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LO1. Think about whether all perceptual aberrations
are pathological within the context of functional 

mental health



Do we…

 Take our normative perceptual experience for granted?

 The question of accurate representation can be traced back to the debate in 
1950/60 between Gibson and Gregory → Naïve realism v constructivist-based
models



http://freudquotes.blogspot.com/2015/05/the-man-who-mistook-his-wife-for-hat-by.html

http://freudquotes.blogspot.com/2015/05/the-man-who-mistook-his-wife-for-hat-by.html


Up to 30% of people in the normal 
population have experienced a verbal or 

auditory hallucination at least at one 
point in their lives

Common examples include hearing 
one’s name called (when nobody 

was around), hearing a voice 
speaking to them, and mishearing a 
sound for a spoken voice/message

What makes 
these occurrences 

normative and 
not pathological 

in nature...

Interactive idea #1
Have you ever experienced a visual, auditory/verbal, or kinaesthetic 
hallucination? What was the context?



FPP

 (1) being an excellent 
hypnotic subject

 (2) having imaginary 
playmates as a child

 (3) fantasizing frequently as 
a child

 (4) adopting a fantasy 
identity

 (5) experiencing imagined 
sensations as real

 (6) having vivid sensory 
perceptions

 (7) reliving past experiences

 (8) claiming psychic powers

 (9) having out-of-body or 
floating experiences

 (10) receiving poems, 
messages, etc., from spirits, 
higher intelligences, and the 
like

 (11) being involved in 
“healing,”

 (12) encountering 
apparitions

 (13) experiencing hypnagogic 
hallucinations (waking 
dreams), and

 (14) seeing classical 
hypnagogic imagery (such as 
spirits or monsters from 
outer space).



An example of acute temporal dysfunctions in perception that may 
not be associated with long-term pathology…

Alice in Wonderland Syndrome…

 → Involves spatial, temporal, and sensorial distortions

 Many data support a strict relationship between migraine 
and AIWS, which could be considered in many patients as 
an aura or a migraine equivalent, particularly in children

 Nevertheless, AIWS seems to have anatomical correlates… 
According to neuroimaging, temporoparietal-occipital 
carrefour (TPO-C) is a key region for developing many of 
AIWS symptoms. In brief, AIWS symptoms depend on an 
alteration of TPO-C where visual-spatial and 
somatosensory information are integrated

 Alterations in these brain regions may cause the co-
occurrence of dysmetropsia and disorders of body schema

Mastria, G., Mancini, V., Viganò, A., & Di Piero, V. (2016). Alice in Wonderland syndrome: a clinical and pathophysiological review. BioMed research international, 2016.



LO3. Compose a dual-theory approach that 
accommodates both research-centric and clinical-

centric anecdotes of perceptual processes







LO2. Appraise how we attenuate sensations from the 
outer world



A unique perspective…

Oliver Sacks and the River of Consciousness



SA

Shergill, S. S., Bays, P. M., Frith, C. D., & Wolpert, D. M. (2003). Two eyes for 
an eye: the neuroscience of force escalation. Science, 301(5630), 187-187.

Research on force escalation experiments 
demonstrated sensory attenuation in action

Participants were asked to increase the force of ‘hits’ on their 
own v another’s shoulder -- incremental alterations in raw 
force did not matter… other-generated stimuli always felt 
more painful than self-generated stimuli



For your amusement…

Ask the person sitting next to you for permission to complete this 
haptic task

1. Pat the shoulder of the person sitting next to 
you twice (back of the shoulder)

2. SLIGHTLY increase the pressure of the ‘pat’ 
and pat their shoulder 2 more times

3. SLIGHTLY AGAIN increase the pressure of the 
‘pat’ and pat their shoulder 2 more times

Repeat the above 3 steps: but ask the person to pat their 
own shoulder instead this time

Swap places and attempt again

A quick experiment on SA

More 
examples 

follow

Interactive idea #3
Did you notice a difference in pressure perception across self v other 
generated stimuli?







Probabilities 
and sampling

 “Clinical ranges/thresholds” developed via sampling 
deviations from normal curve

 However, DSM approaches to categorisation have 
changed throughout version iterations

 Likewise, more emphasis on dimensional rather 
than categorical classification (e.g., presence of PD = 
0-4, rather than ‘yes’ ‘no’)

 Different classification systems have challenged 
presumptions inherent in DSM – for instance ICD-10 
and PTMT

 When thinking about perceptual processes 
specifically our understanding of FPP and PP can 
help recognise that many processes are adaptive 
rather than pathological… Another way to think 
about this is via Bayesian modelling…



PEM
https://stattrek.com/probability/bayes-theorem.aspx

P(Event-1): Prior probability

P(Event-2): Evidence

P(Event-2 | Event-1): Likelihood

P(Event-1 | Event-2): Posterior probability

 Event A1. It rains on Marie's wedding.

 Event A2. It does not rain on Marie's wedding.

 Event B. The weatherman predicts rain.

 In terms of probabilities, we know the 
following:

 P( A1 ) = 5/365 =0.0136985 [It rains 5 days out 
of the year.]

 P( A2 ) = 360/365 = 0.9863014 [It does not rain 
360 days out of the year.]

 P( B | A1 ) = 0.9 [When it rains, the weatherman 
predicts rain 90% of the time.]

 P( B | A2 ) = 0.1 [When it does not rain, the 
weatherman predicts rain 10% of the time.]

 We want to know P( A1 | B ), the probability it 
will rain on the day of Marie's wedding, given a 
forecast for rain by the weatherman… The 
answer can be determined from Bayes' theorem






