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Chapter 1
The major features of science
· A definable subject-matter: this changed from conscious human thought to human and non-human behaviour, then to cognitive processes, within Psychology’s first 80 years as a separate discipline.
· Theory construction: this represents an attempt to explain observed phenomena, such as Watson’s attempt to account for (almost all) human and non-human behaviour in terms of classical conditioning, and Skinner’s subsequent attempt to do the same with operant conditioning (see Chapter 2 in textbook).
· Hypothesis testing: this involves making specific predictions about behaviour under certain conditions (for example, predicting that, by combining the sight of a rat with the sound of a hammer crashing down on a steel bar just behind its head, a young child will learn to be afraid of the rat. This is what happened in Watson and Rayner’s (1920) famous study of ‘Little Albert’ (see Gross, 2010).
· Empirical methods: these are used to collect data (i.e. evidence) relevant to the hypothesis being tested.

Experimenter bias
When experimenters were informed that rats learning mazes had been specially bred for this ability (‘maze-bright’), they obtained better learning from their rats compared with experimenters who believed their rats were ‘maze-dull’) (Rosenthal and Fode,1963; Rosenthal and Lawson, 1964).
In fact, both groups of rats were drawn from the same population and were randomly allocated to the ‘bright’ or ‘dull’ condition. The crucial point is that the ‘bright’ rats did actually learn faster.  The experimenters’ expectations in some way concretely changed the situation- although how this happened is far less clear.
Demand characteristics
· According to Orne (1962), if people are asked to do five push-ups as a favour, they’ll ask ‘Why?’. But if the request comes from an experimenter, they’ll ask ’Where?’
· Orne reports an experiment in which people were asked to add up sheets of random numbers, then tear them into at least 32 pieces. Five-and-a-half hours later, they were still doing it and the experimenter had to tell them to stop!
· This demonstrates very clearly people’s strong tendency to want to please the experimenter and to not ‘upset the experiment’. It’s mainly in this sense that Orne sees the Psychology experiment as a social situation, in which the people involved play different – but complementary – roles. 
· For this interaction to proceed relatively smoothly, each must have some idea of what the other expects of him or her. These expectations form part of the culturally-shared understandings of what science in general, and Psychology in particular, involves and without which the experiment couldn’t ‘happen’ (Moghaddam et al., 1993).



Chapter 2
Evaluation of the psychodynamic approach
An example of the unfalsifiability of Freudian (and other psychodynamic) theories involves the ego defence mechanism of reaction formation, which involves consciously thinking/feeling the opposite of one’s true (unconscious) thoughts/feelings. If the Freudian prediction that ‘dependent’ men will prefer big-breasted women is conformed, then the theory is supported. However, if such men actually prefer small-breasted women (Scodel, 1957), then Freudians can use reaction formation to argue that the unconscious fixation with large breasts may manifest itself as a conscious preference for the opposite: a clear case of ‘heads I win, tails you lose’ (Eysenck, 1985; Popper, 1959).
However, it’s probably a mistake to see reaction formation as typical of Freudian theory as a whole (e.g. Kline, 1984). 

Chapter 3
Cognitive aspects of pain
KEY STUDY 3.1 Isolating the modulatory effect of expectation on pain transmission: A functional magnetic resonance imaging (MRI) study (Keltner et al., 2006)
· Participants were shown colour cues generated on a computer monitor just before exposing them to a painful stimulus through a metal probe taped to their hand. The words ‘’low temperature’’ against a blue background were followed by mildly painful heat, and ‘’high temperature’’ against a red background by more intense heat.
· Participants were then placed in a MRI scanner and randomly shown the red-high and blue-low cues just before the mild or intensely painful stimuli were applied.
· The blue-low temperature cue reduced he reported pain to the intense stimulus. In contrast, the red-high temperature cue increased he discomfort of the mild stimulus. When the red-high cue preceded the intense stimulus, the reported pain was highest of all.
· The brain sites known to be part of the pain transmission system in the thalamus and cortex were fully activated only when both stimulus intensity and high-pain cues occurred together.
· Keltner et al. isolated the brain regions involved in the expectation effect by subtracting (a) brain activity in response to an intense stimulus and the expectation of more pain from (b) brain activity in response to the same intense stimulus and the expectation of less pain.
· The net result was activation on cortical and brain stem regions now known to be involved in the control of pain. Keltner et al. concluded that the pain we experience is a synthesis of (i) what happens in our body and (ii) what we expect, which depends on what we’re told or have otherwise learned.

In addition to predictions about the pain itself, the expectation of a reward (e.g. food, drugs or sex) can profoundly affect pain intensity; the mere anticipation of such natural incentives activate the brain’s reward circuitry, which, in turn, can produce pain relief (Fields, 2009). Also, the effects of opioid drugs suggest that reward and pain relief have a partially shared neural basis: the most powerful drugs, such as morphine and oxycodone (OxyContin, a widely abused prescription analgesic: see textbook, Chapter 12) can relieve severe pain but also produce  a ‘’high’’, helping to explain their addictive potential. This is partly due to the fact that a brain region called the nucleus acumbens plays a critical role in both signalling reward and controlling pain (Fields, 2009).
The analgesic properties of anticipated rewards are consistent with the placebo effect: if relief from pain is rewarding, then a placebo pill is a sign of a forthcoming reward, leading to pain suppression. Thus, the expectation of relief becomes a self-fulfilling prophecy. Conversely, predicting pain amplifies activity in the pain transmission pathway, leading to greater pain perception
Individual differences
Fields (2009) describes a 2007 study of 131,500 Canadians, which showed that among chronic pain patients, 11.3 per cent had major depressive disorder; this compared with 5.3 per cent of individuals without chronic pain. While we cannot conclude from these data that depression increases the experience of pain, and while being in pain may be depressing, depression itself is thought to affect pain perception. Neurochemical changes associated with depression (such as depletion of serotonin and noradrenaline : see Gross, 2010) may reduce normal inhibition or increase facilitation within the descending pain pathway.

Pain and gender
Females’ greater intolerance of and sensitivity to pain can be partly explained in terms of sex hormones. For example, oestrogen can often increase pain, partly by acting at receptors that sit on pain nerves. During their menstrual cycle, women perceive more pain after ovulation when progesterone – and to a lesser extent oestrogen – levels are high. Hormone replacement therapy (HRT) also increases pain sensitivity, while drugs that block oestrogen provide long-term pain relief in certain situations (Wickelgren, 2009).
Chapter 4
Dehumanisation and self-identity
The term is sometimes used to refer to situations where an individual loses his/her human identity and becomes (or is perceived as) machine – or animal-like. It can include the restriction or denial of attributes that contribute to an individual’s self-identity and personality, leading to a loss of ‘humanness’.
According to Goffman (1971), there are two fundamental ways of expressing self-identity:	(a) ‘narrow’ communication (direct communication through talking or body language);												(b) ‘broad’ communication- a wide range of actions and activities, including how an individual gives an impression of self-identity through physical appearance or dress; these may signal social status or social role. We create impressions of our self-identity by using these tactics.

Chapter 5
Reducing stress in hospitalised patients
KEY STUDY 5.1 Coping with fear of childbirth (Saisto et al., 2001)
· Extensive psycho-education, combined with cognitive therapy, were used with a sample of women with extreme fear of childbirth.
· In addition, an appointment with the midwife and visits to the obstetric ward were recommended in order to obtain more practical information about pain relief and possible interventions during labour and delivery.
· The women received written information at the first session regarding the pros and cons of vaginal versus caesarean delivery, and about alternative methods of pain relief available in the hospital.
· The control group received standard information and routine obstetric check-ups, as well as written information about the pros and of vaginal versus caesarean delivery, plus the available pain relief.
· Following intervention, 62 per cent of women in both groups chose to deliver vaginally. However, labour lasted on average 1.7 hours shorter in the intensive intervention group compared with the control group.

KEY STUDY 5.2 Using hypnosis with children undergoing a painful exploratory procedure (Butler et al., 2005)
· Children with urinary tract problems having to undergo a painful radiological procedure were randomly allocated to either a hypnosis condition or routine care.
· Compared with the latter, the beneficial effects of hypnosis were as follows:
(i) parents judged the procedure to be less traumatic than previous procedures;
(ii) the children showed fewer signs of distress;
(iii) medical staff reported fewer problems with the procedure;
(iv) total procedure time was significantly shorter.
· Thus, the study, conducted in a naturalistic setting, demonstrated considerable positive effects of a non-invasive procedure with minimal risk, on both subjective and objective outcomes and for both quality of care and procedural costs.
Evans (2002) evaluated the effectiveness of music as a way of reducing hospitalised patients’ stress. While music had no demonstrable effect on physiological measures, anxiety was reduced – although this was confined to normal care delivery (as opposed to when the patient underwent procedures such as bronchoscopy and sigmoidoscopy.

Chapter 6
The relationship between attitudes and behaviour
KEY STUDY 6.1 Some of my best friends are Chinese..(LaPiere, 1934)
· Beginning in 1930 and for the next two years, LaPiere travelled around the USA with a Chinese couple (a young student and his wife), expecting to encounter anti-Oriental attitudes which would make it difficult for them to find accommodation.
· But in the course of 10,000 miles of travel, they were discriminated against only once and there appeared to be no prejudice. They were given accommodation in 66 hotels, auto-camps and ‘Tourist Homes’ and refused at only one. They were also served in 184 restaurants and cafés and treated with ‘… more than ordinary consideration …’ in 72 of them.
· However, when each of the 251 establishments visited was sent a letter six months later asking: ‘Will you accept members of the Chinese race as guests in your establishment?’, 91 per cent of the 128 which responded gave an emphatic ‘No’. One establishment gave an unqualified ‘Yes’ and the rest said ‘Undecided: depends upon circumstances’.

TIME FOR REFLECTION…
•	Try to account for LaPiere’s findings.
The high quality of his Chinese friends’ clothes and luggage and their politeness, together with the presence of LaPiere himself, may have made it more difficult to show overt prejudice

Theories of attitude change
Self-perception theory (SPT)
According to Bem’s self-perception theory (SPT) (1965, 1967), the concept of dissonance is both unnecessary and unhelpful. Any self-report of an attitude is an inference from observation of one’s own behaviour, and the situation in which it occurs. This is because we don’t have ‘privileged access’ to our own thoughts and feelings, but find out about them in the same way as we learn about other people’s (Bem was a behaviourist)
If the situation contains cues (such as the offer of a large 20-dollar incentive) which imply that we might have behaved that way regardless of how we personally felt (we lie about the task being interesting even though it was boring), then we don’t infer that the behaviour reflected our true attitudes. But in the absence of obvious situational pressures (1-dollar condition), we assume that our attitudes are what our behaviour suggests they are.

TIME FOR REFLECTION...
•	How could you account for Festinger and Carlsmith’s results in terms of attributional principles?

In attributional terms, the 20-dollar group can easily make a situational attribution (‘I did it for the money’), whereas the one-dollar group had to make a dispositional attribution (‘I did it because I really enjoyed it’). Bem combined attributional principles with his basic behaviourist beliefs.

An evaluation of CDT and SPT
•	Eiser and van der Pligt (1988) believe that, conceptually, it’s very difficult to distinguish between the two theories. Perhaps, as with CDT and incentive theories, both processes operate but to different extents under different circumstances. Fazio et al. (1977), for example, argue that dissonance may apply when people behave in a way which is contrary to their initial attitude (counter-attitudinal behaviour), while self-perception may apply better where their behaviour and initial attitude are broadly consistent (attitude-congruent behaviour). According to Fiske (2004), Bem’s theory best accounts for those circumstances where we don’t know our own mind or attitudes ahead of time.
•	Zanna and Cooper’s (1974) experiment provides support for both CDT and SPT.


KEY STUDY 6.2 Is there a dissonance-reduction pill? (Zanna and Cooper, 1974)
•	Participants were asked to write a counter-attitudinal essay under instructions that implied either high or low freedom of choice. Consistent with previous findings, the prediction that high-choice participants change their opinions more than low-choice participants was confirmed.
•	The novel feature of the experiment was that participants were also given a placebo pill: they were either told it would make them feel tense or relaxed, or they were told nothing about it at all.

TIME FOR REFLECTION...
•	The dissonance theory prediction was upheld when participants were given no information about the pill, and upheld even more strongly when they were told it would relax them. But when they were told it would make them feel tense, no difference between the high- and low-choice conditions was found. How can you explain these findings?


•	If participants believe the pill will either relax them or have no effect, and they also believe they’re acting of their own free will, they change their opinions, presumably because they experience an internal state of dissonance. But if told the pill will make them tense, they will (mis)attribute their tension to the pill, and so little attitude change will occur (as is also true of low-freedom-of-choice participants). This attributional explanation is consistent with SPT, and so the Zanna and Cooper experiment offers support for both Festinger and Bem.
•	Fiske (2004) believes that one of the most provocative lines of research to have emerged from SPT is the overjustification effect. If one has a situational justification for one’s behaviour (such as an external reward), then one doesn’t need to make a dispositional attribution for it. For example, if a child enjoys reading and receives a gold star for each book completed, s/he may infer that the reading is motivated by the reward. If the rewards are discontinued, the reading may too (the opposite effect to what was intended).
•	Conflict or inconsistency often arise between two attitudes, rather than between an attitude and behaviour. Both situations can be explained by CDT, but because SPT is based on attribution principles, it requires some overt behaviour from which we then make an inference about our attitudes.
•	Despite these and other challenges and reconceptualisations, Hogg and Vaughan (1995) maintain that:

… cognitive dissonance theory remains one of the most widely accepted explanations of attitude change and many other social behaviours. It has generated over one thousand research studies and will probably continue to be an integral part of social psychological theory for many years …

Chapter 7
Anti-gay and lesbian prejudice and discrimination
A second example given by Rose and Platzer (1993) involves a patient’s charts that were labelled ‘high risk’. These labels, which were clearly visible to other patients and members of staff, were there simply because he was gay and so was seen as being at risk of HIV- the nurses simply assumed that gay men were likely to be HIV-positive and that heterosexual men weren’t. 
Such assumptions are, of course, linked to stereotypes about what gay do, rather than to a knowledge of sexual behaviours, which can differ widely regardless of sexual orientation.
What to do with stereotypes?
Relying on stereotypes to form impressions of strangers (category-driven processing) represents the cognitively easiest, least strenuous route; relying on their unique characteristics (attribute-driven processing) represents the most strenuous route (Fiske & Neuberg, 1990). 
While people are very skilled at preserving their stereotypes (‘You’re OK, it’s the others’), the more often they come into contact with members of a particular group who don’t fit the stereotype, the more likely it is to lose its credibility.
Chapter 8
 The importance of consistency and other factors in minority influence
According to Hogg and Vaughan (1998), consistency has five main effects.

1.	It disrupts the majority norm, producing uncertainty and doubt.
2.	It draws attention to itself as an entity.
3.	It conveys the existence of an alternative, coherent point of view.
4.	It demonstrates certainty and an unshakeable commitment to a particular point of view.
5.	It shows that the only solution to the current conflict is the minority viewpoint.
Minorities are more efficient if they:
•	are seen to have made significant personal/material sacrifices (investment)
•	are perceived as acting out of principle rather than ulterior motives (autonomy)
•	display a balance between being ‘dogmatic’ (rigid) and ‘inconsistent’ (flexible)
•	are seen as being similar to the majority in terms of age, gender and social category, particularly if they’re categorised as part of the ingroup.
According to Wood et al. (1994), minority influence most often occurs privately – that is, on measures that protect the converted majority individuals from appearing publicly to abandon their majority position. For the same reason, influence is often indirect, emerging on issues merely related to the controversial issues or delayed beyond the immediate context (Crano, 2000).
‘Thus, majorities can be converted by minorities, but majority individuals do not admit it to others, and perhaps not to themselves, thereby avoiding public identification with the unpopular minority position... (Fiske, 2004)



Chapter 11

Alzheimer’s disease (AD) and diabetes

Based on recent research with rats, La Monte in the U.S., has proposed ‘Type 3 diabetes’
(Trivedi, 2012). While only about 5 per cent of people with diabetes have Type 1(‘juvenile
diabetes’), most suffer from Type 2; the likelihood of developing the latter is increased by
being overweight, particularly if you have excess abdominal fat. Type 3 is a controversial
new category, referring to AD, which La Monte and a growing number of other researchers
believe arises when brain tissue becomes resistant to insulin. In this sense, Type 3 is like 
Type 2 – but primarily involves the brain.

This recent research reflects a growing recognition of insulin’s role in the brain. Instead of 
just being a hormone that regulates blood sugar, it’s now accepted that it :
(i) helps neurons – especially in the hippocampus and frontal lobe – take up glucose for energy;
(ii)  regulates neurotransmitters (such as acetylcholine), which are crucial for memory and learning;
(iii) encourages plasticity- the process by which neurons change shape, make new connections and strengthen others;
(iv) aids the function and growth of blood vessels, which supply the brain with oxygen and glucose.

As a result, reducing the level of insulin in the brain can immediately impair cognition.
Spatial memory, in particular, seems to suffer when insulin uptake in the hippocampus is
blocked.

Obesity seems to trigger the release of inflammatory and metabolic stress molecules inside
liver and fat cells that disrupt insulin action; this leads to high blood glucose levels, and,
eventually, insulin resistance. A similar process may lead to AD (Trivedi, 2012).

This highlights the importance of eating healthier foods and taking exercise to reduce the
chances of developing dementia. It may even be possible to reverse – or at least slow down – 
some of the cognitive decline in AD patients, by targeting the underlying insulin resistance. If
so, that would suggest new treatments for the disease, which has so far evaded any attempt to
treat it. 


Chapter 12

Therapeutic use of cannabis
de Vries andGreen (2012) examine the legal, political and ethical challenges raised by the use
of cannabis by people with life-limiting or terminal illnesses in their own homes. The
cannabis used is usually obtained illegally, which can have consequences for both those who
use it and nurses providing treatment in the community.

The use of cannabis in oncology has focused on symptom management, specifically on managing nausea and vomiting associated with chemotherapy. Both medical experts and the public disagree as to the most appropriate means of administering cannabis in a medical context. Some argue that it should be given in its ‘’natural’’ state, preferably smoked, to gain the most efficacy as a treatment. Users often prefer this method, as the rapid absorption that occurs through smoking allows self-titration.

A review by Cotter (2009) suggested that:
· Cannabis and synthetic oral THC are more effective than placebo in treating chemotherapy-induced nausea and vomiting from drugs of high emetic potential.
· Smoked cannabis and oral THC are equally effective in controlling symptoms of nausea and vomiting.
· When compared with traditional oral anti-emetics, smoked cannabis and oral THC were found to be equally effective.

de Vries andGreen cite other reviews which have concluded that there are no reported
‘’objective’’ improvements in symptoms associated with MS, such as ataxia, tremors and
spasticity. However, improvements in ‘’subjective’’ assessments of spasticity and other 
related symptoms have been reported consistently. Several surveys suggest that significant 
numbers of people with MS use cannabis to manage symptoms.

There are also indications that cannabinoids may slow the progression of neurodegeneration. 
There’s growing interest in the possible neuroprotective properties of cannabinoids for a 
range of neurodegenerative diseases, including:
· Parkinson’s disease;
· AD;
· MS;
· Huntington’s disease;
· Motor neurone disease.
However, these findings are based exclusively on non-humans (Hill et al., 2012).

There’s also growing evidence supporting the synergy between opioids and cannabinoids and 
the latter’s potential  to:
 (a) produce opioid-sparing effects;
 (b) extend the duration of analgesia;
(c) reduce opioid tolerance and dependence.
This has important implications for the role of cannabinoids in palliative care (de Vries and
Green, 2012) (see Textbook, Chapter 13).

Riddell (2012) discusses the wider issue of whether the decriminalising of drugs in general 
would improve care. He argues that a change in the law would help remove stigma and
consequently change health professionals’ attitudes towards drug users and improve services.

TIME FOR REFLECTION...
· Do you believe that certain groups of patients should be allowed to use cannabis for medical purposes?
· How do you feel about the decriminalising of cannabis in particular and drugs in general?


Chapter 13

Cultural aspects of grief
In cultures that believe ‘do not grieve because grief will cause the ghost of the deceased to take you away’ or ‘do not grieve because the deceased has gone to a better life’, it’s difficult to assess accurately what appears to be muted or restrained grief. Similarly, when the ‘rules’ say ‘cry’, and people cry, how do we know the grief is genuine, deeply felt and likely to occur in the absence of the cultural demands for crying.
The Jewish rites of mourning are believed to be of therapeutic benefit, enabling the expression, rather than the repression, of grief. For the first few days following a burial, mourners are expected to be distressed and their despair is recognised and supported by relatives and friends who come to pay their respects.
By contrast, the Hindu, Sikh, Muslim and Buddhist religions all discourage too much weeping (Firth, 1993). The Hindus believe that weeping makes a river which the soul of the deceased has to cross, and Sikhs believe the deceased has gone to God. However, the expression of grief is less inhibited in villages on the Indian sub-continent compared with Sikhs and Hindus living in Britain. Similarly, wailing is still very common among Muslims in Muslim countries (Firth, 1993).
Compared with western women, Japanese women accept their husbands’ death with composure and resignation. They believe strongly in an afterlife, and that their ancestors are always with them. Their beliefs mitigate feelings of complete loss and, to this extent, they have less to grieve about. The long-lasting grief and depression observed among the bereaved in the UK is partly a result of the lack of rituals and beliefs, as well as the lack of an externally based end to the grieving process (March and Doherty, 1999).
According to Firth (1993), all the major religions of the world teach that there’s some sort of continuity or survival after death. They also comfort and reassure the bereaved by helping to make sense of death and personal loss, providing shape and meaning to the grieving process. As Box 39.7 shows, mourning lasts for a clearly defined period in different cultures, providing ‘milestones’. These allow the bereaved a gradual time to let go of the deceased and adjust to the psychological and social changes in their lives.
Culture and the length of the grieving process
In traditional Navajo Indian culture, the expression of grief lasts for four days following the death (March and Doherty, 1999). For Hindus in India, the mourning period lasts 10–16 days.
For orthodox Jews, there are five graduated periods of mourning: (i) between death and the burial (which occurs as soon as can be arranged); (ii) immediate postburial; (iii) seven days following the burial (the shiva week); (iv) 30 days from the burial (marking the official end of mourning, unless it’s a parent who’s died, in which case it continues for a whole year); finally (v) between 30 days and one year, when the memorial stone is erected (Katz, 1993).


Chapter 15

Bruner’s theory of cognitive development

While Bruner was influenced by Piaget’s ideas, he placed much greater emphasis on the
notion that humans actively construct meaning from the world: the mind ‘creates’ the world.

Like Vygotsky, Bruner (e.g. 1966) stressed the role of culture and language as influences on
cognitive growth: thinking would be impossible without language. 

Bruner (1966) identified three modes of representation: enactive, iconic and symbolic. He
was mainly interested in the transition from the iconic to the symbolic mode: the child of 6-7 
becomes freed from the immediate context and is beginning to be able to ‘go beyond the
information given’ (Bruner, 1957).






Chapter 16

Body image 

Allport (1955) gives two rather dramatic examples of how intimate our bodily sense is and
just where we draw the boundaries between ‘me’ and ‘not me’.

TIME FOR REFLECTION...

· Imagine swallowing your saliva – or actually do it!
· Now imagine spitting it into a cup and drinking it!
· Clearly, once we’ve spat our saliva, we’ve disowned it – it no longer belongs to us.
· Imagine sucking blood from a cut on your finger (something we do quite automatically).
· Now imagine sucking the blood from a plaster on your finger. 
· Again, once it’s soaked onto the plaster it’s ceased to be part of ourselves.
· Can you think of any exceptions to this rule?



Chapter 18

Womanhood and motherhood
According to Kremer (1998), in the post-industrial/post-modern world of the twenty-first century we’re still influenced by beliefs and attitudes regarding work and the sexes (or ‘gendered employment profiles’) inherited from an earlier time. For example, the motherhood mystique/mandate refers to the belief that women are born and reared to be, first and foremost, mothers (while the ‘fatherhood mandate’ is hardly, if ever, mentioned: see Chapter 32). Another example is the stereotype of men as inherently more committed to work than women, whose attitudes towards it are less positive than men’s.
The motherhood mandate has at least three important implications.
1.	Motherhood is ‘natural’. Berryman (in Lacey, 1998) maintains that motherhood is still seen as synonymous with womanhood:
Parenthood is seen as a central, key role in women’s lives in a way that it isn’t for men. Women who don’t become mothers are seen as psychologically inadequate – wanting in some way. But there is plenty of evidence that motherhood doesn’t come naturally to all women; it is a skill that many women have to learn.
This belief that mothering comes ‘naturally’ is so deep-rooted that women who don’t bond immediately with their babies feel inadequate or guilty, or perhaps both. However, there are indications that attitudes towards having children are changing.
2.	Most people would probably consider it to be ‘unnatural’ (or ‘wicked’) for a mother to leave her children, even if they’re left in the care of their father, whom she believes will look after them better than she could herself. However, the number of absent mothers targeted by the Child Support Agency trebled between 1995 and 1998, with over 37,000 being approached to pay child maintenance. One in 20 absent parents is a woman (Lacey, 1998). Either there are a lot more ‘unnatural’ or ‘wicked’ women out there than was previously thought, or the motherhood mandate needs serious revision
3 	It’s ‘unnatural’ or simply ‘wrong’ for a mother of young children to go out to work. Related to this is the stereotype concerning women’s attitudes towards paid employment. Is there any foundation for this stereotype?
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