CHAPTER 16

30 MCQ answers

1) Answer: (d). Biological treatments make direct changes to the nervous system and are typically used by psychiatrists or other medically qualified practitioners in a hospital or outpatient setting. They include invasive surgical techniques, electroconvulsive therapy, and a range of drugs designed to control or moderate the severity of symptoms experienced.

2) Answer: (a). Psychological treatments include a variety of psychotherapies administered by numerous professionals (e.g., psychologists, psychiatrists, social workers) whose qualifications are regulated by the country in which they live. The main types of psychotherapy are psychodynamic, behavioural, cognitive, humanistic and family- or couple-oriented therapy. Of course, we have to find a way to assess the impact and effectiveness of each type of therapy, and this too is covered.

3) Answer: (a). A lobotomy (or leucotomy) is a surgical operation in which white nerve fibres connecting the frontal lobes with other parts of the brain are severed. In a cingulotomy surgical procedure, neurosurgeons make lesions in the cingulate gyrus, a section of the brain connecting the prefrontal cortex to the limbic system.

4) Answer: (b). Electroconvulsive therapy (ECT) is a treatment for severe depression in which two electrodes are placed on the scalp and a moderately intense electric current is passed between them for about half a second. ECT was initiated in the 1930s to treat schizophrenia, in the mistaken belief that epilepsy and schizophrenia are incompatible. It proved to be an ineffective treatment for schizophrenia but is now widely believed to be effective in treating severe depression (Royal College of Psychiatrists, 1995).
5) Answers: (a), (b), and (d). Despite claims of ‘marked improvement . . . in 80% to 90% of patients’ (Silver, Yudovsky & Hurwitz, 1994, p. 983), the case for ECT is far from clear-cut. The consensus from clinical practice is that it can have beneficial effects, but research shows that the effects are relatively short term. Relapse rates for ECT are high. But this might not be due to the failure of ECT as a treatment. ECT is rarely incorporated into a broader, on-going therapeutic strategy, possibly because its dramatic, rapid impact on depressive symptoms obscures the need for follow-up care. This failure to address the sociological or psychological stresses that might have initiated or exacerbated the depression could equally explain the high relapse rates for ECT. Criticisms include temporary disorientation following ECT, and memory loss that can last for months (indeed, it has been suggested that memory loss is one of the reasons why ECT ‘works’). ECT is now often administered to the right hemisphere only in order to minimize its impact on verbal memories. Up to 33% of patients describe ECT as ‘a very distressing experience’ (Johnstone, 2003, p. 239). There are claims that ECT causes brain damage (Breggin, 1997), although there is no compelling evidence for this.

6) Answer: (b). Psychotropics is a loosely defined grouping of drugs that have effects on psychological function. The first psychotropic drugs introduced in the 1950s were anti-psychotics, which have come to dominate the treatment of schizophrenia. Unfortunately there are several side-effects associated with anti-psychotics, and it is because they can mimic neurological disease that they are sometimes referred to as neuroleptics.
7) Answer: (c). Two classes of drugs for the treatment of depression were introduced in the late 1950s, tricyclic anti-depressants (so-called because of their three-ring chemical structure) and monamine oxidase inhibitors (MAOIs). Drug treatment of depression changed dramatically in 1988 with the introduction of the first ‘designer drug’ (Kramer, 1993). Prozac (designed to have a minimal effect on norephinephrine and a maximal effect on serotonin) marked the development of a new class of anti-depressants called selective serotonin re-uptake inhibitors (SSRIs). Anti-convulsant drugs are typically used to treat epilepsy and depressive episodes in bipolar disorder.
8) Answer: (a). The first anti-manic used was lithium carbonate, which remains the treatment of choice for preventing both manic and depressive episodes in bipolar disorder. Two newer anti-manics are anti-convulsant drugs that have been used to treat epilepsy. These drugs – carbamazepine and valproate – often work for bipolar patients who have not responded to lithium. MAOIs and SSRIs are anti-depressants.
9) Answer: (b). Anti-depressants and anti-manics are both treatments for mood disorders: the former for depression and the latter for bipolar disorder. Anxiolytics, popularly known as tranquillizers, are used to treat anxiety disorders, producing sedation and reducing anxiety.

10) Answer: (b). Both the single-blind procedure and the double-blind procedure are used to evaluate the effect of a therapy. In the single-blind procedure, the patient is kept uninformed (blind) as to the true nature of the treatment, while in the double-blind procedure, the patient and all staff having contact with the patient remain uninformed.

11) Answer: (a). A randomized clinical trial (RCT) is a random assignment of patients to treatment conditions in order to evaluate the efficacy of a treatment. Combined with the double-blind procedure, this is a very powerful experimental technique.

12) Answer: (d). To judge the efficacy of a treatment, we usually look at patient reports and, where possible, ratings by hospital or clinic staff. Assessments by psychologists and medical tests may also be used.

13) Answer: (a). There is no doubt that modern psychotropic drugs have revolutionized the treatment of psychological disorders and restored the lives of many sufferers. However, drug treatments have some obvious limits:

1. Not everyone responds to the drug.

2. Side-effects may preclude their use for some patients, and may lead others to discontinue their use – a particularly important consideration for treatments like anti-psychotics and anti-manics, when on-going maintenance doses are needed to control symptoms effectively.

3. Drug treatment does nothing to help patients learn how to cope with life experiences that may have contributed to the disorder in the first place.

14) Answer: (c). Systematic de-sensitization and contingency management are examples of treatment in the behavioural model of psychotherapy. Possible examples of treatment in the other three models above include:

· in the biological model, psychosurgery and medication;

· in the family and couples model, behavioural marital therapy and strategic family therapy; and

· in the cognitive model, cognitive therapy and rational-emotive therapy.

15) Answer: (d). Personal growth, self-acceptance and self-actualization are goals of treatment in the humanistic model of psychotherapy. Possible goals of treatment in the other three models above include:

· in the psychoanalytic model, psychosexual maturity via insight and strengthening ego functions;

· in the cognitive model, changing cognitive processing of events; and

· in the family and couples model, changing the interpersonal context of psychological disorder.

16) Answer: (c). Psychotherapy may take place in outpatient or inpatient settings. Either way, the psychotherapeutic relationship is a purposeful, nurturant alliance.

17) Answer: (d). The goals of classical psychoanalysis are to help the person gain insight into the ‘true’ (usually unconscious) reasons for their maladaptive behaviour, to work through their implications and associated feelings, and to strengthen the ego’s control over the id and superego.

18) Answer: (b). Transference is central to psychoanalysis, and is the notion that the client projects (transfers) onto the analyst characteristics that are unconsciously associated with parents and other important interpersonal figures from the client’s past. Using the transference-charged relationship, the analyst effectively holds up a mirror, allowing the client to see how he reacts to important people in his life. Through many experiences like this, it is argued that the patient’s symptoms gradually diminish. To be able to ‘stand in’ for significant others in the patient’s early life, it is important for the analyst to remain neutral. They must not allow counter-transference (i.e. their own unconscious feelings towards the patient) to distort the process. Not surprisingly, trainees must undergo psychoanalysis themselves before qualifying as a psychoanalyst. 

19) Answers: (a) and (c). The most widely used exposure technique is systematic de-sensitization, developed in laboratory studies of cats by the South African psychiatrist Joseph Wolpe. Wolpe reasoned that, ‘If a response antagonistic to anxiety can be made to occur in the presence of the anxiety-evoking stimuli so that it is accompanied by a complete or partial suppression of the anxiety responses, the bond between these stimuli and anxiety responses will be weakened’ (1958). When this principle of reciprocal inhibition (counter-conditioning) is applied to humans, muscle relaxation is usually used to inhibit anxiety. An alternative to the brief/graduated exposure used in systematic de-sensitization is flooding – a technique that involves prolonged exposure to highly threatening events. The client’s anxiety response diminishes through habituation and eventually disappears completely. Covert sensitization is a form of aversion therapy in which the client imagines a problem behaviour followed by an aversive stimulus.

20) Answer: (a). Operant, or instrumental, conditioning occurs when behaviour is governed by the consequences that immediately follow it. A family of therapeutic techniques has emerged from this type of conditioning, generically termed ‘contingency management’. One example is the token economy – in a controlled environment (such as a psychiatric ward or classroom), tokens are used to increase the likelihood of targeted behaviours. The tokens can be exchanged for desired items or activities (e.g. snacks, TV), much as we use money in everyday life. Time out is a form of contingency management that can reduce the frequency of an undesirable behaviour by removing the person from the situation in which the behaviour is reinforced. Another punishment contingency is response cost, which involves loss of a reward following a behaviour that we seek to change (such as smoking, aggression or self-abuse). Flooding is an exposure technique used in behaviour therapy that involves exposing the patient to highly threatening events for a prolonged period of time.

21) Answer: (d). Aversion therapy can draw on the principles of both classical and operant conditioning. When based on classical conditioning, a problem behaviour is paired with exposure to an aversive unconditioned stimulus in an attempt to establish an aversive response to the behaviour (e.g. fear or disgust). When based on operant conditioning, the aversive stimulus acts as a punishment and is delivered immediately after the problematic behaviour. Aversion therapy has been used to treat a variety of problems, including alcoholism, smoking, overeating, compulsive gambling, self-injurious behaviour and some sexual deviations such as exhibitionism. One of the drawbacks, however, is that it does not teach alternative behaviours to replace the problem activities. A more acceptable and less intrusive form of aversion therapy is covert sensitization. Here the client imagines both the problem behaviour and the aversive stimulus. Perhaps surprisingly, in many patients a nauseous response to alcohol, for instance, can be induced in this way.

22) Answer: (b). Cognitive therapy is a relatively short-term treatment (about 20 sessions) designed to get clients thinking about events in their life – including the symptoms of their disorder – in new ways. Sessions focus on concrete problems and help clients to challenge their beliefs about the problem. Although the cognitive therapist engages the client in behavioural tasks, cognitive therapy differs from behaviour therapy in focusing on the patient’s internal (cognitive and affective) experiences.

23) Answer: (b). According to Ellis (1973), when an emotional consequence (C) follows an activating event (A), it is not A that causes C but the individual’s beliefs (B).

24) Answer: (b). Humanistic therapies focus on the phenomenology (conscious experience) of the client and view psychological problems as disturbances in awareness or undue restrictions on existence. According to this framework, a client’s problems can be understood only when viewed from his or her own point of view. The aims of humanistic therapies (also called experiential or phenomenological therapies) are to help people get in touch with their feelings, experience their ‘true selves’ and develop meaning in their life. This is done through the nature of the therapeutic relationship and the client’s tendency to grow as a unique individual (a process known as self-actualization).

25) Answer: (c). Developed by Fritz Perls, Gestalt therapy reflects the view that people often control their own thoughts, behaviours and feelings too much, losing touch with their emotions and authentic selves. The Gestalt therapist aims to enhance the client’s awareness of herself, which helps the client to grow (Perls, 1969). According to this viewpoint, talking about the past or future obstructs therapy, as it is an escape from the reality of the ‘here and now’, which is of paramount importance in Gestalt therapy. Awareness in the here and now supposedly leads to change. It is in Carl Rogers’s system of client-centred (or person-centred) therapy that the client determines what to talk about and when to do so, without direction, judgement or interpretation by the therapist.

26) Answer: (a). Bateson and colleagues (1956) offered a radical new perspective on psychological disorders by focusing on the interaction taking place when the behaviour occurs and moved away from considering individual behaviour isolated from an interpersonal context.

27) Answer: (c). Negative reciprocity refers to the tendency for one partner to respond with negative behaviour when the other partner behaves negatively, resulting in long chains of escalating negative interaction. In such cases, the goal of therapy is to help couples develop communication and problem-solving skills that will allow them to avoid such cycles, and to break out of them should they occur. This form of therapy therefore tends to focus on changing behaviour, and so is really a form of behaviour therapy.

28) Answer: (d). In their analysis of 475 studies involving 25,000 patients treated by a variety of psychotherapies, Smith, Glass and Miller (1980) accumulated substantial data on the effectiveness of psychotherapy.

29) Answer: (c). The treatment–etiology fallacy is a logical error in which treatment mode is assumed to imply the cause of the disorder. After all, very few people would wish to argue that because aspirin relieves headache, headache is actually due to the lack of aspirin in the body. So even though an anti-depressant medication regulates neurotransmitters in the brain, it is quite possible that a psychological event gave rise to the neurotransmitter changes in the first place. How then, for example, do we choose between biological and psychological treatments? In trying to answer this question we must watch out for another logical error, similia similibus curantur – like is cured by like (a principle used in homeopathy). In fact, psychotherapy can be used to treat biologically caused psychological disorders and vice versa, although treatment of bipolar disorder, schizophrenia and other psychotic disorders without medication would be irresponsible.

30) Answer: (a). Surprisingly, studies that address this issue have found that concurrent, joint use of medication and psychotherapy produces little additional advantage (Elkin, 1994; Hollon, Shelton & Loosen, 1991). But it does appear that combined treatment can be more effective for some disorders, including attention deficit hyperactivity disorder in children, alcoholism, panic disorder and obsessive-compulsive disorder (e.g. DeBeurs et al., 1995; Engeland, 1993). Recent evidence suggests that combining treatments sequentially may be helpful, especially in preventing relapse. A combined treatment approach is particularly valuable with clients who may initially be too depressed or anxious to participate fully in psychotherapy. In these cases, symptomatic relief through drug therapy may be adequate, but if it is not, the drugs will most likely alleviate the symptoms sufficiently to allow the person to participate in, and benefit from, psychotherapy. An alternative, conservative approach would be to treat the patient with psychotherapy first (as it usually has no major side-effects) and to add or change to medication only when it becomes apparent that the psychotherapy is not producing results. However, such an approach may be risky when there is perceived to be significant risk of suicide.

