights, flying, animals, receiving an injection, seeing blood). In these cases the core element of CBT treatment involves repeated exposure to the feared situations, during which individuals identify and test out their fearful beliefs. In the case of blood-injury phobia, the best results are obtained with “applied tension,” in which exposure to the sight of blood or injury is combined with training in a coping technique that prevents the drop in blood pressure that is unique to this particular phobia.15

Obsessive-compulsive disorder involves distressing thoughts or images that people feel compelled to try to “put right” or neutralize. Some people are concerned that the objects they touch may be contaminated and they repeatedly clean or wash themselves. Some people are concerned that they may have failed to do something (turn off the gas or electricity) or may have accidentally caused harm (run someone over) and repeatedly check to see that this has not happened. Others may experience thoughts (“the devil”) that they feel they need to neutralize with other thoughts (like thinking about God). A core component of the CBT approach involves encouraging people to come into contact with the things that trigger their distressing intrusions (for example, touching a “contaminated” door handle) while not doing anything to “put things right.” With practice, this leads to a marked reduction in distress, especially when combined with other ways of reexamining one’s fearful thoughts.

Generalized anxiety disorder is characterized by excessive worry. People find themselves worrying about many things (finance, relationships, work, health, and so on) and feel their worry is out of control. Cognitive behavioral therapies focus on helping people to bring their worry under control and prevent it from intruding into their life. A variety of techniques are used. Problematic beliefs that promote worry (“if I worry about it, it won’t happen”) are identified and addressed, and fears that underlie worry are discussed. People may be given techniques to restrict worry to particular times of day.

NICE does not recommend counseling for generalized anxiety disorder, but it is sometimes offered. A recent audit of routine practice found that recovery rates are higher for people who receive CBT than for those who get counseling, reinforcing the importance of therapists following treatment guidelines.16

Posttraumatic stress disorder is a common result of highly traumatic events such as traffic accidents, physical or sexual assaults, witnessing horrible events, or earthquakes. People find themselves haunted by memories of the traumatic events, go out of their way to avoid reminders, and have heightened levels of arousal. Sleep disturbance is common. For many people, these symptoms decline without any treatment in the first few months after the traumatic event. However, some people do not recover. The best predictors of whether a person recovers are their memories, beliefs, and behavior, and these can be changed.17 Trauma-focused cognitive behavioral therapy targets these processes and is highly effective, with around 70% of people recovering. They are still recovered a year or so later.

Several effective versions of CBT for PTSD have been developed by researchers in the United States (Edna Foa and Patricia Resick) and the United Kingdom (Anke Ehlers and David Clark). The therapies primarily aim to help people process their memories of the traumatic events, so that they generate less emotion and are less intrusive. This is can be achieved by writing a narrative account of the trauma or by reliving certain aspects of the trauma in imagination while in a safe environment. Therapy also focuses on unhelpful beliefs that people may have developed about themselves (“it was all my fault”) or their symptoms (“not being able to control my memories means I am going mad”). People often put their lives on hold following a trauma. Therapy also helps people to “reclaim their lives” by reengaging with things that give them a sense of meaning and purpose.

As we have seen, it used to be common for people to be offered psychological debriefing a day or two after a traumatic event. But research studies have shown that this very early intervention is unhelpful as it slows down natural recovery.18 NICE therefore does not recommend debriefing. Instead, watchful waiting is advocated, with people only being offered formal treatment if symptoms still persist two to three months after the trauma.

Eating Disorders

Eating disorders can ruin people’s lives. They involve a severe disturbance in patterns of eating that undermine health and quality of life. People with bulimia alternate between eating excessive amounts (bingeing) and strenuous efforts to rid themselves of the food (by vomiting, purging with laxatives, or excessive exercise). The way they think about their own worth is excessively dependent on their perception of their body shape and weight. People with anorexia severely restrict their eating and have excessively low weight, which can be life threatening. They have a marked fear of putting on weight and tend to see their body, or parts of it, as being fatter than it is.

For bulimia, NICE recommends a specialized form of cognitive behavioral therapy as the first-choice treatment.19 In randomized controlled trials it has been shown to be superior to several equally plausible psychological treatments, and so it must have a specific effect.20 Around 50% of individuals fully recover and many others show worthwhile gains, which are largely maintained at follow-ups after a year or so. The treatment focuses on helping people to establish more regular patterns of eating and to change their dysfunctional beliefs about food, weight, body image, and self-worth. For people who fail to respond to cognitive behavior therapy for bulimia or want an alternative treatment, interpersonal psychotherapy is recommended, but clients are told that it takes rather longer (eight to twelve months) to achieve results comparable with those obtained by cognitive behavioral therapy.21

There is currently less clarity about the optimal psychological treatment for anorexia. When individuals’ weight becomes dangerously low, they need to go into hospital to get help with putting on weight. NICE also recommends a range of psychological therapies to be given either on their own or in conjunction with an inpatient weight-gain program. However, the overall outcomes that can currently be achieved in anorexia are not as strong as those obtained with bulimia.

Combining Therapy and Medication

For depression, for many anxiety disorders, and for bulimia, there is good evidence that medication (mainly antidepressants) can help. What happens if psychological therapies and medication are combined? Do they work together to produce even greater benefit? Or do they interfere with each other? The answer is complex.

In moderate to severe depression, combining cognitive behavioral therapy and antidepressants appears to increase recovery rates, and the relapse-reducing effect of cognitive behavior therapy is not undermined. However, in some anxiety disorders the good long-term benefits of psychological treatment can be undermined by the simultaneous taking of medication. David Barlow of Boston University followed up people who have been successfully treated for panic disorder for two years after the end of treatment.22 Those who recovered with cognitive behavior therapy had a significantly lower relapse rate than those who recovered with antidepressant medication. Unfortunately, those who had combined CBT and medication did no better than those who only had medication, unless the tablet was a placebo. It seems that the active chemical ingredients in the anti depressant in some way interfered with the long-term stability of clinical improvements. Also in bulimia, combined treatment does not appear to be better than cognitive behavioral therapy on its own.23

New Ways of Delivering Therapy

Traditionally, psychological therapies for depression and anxiety involve weekly sessions of around an hour, with a course of treatment extended over several months. This can be a considerable time commitment; it may be difficult to fit in with work, and it means that recovery will also take several months. More recently, researchers have been investigating other ways of delivering therapy that may speed recovery and/or reduce the number of times an individual has to attend therapy sessions.

One exciting development is the seven-day cognitive behavioral treatment for posttraumatic stress disorder developed by Anke Ehlers and colleagues in the United Kingdom. Normally, CBT for posttraumatic stress disorder involves up to fourteen weekly sessions over three to four months. Ehlers found that the treatment can be just as effective when delivered over a single week.24 As a consequence, recovery can be achieved in much less time than with the traditional way of delivering therapy.

Another important development is the scientific improvement of methods of self-study. During psychological therapy people learn a lot about how to deal with emotions, thoughts, and behaviors. But in most areas of life much of our learning is obtained from reading, rather than from talking. With this in mind, self-study-assisted versions of several cognitive behavioral treatments have been developed. People are given self-study materials to read between therapy sessions. In both panic disorder and social anxiety disorder, the use of self-study modules can double the amount of improvement people make with each hour of therapy.25 In consequence, fewer visits to a therapist are required.
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Figure 10.2. For PTSD, CBT delivered in only 7 days is as effective as standard CBT.

Low-Intensity Therapy and Stepped Care

If the number of therapy sessions needed for recovery can be drastically reduced by reading self-study materials, it seems likely that some people may be able to benefit from an almost completely self-study-based treatment. In recent years numerous randomized controlled trials have demonstrated that this is the case. Self-help versions of cognitive behavior therapy in which most of the content of treatment is delivered through a book or a computer program have been shown to give significant benefits in mild to moderate depression, in bulimia, and in many, but not all, anxiety disorders.26 A proportion of people appear to benefit from pure self-help but, in most conditions, higher success rates are achieved with guided self-help. Typically, a health professional provides brief, but regular, support, which may be via telephone, e-mail, and/or text messages, rather than faceto-face sessions.

Thus guided self-help is the obvious first step for mild to moderate depression, bulimia, and some anxiety disorders (but not social anxiety or PTSD). For these people NICE recommends a system of “stepped care” where they are first offered the low-intensity treatments shown in table 10.2 and are only stepped up to the high-intensity treatments in table 10.1 if they fail to respond after several weeks.

Table 10.2. NICE’s recommendations for low-intensity psychological treatments of depression, anxiety, and eating disorders





	Condition

	Treatment




	Depression

	Guided self-help based on CBT; structured physical activity




	Panic disorder

	Guided self-help based on CBT




	Social phobia

	Guided self-help based on CBT is not recommended as a first-line treatment. Consider it only if the person declines face-to-face CBT but is still interested in trying a psychological therapy




	Generalized anxiety disorder

	Self-help based on CBT; psycho-educational groups




	Obsessive-compulsive disorder

	Guided self-help based on CBT




	Posttraumatic stress disorder

	No recommended low-intensity treatment—only watchful waiting




	Bulimia

	Self-help based on CBT





This approach has proved a good way to maximize the number of people who can be successfully treated in a therapy service with limited resources.27 However, it is important that it is used properly. In particular, it should not be offered to people with conditions in which low-intensity interventions have not been shown to be effective. And services need to be well organized so that people who fail to recover at low intensity are promptly stepped up to highintensity therapy. If this does not happen, the overall performance of a service will be poor.28

Having discussed the treatment of depression, anxiety, and eating disorders, we now turn our attention to three other disabling mental health conditions: schizophrenia, personality disorders, and alcoholism and drug addiction.

Schizophrenia

Schizophrenia is a relatively rare condition affecting 0.5 to 1% of the population. But it can have a devastating effect on people’s lives. People with the diagnosis experience a range of symptoms, and there is debate about whether it is a unitary condition or whether it would be better to talk about schizophrenias. Symptoms are traditionally divided into positive symptoms (such as hallucinations and delusional beliefs) and negative symptoms (such as apathy, disorganized thought patterns, low mood). Most people with schizophrenia are offered antipsychotic medication, which can help reduce the symptoms. However, many people find the side effects of the medication difficult to tolerate and don’t consistently take their medication—often leading to relapse. But trials have shown that cognitive behavioral therapies specifically developed for schizophrenia can produce beneficial effects on both positive and negative symptoms during an acute episode.29

Table 10.3. NICE’S recommendations for psychological treatment of other conditions



	Condition

	Treatment




	Schizophrenia

	CBT
Family therapy




	Personality Disorder

	



	Borderline

	Schema-focused cognitive therapy*




	
	Mentalization*




	
	Dialectical behavior therapy*




	Anti-social

	Group-based CBT




	Alcohol Dependence

	Motivational interviewing




	
	Behavioral couples therapy




	
	CBT




	Drug Dependence

	Motivational interviewing




	
	Contingency management




	
	Behavioral couples therapy




	
	Evidence-based psychological therapy for other problems





*Shown to be superior to standard care or other intervention in at least one randomized controlled trial but not yet specifically recommended by NICE.

Outside an acute episode, many people with schizophrenia can be helped to lead relatively normal lives. But there is always the issue of relapse. George Brown, a British psychologist, discovered that the family environment in which a person lives has a big influence on whether a person relapses in the face of stress. Individuals who live with people who frequently make critical comments or are highly emotional (technically termed high “expressed emotion” or high EE) are more likely to relapse than people who live in a less critical or emotional household (“low EE”).30 In a landmark study, Julian Leff and colleagues showed that it was possible to teach families who are high EE to become low EE, and this reduces the likelihood that the person with schizophrenia will relapse.31 Family therapy built on this work has been consistently shown to reduce both EE and relapse.

Psychological treatment has smaller effects on schizophrenia than it does on depression or anxiety. But the gains are still very worthwhile, and it is for this reason that NICE recommends that everyone with schizophrenia should be offered an evidence-based psychological treatment. In the meantime, research on psychological treatments for schizophrenia is very active, and further advances can be expected. A particularly promising approach focuses on individual symptoms (such as hallucinations or delusions) and on the psychological mechanisms that underlie them.

Personality Disorders

The term “personality disorder” is controversial. Sometimes it is used in a pejorative sense, which is quite wrong. When used properly, it refers to long-standing, consistent ways of thinking and behaving that date back to childhood and cause substantial distress to ourselves and other people. Two personality disorders—borderline and antisocial—have attracted most attention in terms of psychological treatment research, and some helpful approaches are now available.

Borderline personality disorder is characterized by unstable relationships, moods, and feelings about oneself, along with a strong tendency to impulsive behavior, some of which is self-destructive (cutting oneself). Currently, NICE does not recommend a particular psychological treatment, as not enough randomized controlled trials have been published to single out a particular approach. However, it is clear that any effective treatment needs to be fairly long term (one year or more) and involves building a strong supportive relationship with the individual and acting in a way that does not risk enhancing his/her fear of being abandoned by others. There are three treatments that have been shown to be effective in a small number of controlled trials, and it seems likely that, as more trials accumulate, they will become more strongly recommended. Schema-focused cognitive therapy, based on the work of Jeffrey Young and colleagues in New York, uses many of the techniques of cognitive behavior therapy with an additional focus on reparenting and dealing with early memories of trauma. In one trial schema-focused therapy was compared with an equally plausible psychodynamic treatment.32 Both were delivered over a period of three years. Forty-six percent of people recovered with schema-focused cognitive therapy, compared with 24% of those who had the psychodynamic treatment. Mentalization, developed by Anthony Bateman and Peter Fonagy in the United Kingdom, is a different form of psychodynamic treatment that aims to improve people’s capacity to understand their own and other people’s mental states, in order to make relationships and emotions more stable. It has been shown to be superior to standard clinical care in reducing hospital admissions, self-harm, and suicide attempts.33 Dialectical behavior therapy, developed by Marsha Linehan in Seattle, is a further type of CBT that focuses on helping individuals develop skills of interpersonal and emotional regulation, as well as increasing their tolerance of distress. It has been shown to be effective in reducing suicide attempts and self-harm.34

Antisocial personality disorder is characterized by a pervasive pattern of disregard for, and violation of, other people’s rights. There is much less research on the treatment of antisocial personality disorder, and most studies have focused on people who have committed crimes and are in the prison system. Cognitive behavioral group therapy has been shown to reduce reoffending rates and is recommended by NICE.

Alcoholism and Drug Addiction

Alcohol Dependence

For people who are seriously dependent on alcohol, the first thing is to help them to have a period when they do not drink. But from quite early on they also need psychological treatment (usually based on CBT) to help them to remain abstinent and cope with associated problems.

To undergo assisted alcohol withdrawal, those who are most ill need inpatient treatment. But these are a minority, and most people can be treated in the community. The ideal aim is total abstinence, which is facilitated by the use of a benzodiazepine (to reduce the withdrawal symptoms) and acamprosate or naltrexone (to reduce the risk of relapse). But only about a third of those treated this way are still abstinent after a year.35 A further 30% are improved to some extent. This points to the huge importance of psychological therapy to run in parallel with programs of withdrawal from alcohol. NICE recommends three specific approaches.36 One is motivational interviewing, which is an intervention that aims to increase an individual’s motivation to make changes in their life. A second is behavioral couples therapy, which can help a couple work together to overcome an individual’s alcohol dependence. The third is cognitive behavior therapy focused on both drinking and any underlying psychological problems.

A totally different approach is that of Alcoholics Anonymous. Their method relies on the power of support from other members of the group (mutual aid). At each weekly meeting every member introduces himself and acknowledges that he is an alcoholic who is powerless over alcohol. Each new member works through the Twelve-Step Program in which he (or she) recognizes the harm he is causing himself and others, and the need for total abstinence. He acknowledges that he has lost the power to control himself and hands that role to his Higher Power, however conceived. The program is remarkably successful for those who engage with it, although it has not been subjected to rigorous clinical trials.

Drug Dependence

The treatment of drug dependence is similar to that for alcohol. The first step is to bring some order into the person’s life. Since drugs like heroin are very expensive, addicts may turn to theft to fund their dependency. The first step toward stabilizing heroin addicts is to provide them with the high that they demand, free of charge. For the worst street addicts, Switzerland and Germany provide comprehensive clinics that initially provide free heroin injections when necessary, but then methadone or buprenorphine, linked to psychosocial support.37 Britain is trialing free heroin,38 but the standard NICE-recommended therapy is methadone or buprenorphine.

The ultimate aim must be total abstinence, which is helped by taking naltrexone (to reduce craving). The best residential clinics achieve 40% rates of abstinence after one year. But again, psychological therapy should be a standard component, once the drug situation is under control. The psychological therapy takes three forms. Contingency management is used to reduce drug taking and to promote engagement with services. If the drug user has a nonusing partner, behavioral couples therapy can be helpful as a way of strengthening the way in which the couple can work together to overcome the drug problem. When underlying mental health problems with depression, anxiety, and other conditions are detected, the relevant evidence-based psychological treatment for each condition should also be offered.39

Unfortunately, most drug addicts get treatment far too late, partly because taking drugs is illegal. This makes it impossible to treat drug addiction properly. People are frightened to seek help, since it involves admitting to a crime. Moreover, if people are caught, they get a criminal record that makes it much more difficult to get a job40—a key step toward improved mental health.

It is vital to decriminalize the use of drugs. This was done in 2001 in Portugal, where people caught with drugs are now sent to a civil tribunal that refers addicts for treatment.41 As a result the number of people injecting heroin has halved and there has been no increase in general drug use compared with the neighboring country of Spain. Every country should learn from the example of Portugal, and the Czech Republic, which has also decriminalized drug use. This does not mean legalizing the selling of dangerous drugs. But it would be sensible to allow the regulated supply of less dangerous drugs like cannabis and ecstasy—with proper labeling, information, and testing of products. This would separate the markets for less dangerous drugs from those for heroin and cocaine, and encourage those seeking highs to obtain them in the least dangerous possible way.42

Patient Choice

Although there have been enormous advances in the development of effective psychological therapies, there is currently no mental health condition in which a single therapy works for everyone. Given this point, it is important to identify who is likely to benefit from a particular treatment. One of the most consistent findings is that a treatment is more likely to be effective if a person finds it credible and expects to improve.43 This finding means that therapists need to work hard to ensure that they provide their patients with a clear rationale for treatment. It also suggests that when several different treatments are known to be similarly effective on average, better outcomes are likely to be obtained for individuals if they are allowed to choose the treatment they find most credible.

Recent research has provided some support for this idea. In a randomized controlled trial of treatments for chronic depression, the average result was that after twelve weeks of treatment people were equally likely to respond to CBT or antidepressants. However, those people who initially expressed a preference for CBT did better if they received CBT than if they received medication. And those who preferred medication did better if that was the treatment they got. Figure 10.3 shows this striking result.44 It really matters if people get the treatment they want.
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Figure 10.3. People do better on their preferred treatment.

Properly Trained Therapists

Psychological therapies are complex. For them to be effective, they need to be delivered properly. Unless therapists are carefully trained, there will be considerable variability in the competence with which a treatment is delivered. One study found that almost half of the differences between patients in how much they improved with therapy was due to differences in the competence with which their therapist delivered the treatment.45 Unfortunately, many health care systems have not yet come to terms with this point. In England, for example, a recent national survey of psychological therapies found that more than 30% of people who delivered certain therapies were not trained to do so. Clearly, this needs to change.

To conclude, we have outlined what we currently know about the psychological treatments that work for different mental health conditions. For some conditions (depression, anxiety disorders, PTSD, and bulimia), we have treatments that lead to sustained recovery in half or more people, with many others seeing worthwhile improvements. The treatments that are most effective are generally those that focus on the psychological processes that are known to maintain the condition, rather than on the original cause. For other conditions (schizophrenia, personality disorders, alcoholism, and drug addiction) the benefits of the best treatments are also very worthwhile.

As psychotherapy research goes from strength to strength, more and better therapies will be discovered. In the next few years some current treatments that have not yet been shown to be effective will probably prove their worth. But we already have proven therapies that could benefit millions of people. So can we afford to provide them?
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Nothing astonishes men so much as common sense.

Ralph Waldo Emerson, “Art”

Depression and anxiety can be treated effectively, yet under a third of those affected are in treatment. Surely this is wrong. But the numbers involved are huge, so can we possibly afford the cost of getting help to all who need it?

The answer is a resounding “Yes.” First, we do not even ask the question when it comes to chronic physical illnesses like diabetes, lung problems, heart problems, or arthritis. These chronic conditions affect about a third of the whole adult population in advanced countries, and the vast majority of those people get help. The same should hold for people with depression and anxiety disorders, which are often more disabling. But second, there is a remarkable economic fact—that it would cost us nothing (in net terms) to treat all these people. The treatment will generate enough savings to pay for the treatment. That is what this chapter is about.

Savings on Physical Health Care

The first set of savings is on physical health care. As we have seen, whatever their physical health, people who are depressed or anxious go to the hospital more often (as inpatients, outpatients, or for emergency care), and they also go more often to their primary care physician. But, pari passu, when their mental state improves, they use less physical health care. So how does the use of physical health care change when people are given psychological therapy?

Clearly the biggest effects will be found when psychological therapy is given to patients who also have a chronic physical illness. As table 11.1 shows, there is a huge overlap between mental illness and “long-standing physical complaints.” People with chronic physical illness account for some 70% of all health care costs.1 And those of them who have a mental health problem cost some 50% more than other patients with the same physical condition at the same level of severity.2 So it is not surprising that addressing their mental health can save a great deal of money.

There have been many studies of how physical health care costs alter when people with physical illnesses are also given psychological treatments for their mental health problems. A meta-analysis of ninety-one such studies showed that on average the psychological treatments reduced annual physical health care costs by 20%.3 In addition, in all but two of the twenty-eight studies where data were available on the cost of psychological treatments, the physical health care savings exceeded the cost of the psychological treatment.

These are US studies. English calculations come to the same conclusion—that treating people for depression or anxiety disorders saves more money for the health services than it costs them. In England such treatment is provided through a program called Improving Access to Psychological Therapies discussed in the next chapter. This includes a range of treatments from low to high intensity, costing on average around $1,000.4 The average person with physical health problems and mental health problems together costs the health service $9,000 a year in physical health care. So, if psychological therapy cuts that cost by 20%, the savings are nearly $1,800—much more than the original cost of the psychological treatment.

Table 11.1. Out of 100 adults, how many have physical complaints, mental illness, or both?



	
	Have mental illness

	Have no mental illness

	Total




	Have physical complaint(s)

	10

	32

	42




	Have no physical complaint

	7.5

	50.5

	58




	Total

	17.5

	82.5

	100





There is direct evidence that this is the case. One enterprising general practice has followed up 203 of its patients who had been referred to the Improving Access to Psychological Therapies (IAPT) program. It looked at how England’s National Health Service costs had changed between the period before referral and two years later. Some of the patients had in the event received no IAPT treatment, some had had partial treatment, and some had had full IAPT treatment. By comparing each of these groups with other patients having the same mix of physical conditions it was possible to estimate how IAPT treatment had affected their usage of physical health care. The answer was that annual physical health care expenditure had fallen by $1,600 as a result of full treatment and $750 for partial treatment—savings big enough to pay for the treatment.5

Specific Physical Health Problems

Savings can be especially high when the psychological treatment is adjusted to the specific physical condition of the patient. Here are some examples. Patients with severe breathing problems are prone to panic. They feel they may choke to death. In 2006 a London hospital established a cognitive behavioral breathlessness clinic for these patients. One group was treated at once, and the others, randomly selected, were put on a waiting list. The clinic provided four 2-hour sessions of group therapy at weekly intervals.

To evaluate the results, they compared those treated with those not treated, looking at how each group used the health service in the six months before the treatment and in the six months after it. This showed that after treatment those who had been treated went to emergency departments in the hospital 50% less than they would otherwise have done, and spent a third less time in the hospital. Altogether the savings over those six months were $2,000 per person. The clinic had cost only $450 per person, so the savings exceeded the costs by a factor of 4.6

Or take the coronary heart disease known as angina. Patients with refractory angina are highly prone to both depression and anxiety, including self-defeating safety behaviors like lack of exercise. In 1997 a Liverpool clinic introduced a brief cognitive behavioral program for all these angina patients.7 This involved two 2-hour interviews eight weeks apart with two consultants (in cardiology and pain management), plus stress-management advice, relaxation tapes, self-help manuals, and graded exercise. In the year after participating in this program, the patients spent 33% fewer days in the hospital than in the year before, as figure 11.1 shows. And fewer of them died. The total saving in cost per patient per year was $3,000—which more than repaid the cost of the intervention.8
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Figure 11.1. A CBT program reduced hospital admissions for refractory angina.

Or consider a Swedish trial of patients discharged from the hospital following treatment for a heart attack.9 One set of patients was given group CBT in twenty sessions over a year, the other was given none. Figure 11.2 shows the impact of the therapy on those who received it, compared with the control group. It is a striking effect.10

That study did not measure the resulting cost savings. But in one US study that did, depressed patients with acute coronary syndrome were randomized between usual care and usual care plus treatment for depression (psychotherapy and/or medication, as the patient chose). Over the following six months, the people who were treated for their depression cost $1,000 less in physical health care.11

Finally we can look at diabetes. A large American prepaid health plan called the Group Health Cooperative took a group of patients who had diabetes but were also depressed. A randomly selected half of the patients were given specialist care for their depression, while the other half had treatment as usual. From when the experiment began to twenty-four months later the total health care costs for those treated for depression were $1,100 less per person. Here too the extra cost of the treatment had more than paid for itself.12
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Figure 11.2. CBT reduces the recurrence of cardiovascular disease.

All readings are adjusted for initial medical condition. Cumulative first recurrent fatal and nonfatal cardiovascular events during 9 years (108 months) from baseline, adjusted for the influence of age, sex, marital status, education, smoking habits, co-morbidity, and numerous other medical measures at outset.

This evidence has enormous implications. The rationing of mental health care should cease. Making proper evidence-based psychological treatments available in the right dosage is a no-brainer. It will cost the health care system (that is, the insurer) nothing.

Savings on Welfare

There is also a major second saving—to the welfare system. Mental illness, unlike physical illness, is mainly a problem for people of working age. By stopping so many people from working, mental health problems cost the community billions in welfare benefits and lost taxes. Treating these conditions successfully can lead to huge financial savings, which fully repay the cost of the treatment.

The mechanism is simple. Making treatment available can help distressed people to stay in work. And if they are out of work it can help them back into work by giving them the psychological strength and confidence to face the labor market. In fact, even a course of group CBT for unemployed people has been shown to double the numbers who find work.13

We can put some numbers on the savings. Suppose we treat 100 typical people with depression and anxiety disorders (some working, some not). From the available evidence we can expect that over the next 25 months at least 4 of the 100 people treated will work who would not otherwise have done so. That makes altogether at least 100 extra months at work and off welfare benefits (4 × 25). Averaged over the 100 people treated, that amounts to at least one month off benefits per person treated. The resulting savings on welfare benefits and lost taxes are at least as much as the cost of the therapy.14 This is true in both the United States and Britain. Thus the cost of the therapy is covered twice over—in these savings as well as in reduced physical health care.

But how robust is the 4% assumption about the effects of therapy on employment?15 A randomized trial in the United States followed up patients who had received cognitive therapy for depression over a two-year period. By the end of that time 18% more were in work than otherwise would have been. (By contrast patients allocated to antidepressant medication for the same two-year period had no significant extra employment, nor did those allocated to pill placebo.16) This 18% is a very large effect. In another randomized trial of “enhanced mental health treatment” for depression, the effect over twelve months was 5 percentage points—again bigger than we have assumed in our calculation.17

Likewise, when a group of patients with general anxiety disorder or panic attacks were given “collaborative mental health care,” their employment rate twelve months later was up by 16 percentage points compared with treatment as usual. And their absenteeism rate was down by the equivalent of thirty-one days a year. Both of these impacts are much bigger than we have allowed for.18

The only British randomized trial of employment effects is the one we have already referred to. It covers some three hundred long-term unemployed people. One group had seven weeks of group CBT, in sessions lasting three hours each. The other group had an equal number of sessions of generalized social support. After four months, over twice as many of the CBT group had found full-time work—34%, compared with 13% for the others.19

There is also another way to get a handle on how treatment affects employment. This involves two steps: first, the effect of treatment on recovery, and then the effect of recovery on employment. Looking at it that way gives even more encouraging estimates of the overall effect of treatment on employment.20

Unfortunately, patients treated in the new English program for Improving Access to Psychological Therapies have not been followed long enough to confirm the 4% assumption. But the number who shift off benefit during the brief period of treatment is extremely encouraging.21 There is every reason to suppose that the government’s savings on welfare benefits and lost taxes exceed the full cost of wider access to psychological therapy.

Moreover, from the standpoint of the citizen it is not only the financial burden on government funds that matters. There is also a wider question: what are the benefits to society as a whole? This is the standard question in social cost-benefit analysis. In this case the costs of treatment are the same as before. These are “real resource costs” and they need to be compared with the “real economic benefits” that result. Savings on benefit payments and taxes are not a real benefit to the economy as a whole, since the state saves the money but the recipient loses the money. The real economic benefit is the extra output that is produced by having more people at work. This is whatever is produced by an average of one extra month of work per person. This is much bigger than the cost of having someone on welfare benefits. So the output gains greatly exceed the cost of the treatment. And even more can be achieved if therapy for those out of work is accompanied by vigorous efforts to place people in work.

Conclusion

We have here a double whammy. The costs of the psychological therapy are covered twice over. They are covered by savings on physical health care, and they are also covered by the government’s savings on welfare. At the same time there is a massive reduction in human suffering.

From 2004 onward England’s NICE was recommending that all patients with depression or anxiety disorders be offered evidence-based psychological therapy. But by 2007 not more than 3% of people in England with these conditions were getting therapy (and usually it was not the therapy NICE recommended).22 According to Sir Mike Rawlins, when he was chairman of NICE, this was a case of scandalous disregard—by far the greatest disregard of any of NICE’s guidelines. At the same time it was an economic nonsense. The time was ripe to expose the outrage and to argue for a radical new initiative.
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We will build a groundbreaking psychological therapy service in England.

Alan Johnson, Secretary of State for Health, 2008

Despite all the evidence for psychological therapy, most people with depression and anxiety disorders in most countries are not offered it. If anything, they are offered pills. But three-quarters of them would prefer psychological therapy.1 How can this be provided?

One possible answer comes from a radical new development in England. It is called Improving Access to Psychological Therapies and has come to be known as IAPT. This is a systematic way of organizing the delivery of evidence-based psychological therapy within England’s National Health Service. It aims to provide, in every locality, teams of well-trained therapists working under expert supervision. The progress of each patient is measured session by session, which helps both therapist and patient to advance the treatment. It also, crucially, tells those who fund the service whether they are getting value for money. In fact everything about the system (other than patient identity) is transparent.2 Anyone who is interested can access the performance of every service as well as all the operating documents of the program: the skills required of each type of therapist, the training curricula, the guidelines for supervisors, and the guidelines for commissioners.

IAPT has been something of an infant prodigy. It only started in late 2008, but by 2013 it was treating some 400,000 people a year, nearly half of whom had recovered by the end of treatment. Since the model has worked so well and is so transparent, it has generated major interest in other countries. Interest has come from at least seven countries, and Norway and Sweden have already started to introduce their own version of the system.

In England, IAPT is still only halfway to what is required if everyone who wants help is to be offered it. But enough has been achieved to ask, how did it happen? how well has it done? and how is it structured?

The IAPT Story

In Britain there are two key moments when you can inject new ideas into public policy—one is before a general election and the other is before the government’s periodic “spending reviews.” Our story revolves around these moments.

In 2005 there was to be a general election, and the Labour government was writing its election manifesto. This was a real opportunity to raise the profile of psychological therapy. So we wrote a paper for Tony Blair’s Policy Unit called “Mental Health: Britain’s Biggest Social Problem?”3

This argued that to implement the NICE guidelines we should be able to treat at least 15% of the diagnosable population each year, and this would require some 8,000 more therapists in England, most of whom would have to be trained.

The paper made its impact through three simple points. The first was the scale of suffering and the injustice of denying people the evidence-based treatments they preferred. Second (and very important) there was the economic argument, that mental illness cost the government billions of pounds, and treatment would therefore have no net cost to the Treasury. And third, routine outcome measurement would show what the system was really achieving. Initially, the proposed development would concentrate on adults (but only because there is more evidence there than for children).

Blair’s Policy Unit responded by organizing a Downing Street seminar where we put forward our arguments. Many of those present expressed their amazement that psychological therapy had now become so scientifically validated. The impact was considerable. A few months later Labour’s election manifesto included a commitment to “improve our services for people with mental health problems at primary and secondary levels, including behavioral as well as drug therapies.”4

Labour won the election and a program was established for Improving Access to Psychological Therapies. But at that stage there was no clear view of what the program should consist of. One school of thought favored little more than a bit more counseling, and there was originally to be only one pilot site (Doncaster), focused on low-intensity therapy such as guided self-help. Under pressure, a second site (Newham in east London) was established, weighted more to high-intensity therapy. That was one step in the right direction. A second came when the Department of Health set up a group of experts to advise the program, and they too pressed for a more broad-based approach.

At the same time we formed a Mental Health Policy Group at the London School of Economics that worked out the key steps needed to get from here to where we wanted to be, over a period of six years.5 A new service had to be established with its own standards and its own way of working. This could only be done well by advancing unevenly, area by area, and establishing one high-quality service after another. Each new service had to be good enough to provide placements for the new trainees.

The next question was, “Is there any new money available for this program?” From on high the answer was “No.” But it was obvious that unless a plan was produced for what was desirable, the program would get nowhere. The courageous civil servant in charge of mental health gave the go-ahead for that approach.

However, as the October 2007 spending review approached, things did not look good. A Treasury committee of officials reported that the plan was not based on evidence and was also too expensive. But then things changed. Gordon Brown became Prime Minister, and he and his Downing Street officials backed the program. At the same time an outstanding politician, Alan Johnson, was appointed Secretary of State for Health. On October 10, 2007, World Mental Health Day, he made his announcement:

We will build a groundbreaking psychological therapy service in England. Backed by new investment rising to £170 million by 2010–11, the service will be capable of treating 900,000 additional patients suffering from depression and anxiety over the next three years. Around half are likely to be completely cured, with many fewer people with mental health problems having to depend on sick pay and benefits.

And he provided every penny that had been asked for. (By “treating” he meant seeing at least once, including assessment and advice. The recovery rate would apply to those who have a course of therapy, that is, who are seen two or more times.)

So that was the plan—to roll out a new service nationwide that could make the NICE-recommended therapies available to everybody who needed them. It would take six years to do it, though detailed commitments were only made for the first three years (the period of the spending review). By 2015 the aim was to employ some 8,000 therapists in England—roughly forty for a typical population of quarter of a million people. Of these some 6,000 therapists would have to be trained—IAPT was creating a whole new profession of psychological therapists using evidence-based therapy. Given the shortage of CBT therapists in particular, and CBT’s proven effectiveness, most of the training would initially be in CBT, but would cover other therapies later. So the aim was for steady expansion, involving more and more areas, till the whole country was covered within six years.

Following the announcement, the next year was one of fevered activity.6 Competencies had to be identified for treating each particular disorder in the way NICE had recommended.7 National training curricula were developed for one-year courses, involving two days a week in college and three days of supervised practice;8 the curricula focused on the particular evidence-based treatment shown to be effective for the specific type of anxiety or depression. That done, colleges competed to participate. At the same time local services were also competing to be part of the first wave of services. Services had to show they could provide the trainees with patients who had the conditions they had been trained to treat—plus competent supervisors.9 The whole activity was coordinated by a small team in the Department of Health with a brilliant administrator, working closely with at least thirty professionals from the field.

In September 2008 some thirty-five services opened, covering about a quarter of the country, and about 1,000 trainees began their training. Every year since then has seen a further expansion of services, and by 2014 they had reached three-quarters of their planned capacity for 2015. In the first six years, over 6,000 therapists had completed IAPT training courses.10

All this was achieved despite another election in 2010 and another spending review. In that election, for the first time, every major political party included psychological therapy in its manifesto.11 And after the election, the new coalition government’s spending review strongly endorsed the program and expanded it to cover children, people with comorbid physical conditions, and those with severe mental illness. The funding was to increase each year by the same amount as under Labour, and by year six the program was to receive £340 million a year.

However, from the third year onward this finance has ceased to be ring-fenced. Local commissioners receive a block grant that includes the IAPT money as a component, but local commissioners then make their own decisions about how to spend their total grant. Some have spent more than was allocated in the block grant and some less. Up to 2012 the aggregate spending was much as planned. But from 2012 the program suffered seriously from the reorganization of the National Health Service’s administrative structures. Skilled commissioners departed and many services were left unsure about their ability to continue expanding. There was a loss of momentum. However, the reorganization is now complete. All political parties are committed to the ongoing expansion of IAPT, and it is happening.

Measuring Outcomes

To know whether IAPT is a success, we need to be able to measure whether people get better. Traditionally mental health services have not been good at measuring outcomes. Before IAPT started fewer than 40% of the people in England who received psychological therapy had an objective measure of their symptoms at the beginning and end of therapy.12 Furthermore, there was reason to suppose that when therapy services had a lot of missing data they tended to overestimate how well they were doing, because people who failed to provide data tended to have done less well.13 Clearly, if the National Health Service was to make a major investment in IAPT, an improved system for collecting outcomes was required. The traditional system asked patients to complete questionnaires twice: at the beginning of therapy and at the last session. It failed because many people end therapy at a different time from when their therapist expects. The solution was to move to a session-by-session outcome monitoring system in which patients are asked to complete a simple measure of their symptoms at every session, ensuring that an end of treatment symptom score is almost always available. This system gave the therapist a much better idea of how the patient was progressing. It has also enabled IAPT to record and publish14 the clinical outcomes of 97% of people who have a course of therapy.15 This is a remarkable achievement that ensures we really know how well the services are doing.

People Get Better

What has been achieved so far? A large number of people have already been treated. Table 12.1 shows some basic figures. (Remember that England is a country of some fifty-three million people.) The first row shows the numbers who had at least one encounter with the service. IAPT was conceived as an assessment and treatment service. It was always thought that a significant proportion of people would benefit from just an assessment and advice. Others would need a formal course of therapy. The numbers seen are broadly in line with what was originally planned.16 About 40% of those have a single session. The rest go on to receive a course of therapy involving at least two sessions. In 2014 nearly 400,000 were treated in this way.

About 46% of people who had a course of treatment recovered, and around two-thirds showed systematic improvement.17 From clinical trials a reasonable expectation is that 50% of those diagnosable should recover, and that was the target Alan Johnson set for IAPT. Recovery rates have been somewhat below this level, but they are rising, and are quite impressive if we allow for the high proportion of therapy still being delivered by trainees or very newly qualified staff.

The IAPT approach achieves seriously good results for people who have been ill for years and even decades. This emerged clearly from the pilots in Doncaster and Newham where data were collected on how long the patients had been depressed or anxious. The average time across the two sites was three and a half years, and over two-thirds of the people had been anxious or depressed for more than six months. If we look only at this “chronic” group, the recovery rates at both sites were 52%, which compares with the figure of under 20% that would have been expected from natural recovery.18 Moreover, when patients were followed up nine months later most of these gains had been maintained.19

Table 12.1. What has IAPT achieved?



	
	2008/9

	2009/10

	2010/11

	2011/12

	2012/13

	2013/14




	Numbers seen

	40,000

	180,000

	380,000

	530,000

	600,000

	720,000




	Numbers treated

	10,000

	90,000

	250,000

	330,000

	380,000

	395,000




	Recovery rate (%)

	
	38

	39

	44

	46

	46





The most obvious failure of IAPT so far is the huge variation of performance in different parts of the country.20 This applies not only to access, but also to recovery rates. One would expect some variation in access when a program is being rolled out in sequence across the country. But recovery rates should not vary as much as they do in figure 12.1.

There is however a silver lining to the chart—it shows how well IAPT can do when it is done well. By 2014 a quarter of the areas in England had already exceeded the national target of 50% recovery, and some were reporting consistent recovery rates of over 60%.21 Clearly, the next step is to identify the factors associated with success and help poorer performing services to use this information to improve their outcomes.
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Figure 12.1. Recovery rates vary greatly between areas (IAPT 2014).

So far there have been several approaches to finding out what works best. Each has been informative. One involved analyzing the data collected in the first year of the IAPT program to identify characteristics of services with particularly high recovery rates. The results were highly instructive.22 The closer the IAPT model described below is followed, the higher the recovery rates. Recovery is higher where there are more highly trained and experienced therapists. It is also higher where patients receive more sessions—to achieve 50% recovery rates a service needs to provide an average of at least eight sessions per person, with many individuals receiving more sessions. Recovery is higher where there are good step-up rates to high-intensity treatment when low-intensity has failed.23 And recovery is higher when patients are treated according to NICE guidelines. This was evident for both high- and low-intensity therapy. At high intensity, NICE recommends for mild to moderate depression both CBT and counseling, and the two treatments did equally well. However, for generalized anxiety disorder, NICE recommends CBT but not counseling, and recovery rates were significantly higher with CBT. At low intensity, NICE recommends for depression guided self-help, but not self-help without guidance; guided self-help did better. Finally, recovery rates are higher the larger the service—there is real value from a comprehensive and well-led organization.

Another approach involved reviewing with clinicians the treatment of every person who was discharged from a large service during a one-month period without having recovered. The review identified several themes that prompted service reorganizations. In the year prior to the review, recovery rates averaged 45%. Afterward they immediately rose to 65% and have stayed at that level. Interestingly, the therapies the service and the staff offered did not change. The improvements were achieved by ensuring that patients started at the right place in the stepped care system, were stepped up promptly if necessary, had a choice of therapies, and received an adequate number of sessions.24

To help IAPT services learn from each other, a public website20 has been created that displays in an accessible format detailed performance information about each service. Clinicians in the services are encouraged to benchmark their service against neighbors and to develop collaborative networks that share clinically useful information and procedures.

Finally, the Department of Health has convened workshops in which the highest performing services are invited to share their top tips. A consistent theme is the importance of strong clinical leadership that is focused on patient recovery, uses the data to identify and test innovations in patient care, and provides therapists with feedback on their individual recovery rates in a supportive manner. Therapists are also given the opportunity to regularly update their skills in service-sponsored continuing professional development events.

So IAPT has shown that it is possible in a short time to make big improvements in the lives of hundreds of thousands of people. That is why other countries are looking to the IAPT model for insight into how they might handle this major human problem.

The IAPT Model

What exactly is the IAPT model? There are six main criteria a service has to satisfy if it is to be an IAPT service.

•  It has to deliver only evidence-based, NICE-recommended therapies.25 This includes not only CBT but interpersonal therapy, brief psychodynamic therapy, couples therapy, and counseling for depression.

•  It has to employ therapists who are fully trained in how to deliver the relevant treatment.

•  It has to measure patient outcomes on a session-by-session basis, with at least 90% completeness of data.26

•  Each patient receives a professional assessment when she arrives and is then allocated to high- or low-intensity treatment, as appropriate. About 46% get low intensity only, 34% get high intensity only, and 20% get both—having been stepped up to high intensity after low intensity failed.27

•  Each therapist must have weekly supervision, and each trainee must have a well-qualified supervisor.

•  The service must be open to patients who refer themselves, without going through their general practitioner (GP). This breaks with all normal arrangements in the National Health Service. When it was proposed, some people argued that it would attract the “worried well.” On the contrary, it was found that patients who self-refer are as ill as those coming through their GP. They have also been ill longer, and recover as well (often with fewer sessions, reflecting their high level of motivation). They also include a higher proportion of people from black and minority ethnic groups than patients referred by GPs, and this helps to ensure that IAPT patients have a more similar ethnic balance to the population at large.28

Thus IAPT is a system, and it involves a team of people with different skills able to handle the range of problems that people bring. But it is not a clinic in an ivory tower. It aims to treat everyone as near as possible to their home in the most acceptable setting possible—such as the premises of a GP practice, a voluntary organization, or a community mental health team.

It is in fact a hub-and-spoke model. There is a central office where the clinical director and chief administrator work, and where there are rooms for supervision, training, keeping patients’ records, and the telephone support for guided self-help. But most of the face-to-face therapy is given much nearer to where the patients live, and in close contact with the patient’s doctor. Wherever the therapy happens, all the therapists are part of the IAPT team, and are appointed and supervised by IAPT.

So, you might ask, why not get the primary care practices (GPs) to employ their own therapists? The answer is quality control. Therapists need to be supervised by senior therapists. If they are to develop as professionals, that needs to be their identity. They need an employer who can properly judge their performance, and a system that offers a proper prospect of career progression.

Alternatively, you might say, why are they not simply a part of the existing “secondary” specialist mental health service that runs inpatient and community mental health services? The problem here is that due to scarcity of funds these services have had to focus heavily on psychotic and ex-psychotic patients. That is where their heart lies, and that is one reason why in every country there has been such appalling neglect of people with the much more common conditions of depression and anxiety disorder.

Even so, in many cases the IAPT contract has in fact gone to a secondary care provider. But in every case IAPT has its independent structure and its own administrator and lead psychological therapist. That is what has enabled it to develop with confidence, as a separate entity.

Some patients are of course too complex for IAPT to handle, and they are then referred to secondary care services that often include psychiatrists. So why, you might ask, does IAPT employ only psychological therapists and no psychiatrists? It is a fair question. As IAPT becomes increasingly involved with patients with physical as well as mental symptoms, it will surely develop more complex relationships both with psychiatrists and with specialists in chronic physical illness. But one thing is sure: IAPT would never have been so successful if it had not been an autonomous service, able to develop an ethos and standards of its own.
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Figure 12.2. Where IAPT fits in.

As figure 12.2 shows, IAPT is not part of primary care or secondary care—it lies in between. That is vital. And it can be accessed through self-referral without going to the family doctor.

Finally, how do these IAPT services come into being? They are commissioned by the local commissioners, through whom the funding for the National Health Service flows.29 Generally, commissioning is done by open tender once every three years or so, and providers who bid may be secondary mental health trusts (most commonly) but also voluntary organizations, and sometimes private sector providers. To qualify, a provider has to satisfy the criteria we described earlier. The service is then subject to regular outside appraisal, more detailed if the service is taking trainees. And most important it has to supply (anonymized) data on every patient treated, in order that we can know what access it provides and how successfully its patients are treated—do they actually recover? This outcome measurement is probably the most important single feature of IAPT. It is really the only ultimate guarantee of quality. The people who commission mental health services are always tempted to save money by dumbing down quality. But if they do this, they will get found out—it will be revealed in the published outcome figures. In fact, providing services and the public with information on outcomes is key to the future of mental health in England.

The Critics of IAPT

Even so, IAPT, like everything human, has its critics. Some of the complaints are justified, since what happens locally on the ground never corresponds exactly to what its originators intended. For example, there have been commissioners who have limited the number of sessions of treatment a person can receive initially to six or less. This is an outrage. It is as if a commissioner said to a surgeon, “We will pay for a one-hour operation and if it is not finished after sixty minutes, sew the patient up and we will consider whether to let you continue treatment.” This kind of situation is not the fault of IAPT but of the commissioners, and IAPT has achieved whatever it has despite being sometimes driven off course from outside. In some ways it is a miracle that so much has been achieved.

Moreover, some of the criticisms that are made are really quite misleading. For example, some people say that IAPT only provides CBT, but in fact it provides a range of NICE-recommended therapies. As of today around 38% of all the high-intensity therapists employed in IAPT describe themselves as either counselors or therapists from non-CBT therapies.30 But IAPT is of course confined to therapies recommended by NICE, and that is the biggest ground for complaint.

As a matter of history, however, the expansion of psychological therapy would never have happened at all without NICE. Policy makers these days demand evidence before spending taxpayers’ money, especially if the area of spending lies outside their comfort zone. It was NICE’s evidence that forced them to act. This does not mean that NICE is the last word. There must be other good therapies that could prove themselves if properly trialed, and we must make sure there is financing to make this possible.

But has IAPT worked to the detriment of psychological therapy in other parts of the National Health Service? On occasions it has, but not in general. As figure 12.3 shows, non-IAPT expenditure on psychological therapy (largely in secondary mental health) has not in fact shrunk. Instead, expenditure on psychological therapy in the National Health Service has doubled as a share of mental health spending: a substantial achievement.

Another criticism concerns the motivation for IAPT. Is it basically a program to push people into work? Not at all. It is a great humanitarian project, just like any other major health program. It is also convenient that, when more patients work, this saves the state money. But this is not the point of the program, and, as we have said, it only involves a small fraction of patients (we talked earlier about 4%). The program is for all who suffer, whether work is an issue for them or not.
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Figure 12.3. Expenditure on psychological therapy has risen sharply (England).

Finally, some critics have argued that IAPT greatly exaggerates its recovery rates.31 These rates take the person’s score when they are first seen and compare it with their score when they are last seen. Such a calculation can only be made for people who are seen twice or more. The critics have two arguments. First they say that those who recover on this measure should be expressed as a proportion of everyone who is referred to IAPT even if they are never seen or seen only once. This is like saying that we should assess the success of surgery by looking at everyone referred to a surgeon, whether or not they receive surgery, and then see what proportion of those originally referred have a successful operation. It is a mad approach, but sadly these misleading analyses get reported.

A more reasonable critique is that patients have not been followed by the services to see that they remain as well as patients do in randomized controlled trials. Commissioners have not been keen to support the cost of this follow-up; however, we hope this will change in the future. The sustained improvement that was seen at Newham and Doncaster is encouraging, but these results need to be confirmed in every service. The ideal would be if patients finishing IAPT therapy were to complete the IAPT measures the next time they attended their GP practice.

Where Next for IAPT?

IAPT is not more than halfway to where it needs to be. When we proposed the development of IAPT, we thought about what could reasonably be attempted over a six-year period. We judged that, if quality was to be achieved, we could aim within six years at a service that saw each year some 15% of the six million people then suffering from depression and anxiety disorders in England. This would involve some 8,000 therapists, of whom 6,000 would need to be trained by the program. This proved a feasible objective.

But it became increasingly obvious that much more was going to be needed if everyone who needed and wanted psychological therapy was to get it.32 The most obvious evidence of this was that, although the numbers treated were rising rapidly, waiting times were unacceptable. In 2014 20% of new patients had to wait over eight weeks before being seen,33 and a few had to wait a year or more.

A second major issue was the large number of people with chronic physical illnesses (like lung disease, heart disease, arthritis, and diabetes) who are also mentally ill. Increasingly we realized that IAPT had to help more of the four million people who have physical illness accompanied by mental distress. As we have seen, there are powerful ways of doing this, but they involve more than the simplest forms of CBT. They require the therapist to understand the physical illness, and the fears and despair it gives rise to. In the next phase of IAPT new forms of training and treatment have to be developed to deal with this group of people. And there also has to be closer working between therapists and hospital and family doctors.

A third issue is the treatment of people with schizophrenia and other near-psychotic problems. The NICE guidelines say they should be offered psychological therapy, but in most cases they are not. So when in 2011 the new coalition government announced its policies for mental health,34 it extended the remit of IAPT to include people with comorbid physical illness, and people with schizophrenia and near-psychotic problems, and older people.35 But it provided no further money, except to support pilot studies.

When the initial phase of IAPT ends in 2015, there will have to be a major further phase of expansion. The numbers seen will need to rise from 15% of need to 25% of need by 2020, with the same 50% recovery target. And there will be a waiting time target for access to psychological therapy, as there is for specialist physical care: we believe at least 80% should begin their treatment within twenty-eight days. All this will call for the training of at least 1,000 therapists a year.

There is also another major problem that needs addressing: employment. For most people work is highly therapeutic. It gives meaning and purpose to life, and a reason to engage with the world each day. But therapists are not experts in how patients can find work or how they can remain in work if they have it. So therapists need to work alongside employment and welfare advisers, whenever that is what their patients need. For this reason IAPT guidelines have always said that each team should include one employment specialist for every eight therapists. Alas, this has not happened, except in a few areas. The reason is of some political interest. Originally the Health Department’s proposed budget for IAPT included the money to pay for employment support. But the Department for Work and Pensions said it would like to pay for it. So the money was struck out of the Health budget, but Work and Pensions never found the money themselves. This is a perfect example of why joint funding and joint responsibility for any program should be avoided whenever possible.

In the next phase it is imperative to address this employment issue directly, for the sake of patients and to improve the government’s finances. At present only half of all the mentally ill people on disability benefits are in any form of treatment for their condition.36 This is madness. Taxpayers are supporting people who have a treatable condition, but half of these people are not in treatment. They should automatically be referred to IAPT.37 But this will only work well if IAPT teams include enough employment advisers.

One last issue—research. IAPT has an unparalleled information base, and therefore extraordinary potential to improve itself through research. As we have seen, recovery rates vary far too much between different services. We can make this knowledge public, and provide research findings that enable the weaker services to improve. These findings will also be highly relevant in any other country that wants to offer a similar service.

IAPT is not perfect. Like any organization, it has unintended side effects. But it has in a short time produced what the eminent psychiatrist Sir Simon Wessely has called “the greatest revolution in British mental health in fifty years.” In most countries adults with depression and anxiety disorders get a raw deal, and the IAPT approach is one way to help them.

The United States and Other Countries

Of course, other countries have also started to grapple with the paradox that highly effective psychological therapies for mental health problems exist but very few people are offered them.

In the United States, the president’s New Freedom Commission38 concluded in 2003 that a transformation of mental health care delivery was required, and particularly noted that evidence-based psychological therapies were poorly implemented and rarely available.39 The Veterans Health Administration (VHA) responded by developing an ambitious, large-scale implementation program that aimed to intervene at multiple levels.40 At the policy level it was agreed that all veterans with specific mental health conditions should be offered evidence-based psychological therapies. VHA staff members were offered training in fifteen evidence-based treatments, many of which overlap with those provided in IAPT, and were given ongoing supervision after the end of training, as in IAPT. Local evidence-based practice coordinators were appointed to facilitate implementation in each VHA medical center. Veterans were made more aware of the value of evidence-based psychological therapies, and surveys of progress in local implementation were conducted. By 2013, 6,400 VHA staff members had received training in one or more evidence-based therapies. Recently, the VHA has started to publish in academic journals the outcomes that VHA staff achieved with veterans while staff members were going through the training program. Clear benefits have been observed for veterans with posttraumatic stress disorder,41 depression,42 and insomnia.43 As with IAPT, this impressive program is not without its critics.44 However, it has achieved a lot in a small amount of time.

Looking at the rest of the world, the Australian government has substantially increased funding for people to be referred for psychological therapy, if their family doctor identifies a mental health problem that would benefit. There is also a drive to make Internet-based cognitive-behavior therapy widely available, not least as a way of reaching people in remote rural locations. In Stockholm an IAPT-like pilot program with a strong emphasis on therapist training, stepped care, and routine outcome monitoring has been established. We understand that other European countries and Canada are watching closely and considering similar initiatives.

Lessons from IAPT

Every country is different and each will need to address the problem of how to increase access to evidence-based psychological therapies in a manner that fits with its local health care systems and economy. However, there are some lessons from the IAPT experience that we feel have general relevance.

The importance of economics. The IAPT program would not have existed without our economic arguments. In most countries there is a debate about the spiraling costs of health care. We argued that better mental health care is an economic no-brainer. The cost of making effective psychological therapies more widely available is more than covered by the savings in physical health care costs and state benefits, and by improvements in workplace productivity and tax revenues. In the United Kingdom the government provides most health care and also receives the range of savings. In countries where insurance companies fund much health care, the insurer will only benefit from the savings in physical health care costs, plus longer-term reductions in mental health care costs. However, as we showed in chapter 11, these are more than enough to justify expanding psychological therapy provision.

Universal outcome monitoring and public transparency. It is clear that insurance organizations, health administrators, and governments also need reliable information on the outcomes that are achieved with an expansion of access to evidence-based psychological therapies. Without such information, it is difficult for them to justify the investment. The session-by-session outcome monitoring used in IAPT provides such information on almost everyone who receives treatment. Therapists also benefit from being able to adjust their treatment plans based on such regular feedback. Publication of outcome data allows services to learn from one another and encourages the public to contribute to local discussions about the commissioning of services.

High-quality therapist training. Much progress is being made in developing new and effective psychological treatments. To ensure these are faithfully delivered to the public, we need to ensure that the psychological therapy workforce is properly trained in the delivery of the treatments, many of which may have been developed after clinicians initially qualified. Such training requires written therapist guides (manuals), the development of national training curricula, specification of the competencies required for each therapy, and assessments of the extent to which the competencies have been acquired.

Therapy services. Traditionally, much public provision of psychological therapy has been provided by talented psychological therapists working in isolation. Such work provides strong patient choice and will continue to be important. However, IAPT has highlighted the additional benefit of organizing some therapy provision within integrated services. The benefits include seamless implementation of stepped care and a guarantee of regular supervision for all therapists. It is interesting that IAPT is beginning to show that substantial improvements in recovery rates can be achieved by thoughtful reorganization of the way in which a steppedcare system is delivered, even when the staff working in a service and the therapies that it provides remain constant.

In all these ways we can deliver much more effective therapy to many more adults. But what about children?
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Make me have a mum and dad that love me and to start my horrid life AGAIN and not have so much sadness in my life.

Eight-year-old girl1

Nowhere is the gap between rhetoric and performance greater than in how we treat child mental health. A leading British official once said, “For as long as I can remember, services for children have been described as an important priority for the national health service and in the next breath as a Cinderella service—save that this Cinderella has never got near to the ball.”2

The situation is similar in almost every country. People just do not want to acknowledge the scale of the problem. Yet in the United States and elsewhere roughly one in ten children age five to sixteen would be diagnosed as suffering from a serious mental health problem.3 The shocking thing is that only a quarter of these children are being helped by specialist mental health services.4 This is true in Britain, and things are, if anything, rather worse in most other countries.

This is incredibly shortsighted. As we have seen, the majority of children with mental health problems go on to be mentally ill as adults.5 It would surely be better to treat their condition when it first emerges, rather than to wait till they have wasted years of their life in misery or in destructive behavior. The humanitarian case is obvious, and so is the clinical case—it is easier to deal with most problems before they get too bad.6

But there is also a powerful economic case for early intervention—for stopping the stream of damage in its tracks as early as possible. In Britain, someone with conduct disorder in childhood will cost society roughly £150,000 more (in present value terms) than someone without it—mainly due to the costs of criminal justice.7 The comparable figure in the United States is probably higher, due to the greater frequency of incarceration.8 But suppose we take the figure of £150,000. It has a very simple implication. If we had a treatment that cost £5,000 per child, it would cost us nothing if it saved only one in thirty of the children. And on top of that come the humanitarian gains.

Do we have effective treatments? In general the answer is yes.9 Less research has been done on children’s problems than adults,’ but we already have a whole range of effective treatments that are recommended by NICE.10

Anxiety and Depression

For anxiety and depression, the recommended treatments are very similar to those for adults. CBT can be successfully used with children from the age of eight upward, either individually or in groups with other children. For anxiety the recovery rate with CBT in randomized trials is 50–60%.11 For depression, CBT or interpersonal therapy or (in carefully selected cases) medication also produce good recovery rates. Neither psychoanalytic therapy nor counseling have a consistent record of success in trials,12 so NICE does not recommend them.

Disruptive Behavior

In most countries the biggest, single mental health problem in childhood is conduct disorder—affecting some 5% of all children at any one time. We are talking of such symptoms as tantrums, disobedience, spitefulness, blaming others, theft, and (worse) destructiveness, violence, using weapons, physical cruelty, and running away from home.

Here too effective treatments exist. Except in severe cases the standard treatment for most young children is “parent training”—most commonly the Incredible Years Program developed by Carolyn Webster-Stratton of the University of Washington. Parents are seen for weekly two-hour group sessions for up to sixteen weeks.13 In the first three weeks they learn how to tune in to their children. Instead of nagging them, they learn how to play with them, letting the child lead the game and just commenting nonjudgmentally on what they are doing. In the next stage they learn how to praise their children, whenever they behave in a desirable way. Only after that comes the setting of rules—how to be authoritative when it is necessary, with firm, clear instructions given full-face with eye contact. The instructions should be as concrete as possible and lead to immediate action. Rewards can be promised but only in terms of “when you do this,” not “if you do it.” The final sequence is about punishments—again as simple as possible and small enough not to generate despair. Small, attention-seeking naughtiness should be ignored, but the worst offenses should lead to Time Out (5–10 minutes maximum).

This program has been widely trialed and is used in many countries. One of the largest trials is in England. Seven years after being treated, the children were 80% less likely to have oppositional defiant disorder (for which see Brian in chapter 3), compared with those not treated. And, according to parents’ reports, their behavior was much improved, compared with reports on other children.14

However, the most difficult children need more than training provided to their parent. The children need to be seen themselves—either on their own, or often with their parent. Younger children will be seen with their parent and often treated using the Parent-Child Game, where the parent is taught how to play constructively with their child. Older children benefit increasingly from being seen on their own, as well as with their parents. From age eight onward the content of this “problem-solving therapy” becomes increasingly cognitive. For example, in “anger management” children are taught to observe and manage their emotions, to think before they react to someone else’s behavior, to adopt the perspective of the other person, and so on.15

For really troubled children there is multisystemic therapy, which involves at least twelve home visits, working with the family as a whole and drawing on a mixture of CBT, parent training, couples therapy, and other structured approaches. Even with the most difficult children good results have been obtained, with only 22% being subsequently arrested, compared with 71% of the children who only received individual treatment.16

Some children have the very specific problem known as attention deficit hyperactivity disorder (ADHD). Typically, these children have a combination of three sets of difficulties. Firstly, there is the issue of attention deficit—the inability to concentrate on anything. Secondly, there is hyperactivity: they cannot sit still and are always on the move. Thirdly, these children are impulsive, doing everything in a rush, unable to inhibit, blurting out answers, and so on. This is different from the antisocial behavior seen in conduct disorders. There is a strong genetic and biological element in this problem, and it is perhaps therefore not surprising that it generally responds well to medication. If treated with an amphetamine called methylphenidate (Ritalin), a stimulant that boosts the level of dopamine, 75% of children lose their symptoms.17 However, they may do even better when psychological treatment is added in as well, and medication should only be used in serious cases.18

To sum up, there are pretty effective treatments for most of the common mental disturbances of childhood. But when it comes to psychological treatments, there are four key points to be made. The first is the importance of the training of the therapist. For example, in one particular trial of parent training for antisocial behavior, the therapists were independently rated for their skill before the study began. In the study the top third of therapists were then found to improve the social behavior of the children by more than one standard deviation. As figure 13.1 shows, the least effective therapists actually had a negative effect—which bad therapy can indeed always have. This shows the huge importance of a professionally trained workforce.

Next, the treatment has bigger effects the bigger the problem (provided the problem is not overwhelming). This reinforces the importance of diagnosis and good assessment. As in all therapy, there is some fading of effects, and there are strong arguments for a “dental care” model where children (in this case) are seen again at intervals once the main treatment is over, for booster sessions. And finally, many treatments that sound perfectly plausible make no difference. For example, sending badly behaved children to summer camps with other similar children makes them no less criminal, nor do harsh boot camps.19 Both are based on a faulty understanding of human nature. But, as we have seen, other treatments based on better models of human nature can also fail if they are not sufficiently structured.
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Figure 13.1. Impact of therapist skill on children’s anti-social behavior.

IAPT for the Young

In 2010 the British government decided to ensure that children received treatment for which there was strong evidence of effectiveness. This involved a radical reform of mental health services for children. The situation for children was different from that for adults, where in much of the country there was virtually no psychological therapy available at all for depression or anxiety. For children, by contrast, there were already psychologically based services available throughout the country, employing nearly 10,000 people. But they were hard to access unless the child was extremely disturbed. And surveys showed that much of the treatment they provided was not based on any evidence of effectiveness. In a 2008 survey less than half the services said they were implementing NICE guidelines. In another survey half the therapists said they used CBT for less than one-fifth of their cases, and two-thirds felt they needed more training in child-focused CBT.20

So the government launched a four-year program to upgrade the service. This Children and Young People’s IAPT program has the same two elements as for adults: a training program (focused on CBT, parent training, systemic family therapy, and interpersonal therapy) and a program for developing better services. Every service included in the program has to monitor the children’s progress on a session-by-session basis, which provides the therapist with accurate knowledge about how the child is doing and enables the therapist’s supervisor to focus on ways of achieving more successful outcomes.

There is a long way to go, especially when reduced government funding of local authorities recently led to devastating cuts in child mental health services But, despite this, there is already a huge new sense of energy in these services. By the end of this decade, Britain will be offering first-class NICE-recommended treatment to very many more of its troubled children. This will give them enormously improved chances of living happier, healthier, and more productive lives. It will be a huge achievement.

But there is another huge issue—of access. At the moment in Britain, as in most countries, a child has to be quite severely troubled to be seen by any specialist service. Children with mild to moderate problems, which seriously affect their learning and their friendships, are rarely seen. This needs to change. Each school should have a named part-time therapist available to see children in the school. There should be a target of seeing at least 33% of need by 2020. This will mean a major expansion of provision by at least a quarter by 2020.

Children in distress need other support too. They need teachers—who will understand and who in most cases are best placed (after parents) to spot their distress. And, if things are bad enough, the children will also need help from social workers, the police, and the courts. Close collaboration between all these is essential, but therapy must be part of it.

It is hugely unjust that so many children worldwide are denied help with their mental health.21 They cannot argue the case for themselves, and their parents are often inhibited by a sense of shame. But whole societies are thereby the poorer. We need a completely new priority for treating our troubled children.

It would be even better if we could prevent them becoming troubled in the first place. But how?
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I am the master of my fate:
I am the captain of my soul.

William Ernest Henley, “Invictus”

In 1977 David Olds launched his first trial of “Nurse-Family Partnerships” in the Appalachian region of New York State. The aim was to improve the way in which poor, teenage, first-time mothers bring up their children. Trained nurses visited nearly two hundred mothers roughly once a month during pregnancy and for the following two years. Having gained the trust of the mother, the nurse had structured (“manualized”) conversations with her about three main sets of issues: healthy living for mother and child, the emotional care of the child, and the mother’s own ambitions for what sort of person she wanted to be.

The children of these mothers have now been followed up for nineteen years and compared with a randomized control group. The differences in life-course are striking. Children who went through the program did better at school academically and behaved better. After leaving school, they committed much less crime. So the program was a great success both academically and in terms of reducing conduct disorder. In terms of social cost-benefit analysis, the returns from the program in terms of higher earnings and lower costs of crime gave a more than adequate yield on the initial cost of $9,600 per child.1 The program is now being widely rolled out in Britain, with a planned enrolment of 15,000 mothers.

So people’s lives can be changed for the better through the right kind of help. But how in general can we prevent mental illness and promote well-being? There are two main ways. One is through a better, more civilized and more mental health conscious society, as we will discuss in the next chapter. But can we not earlier on, while people are still children, inoculate them with the capacity to resist mental illness throughout their lives?

We are beginning to know how to.2 The science is much less developed than it is in treating illness once it arises. Few preventive studies have long follow-ups, and many programs that look quite sensible make little difference—often because they are far too short.3

Early Interventions

But to build confidence, let us begin with three interventions that have, like Nurse-Family Partnerships, documented major lasting effects upon behavior. The first is the well-known Perry Pre-School project in the US state of Michigan. This was a randomized controlled trial for high-risk African American children ages three and four. They spent two years in school for half the day, and the mothers were also visited at home each week. Thereafter, the children from the program did much better academically and behaved better than the controls, while as adults they were half as likely to be arrested for criminal conduct than those in the control group. When all the benefits and costs are assessed in terms of monetary value, it turned out that the real rate of return was 7–10% per annum—higher than the long-term yield on equities.4

Similarly good results were found from the so-called Abecedarian Project in North Carolina. This provided allday play-based child care for deprived children from birth to the age of five.5 By the age of twenty-one these children had done better at school, earned more, and been less involved in crime or on welfare than the randomized controls.

These were expensive programs for highly targeted groups of children. A less expensive program (per head) was aimed at all the children in a group of schools in deprived areas of Baltimore. In the Good Behavior Game, each primary school first-year class is divided into three teams and each team is scored according to the number of times a member of the team breaks one of the behavior rules. If there are fewer than five infringements, all members of the team get a reward. Children in the treatment and control groups were followed right up to the ages of nineteen to twenty-one, and those in the treatment group had significantly lower use of drugs, alcohol, and tobacco, and significantly lower frequency of antisocial personality disorder.6

However, one should always be careful about generalizing from individual experiments, since once in a while an intervention will by chance appear effective even if it is not.7 To overcome this problem we need a meta-analysis that summarizes the results of a number of experiments.8 For children of school age, there have now been enough experiments to make this possible.

Social and Emotional Learning

From a mental health point of view, the main aim must be that children can understand and manage their own emotions—and understand and empathize with the feelings of others. Learning to do this involves both social and emotional learning (SEL).

Table 14.1. Programs of social and emotional learning have good effects
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	Emotional well-being

	9
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	Conduct

	9
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	Academic performance

	11
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CASEL, or the Collaborative for Academic, Social, and Emotional Learning, is a consortium of people interested in promoting the spread of social and emotional learning in the United States. It has a variety of distinguished patrons and has recently conducted an impressive meta-analysis of school-based SEL programs that are “universal”—that is, aimed at the whole range of children. Half of the programs were for primary-age children and half for middle or upper secondary-age children. The results were encouraging. The average program had significant immediate effects on emotional well-being, conduct, and academic performance. These effects are given in table 14.1. As it shows, the children who took these programs increased their emotional well-being and behavior by 9 points (in a ranking of children from 1 to 100). But, strikingly, their schoolwork also improved by at least as much.9

Isn’t it obvious that happier children learn better? You would think so, but in Britain we have influential politicians who think that social and emotional learning is a distraction from the proper role of schools, which is to focus on academic performance. The evidence, however, speaks for itself: the two objectives are not alternatives; they reinforce each other.

So the first lesson that emerges is that programs aimed at emotional well-being are also good for academic achievement. A second lesson is that most programs benefit children with problems more than they benefit children with fewer problems.10 This might seem like an argument for greater targeting, but that is not necessarily so. For one thing, targeting involves singling out children at risk, which may itself be harmful; and, second, universal programs help to create a climate of psychological awareness from which those in need benefit most.

A third key finding of the CASEL analysis is that programs work best if they are well structured with a clear, explicit sequence and require active participation by the students. In fact the best programs are “manualized”—there is a manual that gives detailed guidance to the teacher. It is easy to see how important this is from Britain’s recent experience with its national program called SEAL—Social and Emotional Aspects of Learning. This is based on the same ideas as CBT and encapsulated in the phrases “emotional intelligence” and “social intelligence.”11 But the program goes no further than issuing lists of topics and possible materials; it has no structured procedure. When evaluators compared the SEAL program in secondary schools with a control group, they found that “it failed to impact significantly upon pupils’ social and emotional skills, general mental health difficulties, pro-social behavior or behavior problems.”12 It needed to be much more manualized. This is not a device to deskill the teacher, any more than protocols for surgery deskill the surgeon. It is the best guarantee of quality and effectiveness.

A fourth finding is that programs about what not to do are rarely successful. This is true whether they are about sex, drugs, alcohol, tobacco, or crime.13 For example, in the original Scared Straight program in the United States, young people were taken into prison to see how horrible it is. Twenty years later the kids who participated said the program had helped them keep out of trouble. But the research showed that, compared with the control group, more of them had broken the law. Similar results were found in all seven of the other “scared straight” projects that have been evaluated. Similarly, to discourage drugs and alcohol the DARE program pays for police officers to go into schools to explain the dangers involved. The result? More drinking and drug taking than in the control group. And yet the program is used in 75% of US school districts.

These are classic examples of apparently sensible treatments—like posttrauma psychological debriefing—which actually make things worse. There are others that simply have no effect—like paying teenage mothers to have no more babies. What do work are programs that focus on positive living—Do’s rather than Don’ts. As a simple example, teenage mothers who are offered opportunities for volunteering have fewer babies. So the test of a good program is that it focuses on the positive and that it is manualized, so that it does not depend for success on an outstanding teacher.

Another quite general finding about programs is that their effects fade over time.14 And a final finding is that their initial effects are on average quite small—a typical program raises the average person’s well-being six months after the end of the program by approaching 0.25 standard deviations—or an increase of 10 percentile points. And that effect then fades.

The conclusion is that these programs are far too small—many of them lasting not more than twenty hours. As Aristotle always stressed, the key to a good character is good habits.15 These are only acquired through continual repetition. Can we really expect a twenty-hour program to change many children’s lives? It doesn’t seem reasonable to do so.16 We are still in the very early days of the psychological revolution, where little toeholds like twenty hours feel like real progress. But what we really need is for the development of social and emotional skills to become a key objective for all schools, secondary as well as primary.

An Experiment

The approach to this should be based on evidence, not on inspired guesswork. First there has to be a radical change in the whole ethos of the school.17 At the same time children would benefit from a complete SEL curriculum for at least one hour a week throughout their school life, based on manualized programs that have been tested and found to be effective. We have searched the world for school-based programs that have been shown to have good effects on mental well-being; on responsible social and sexual relationships; and on consumption of alcohol, tobacco, and drugs. From the best of these we have designed a weekly curriculum for eleven- to fourteen-year-olds and are testing it in thirty schools.18 The curriculum will cover not only social and emotional learning but also sex and relationships, parenting, healthy living, mental health, media awareness and mindfulness.19 We shall see how it does.

Resilience

It may be worth discussing two features of our experiment in more detail. The first is resilience. Our proposed curriculum starts with the Penn Resilience Program, which was produced under the leadership of Martin Seligman. Seligman was one of Aaron Beck’s early disciples, and he has gone on to apply the ideas of CBT to the enhancement of well-being rather than just the reduction of ill-being. For this purpose he has developed what he calls Positive Psychology, which is now a worldwide movement.20 His resilience program takes eighteen hours, with the children in groups of fifteen. Teachers get ten days’ training. In a metaanalysis the average effect of the program has been similar to those in the CASEL analysis quoted earlier, and it is also subject to fading—except that in a British trial the academic effect (5 percentile points) persisted over the following two years.21

The Resilience Program is now being used for every soldier in the US Army, with the aim of reducing the incidence of posttraumatic stress disorder after traumatic experiences on the battlefield.22 General Casey is the five-star general who commissioned this, and his impressive objective is that “every soldier should be as psychologically fit as he is physically fit.” The first head of this training program in the army was Brigadier General Cornum, who became world famous when she was captured in the first Gulf War and molested and tortured by Iraqi troops. If she doesn’t know about resilience, who does?

Mindfulness

A second key feature of our experiment will be mindfulness. This will be an integral part of every class. Mindfulness is one of the oldest forms of psychological practice, developed by the Buddha or even earlier and still used all over the world. During mindfulness training you learn to focus your attention on what is happening in the present moment, in a spirit of nonjudgmental acceptance. You begin by focusing on your own body, especially your breathing, simply observing your sensations with friendly curiosity. You then observe your thoughts and emotions, and how they come and go.

You notice that there are two stages in bad feeling—first there is some external trigger and then there is the way the mind makes things worse by the way it reacts. You learn not to react in an aversive way pushing away bad experience, but rather in a friendly, approaching manner. You observe yourself, as it were, from outside so that you cease to be the prisoner of your thoughts and feelings.23 This trains you in self-compassion, and through that in compassion for others.

By now millions of people in the West have taken the Mindfulness-Based Stress Reduction (MBSR) course developed by Jon Kabat-Zinn at the University of Massachusetts. The standard course is a weekly session for eight weeks, but the real work is the daily period of practice, which aims to set a pattern for the rest of your life. The course has been subjected to rigorous evaluation, especially among groups of adults.24 It improves mood and sleep, reduces substance abuse, improves concentration, and increases empathy.25 Correspondingly, it increases the gray matter in the brain areas critical for learning and the regulation of emotion.26
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Figure 14.1. When injected with flu vaccine, meditators produce more antibodies.

Mindfulness is also good for your physical health. Just as stress disturbs the production of cortisol (the “fight or flight” hormone) and weakens the immune system, so MBSR improves these. In one study, people were given flu injections four months after the course was over.27 As figure 14.1 shows, people who had taken this course produced far more antibodies than the control group.

It is perhaps not surprising that all US marines are now given mindfulness training. This training has also been found to work well with children and young people.28 There have been fewer trials with them than with adults, but the results are similar. Their mental health improves and so does their behavior.

This is bound to improve learning.29 So there is much to be said for a short practice of mindfulness, such as the three-minute “breathing space,” as the prelude to every lesson. This can also contribute mightily to the problem of indiscipline in schools, which blights the life of so many young people.

Behavior at School

Bad behavior in school is a taboo subject. It’s not politically correct to talk about it and, shockingly, there are no good time series that show whether it is getting worse or better.30 The politically correct view is that if you have a good lesson plan there will be no disorder. But for many children and their parents, disorder in their schools is a major issue. In a US national sample of twelve- to eighteen-year-olds, only 29% said their school provided a caring, encouraging environment.31 In a survey of children ages eleven and fourteen in Britain’s metropolitan areas, 29% said that every day other pupils tried to disrupt their lessons, and 43% said that other pupils were “always” or “often” so noisy they found it difficult to work.32

Teachers say the same. In a representative survey, teachers reported that in their “daily experience”43% experienced disruption in their lessons; 47% experienced answering back; 19% experienced persistent and malicious disruptive behavior, including open defiance; 16% experienced a pupil threatening violence to another pupil; and 9% experienced damage to property. They also reported that at least “on a weekly basis” 7% themselves experienced pushing/touching or other unwanted physical contact, 6% witnessed violence by a pupil to another member of staff, and 2% experienced threats of violence to teachers from parents.33

Most of these problems would disappear if there were better order in the classroom. This is a skill that can be systematically taught in an evidence-based way. The course takes around three to five days in college, with occasional follow-ups. Teachers are taught the same basic skills as are taught to parents in the Incredible Years parent training. These are: (1) keep calm; (2) give as much praise as possible; and (3) give small, immediate punishments.34 Randomized trials show how effective this training can be;35 there are some basic principles that apply at every age and in every context.

Conclusions

There is a huge amount that professionals can do to improve the mental health of our children. At the preschool stage they can support disadvantaged parents, through programs like America’s Head Start and England’s Sure Start36—but better structured. There can also be systems whereby nurses mentor mothers at risk and health visitors screen and treat maternal depression.37

Once children are in school, the whole environment needs to be devoted to their well-being and not just to their academic development. As we saw in chapter 5, children’s emotional development has more effect on their later well-being than their intellectual development does. Schools need to care about both, as many already do. This requires the right school ethos, but also dedicated teaching of life skills conducive to mental health. At present some 60% of US schools teach these, as do most British schools.38 But increasingly this can be done on the basis of scientific evidence.

Life skills are some of the most difficult topics to teach. As one thirteen-year-old girl said to an English schools inspector: “I think life skills lessons should be taught by a teacher in that field, rather than a teacher who doesn’t know anything about the subject but still tries to teach it to people.”39 If we had specialist teaching, this would draw into schools more psychologically minded teachers, who could act as missionaries for the caring society we discuss in the next chapter.

Schools could also measure the well-being of every child when they enter and when they leave the school. This would help them to screen for mental illness they might not otherwise notice—especially for emotional disturbance, which is less obvious than disturbed conduct. But it would also shift the goals of the school, to give greater weight to the well-being of the children.

Some do already give great weight to well-being, but they are not always thanked for it. One elementary school head teacher wrote to us of an experience he had when his school was visited by the school inspectorate:

At the end of the week the Lead Inspector said to me, “You’ve got happy children, happy staff and happy parents …” I waited for the glowing compliment, but he went on to say, “… I put it to you, something is wrong.” Since then our children have been subjected to an extreme regime of testing which has demoralized teachers, alienated children (especially boys) and confused parents. Good luck with your efforts—let our children have a childhood and be “educated”!!

Amen. Most schools want children to enjoy their lives and to flourish as rounded human beings. The new psychological knowledge can help in this—and it will also improve academic performance. There is a huge role for digital resources in this whole effort, provided free worldwide to health care workers, teachers, parents, and young people. This could be a major role for some enlightened donor like the Gates Foundation.40

But health systems and schools do not operate in a vacuum. So how can we also build a better society?
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15 [image: Image] Would a Better Culture Help?

Gee, Officer Krupke, we’re down on our knees,
’Cause no one wants a fella with a social disease.

Stephen Sondheim, West Side Story

Is mental illness after all a social disease? Partly it is. As we saw in chapter 7, mental illness does seem to be more common in countries where there are low levels of support, trust, and cooperation, and excessive levels of competition for position.

Such competition may make us richer, but if what people actually want is a better position on the status ladder, the competition is self-defeating for society as a whole. If one person improves his place, that is necessarily at the expense of someone else who, relatively, moves down. However hard people try, there can be no overall improvement. But there is a massive cost in terms of stress and loneliness. This may be one of the many reasons why the levels of happiness and misery have not improved over the last sixty years in the United States.1

The conclusion is not, of course, that people should not strive. Striving is good for people, providing the goal is realistic. But much depression comes from striving for unrealistic goals. Moreover, viewed from the point of view of society, we are all affected by the goals other people pursue. Levels of trust matter, and in the United States and Britain the proportion of people who trust other people has nearly halved over the last forty years.2

What Goal?

What kinds of goals should our culture encourage?3 That depends on what social outcomes we most want to see. In our view, the best outcome for any society is where there is the most happiness and above all the least misery.4 That was the ideal proposed by the great thinkers of the eighteenthcentury Enlightenment, and it remains the most convincing description of the good society. So how can we get nearer to that state?

Quite obviously, it needs every individual to contribute to that outcome. In other words, we would each adopt as our aim in life to create as much happiness as we can in the world around us and (especially) as little misery. It is a pretty demanding goal. Although our own happiness does matter, it matters no more than the happiness of all those others whom we touch. On the other hand, we are also happier if we feel committed to something bigger than our own little selves. As the Buddhist sage Shantideva said, “The person who seeks his own happiness becomes unhappy, while the happy person pursues the happiness of others.”

There is a selfish side in every one of us, but there is also an altruistic side. Some of us are more altruistic than others, but it is a major role of culture to inspire and develop our altruistic side. As W. H. Auden said, “We must love one another or die.”

So how can we promote a more humane society? Every organization has a role to play: families, schools, business, media, governments, and spiritual movements. As we saw in chapter 7, they all matter.

Parents

Parents are of course crucial. Their love of a child is vital for the child’s self-love, and the relationship between the parents is the child’s first role model of how human beings relate to each other. Some parents are worse than others at loving their children, and some are not as good at loving each other. But there is plenty we can do if we want to improve the quality of parenting.

First, we can include it in school as part of the teaching of life skills. We can teach adolescents the awesome responsibility of becoming a parent and also the emotional issues involved in relating to their future children and to the children’s other parent.5 Second, when parents produce their first child we can offer both of them classes, not only on physical childbirth and child care, but also on the emotional issues involved—how to relate to the child and how to stop the child dividing the parents (as so often happens).6 Ideally these classes would be free—just think how much they could improve the quality of our lives.

But what happens if the parents begin to fall out? Society has a huge interest in reducing conflict within families. Early help is essential, and it would make a huge difference if the couples’ therapy we described earlier were readily available. The ideal is to restore the bond between the parents—an amicable separation is often the second best.

How, more generally, can we increase the stability of family life? It must largely depend on the values people bring to their relationships. If people were even a little bit more altruistic, it would make a real difference. But there is also the issue of priorities—who comes first in the claims on our altruism? Because family life is so important, for many people it is going to be the family. And who within the family? Many parents greatly underestimate how much children care about how their parents get along with each other. In a British survey, teenagers and parents were asked whether they agreed with the statement: “Parents getting on well is one of the most important factors in raising happy children.” Seven in ten of the teenagers agreed, but only a third of the parents did so.7

How can we improve our relationship with our partners? A natural way to think is, “I must act so that my partner loves me more.” That is not an altruistic motivation. It is less likely to work than the following resolution: “I must give top priority to maintaining my own love for my partner.” That has a real chance.

Schools

Next in a child’s life comes school. Schools have us in their hands at the most formative time of our lives. As Aristotle saw, people behave well if that has become their habit, and it is a habit that can be learned. But unfortunately schools in the West have increasingly become exam factories. They need to build character as well as competence.

One element in this can be the life skills training we have already discussed. But another is the ethos of values that permeates the whole life of the school. An obvious numberone value is respect—in the way teachers behave to each other and to the children, and in the way the children and the parents behave. But respect goes only so far—what also matters is concern. Morality goes beyond what you “don’t” do. Suppose children grew up with the goal in life of creating as much happiness in the world around them as possible, and as little misery. Different schools would find different languages to express this ideal. But each would find its own way of breeding idealism. We will not get a decent society if teachers ceaselessly appeal to the selfish instincts of their children—like their wish to beat others in exams or to earn lots of money when they leave school. Children need to have noble role models, and teachers need to feel totally comfortable when talking about their own values, rather than just saying to the children, “What do you think?”

Business

If we turn to the world of work, employers can make a world of difference to their workers. Nine hundred working women in Texas were asked to reconstruct the previous day and to record for each episode what they were doing, how they felt, and who they were with.8 Their worst time of day was when they were with their line manager. This says something pretty bad about the quality of line management. In a recent report for the World Economic Forum, one key recommendation was that line managers be appointed on the basis of their ability to lead and inspire, and not simply for their technical competence.9

But what principles of work organization lead to contented workers, and are these principles good for profits? Research reveals three basic principles.10 First, it helps if workers are given clear, feasible goals, and a clear understanding of how they fit into a picture that is bigger than just them. Second, it helps if they are given the greatest possible freedom in how they achieve their goals. And third, it helps if they have regular support and feedback on how they are doing. Such workplaces would generate workers who are not only “engaged” (which employers always want) but also enjoying their work. Employers would also avoid forms of incentive pay that generate excessive pressure.11

There is in fact good evidence that happy workplaces are also more productive. Much of the evidence is of the post hoc, ergo propter hoc variety, without a control group. A management consultant goes into a firm, conducts a survey of job satisfaction, and then helps the firm reorganize the less happy departments. In the years that follow productivity rises.12

Possibly more impressive is an interesting comparative analysis of rates of return on shareholders’ equity.13 The analysis focuses on one hundred US companies that (based on employee surveys) were judged to be the “100 Best Places to Work” in 1985. The share prices of those companies were followed for the next twenty-five years and compared with the share prices of all other US listed companies. After twenty-five years, money invested in the 100 Best Places to Work was worth 50% more than the same amount of money invested in other companies.

How, specifically, would a good company handle the mental health problems of its workers? These may arise from issues at the workplace, but in over three-quarters of cases the main problem lies elsewhere (in the family or simply in the individual). But how the company reacts can be crucial, and every firm needs a code of practice for handling these problems. First, line managers would be aware that these problems are quite common, and if they thought a colleague had a problem, they would ask about it. Second, if a person goes absent, their line manager would (in a caring way) ask what the problem is. It would be the line manager not the Human Resources Department who did this, since the line manager ought to care most and is best placed to organize any work adjustment that is needed. Third, if there were a mental health problem, people would be offered treatment either within the firm’s occupational health service (on a confidential basis) or through the worker’s standard health care system. There would also be standard ways of easing a person’s return to work (via fewer hours or less responsibility, as needed). And finally, the company may offer preventive courses in stress management, such as the Mindfulness-Based Stress Reduction program, to help prevent the problem in the first place.

What of the firm’s responsibilities to its consumers? An ethical company does not sell things it does not consider good for people. Unfortunately many banks, drug companies, insurance companies, and others have done just this, and made a lot of money doing it.

Media and Advertising

The same is true of the media. In one recent survey it was found that only 16% of the content of the average British newspaper is positive.14 This has the very peculiar result that when people are asked what the world is like in general, they always give a more dismal report than they give of their own experience.

If we ask why the media give such a biased picture, it is because good news does not sell as well as bad news. This may reflect the negative side of human nature, which can get short-run pleasure from the discomfort or shortcomings of others. No one would advocate censorship on that account. But responsible journalism should include the aim of celebrating what is good. One British newspaper now runs a third leader column titled “In praise of …”

Press freedom is precious, but we can still criticize the media if they lie or if they deliberately appeal to our worst natures. We need journalism to be a proper profession with a code of conduct and disciplinary procedures for those who break it.15

Advertising poses particular problems. While the company that advertises is only trying to sell more of a specific product, the advertising industry as a whole makes us want more than we otherwise would—and thus makes us less contented with what we have. So we would benefit from less advertising. This means there is a good case for extra taxes on advertising.16 Since alcohol is such a problem, the advertising of it could well be banned.17

Government

That brings us to the role of government. As Thomas Jefferson said, “The care of human life and happiness … is the … only legitimate object of good government.”18 We agree. It is difficult to think of any other reason for government activity. Governments exist to promote happiness, and especially (we would add) to reduce misery.19

This perspective has enormous implications. It means that governments would judge their success not by the growth of national income but by the elimination of misery and the growth of happiness. For this reason more and more countries are taking regular official measurements of the happiness of their peoples. The lead has come from the club of rich nations, the OECD, which had its first conference on “What Is Progress?” in 2004. The first countries to officially measure the happiness of the nation were Britain and Bhutan, but now nearly all OECD countries are doing it in a standard way.20

The next step, after measuring happiness, is to try to increase it. That requires a deep quantitative understanding of what causes happiness and by how much. That should now become one of the principal aims of social science research. We already know that it will involve a radical change of priorities for all our countries. We know that the main external factor affecting a person’s happiness is not income but the quality of a person’s relationships (in the family, through work, and in the community). And the main internal factor is mental health, followed by physical health.21 This means that to increase happiness we have to devote more resources to mental health above all, but also to physical health, child support, family support, old age support, and job training.

At the margin, money for these purposes would do more to increase happiness than leaving the money for families to spend on other things. This is not a matter of ideology, and it has nothing to do with more or less equality. It is a simple consequence of the evidence. For example, in an important study of British children ages ten to fifteen, it was found that family income per head had no effect on whether the children were happy about their lives. What mattered most was the quality of their human relationships—whether their parents were still together, whether the other children at school behaved in class, whether they played a sport.22 This suggests we need more government expenditure on supporting family relationships and social activity, and relatively less focus on pure money income.23

Again, if well-being rather than income is the goal, this has profound consequences for the management of the economy. According to the Chicago school of economics we should be willing to tolerate a sequence of recessions and booms if this leads to faster overall growth in incomes.24 Swayed by this philosophy, politicians deregulated the banks when they promised faster growth. But the cost was a huge recession and mass unemployment, causing major unhappiness, family tensions, and mental breakdown. Instead, the government should always give overriding importance to economic stability.25

And what, finally, of inequality? First, there is a simple point about the value of extra money to different people. Extra money makes more difference to a poor person than to a rich one. To be precise, an extra dollar to a poor person will give him ten times more extra happiness than that extra dollar would give to another person who is already ten times richer.26 This has always been the main argument for redistributing income.

But inequality seems to have a wider impact on happiness than can be explained by this fact. We can begin with the much-publicized results in Richard Wilkinson and Kate Pickett’s book, The Spirit Level. Comparing across countries and across US states, they find that income inequality is correlated with lower well-being of many kinds.27 But strikingly they find that inequality is bad for the rich as well as for the poor. For example, rich people in Sweden are healthier than rich people in Britain, even though the rich people in Sweden are poorer than the rich people in Britain. For this to happen, inequality must be working not just through its effect on individual purchasing power but also through the whole ethos of society.

The Spirit Level is only one of many studies on this issue, including some that also allow for other possible factors as well as income inequality.28 Not all these studies find that income inequality matters. What is more certain is that the ethos of a society matters deeply. An egalitarian ethos may work through many channels, making it difficult to isolate the effect of each individual channel. But how can we influence the ethos itself ?

Spiritual Movements

Ultimately, the culture of a society depends on what individuals believe. Countless influences channel these beliefs—above all, schools and the media. But further back in the chain come the originators of the ideas, most commonly writers, academics, preachers, and artists. We should never overlook the power of such people and the movements they engender.

An interesting example comes from the cultural changes in Britain between 1789 and 1834. Before 1789 anyone who talked about the reformation of society was accused of “cant,” and there was little worse that you could be accused of.29 It was a period of easy sex, much drunkenness, and harsh ill treatment of children, animals, “lunatics,” prisoners, and slaves. By 1834 all talk of cant had gone, slavery had been abolished, and a wave of social reform was under way. Behind all this were the powerful ideas of evangelicalism and the philosophy of the Enlightenment.

What idea is there now that can change our present culture and make it more caring? Why not the philosophy of the well-being movement, which is now a worldwide phenomenon? This proposes a new goal for a society (greater happiness and less misery) plus the means to achieve it (more altruism and more attention to the inner life). It offers both a philosophy and scientific evidence on how we can do better. The strongest science derives from CBT, and from Positive Psychology, which applies the ideas of CBT to the lives of everybody.30 This is strongly complemented by the wisdom of the East, where the Buddhist practice of mindfulness takes many people further than they can reach through Positive Psychology alone: the number of people who meditate is growing rapidly.31

This well-being revolution has been building up for many years, but it has few institutional forms to carry it forward. That was the reason for founding Action for Happiness. This is a movement founded in 2011 and based on the principles outlined in this chapter. Its members pledge to try to create more happiness in the world and less misery. Their website gives the members access to the treasures of Positive Psychology and to other suggested ways of raising happiness for yourself and for others.32 But to live well is not easy, and there is strength in numbers. So increasingly the movement’s 250,000 online followers from over one hundred countries are forming groups to support one another in living well. The movement now provides a course of eight sessions called “Exploring What Matters,” where groups of people gather together to discuss their goals in life. When the course is over, the group continues to meet and support one another’s beliefs, in the same way that faith organizations worldwide have done for centuries.

Faith organizations are still of course the main spiritual organizations in today’s world. They do good works for others and provide comfort and support to their members.33 Even if many people cannot accept their creeds, they are key allies in any movement to ensure that we give proper weight to the inner life.

Like faith organizations, the well-being movement is independent of Left or Right. It calls for a new concept of deprivation, where you are deprived if you cannot enjoy your life—whether or not that is due to lack of money. To recognize this kind of deprivation, and to prevent it, requires a major change in our culture and major improvements in how we act in schools, in families, and in business.

When the chief executive of Action for Happiness was being appointed, one of the candidates for the job reported that he had searched the web for other organizations whose title included the word “happiness.” This was the reply on his screen: “Your search for happiness has yielded no results.”

We can do better than that, especially if we give proper attention to mental health. And, even if you disagree with some of this chapter, you can still agree with everything else we say about the importance of mental health. Apart perhaps from global warming, there is no other major problem that is so neglected worldwide.
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Dear Lord Layard,
My husband was referred for CBT in April last year. Four months later he had a telephone assessment and was put on a waiting list. Five months after that his mental health really deteriorated. We begged for help because we were frightened of him losing his job and us our home. Three months later that happened.

This is typical of letters we receive each week. Worldwide there are hundreds of millions of people whose situation is equally desperate. It is difficult to excuse this. For as this book shows, common mental illness is not only the biggest source of misery in our countries; it is also the source of misery we can most easily address. Here are the key facts:

•  Depression and anxiety account for more of the misery in Western societies than physical illness does. And they account for very much more misery than is due to poverty or unemployment. So the front line in the fight against misery is the fight against mental illness.

•  Really effective remedies exist. Psychological therapies taking less than sixteen sessions produce 50% recovery rates that are often permanent, and, when they are not, they greatly reduce the risk of relapse.

•  These life-changing therapies are not expensive to the health care system. Their gross cost per patient is less than the cost of six months’ treatment for diabetes.1 Moreover, this cost is mostly recouped in the reduced cost of physical health care for people who have physical as well as mental health problems. On top of that there is the saving on welfare payments. So there would be no net cost in making these therapies more widely available. Yet, while over 90% of diabetes sufferers receive treatment for their condition, under a third of adults with diagnosable mental illness do so. This is largely because good evidence-based psychological therapy is not readily available.

•  The same is true of children. Good treatments exist but only a quarter of those who need help are in treatment. Yet over half of all children who are mentally ill also become mentally ill as adults.

•  This undertreatment is a gross injustice. It is sheer discrimination against those who are mentally ill, and an abuse of human rights.

•  It is also a gross inefficiency. For mental illness imposes huge costs on the rest of society. It causes family break-up, crime, substance abuse, welfare dependence, and massive needs for physical health care.

It is high time for a quite new approach. We need to implement one very simple principle: evidence-based treatment should be as available for mental as for physical illness. If implemented everywhere, that would be a worldwide revolution. It would probably do more to make the world a happier place than any other way of spending the same amount of money.

Parity of Esteem

On October 12, 1984, the British Cabinet members were staying with their spouses in the Grand Hotel in Brighton for the Conservative Party conference. Just before 3:00 a.m. there was a massive explosion as Irish Republicans unleashed a bomb that destroyed great parts of the building. One of the victims was Margaret Tebbit, wife of then Secretary of State for Trade. Most of her body was paralyzed for life. Yet earlier in her life she had experienced postnatal depression and she insists that that was worse than her paralysis.2

Health services take immense trouble over physical paralysis, but most postnatal depression remains untreated. Everywhere in the world there is massive discrimination against the millions in despair or torment due to mental illness. Yet a number of countries, including the United States and Britain, have now passed laws establishing parity of esteem for mental and physical health.3

What in practice should parity of esteem mean?

•  First, cost-effective psychological therapy for those who want it would become as available as medication. In England doctors who prescribe medication often do so contrary to the NICE guidelines because there are no psychological therapy services to which they can refer their patients. Adequate psychological therapy services would be able to treat at least 4% of the adult population each year—that is a quarter of those with diagnosable depression or anxiety disorders.

•  Access to therapy would be rapid, with waiting times similar to those for urgent physical care. Most patients should be treated by a therapist within a month of referral. The therapy would be evidence-based, but it would not be the cheapest possible variant that funders could get away with—like “six sessions maximum.” We would never propose half a course of treatment for a physical condition, nor should we for a mental illness. We should provide what all readers of this book would want to receive if they needed it.

•  All therapy would be provided in a structured way, where the therapists are measuring outcomes on a session-by-session basis, and getting regular supervision on their cases. Normally this is best organized by having therapists working in a team. Outcome data would be publicly available so that it becomes obvious how well a service is doing and how it compares with the services that are doing best.

•  Even the best treatments do not always work, and even when they do there is often the danger of relapse. So all services would be much more ready to provide booster sessions to people whose treatment has worked, and an alternative treatment for those where it has failed. The rest of the health services would be much more psychologically aware. This is particularly true of family doctors and nurses. In their training, all family doctors would do a period of training in the treatment of depression and anxiety disorders. One such experiment on the island of Gotland in Sweden showed dramatic results—with hospital admissions for depression falling for a time by 70% and suicides by a similar amount.4

•  We are still at the very beginning of the psychological revolution. Scientific methods have only been widely applied to designing therapies for about twenty-five years. And only a limited range of therapies has been at all fully developed. There is currently far too little money for research on mental illness. In Britain it gets only 5% of the health research budget, although it accounts for 23% of the “burden of disease.” This must change. Proper psychological trials are expensive, and research money is needed to cover the design and implementation of better therapies as well as their evaluation. More work is also needed on the biological element in mental illness, and on the scope for better biological treatments. So far much of this work has been left to the drug companies, but progress is difficult and the drug companies are losing interest. We need a major advance in the basic biological science, and this needs public funding.

•  Health service provision would no longer be made on the basis of who shouts loudest—which often means the big drug companies and those who want their products. Health service planning would start with an analysis of the burden of disease and the cost effectiveness of available treatments.5 Most money would then go to those problems where there is the largest need and to those treatments that are the most cost effective. On both criteria mental health would be a top priority.

Prevention

The top need is for parity of treatment when people are ill. But we should also do all we can to prevent mental illness before it occurs. The last two chapters were about this. But what are the chances of success?

They are good. Already our societies are becoming more psychologically literate. Nine out of ten people believe it is “more acceptable to talk about emotional problems than it was in the past.”6 But there is a long way to go in reducing the stigma of mental illness and increasing our emotional literacy. Crystal gazing, here are a few outrageous suggestions about where our countries might be in twenty-five years’ time.

First, all schools will have the emotional well-being of their children as an important, explicit objective. The whole school ethos will reflect this. All primary school teachers will be taught evidence-based ways of fostering emotional literacy in their children. In secondary schools the teaching of life skills will be a separate subject based on evidence, and those who teach it will be specially trained. Schools will routinely measure the well-being of their children, and all teachers will be taught to understand mental illness and how it can be helped.

Second, our society will be less macho. There will be more emphasis on collaboration and less on competition. Recent drops in crime rates in almost all developed countries may already reflect a growth in social responsibility.7 Other evidence of this is falling teenage pregnancy and falling alcohol and drug consumption among the young. Future changes will see a continuing feminization of our values—with more importance attached to relationships and to peaceable and harmonious living. This will be helped greatly as more women come to the top of their professions. The caring professions will acquire more prestige and a greater share of national resources.

Third, there will be a massive impact of Eastern values and practices. Meditative practices of various kinds will become the dominant mode of spirituality. And mindfulness may become a regular practice taught in schools and practiced by many adults.

Fourth, in at least some countries there will be a cabinet minister for mental health. Clearly, there should be a minister for each important area of human life. If there is a cabinet minister for transport or for the environment, there should surely be one for mental health, which has such a profound impact on all our lives. For the sake of proper coordination there might continue to be one ministry of health. But if mental health is taken seriously enough, it will have to have its own cabinet minister.

A New Concept of Deprivation

Mental health is not only a part of our personal health—it is also something that affects all aspects of our lives. It affects behavior in our schools, the safety of our streets, and the functioning of our families. Most social work deals with the consequences of mental illness. We need a new concept of deprivation, where you are deprived if you cannot enjoy your life, whatever the reason.

It is mainly because we did not tackle mental health problems that the postwar vision of a happier society failed to come about. What Sir William Beveridge and politicians worldwide overlooked was the person within. We were told that material prosperity, full employment, and better physical health would solve our problems, and they did not. There remains a sixth giant to be slain: it is mental illness.

Future generations will be amazed at how blind we were. They will also be amazed that we were so cruel. When we look back at earlier generations, we are shocked by how they treated slaves, or women and children in the mines, or people with physical disabilities. Our successors will be amazed at how we treat people today who are mentally ill—how we routinely ignore their desperate pleas for psychological support.

There is only one excuse—that until recently there was little that could be done for people who are mentally ill. But there have now been great psychological discoveries, which have produced treatments for depression, anxiety, and conduct disorder more cost effective than most treatments for physical illness.

How can we get these treatments to the people who need them? Only if people are much more active in demanding that this happens. It is not reasonable to expect much activism from those who are mentally ill or their relatives: they are naturally reticent. It is all of us who should be demanding change. This should be high on the political platform of every party.

For activists in every country, this is your cause.
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Preface

  1  “Therapy Deficit,” Nature 489 (September 27, 2012), 473–74.

Chapter 1. What’s the Problem?

  1  See A. E. Clark et al. (2013), figure 5, and Layard, Mayraz, and Nickell (2010), figures 6.2, 6.4, 6.5, and 6.7. The longest series are for the United States with sporadic Gallup figures for Britain in the 1950s and 1960s. For all European countries, the Eurobarometer series begin in the early 1970s.

  2  Every remark in this chapter is supported by evidence in the chapters that follow.

  3  See chapter 3.

  4  Sullivan et al. (2013).

  5  WHO (2008).

  6  Frederick and Loewenstein (1999).

  7  See chapter 4.

  8  See chapters 8–10.

  9  See Beck (2006). Many of the basic ideas of cognitive therapy were developed simultaneously by Albert Ellis, but he did not proceed to the systematic testing of outcomes as Beck and his colleagues did.

10  There is a well-known issue of how to describe people in treatment. We generally use the word “people” but sometimes “patients” or “clients.” From surveys it appears that people prefer these words to “service user”; see Simmons et al. (2010).

11  See chapter 11.

12  Issued by the National Institute for Health and Care Excellence (NICE).

13  See chapter 13.

14  Crime is of course now falling in most Western countries, but it is still much higher than in the 1950s.

15  See chapters 14 and 15.

16  See chapter 12.

17  M. A. Sieghart, “Talking Therapy Is Natural, Effective, Fast and So Cheap,” The Times, December 7, 2006.

Chapter 2. What Is Mental Illness?

  1  Anxious Times 79 (Autumn 2011).

  2  Veale and Willson (2011).

  3  Ivison (2011).

  4  For the source of this figure and others in this chapter, see chapter 3. The figures aim to represent a consensus view of prevalence in the United States, Britain, and many other countries.

  5  Barlow and Durand (2009).

  6  Bruce et al. (2005), table 2; for patients’ experiences after recovery (for whatever reason) see their figure 2.

  7  For references, see chapter 10.

  8  Wolpert (1999). For his own experience, see especially the introduction and chapter 12. For other good descriptions of depression, see Solomon (2001) and Styron (2001). For a discussion of Abraham Lincoln’s melancholia, see Shenk (2006).

  9  Coleridge, “Dejection,” quoted in Wolpert (1999), 8.

10  This is the mainstream view of psychiatrists. They do not view depression as an either/or phenomenon.

11  This is the system of classification known as DSM-V, DSM meaning Diagnostic and Statistical Manual.

12  At least four if you have not experienced both depressed mood and loss of interest.

13  For further analysis of the PHQ-9, see Kroenke, Spitzer, and Williams (2001). That paper, however, uses a more generous description: 5–9 Mild; 10–14 Moderate; 15–19 Moderately Severe; 20+ Severe. For evidence on frequency distributions in Germany, see Martin et al. (2006). On GAD, see Löwe et al. (2008) for a German population that shows 8% scoring 8 or more.

14  All the data we give on depression are based on Barlow and Durand (2009). As mentioned in chapter 3, it appears that depressions now start earlier in life than they used to.

15  Monroe and Harkness (2011).

16  Formerly known as manic-depression. On average such people experience some seventeen weeks of depression per year and some five weeks of mania (Judd et al. [2002]). During periods of mania or extreme depression, such people are considered to be in a psychotic state.

17  Barlow and Durand (2009), 217, col. 2. Because there are very many more people with unipolar depression, more suicide attempts come from people with unipolar than bipolar depression (see chapter 3).

18  Merikangas et al. (2011).

19  These do not include the cases of multiple personality, which is a rare form of personality disorder.

20  Williams (2001), 48.

21  Barlow and Durand (2009), 479.

22  DSM-V includes a number of other personality disorders as well, but the two types discussed here are in the words of McManus et al. (2009), “two types with particular public and mental health policy relevance.”

23  UK Adult Psychiatric Morbidity Survey, 2007. Own calculations.

24  Coulthard et al. (2002), 23, 66, and 68.

25  For example, there is an unsettled argument about whether cannabis abuse can cause schizophrenia. However, even if it can, the effect must be small since schizophrenia has not increased in Britain over the last fifty years (Kirkbride et al. [2012]), while cannabis use has grown from zero to where nearly half of all twenty-five- to thirty-four-year-olds in Britain have tried it (McManus et al. [2009], 179). The Advisory Council on the Misuse of Drugs estimates that of 5,000 people taking cannabis, one might become schizophrenic as a result (ACMD [2008], 19). On alcoholism in the United States, see Barlow and Durand (2009), 398.

26  Kessler et al. (2005b), 620. On Britain, see McManus et al. (2009), where a similar number are severely or moderately dependent on alcohol.

27  In England every year 9,000 people die from alcohol-related deaths. Nearly 290,000 hospital admissions annually are wholly due to alcohol and 880,000 are partly attributable to alcohol. Both of these numbers more than doubled between 2002–3 and 2010–11 (Health and Social Care Information Centre [2012]).

28  Roy and Linnoila (1986). Note that this criterion is less demanding than the criterion used in ICD-10 (the International Classification of Disease, widely used in Europe) and DSM-IV used in the United States, which also require pre-occupation and persistence despite evidence of harm.

29  Coulthard et al. (2002), 29, 69. Data for Britain. Also, half of them are alcohol dependent (own analysis of 2007 Psychiatric Morbidity Survey). In Britain altogether 2,000 people, nearly all men, die each year from taking hard drugs (mostly heroin and methadone) (BMA Board of Science [2013], 40–43).

30  McManus et al. (2009), chapter 11.

31  Kim-Cohen et al. (2003); Kessler et al. (2005a). Both sources, one from New Zealand and one from the United States, show that 50% of adults with mental illness experienced it before the age of fifteen. Since more adults experience mental illness than children, more than 50% of children who have mental illness will experience it as adults.

32  Green et al. (2005), 35.

33  Van Ameringen, Mancini, and Farvolden (2003).

34  Moffitt (1993; 2003).

35  On wider definitions, 5% of children worldwide have ADHD (Polanczyk et al. [2007]).

36  These areas are activated by the emotional aspects of physical pain as well as by mental pain generated by, for example, social exclusion (Eisenberger et al. [2003]), the sound of a crying baby (Lorberbaum et al. [1999]), or the physical pain of a loved one (Singer et al. [2004]). (Physical pain also has sensory components experienced in other parts of the brain that, according to Kross et al. [2011] are also affected by social exclusion.) Interestingly, it has also been shown that people who self-report greater pain from an unpleasant physical stimulus also report greater pain from the experience of social rejection in a laboratory experiment (Eisenberger et al. [2006]).

37  In the United States and Britain about 2% of all adults over sixteen have dementia.

Chapter 3. How Many Suffer?

  1  The data on adults are as follows. United States: Kessler et al. (2005b) (1-year prevalence, 2011). Britain: McManus et al. (2009) (point prevalence, 2007). EU: Wittchen and Jacobi (2005) (1-year prevalence, meta-analysis for 2001–3), which draws on a range of studies including the WHO World Mental Health Surveys (2001–3), known in Europe as ESEMeD—see Demyttenaere et al. (2004). For a range of individual country data, see annex 3. All data exclude dementia. For children, see Global Burden of Disease Study 2010 (2012). (Reproduced in Layard and Hagell [2015], 9). Other estimates give higher numbers for the United States. The Centers for Disease Control and Prevention estimate a figure of 13–20% (Perou et al. [2013], annual prevalence).

  2  See Kessler et al. (2005b) and annex 3, tables 3 and 4.

  3  Based on the World Health Survey: see Ayuso-Mateos et al. (2010). Similar findings are in Rai et al. (2013). The World Mental Health Survey also showed the same levels of depression in developed and developing countries (Ferrari et al. [2013], 472). For individual country data, see annex 3. For special surveys in China, see Phillips et al. (2009)—they give a 1-month prevalence of any mental disorder of 18%. On anxiety disorders, see a meta-analysis by Baxter et al. (2013), figure 2, who find a world rate of 7%. On schizophrenia, see Jablensky (2009).

  4  See also Layard et al. (2013a), and Kessler and Üstün (2008).

  5  Kessler et al. (2005a), table 2—which estimates 46% for the United States. The movement in and out of depression/anxiety can be judged from the follow-up of the British Psychiatric Morbidity Survey 2000 (Singleton and Lewis [2003]). In the eighteen-month follow-up, 8% were depressed/anxious throughout, 8% recovered (i.e., half), and 5% became new cases. Similarly, among children using a thirty-six-month follow-up, 4% who were initially well developed emotional disorders and 4% developed conduct disorders. At the same time 76% of children with emotional disorders recovered, as did 57% of children with conduct disorder (Meltzer et al. [2003])—based on a follow-up of the 1999 survey. All these results exaggerate the degree of movement (due to measurement error).

  6  The number of households in England is 21 million. The number of adults with mental illness is about 7.5 million (McManus et al. [2009]). From the British Household Panel Survey we can infer that the number of households with at least one mentally ill adult is about 80% of the number of mentally ill people, i.e., about 6 million. In addition, many adults in households without any mentally ill adults will have a mentally ill child. And on top of this, many will have a mentally ill parent, living elsewhere.

  7  Global Burden of Disease Study 2010 (2012). Perou et al. (2013) give a higher figure of 13–20% of children in the United States.

  8  For example, Kessler et al. (1994).

  9  For a general survey, see Fombonne (1995), 554–55. For example, in one Swedish district, Lundby, a careful study of the whole population showed significant increases in depression (severe or medium) between 1947 and 1957 and between 1957 and 1972 (Hagnell et al. [1990], 81–82, tables 48c and d). For longer-term changes in Britain, see Ferri, Bynner, and Wadsworth (2003).

10  For the United States, Kessler et al. (2005c). For Britain, Meltzer et al. (1995); Singleton et al. (2001); McManus et al. (2009).

11  Twenge et al. (2010). This is a meta-analysis of surveys using the Minnesota Multiphasic Personality Inventory. The authors examine the argument that later generations are less defensive in their responses but conclude that such response bias makes little difference to their results (151).
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44  Kocsis et al. (2009). Patients were also offered the combination of both, and those who preferred the combination did best if that was what they got. On patient preference, see McHugh et al. (2013).

45  Ginzburg et al. (2012).

Chapter 11. Can We Afford More Therapy?

  1  British data. Department of Health (DH) (2008b); NHS Confederation (2012), 3.

  2  Katon (2003); Hutter, Schnurr, and Baumeister (2010); Naylor et al. (2012), 11.

  3  Chiles et al. (1999), 209.

  4  This is the cost of the system of stepped care used in England’s Improving Access to Psychological Therapies Program (IAPT). The program involves a mixture of (i) high-intensity treatment, which costs nearer to $1,500, as mentioned in chapter 1, and (ii) low-intensity treatment, which is cheaper. The figure of $1,000 per person treated comes from taking IAPT expenditure in 2011–12 ($320 million) and dividing it by numbers treated (330,000). Unfortunately there are no later data on expenditure because the survey on investment in mental health was discontinued.

  5  Work by Dr. Arek Hassy.

  6  Howard et al. (2010). Cost data from Simon Dupont.

  7  Moore et al. (2007). Cost data are in 1997 prices.

  8  In another trial for people who have had heart attacks a clinical psychologist wrote a manual that included six weekly sections covering specific self-help treatments for intrusive and distressing thoughts, anxiety, depression, undue illness behavior, panic disorder, and other psychological problems heart-attack patients commonly experience (Lewin et al. [1992]). In the pilot study patients who had had heart attacks were divided randomly into two groups when they left the hospital. Patients in the treatment group were given the manual, plus an exercise program and tapes on relaxation and stress management. The psychologist phoned them three times during the next six weeks in case they needed help. The control group was given standard handouts covering most of the same information and was also contacted three times in the same way. Yet over the next year those treated with the manualized program made on average three fewer visits to their primary care doctor and had 0.33 fewer hospitalizations. Since the program cost under £50 per patient, it clearly paid for itself.

  9  Gulliksson et al. (2011).

10  There have been other studies in which CBT was less successful—most famously the so-called ENRICHD program (Berkman et al. [2003]). This gave a median of eleven sessions of individual CBT, beginning a median of seventeen days after the heart attack. One possible reason why this trial failed was that the treatment began too soon after the heart attack.

11  Ladapo et al. (2012).

12  Simon et al. (2007). See also Molosankwe et al. (2012) for a meta-analysis of results relating to diabetes, and Knapp, McDaid, and Parsonage (2011) for an application to Britain. On arthritis, see Sharpe et al. (2001), who, however, include no costs. There is now a whole new branch of medicine that deals with the mental health needs of physically ill people admitted to the hospital. It is called liaison psychiatry and can be extremely cost effective. For example, the City Hospital in Birmingham treats people with acute physical illness. In 2009 it introduced a service known as RAID (Rapid Assessment Interface and Discharge). This is directed at all emergency patients admitted for physical reasons but also showing signs of mental illness. There is a team of specialists who treat the patients, but they also train the whole staff of the hospital about mental health issues. As a result patients stay less time in the hospital and come back in less frequently. The overall savings are estimated to be at least four times the extra cost of the service (Parsonage and Fossey [2011]).

13  Proudfoot et al. (1997).

14  In Britain both figures are approximately $1,000 (Department for Work and Pensions and note 4 above). See also Layard et al. (2007): the figure for Exchequer savings per month used there was $1,100, and the figure for the cost of treatment was $1,100. In the United States both figures are approximately $2,000.

15  Our calculation has to be about the numbers expected to be off benefit, but most of the evidence we have is about numbers back in work. Which of these numbers is bigger? Clearly some of those gaining work would not otherwise have been on benefits. But equally some people stop claiming benefit without going into work. It is likely that the second group exceeds the first since, when we compare mentally ill people with others, the difference in employment rates is less than the difference in the proportion on benefit (Layard et al. [2007], table 3). In the British context, evidence about effects on employment understates the effects on benefit dependence.

16  Fournier et al. (2014) (18% is the percentage of the original sample).

17  Wells et al. (2000).

18  Rollman et al. (2005).

19  Proudfoot et al. (1997). The sample was all unemployed people with nonmanual occupations. For an analysis using computerized CBT (cCBT) on a general sample of people with depression or anxiety, see McCrone et al. (2004): this found that the total cost of NHS resources (including the cost of the cCBT) was not significantly increased for the cCBT group, and there were major employment effects.

20  See annex 11.

21  In the IAPT program described in the next chapter, it is only possible to look at changes during the period of treatment, not over the following twenty-five months. The following table shows the proportion of those treated who during treatment left incapacity/sickness benefits, and the proportion who entered onto incapacity/sickness benefits.



	
	Left benefit

	Entered benefit

	Net change in number on benefit




	Doncaster pilot

	12%

	8%

	4%




	Newham pilot

	10%

	4%

	5%




	IAPT 1st year

	7%

	5%

	2%




	IAPT 2012/13

	7%

	
	




It is the net change that matters, but it ought of course to be compared with a counterfactual, which would probably be an increase in numbers on benefit. And in principle a longer period of follow-up is desirable. Note that during treatment at least 45% of IAPT patients recover, as assumed in Layard et al. (2007). Sources: D. M. Clark et al. (2009) and IAPT records.

22  McManus et al. (2009).

Chapter 12. Improving Access to Psychological Therapies

  1  McHugh et al. (2013). See also Chilvers et al. (2001); Deacon and Abramowitz (2005); and van Schaik et al. (2004).

  2  The IAPT program’s website is www.iapt.nhs.uk.

  3  The paper was written by Richard Layard, based on intensive discussions with David Clark and Molly Meacher (Layard [2005]).

  4  We have never found out who removed the word “cognitive” from an earlier draft of the manifesto.

  5  LSE Centre for Economic Performance’s Mental Health Policy Group (2006).

  6  The implementation plan was published in February 2008 (Department of Health [2008a]). The next major document was published in February 2010 (Department of Health [2010]).

  7  On the competences, see Roth and Pilling (2008). The training curricula were based on the manuals in the trials identified by NICE. The curricula also specified how clinical skills should be assessed, by rating therapist performance in video-tapes of sessions and by written assignments (case reports and essays). Accreditation of training courses and trainees is provided through the British Association of Behavioural and Cognitive Therapists and the British Psychological Society.

  8  This was for high-intensity therapists. Low-intensity therapists receive one day in college and four in practice.

  9  Not more than two trainees per trained member of staff.

10  Census of the IAPT Workforce in 2014. Available from the IAPT website (www.iapt.nhs.uk)

11  This was helped by a campaign led by Mind. Mind and the other mental health charities have always given IAPT invaluable support.

12  Stiles et al. (2008).

13  Clark et al. (2009).

14  All IAPT services upload fifty data items per patient for central processing by the Health and Social Care Information Centre (HSCIC). IAPT Performance Reports of varying complexity are published by HSCIC at monthly, quarterly, and yearly intervals (see http://www.hscic.gov.uk/iaptmonthly). Data from these reports, and other sources, can be viewed on the World Wide Web by accessing the Public Health England’s Mental Health, Dementia & Neurology Intelligence Network’s Common Mental Health Disorders Profiles (Fingertips) Tool, http://fingertips.phe.org.uk/profile-group/mentalhealth/profile/common-mental-disorders. The website includes a downloadable user guide that explains how to change between the various data views in the Fingertips Tool. The data can also be downloaded for offline analysis.

15  Health and Social Care Information Centre (2014).

16  See the report on the first three years (Department of Health [2012]).

17  The concept of recovery here is very specific. Before each session of treatment every patient completes two brief questionnaires. One is the PHQ-9, which assesses depression and is shown in chapter 2. The other is a well-validated measure of anxiety. In many cases the anxiety measure is the GAD-7 shown in chapter 2. However, for some anxiety disorders (such as social anxiety, PTSD, obsessive-compulsive disorder) questionnaires more closely tailored to that specific condition are preferred. Details of these questionnaires can be found in the IAPT Minimum Data Set (MDS), which can be downloaded from the IAPT website, www.iapt.nhs.uk. A patient is considered to be “diagnosable” if before treatment she scored above the cut-off for either depression or anxiety or both (nearly all the patients who are treated are diagnosable). They are then considered to have recovered if at the last session of treatment they are below the cut-off on both questionnaires. This concept of recovery is stricter than in most published clinical trials, which generally only require people to have recovered on one measure (depression or anxiety). It has the advantage that it is simple to understand, but it only provides a partial picture of the benefits of IAPT. For some people recovery may require a very small change, while other people who are really ill when they come into treatment may improve a lot without “recovering.” So IAPT also reports whether the patient has “reliably improved”—that is, they have improved more than could occur through chance. On that criterion, around two-thirds of IAPT patients reliably improve (Gyani et al. [2013]). And only 8% reliably deteriorate—fewer than would be found in any comparable untreated group.

18  D. M. Clark (2009).

19  However, the response rates in the follow-up were not high (36% in Newham and 51% in Doncaster).

20  Variation in IAPT performance by local area (termed clinical commissioning group or CCG) for a wide range of indexes (access, recovery, reliable improvement, wait times, pre- and posttreatment data completeness, completeness of ICD-10 codes, etc.) can be viewed on the World Wide Web by accessing the Public Health England’s Mental Health, Dementia & Neurology Intelligence Network’s Common Mental Health Disorders Profiles (Fingertips) Tool, http://fingertips.phe.org.uk/profile-group/mental-health/profile/common-mental-disorders. Each index can be viewed in multiple ways (by area from highest to lowest performing; across time within an area; comparing areas with their neighbors geographically or in terms of social deprivation, ethnicity, etc.).

21  HSCIC’s Quarterly IAPT performance report for July to September 2014 showed that IAPT services in fifty-nine health areas (termed “clinical commissioning groups, CCGs”) exceeded 50% recovery, nineteen health areas exceeded 55% recovery, and five health areas exceeded 60%. There are 211 health areas (CCGs) in England.

22  Gyani et al. (2013). The findings that follow do not of course reflect random assignment.

23  In addition, return to work is more frequent where step-up rates are higher.

24  Pimm and Virathajenman (2015).

25  With at least 60% of therapists giving high-intensity treatment.

26  In fact the services are exceeding this target. Data published by the Health and Social Care Information Centre in 2014 showed that on average IAPT services had pre- to posttreatment data completeness for 96.8% of people who had received a course of treatment (i.e., two or more sessions). As far as we are aware, this level of complete outcome data has never been achieved in large mental health systems anywhere in the world. Such high levels of data completeness are also rare in randomized controlled trials.

27  Year 1 data.

28  D. M. Clark et al. (2009).

29  Now called clinical commissioning groups.

30  Census of the IAPT Workforce in 2014. Available from the IAPT website, www.iapt.nhs.uk.

31  Griffiths and Steen (2013b). In a separate paper, Griffiths and Steen (2013a) claim that IAPT is costing more than anticipated. This is wrong. The simplest way to work out cost is to divide total expenditure by numbers treated. For 2011–12 this gives £650 per course of treatment compared to the original estimate of £750. The authors disregard these numbers and try to calculate the cost of a session of therapy, rather than a course. Unfortunately, this is impossible as no information is available on the number of sessions in 2011–12. It is also not relevant since the main issue is the relation between overall cost and outcomes (regardless of the number of sessions).

32  This is similar to the early experience of the National Health Service; see Timmins (2001).

33  Health and Social Care Information Centre (2014).

34  HM Government/Department of Health (2011).

35  Older people have never been excluded from the program, but they are currently underrepresented.

36  The Adult Psychiatric Morbidity Survey (McManus et al. [2007]) showed that only 42% of mentally ill people on incapacity benefits were in treatment for their condition (private tabulation).

37  It is also very important to have earlier interventions before people reach incapacity benefits—i.e., while people still have jobs but are off sick. The British government is introducing a “Health and work assessment and advisory service” for employers and employees, when employees have been off sick for more than four weeks (Department for Work and Pensions [2013]). There are many useful strategies that therapists can follow at this stage. For example, workers who have been off sick may need graded exposure and a gradual return to work, beginning as soon as possible. In one experiment the patients of CBT therapists trained in employment issues returned to full-time work sixty-five days earlier than patients receiving regular CBT (Lagerveld et al. [2012]).

38  President’s New Freedom Commission on Mental Health (2003).

39  On US mental health policy, see Frank and Glied (2006).

40  Karlin and Cross (2014).

41  Karlin et al. (2010).

42  Karlin et al. (2012).

43  Karlin et al. (2013).

44  See correspondence in October 2014 issue of American Psychologist.

Chapter 13. What Works for Young People?

  1  Quoted in Layard and Dunn (2009), 113.

  2  Kennedy (2010).

  3  See Layard and Hagell (2015). See also chapter 3 above.

  4  Green et al. (2005), tables 5.11 and 6.11. See also Ford et al. (2007).

  5  Kessler et al. (2005a) and Kim-Cohen et al. (2003).

  6  This is true of most but not all conditions. It is true of conduct disorder, but for social phobia success rates are higher among adults than children. With very early intervention there is also the risk that the treatment is wasted if given too soon, before there is evidence that the problem will not cure itself. The rates of spontaneous recovery from mental illness are higher among children than among adults (see chapter 3, note 5), and there is no clear evidence that successful treatment of children produces effects that last longer than successful treatment of adults. On the other hand children’s ability to learn and thus succeed in later life depends crucially on being mentally healthy as a child (Van Ameringen, Mancini, and Farvolden [2003]).

  7  Friedli and Parsonage (2007). Present value at age eight.

  8  For example, Cohen and Piquero (2009) take those 4% of men who have the highest number of police contacts between the ages of fourteen and twenty-six. They estimate the average present value of their cost to society as between $2.6 million and double that.

  9  For a survey, see Wolpert et al. (2006).

10  NICE has clinical guidelines expressly for children on depression (NICE [2005a]), ADHD (NICE [2013c]), autism (NICE [2011b]), and antisocial behavior and conduct disorders (NICE [2013a]), and guidelines that include children with PTSD (NICE [2005c]), obsessive-compulsive disorder (NICE [2005b]), panic disorder and generalized anxiety disorder (NICE [2011c]), and social anxiety disorder (NICE [2013d]).

11  Barrett, Dadds, and Rapee (1996). This compares with 30% in the wait-list group. Recovery was maintained after twelve months.

12  Chapter by Fonagy and Target in Roth and Fonagy (2005).

13  Webster-Stratton and Reid (2010). Their main program is designed for children age two to eight. The Triple P Program also offers parent training for parents of teenagers (Sanders, Markie-Dadds, and Turner [2003]).

14  Scott, Briskman, and O’Connor (2014). But using teachers’ reports and the reports of the children themselves, there was no longer an effect on school behavior—the fading issue discussed in the next chapter. The study is known as SPACE (Study of Parents’ and Adolescents’ Experiences). Good results were also found from an integrated program of targeting behavior and reading. This SPOKES program is evaluated in Scott et al. (2010).

15  Lochman, Wells, and Lenhart (2008). For a highly readable manual for parents, see Kazdin (2009).

16  Roth and Fonagy (2005), 396.

17  Chapter by Fonagy and Target in Roth and Fonagy (2005).

18  NICE (2013c).

19  Weiss et al. (2005); Meade and Steiner (2010). See chapter 8, note 3.

20  See Kelvin, Layard, and York (2009), 15.

21  Layard and Hagell (2015).

Chapter 14. Can We Prevent Mental Illness?

  1  See Olds et al. (1998); Lee et al. (2012); and Eckenrode et al. (2010).

  2  For surveys of the evidence, see Weare and Nind (2011); McDaid and Park (2011); Substance Abuse and Mental Health Services Administration (2007); and World Health Organization (2004). For cost-effectiveness studies, see Lee et al. (2012), and Knapp, McDaid, and Parsonage (2011).

  3  Many quite famous programs have had at least one comprehensive trial giving no positive outcome. These include beyondblue (Sawyer et al. [2010]); Triple P (Little et al. [2012], Eisner et al. [2012]); Resourceful Adolescent Program (Stallard et al. [2012]); the Incredible Years on subclinical groups of children as opposed to those with diagnoses (Scott, Briskman, and O’Connor [2014]).

  4  Parks (2000) and Heckman et al. (2010).

  5  T. D. Wilson (2011), 215.

  6  Kellam et al. (2008), and Ialongo et al. (1999). The program covered some five hundred hours of school time.

  7  For example, suppose there is an intervention that actually makes no difference. If it is used in hundreds of experiments on randomly selected participants drawn from some large population, the intervention will be judged statistically significant in 5% of the experiments (assuming the criterion of significance used is the 5% level). The same would also be true if we studied hundreds of different interventions, all of which had no effect.

  8  For most of the main clinical treatments discussed earlier in the book, there have been such meta-analyses.

  9  Durlak et al. (2011). All used a control group, but only half were randomized. The results were similar for the randomized and nonrandomized controls (personal correspondence with Durlak).

10  For similar findings, see also two analyses of PATHS (Promoting Alternative Thinking Strategies): Conduct Problems Prevention Research Group (2011), table 3; and Conduct Problems Prevention Research Group (2010); and also the analysis of the UK Penn Resiliency Program by Challen, Machin, and Gillam (2013).

11  Goleman (1996; 2006).

12  Humphrey, Lendrum, and Wigelsworth (2010). There is, however, good evidence within the group of schools doing SEAL that good implementation produced better results (Banerjee, Weare, and Farr [2014]). As regards primary SEAL there has been no controlled experiment involving children’s outcomes—but see Hallam, Rhamie, and Shaw (2006), and Gross (2010).

13  On this and the next paragraph, see T. D. Wilson (2011).

14  See, for example, Challen, Machin, and Gillam (2013) and many other studies that include follow-up data.

15  Nicomachean Ethics.

16  The PATHS program is one exception that lasts a lot longer. It includes 130 lessons over a one-year period. See, for example, Kelly et al. (2004); Curtis and Norgate (2007).

17  Weare and Nind (2011).

18  The program was devised after a worldwide search reported in Hale, Coleman, and Layard (2011). The programs drawn on include the Penn Resiliency Program, Media Navigator, Mindfulness in Schools (b), Academic Possible Selves, Unplugged, Relationship Smarts, SHAHRP, Science of Mental Health, Mood Gym, Parents under Construction.

19  Bailey (2013).

20  Seligman (2011).

21  Brunwasser, Gillham, and Kim (2009); Challen, Machin, and Gillam (2013).

22  For encouraging preliminary results, see Harms et al. (2013).

23  The best informal introductions to mindfulness are by the Vietnamese master Thich Nhat Hanh (Hanh [2008; 2001]). For a scholarly introduction, see Williams and Kabat-Zinn (2013); and for a practical self-help guide, see Williams and Penman (2011). See also Huffington (2014).

24  We are talking here of nonclinical groups. The use of mindfulness-based cognitive therapy (MBCT) for patients recently recovered from depression was discussed in chapter 10.

25  Baer (2003). Shorter courses also have effects (Weng et al. [2013]).

26  Hölzel et al. (2011). It also increases telomerase, conducive to longer life (Jacobs et al. [2011]).

27  Davidson et al. (2003).

28  On US marines, see Stanley and Jha (2009). On children and young people, see Harnett and Dawe (2012); Burke (2010); Raes et al. (2013); Huppert and Johnson (2010); Weare (2012); and Schonert-Reichl and Lawlor (2010).

29  Weare (2012).

30  In a recent survey of teachers in British schools and colleges, 54% said behavior was worse than five years ago and only 7% said it was better (Association of Teachers and Lecturers [2013]). Some 35% of staff said they did not get training in how to deal with challenging, disruptive, or violent students.

31  Benson (2006).

32  S. Wilson et al. (2007). In a British national survey, “Understanding Society,” children ages ten to fifteen were asked how often other children misbehaved in class. Some 27% said “in most classes” and 47% said “in over half of all classes” (Knies [2012], appendix 1). This significantly reduced their life-satisfaction (appendix 2).

33  British data. Neill (2008).

34  Webster-Stratton et al. (2011); Reinke et al. (2012); Davenport and Tansey (2009); Webster-Stratton et al. (2001).

35  Baker-Henningham et al. (2012); Hutchings et al. (2007).

36  For Head Start, see T. D. Wilson (2011). In Britain, the Sure Start Program, begun in 1999, had much less structured ways of working than most interventions. There was also no randomized evaluation. However, comparing Sure Start with similarly deprived non–Sure Start areas suggested that Sure Start significantly improved five out of fourteen outcomes at the age of three (Melhuish et al. [2008]). By the age of seven rather fewer significant effects were observed, but for three out of eight outcomes where changes were measured between three and seven there were significant effects (Department for Education [2012]).

37  Knapp McDaid, and Parsonage (2011), 4–5.

38  Durlak et al. (2011), 420. In some states, like Illinois, it is all schools.

39  Ofsted (2013), 20. Ofsted estimated that 40% of the teaching of life skills needed improving.

40  Layard and Hagell (2015).

Chapter 15. Would a Better Culture Help?

  1  Layard, Mayraz, and Nickell (2010); Helliwell, Layard, and Sachs (2012), chapter 3.

  2  Layard (2011a), 81.

  3  For fuller treatments of the topics in this chapter, see Layard (2011a; 2009; 2011b).

  4  For a justification of this approach, see Layard (2011a), chapter 15. For the view that this approach is too one-dimensional, see Sen (2009) and Skidelsky and Skidelsky (2012).

  5  See, for example, the program called Parents under Construction.

  6  See Cowan and Cowan (2000).

  7  National Family and Parenting Institute (2000).

  8  Layard (2011a), 16.

  9  World Economic Forum (2012). See also Sennett (2003).

10  Deci and Ryan (1985), and Lundberg and Cooper (2011).

11  Layard (2011a), 156–60.

12  Robertson and Cooper (2011).

13  Edmans (2011).

14  http://positivenews.org.uk/2012/culture/media/9085/news-doesnt-reflect-real-world-newsreader-martyn-lewis/.

15  Leveson (2012). Prior to Leveson the main codes of conduct for printed material in Britain were (i) the one administered by the Press Complaints Commission applying to the responsibilities of editors and publishers, and (ii) the one administered by the National Union of Journalists (NUJ), which defined the conditions where the NUJ would defend a member against their employer.

16  This would obviously not cover classified ads.

17  Marmot et al. (2004).

18  Letter to the Republican Citizens of Washington County, Maryland (1809).

19  Layard (2011a), chapter 15. See also O’Donnell et al. (2014).

20  On Bhutan and Britain, see Helliwell, Layard, and Sachs (2012), chapters 5 and 6. On OECD, see OECD (2013), and O’Donnell et al. (2014).

21  See chapter 5 and annex 5.1.

22  Knies (2012). This study also examines the effect of specific items of child deprivation. They do have some effect, but much less than family relationships and social activity. And they cannot be mainly determined by income, since if they were, income itself would have an effect.

23  See chapter 7.

24  Lucas (2003).

25  The strongest argument for this is Kahneman’s findings about loss aversion (Kahneman [2011]), together with the findings about the ineffectiveness of economic growth in increasing happiness (e.g., Helliwell, Layard, and Sachs [2012], chapter 3). See also De Keulenaer et al. (2014).

26  Layard et al. (2008). See also Stevenson and Wolfers (2010).

27  Wilkinson and Pickett (2009), 183. They also show two time series. But none of the relationships show how inequality affects outcomes, when other possible influences are also taken into account.

28  Helliwell, Layard, and Sachs (2012), 71.

29  B. Wilson (2008).

30  Seligman (2002; 2011).

31  In the United States a national government survey of complementary and alternative medicine found that 9% of respondents had used meditation in the past twelve months: http://nccam.nih.gov/sites/nccam.nih.gov/files/news/nhsr12.pdf.

32  The website is actionforhappiness.org.

33  For the effect of religion on happiness, see Helliwell, Layard, and Sachs (2012), 71–72.

Chapter 16. Stop This Pain

  1  In the United Kingdom the annual average cost of treating a diabetic patient is €2,697 (Kanavos, van den Aardweg, and Schurer [2012], appendix 5).

  2  L. Donnelly, “Lord Tebbit’s Wife Margaret: Norman and I Don’t Have Time to Cry,” The Telegraph, November 22, 2009.

  3  In the United States, the Mental Health Parity Act (MHPA), 1996, and the Mental Health Parity and Addiction Equality Act, 2008, require parity of treatment in insurance policies for mental and physical health (if both are covered) but do not require that a policy cover both. In England, see the Health and Social Care Act 2012, clause 1.

  4  Rutz, von Knorring, and Walinder (1992). After a while the rates rose again as the trained doctors left the island.

  5  A look at the NHS Outcomes Framework 2014–15, which is the cornerstone of the Mandate for NHS England, does not suggest that it was determined in that way.

  6  British Association for Counselling and Psychotherapy (2010).

  7  For evidence on declining violence and its cultural roots, see Pinker (2011). For data on crime in England and Wales, see Crime Survey for England and Wales—Office for National Statistics, Home Office.
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