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Abstract
For many patients and healthcare providers, the move to virtual psychiatric care has been fast-tracked
by the COVID-19 pandemic. In this article, we consider a patient perspective and a provider perspec-
tive on the transition to virtual psychiatric care and its strengths and limitations, as well as a call for
much-needed future research.
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The COVID-19 pandemic has rapidly transformed service delivery, including the delivery of medical care, around the
world. As jurisdictions worldwide enacted measures to slow the spread of the SARS-CoV-2 virus, service providers
quickly adapted. What was previously a slow expansion of telemedicine and virtual care over the past two decades,
with the primary goal of overcoming geographical barriers,' became suddenly fast-tracked in a matter of weeks. A
rapid transition to virtual psychiatric care, care provided by telephone or video, is one such transformation resulting
from the COVID-19 pandemic and the measures implemented to contain it.

Leaders and advocates in the field of telepsychiatry are expecting, and in fact encouraging, these changes to persist
post-pandemic.> The aim of this article is to reflect on the transition to virtual psychiatric care through three lenses:
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a patient perspective, a provider perspective and a scholarly perspective, including a call for future research. The
patient and provider perspectives obtained for this article reflect individual experiences with the transition to virtual
psychiatric care and are not intended to capture the diversity of perspectives and experiences that may exist. The patient
and providers have experienced both models of care pre- and post-pandemic onset.

A patient perspective, by Ms Sandra Lubert

“‘I am a mental health patient with a diagnosis of depression, PTSD and chronic sleep disruption. I have been either
ill or in remission for many years and have experienced extensive clinical intervention both before and during the
COVID-19 pandemic; that is, both actual, in-person care and virtual, online care.Clearly, a physical meeting between
patient and practitioner in a clinical environment is often warranted. Face-to-actual-face is sometimes best, and I am
not advocating the replacement of such visits with online care. Further, some of our most vulnerable populations lack
access to telehealth and/or virtual technology and for these individuals, it is imperative that we either provide them
with the tools required to access proposed alternative care or continue to provide traditional, in-person interventions.
Barriers to online care can be significant, salient features and these need to be considered. When a physical appointment
is required or even simply preferred, this must be accommodated. I believe that an ideal system of mental health care
features a robust, multi-faceted approach which meets the needs of all patients and practitioners.My own mental illness
includes severe insomnia and related suicidality. Six weeks ago — right around the onset of the pandemic — I had a
psychiatric crisis requiring an ER visit and overnight hospitalization. This urgent, on-site care was life-saving. But I
believe that my follow-up care, which has been entirely virtual, has been just as critical. This recent experience leads
me to believe that the rapid changes necessitated by COVID-19 have a great deal to teach us about psychiatric care
delivery.For me, as a recipient, ‘pandemic-period psychiatry’ (via eVisits) has not only been adequate and helpful, it
has in many ways been far more effective than its in-person counterpart. There are three main aspects of online care
that have enhanced the overall experience for me: reduced cost, ease of access, and increased flexibility/comfort. From
a very practical standpoint, I can state that eVisits have saved me money. I have not had to pay for gas to get to and
from appointments, and I have not had to pay for parking. Many patients travel a significant distance in order to see
clinicians, and this can be very expensive. Some rely on caregivers, taxis, or public transit. Again, while this may
seem insignificant, the cost of transportation can be a major deterrent in seeking treatment, particularly for those on a
limited income.Ease of access around virtual care is a huge factor. My mental illness is often incapacitating; when I
am in crisis, it is difficult for me to get out of bed, let alone leave my house. Things like getting dressed, planning for
travel time, being presentable may seem trivial, but for those struggling with severe mental illness, these obstacles can
be insurmountable. The anxiety induced by having to leave the house and get to one’s doctor is sometimes crippling
and prevents us from seeking care. When I am in distress, the idea of sitting in a waiting room (often in tears, usually
in psychic pain) is intolerable. For those dealing with a physical disability in addition to mental illness, barriers are
even more debilitating. When access is restricted, the situation with mental health can become dire. Indeed, it can
even become deadly. eVisits have saved me; I have been better able to access consistent, necessary psychiatric care
because I can do so virtually from my home.Increased flexibility is perhaps the most beneficial aspect of virtual care.
Since the variables of transportation and location are removed, both patient and practitioner are better able to schedule
meetings. Modifying appointments has also been far easier to accomplish online, with recipient and caregiver both
having immediate access to electronic calendars and other tools. Involving my partner in an eVisit is merely a matter of
inviting her to sit next to me at my computer. Both my doctor and I have information at our fingertips if needed.Finally,
I feel more comfortable with eVisits. Meeting with my practitioner from my own environment puts me more at ease.
Ultimately, this has to do with a levelling effect — it makes me feel like I am more of an equal in the patient—practitioner
exchange. Traditional appointments take place in the doctor’s realm — their office, clinic, the hospital... in some ways,
this gives them the ‘home field advantage’, as it were. I am in their space. They know where everything is, who everyone
is, but it is largely unfamiliar to me. I am a guest. I don’t have my own mug, for tea.””
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A provider perspective, by Dr Tea Rosic, psychiatry resident, and Dr Zainab Samaan, staff psychia-
trist

“‘Suddenly, going to the clinic to see patients is a health risk to both my patients and me. I am faced with a precarious
balancing act as I find ways to provide adequate psychiatric care to patients who face increasing anxiety, depression,
social isolation, and changes in mental status during the pandemic. The novelty of COVID-19, the ever-dynamic guide-
lines, processes, and instructions, issues of shortage and conservation of PPE, and new risk—benefit equilibria as we
consider each clinical decision are all present in ways we have not encountered before.Virtual care has alleviated the
risk carried by face-to-face contact but has raised many new challenges. Do I have a printer, fax machine, dedicated
telephone line, secure email, and contact information for community pharmacies? Do I know how to schedule ap-
pointments without administrative staff support? New medicolegal challenges arise: what if a patient has an urgent
psychiatric need, should I be available online 24 h/day? Can we send patients to hospital or are we contributing to risk
of transmission and placing patients at greater risk? Not unlike before the pandemic, my patients in greatest need of
care often face the greatest barriers in accessing it: limited mobile phone minutes, barriers in access to internet and
virtual technologies, lack of privacy.Nevertheless, virtual care has been transformative. Being able to provide much
needed care despite the pandemic restrictions is satisfying. Seeing patients through telemedicine modalities has opened
the door to better assessments of their environment and allows for easier involvement of other family members when
invited. I see patients’ pets and other important aspects of their lives. How often does it occur, in the clinic, that we
have no access to updated medication lists, and how much time is spent trying to gain this information before making
further treatment recommendations? With virtual visits and medications accessible to the patient in their home, this
problem is averted. Virtual care during this pandemic has so quickly transformed how (and from where) we do our jobs.
I have greater control over my schedule, working hours are more flexible and I am more available outside of structured
clinical time. How these changes will evolve following the pandemic is unknown, but there is much to be learned and
gained from this experience.””

A scholarly perspective: the evidence base

Virtual psychiatric care has an established evidence base and has shown effectiveness in a variety of areas, including
within different patient populations and in different clinical settings.’ Previous research suggests that building thera-
peutic rapport is just as effective virtually as it is in person.’ For clinicians thrust into providing virtual psychiatric
care, the strengths and limitations of this model of service delivery are becoming clearer. Recognising and reflecting
on these is just as important now as it will be post-pandemic, when organisations and providers decide on the models of
care they will offer. In the post-pandemic era, in-person healthcare may indeed become ‘option B’ for many patients.®
We are working through the technical issues, concerns about confidentiality and provider payment obstacles that each
slowed the advance of virtual care in the past. For many patients, as described above, virtual care provides the easier
access, flexibility and comfort that is lacking from in-person, hospital- or clinic-based care. Some patients may be
greatly benefited by ongoing virtual appointments.

For all of the potential benefits of virtual psychiatric care, there are shortcomings that must be considered. Physical
examination cannot be conducted as usual and there may be challenges in comprehensively assessing physical appear-
ance and functioning in virtual psychiatric assessments. Virtual care may impose additional barriers to assessment for
patients presenting with certain symptoms, such as paranoid ideation,”:® although a recent study on the use of telepsy-
chiatry for first-episode psychosis suggests that 50% of patients reported telepsychiatry as a favourable modality for
follow-up.>!” Patients experience differential access to virtual platforms and technology, based on socioeconomic and
other factors.!! In particular, patients with severe and persistent mental illness may face even greater barriers to ac-
cessing care virtually than the general patient population.® Individuals living in close quarters with multiple family
members may have insufficient space to talk while maintaining privacy and confidentiality.!’"'> Older adults and in-
dividuals with disabilities may face challenges with access to technology, visual impairment or hearing impairment,
creating barriers and gaps in care. Cultural factors in virtual care must be carefully considered and addressed. Patients
who require language interpreters may be disadvantaged by virtual psychiatric care.'> With the expansion of virtual
psychiatric care, we must be particularly mindful of the risk of widening the gap in access to care for patients who
are marginalised or otherwise vulnerable. The broader issue of global healthcare access inequities in telepsychiatry is
being raised.'*
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Research and practice implications

In this article, we aimed to provide both patient and provider perspectives on the rapid and monumental shift to virtual
psychiatric care that occurred, seemingly overnight, in many jurisdictions. However, the perspectives shared may be
limited in their generalisability for settings outside of a well-funded public healthcare system or in places with lim-
ited existing capacity for the provision of telemedicine. We stress that the experiences of unique patients and unique
providers, working in diverse clinical settings, managing different clinical presentations and operating in distinct health-
care systems worldwide might be critically different. The global healthcare community will benefit from hearing and
learning from diverse experiences and perspectives.

As we rapidly usher in this new era of virtual psychiatric care, concerted efforts must be made to study and learn from
our experiences. Research must be undertaken to examine the impact of these changes in psychiatric service delivery
for different patient groups and different providers. Ensuring identification of individuals and groups whose needs are
not met will be critical. Qualitative research that can capture the depth and detail of our human experiences with virtual
psychiatric care will be necessary. Economic analyses of the costs and savings of this model will also be integral. There
is some pre-pandemic evidence to suggest great potential cost savings with widespread use of telemedicine — including
savings accrued from shorter time spent travelling and waiting, for both patients and providers.'>1®

Clinical and research groups worldwide have begun to publish and share their experiences in implementing telepsy-
chiatry during the COVID-19 pandemic for patient populations in various settings, including child and adolescent
psychiatry,!” general out-patient psychiatry'!3 and in-patient psychiatry.'® Surveys of psychiatrists using telepsychia-
try during the pandemic indicate benefits such as convenience and flexibility, as well as challenges in relation to the use
of technology, impact on confidence in diagnosis and impact on therapeutic alliance.'® Authors are giving consideration
to the experience of trainees and educators using telepsychiatry.'®

The COVID-19 pandemic propelled us into a new era of virtual psychiatric care, and opened the door to a re-evaluation
of how, and why, we provide mental healthcare in the ways we do. This door will remain open, post-pandemic, allowing
us to rigorously evaluate, shape and refine our models of care to meet the needs of our patients as best as possible.

Tea Rosic, MD, is a Resident Physician in the Department of Psychiatry and Behavioural Neurosciences and a PhD
student in the Department of Health, Evidence and Impact at McMaster University, Hamilton, Ontario, Canada. Sandra
Lubert, BA, BEd, is a writer/author and educational consultant in Hamilton, Ontario, Canada. Zainab Samaan,
MBChB, MSc, DMMD, MRCPsych, PhD, is Associate Professor of Psychiatry and Behavioural Neurosciences in the
Department of Health Research Methods, Evidence, and Impact at McMaster University, and Director of the Clinician
Investigator Program within the Mood Disorders Program, St Joseph’s Healthcare, Hamilton, Ontario, Canada.

All three authors are responsible for the article concept and design. T.R. conducted the literature search. All three
authors contributed to writing the first draft of the manuscript and critically revising the final manuscript; all three
reviewed and approved the final manuscript.
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Abstract

COVID-19 has transformed healthcare service provision. In addition to the spread of a virus, there
has been an equally concerning emergence and spread of conspiracy theories. Such theories can
threaten societal cohesion and adherence to the necessary public health guidance. In a forensic in-
patient setting, such difficulties can be amplified. In this paper, we outline the key theory in relation
to the development and spread of conspiracy theory memes. We propose primary, secondary and
tertiary level responses to tackle the possible generation and spread of harmful conspiracies in the
forensic in-patient setting. We consider this to be important, as there is a risk that such beliefs could
affect patients’ mental health and, in extremis, undermine physical health efforts to reduce the spread
of COVID-19.
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Forty-four cases of pneumonia of unknown microbial origin were reported to the World Health Organization (WHO)
on 31 December 2019.! Investigations revealed that the culprit organism was a novel coronavirus, dubbed COVID-19.
COVID-19 has spread quicker than experts anticipated; the WHO declared an international state of emergency — a
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true pandemic — in early March 2020, as the virus spread rapidly between continents. The human cost has been, and
continues to be, vast.

The public health response

The global response to COVID-19 has emphasised the necessity for reduced close contact; hence, the intervention
termed ‘social distancing’. To achieve this aim, many governments implemented ‘lockdown’ strategies to limit the free
movement of the public, although the precise restrictions and severity of the measures have differed from country to
country. The UK government urged people to ‘Stay Home, Save Lives, Protect the NHS’, with only essential travel
permitted, restricted mixing of households and citizens at one point limited to a single exercise outing per day. There
was a national drive to ‘flatten the curve’, with the stated intention to avoid overwhelming the National Health Ser-
vice (NHS). A further patriotic message resonated with the public; that is, to protect the most vulnerable in society.
Ultimately, the effectiveness of government and society’s efforts to maintain this unconventional and rather antisocial
injunction will be measured by the number of casualties.

A forensic mental health hospital facing the pandemic

We are based in a psychiatric medium secure unit (MSU) in the West Midlands, UK. The MSU has capacity for 90
male patients across multiple wards and provides care to men who present with complex risk behaviours and experience
psychopathology that warrants treatment under the Mental Health Act 1983 (amended 2007). The reality of COVID-
19 within the MSU community parallels the changes seen in wider society. Initially, the virus was an abstract threat.
However, measures were quickly implemented to increase hand-washing, social distancing and isolation of symptomatic
patients.

At the time of writing, there have been 24 COVID-19 cases confirmed by positive swab in our MSU. Many patients
experienced mild to moderate symptoms. However, three individuals required transfer to an intensive care unit for
intubation and ventilation. Fortunately, they made a good recovery and returned to the MSU. Those with milder symp-
toms have been encouraged to self-isolate in their bedrooms. In anticipation of an increase in infections, one ward was
designated to be the ‘COVID ward’, to contain the infection within a specific area and minimise further spread.

Clinical practice has changed significantly and it is hoped that, by mimicking national restrictions, the spread of COVID-
19 will be contained. However, it is acknowledged that true ‘lockdown’ cannot be instated owing to the necessary travel
between wards to maintain essential care.

The Trojan horse: a split between staff and patients?

Patients in the MSU have been required to adjust to novel protocols (use of personal protective equipment (PPE),
social distancing, etc.) while also processing the increased limitations on their movements at all times. Such dramatic
changes, in the context of access to 24 h news coverage, have understandably heightened anxiety, fear and uncertainty.
Of course, this is in addition to the usual physical and relational security provisions, such as air locks, keys and high
fences that can be a source of angst for patients.

In these unprecedented conditions, we consider that there is a risk of an ‘us versus them’ dynamic developing, par-
ticularly as situational threat is high.? On closed wards, it is plausible that staff are the vehicles of virus transmission,
transporting the contagion onto the ward asymptomatically, given the incubation period of COVID-19. It is possible
that some patients may view the movement of staff as contamination. The usual psychological containment that high
staffing levels can provide may now be perceived as hostile, dangerous and unpredictable — when the danger cannot
be seen, who is infected and imposing threat to the community? As the staff group fulfil the role of caregivers, a
complicated role reversal ensues, as the caregiver is viewed as the source of danger: the Trojan horse entering the
fortress.
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The emergence of conspiracy theories

We have noticed that conspiracy theories have emerged in tandem with the COVID-19 spread. Conspiracy theories have
been defined as ‘attempts to explain the ultimate causes of significant social and political events and circumstances with
claims of secret plots by two or more powerful actors’.> Notably, conspiracy theories are similar to, though distinct from,
misinformation and/or ‘conspiracy hypotheses’. Misinformation — false or inaccurate information, often intended to
deceive (e.g. ‘fake news’) — can underpin conspiracy theories as it undermines mainstream narratives; conspiracy
hypotheses are legitimate counter-narratives that can occur when there is uncertainty about the official story. Again,
these can increase uncertainty and trust in a centralised message. The relationship between these phenomena is likely
to be fluid.

Research has shown that conspiracy beliefs are common. For example, 60% of Americans believe that the CIA killed
JFK* and 46% of leave voters in the EU referendum believed that the vote would be rigged.’ There are many other
types of theory that gather large follower groups.> COVID-19 conspiracy theories have included fear of 5G broadband
networks and persistent notions that the virus is man-made.®

Interestingly, individuals who hold one conspiracy theory are more likely to believe others,” thus suggesting a possible
underlying tendency to seek counter-narrative explanations and prefer them to information presented by institutions.
Individuals who hold conspiracy beliefs are predominantly male, unmarried and of lower socioeconomic status. They
are more likely to have weak social networks and belong to ethnic minority groups. Notably, they are likely to have
had adverse childhoods and experience psychiatric problems as adults.® Such demographics are highly consistent with
a typical in-patient forensic population.®!

Particular environmental conditions and psychological processes have been mooted to underpin such beliefs. In a
review, Douglas et al'! identified three psychological motivations that led to a preference for conspiracy explanations:
epistemic, existential and social. Each has particular relevance to the patient group in an MSU.

The epistemic motivation relates to an individual’s or group’s understanding and knowledge of a phenomenon; con-
spiracy theories can allow individuals to preserve a sense of understanding in the face of uncertainty and contradiction.
These beliefs are noted to become stronger when events are widespread and/or significant,'? and when simplistic, mun-
dane explanations are perceived as unsatisfactory.'*> Conspiracy beliefs can foster a sense of cognitive closure when the
situation lacks a clear, consistent and understandable official message.'*

When individuals feel anxious, threatened and powerless in the face of danger, they may gravitate towards conspiracy
theories to achieve a sense of comfort.!"1>16 These are viewed as existential motivations.!! Such powerlessness can be
exaggerated by a perception of alienation from decision makers and a breakdown in containment and social order.”!3

Douglas et al'! note that social motivations also contribute to the formation of conspiracy beliefs. Groups that have
experienced persecution, for example victims of police harassment'” or racial discrimination,'® are more likely to
perceive dominant groups as conspiring against them. Research has shown that members of low-status groups are
more likely to endorse conspiracy theories than those of higher status.'>!° In-group attachments can strengthen in the
face of group threat, and ‘collective narcissism’ (an emotional investment in an unrealistic belief about the in-group’s
greatness)’ can develop, particularly when underprivileged, undervalued and under threat.'” This may function to
protect the in-group by forming a shared ‘us versus them’ narrative.2! Similarly, individual narcissism is understood
to emerge as a defence in response to perceived powerlessness; a conspiracy theory is powerful as it ascribes ‘special
knowledge’ to the believer, imbuing a safe sense of superiority.??

Such motivations and psychosocial characteristics are relevant and, in some circumstances, exaggerated in the MSU
population. For example, research has linked subclinical delusional thinking?? and schizotypy?*?> to conspiracy think-
ing. Individuals diagnosed with paranoid personality disorder demonstrate similar conspiratorial thinking.?*?” Cogni-
tive/affective mechanisms at play in such samples are also relevant to those at the distressing/impairing end of the psy-
chosis continuum, i.e. those diagnosed with schizophrenia.?® For example, the omission of true cognitive information®’
could precipitate a jumping to conclusions (JTC) bias that is associated with the rapid appraisal of ambiguous or anoma-
lous stimuli to form a conclusion without a sound evaluation of evidence.’® Such a bias is evident in subclinical®' and
clinical populations.’? Moulding et al** have identified that holders of conspiracy beliefs are more likely to view the
world as threatening. Such schematic views of the world as dangerous* can underpin the process whereby delusional
beliefs — in an attempt to secure cognitive closure — form from misappraisals of anomalous stimuli.’* Of note, a high
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proportion of our in-patient population hold — or have held — delusional beliefs.

Disproportionately, MSU in-patients have been exposed to early life danger®> and hold negative schematic beliefs
about self, others and the world.*® Psychotic delusions, conspiracy theory beliefs and self-protective distortions have a
propensity to surface when conditions are dangerous and uncertain.'>'®

The impact of the pandemic within the clinic

Meme theory can help to explain how such ideas spread, particularly in contained environments. Dawkins®’ considered
memes to be cultural phenomena that pass from one mind to another, and survive (or die) through a process analo-
gous to genetic selection. Goertzel® noted ‘conspiracy theorizing [sic] is a rhetorical meme that transforms scientific
controversies into human dramas with villains who can be exposed’.

In the general population, COVID-19 conspiracy theory memes (e.g. 5G phone masts, man-made virus) have gone
viral, with some harmful and persistent consequences. More broadly, memes that run as counter-narratives to the
government’s explanations and advice affect some people, who may then spread their ideas to others. This may lead to
a failure to act according to government guidelines and in the best interest of public health.®

We have observed conspiracy theory memes to develop in two distinct ways within the MSU. First, ‘organic memes’
have developed on one ward. These have taken the form of a belief that the pandemic is orchestrated by the hospital staff
to restrict leave and delay discharge. Such a belief is likely to have formed with no outside influence and is perhaps
good evidence that humans will seek conspiracy theory explanations in isolation to allay epistemic, existential and
social concerns.'!? It is our view that, despite several men endorsing this meme to a greater or lesser degree, it will
likely wither and fail to spread owing to its fallibility in the face of simple counter-evidence and the physical health
restrictions that prohibit mixing of wards (this meme is unlikely to be shared by staff members).

The type of second conspiracy meme is more problematic and harder to contain. These are externally generated conspir-
acy theories. Such memes may find traction among the internal population by direct or indirect conversations, through
telephone contact, media consumption and where there are exchanges of perspectives. It is not possible — or ethical
— to stop the introduction of conspiracy theory memes via telephone contact with relatives. However, staff members
may be prone to conspiracy beliefs because of their own sense of powerlessness, threat and existential anxiety. As staff
members move around the MSU, there is a risk of them spreading conspiracy beliefs to others. Additionally, misinfor-
mation might be introduced into the hospital. This new discrepant information may destabilise an already vulnerable
in-patient population and prime conspiratorial thinking.

The impact of a COVID-19 conspiracy theory meme outbreak

Healthy secure wards are able to maintain a negotiated homeostasis, whereby clear boundaries and good clinical prac-
tice maintain order, safety and containment, while also promoting mental health rehabilitation. Conspiracy theory
memes present a threat to this architecture. A possible consequence is a breakdown in trust and cohesion, which would
undermine physical and psychological safety, and challenge measures to contain the virus.®

Uncertainty and unpredictable danger can be precipitants of anxious threat states. Changes in routine or the introduc-
tion of new conditions can trigger a loss of perceived environmental control and subsequent attempts to regain safety.
As such, periods of stress and threat require the use of automatic self-protective behaviours and implicit information
processing strategies.”’ Harmful conspiracy theories or hypotheses can increase uncertainty and decrease trust in au-
thority figures. For many men in forensic in-patient settings, violence or self-harming behaviour has been — or is — an
adaptive part of their self-protective behavioural repertoire. When in conditions of threat, such behavioural expressions
might manifest to gain control, discharge arousal, communicate distress or elicit care.

Similarly, splitting is a possibility, with competing memes generating an ‘us versus them’ dynamic. As described
previously, this is an evidenced component of conspiracy theory motivation, and staff members can become targeted
if inequality is perceived (e.g. locked down versus transient, exposed versus PPE). Systemically, these processes can
heighten the sense of danger for other residents and group anxiety can escalate. Of course, staff members are not
immune to such effects and negative consequences are possible (e.g. burnout, increased punitiveness).
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The response

Memes are hypothesised to spread in a manner analogous to a virus.?”-*® Hence, we propose that a fast, stringent and
proactive strategy is required to curb the sharing of unhelpful and false memes. We suggest that the response to ‘prevent’
and ‘treat’ conspiracy theories can be pitched according to the public health approach to diseases: primary, secondary
and tertiary prevention.

Importantly, some degree of uncertainty is unavoidable owing to a global lack of clarity regarding COVID-19. It
has to be acknowledged that there are few unambiguously true known facts about the virus. We do not advocate the
suppression of questioning or critical challenge of official narratives. A host of different memes, differing in strength,
transmissibility and potential harmfulness, will spread among staff and patients. We recommend that professionals
demonstrate clinical judgement to determine if and when intervention is required and listen to alternative perspectives,
discussing them in context.

Primary prevention

Primary prevention aims to prevent disease or injury before it occurs. To prevent the development of conspiracy theories
within an MSU, we recommend addressing the conditions that lead to such thinking.

We consider the first line of response to be education. Conspiracy theory memes are hypothesised to breed from inde-
cision and uncertainty; gaps in knowledge allow room for a counter-narrative to develop to fulfil a need for cognitive
closure!* and a perception of control.!!"1>16 We view the regular and consistent dissemination of clear and transpar-
ent information about the pandemic, the ‘outer world’ situation and MSU policy to be essential to maximise patients’
knowledge. Information can be adapted to account for complex communication needs, and care plans developed ac-
cordingly. Ideally, patients who are vulnerable to being affected by conspiracy beliefs should be identified and bespoke
assessments and management plans completed.

The staff group are not immune from conspiratorial thinking. Helping staff members to feel informed requires the
consistent dissemination of information in a manner that is accessible to all. Changes in practice should be quickly
communicated. Information should be transparent, with an open forum approach to address queries and signpost
to relevant resources. In addition, an honest acknowledgement of challenges that individuals and teams will face is
necessary to ensure preparedness. To prevent splitting and/or ‘suffering in silence’, regular reflective practice, peer
group supervision and ad hoc ‘check ins’ can give space for the processing of anxiety and an opportunity to work
through uncertainties and questions. Greater use of virtual connectivity has allowed sick or shielded colleagues to
sustain communication with core teams, thus maintaining a collective ‘togetherness’.

Research has suggested that it is important that education provided for staff and patients is presented in an ‘even-handed’
manner (i.e. do not dismiss counter-narratives offthand) to prevent the perception of indoctrination or bullying.3%*°
Failure to do this successfully could lead to the educator being absorbed into the conspiracy belief.*! Information
sharing might take the form of standardised and accessible information boards, regular ward ‘community meetings’
and individual conversations with patients and staff to ensure that they feel informed about events.

In our NHS trust, daily staff briefings have been provided by the chief executive officer. There are daily meetings
held by senior management within the MSU to strategise, coordinate a unified response and ensure that information
is shared — and then cascaded — evenly throughout the site. In addition, members of different clinical disciplines have
adapted their roles. For example, individual psychologists have ‘cohorted’ to provide intensive support for single wards,
occupational therapists have provided opportunities for activity and release from the claustrophobic ward spaces and
the psychiatric team have employed a ‘shadow rota’ to ensure that sickness does not reduce the provision of emergency
care. Collectively, these additions and adaptations to practice can be understood as ‘inoculation’ of the community.*?
Many of these organisational strategies are likely to be in place to serve other, important needs. However, it is our view
that such good practice is also relevant to the aims of this paper.
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Secondary prevention

The aim of secondary prevention is to reduce the impact of a disease or injury that has already occurred. We recommend
that conspiracy theories already in circulation should be identified at the earliest possible point and the conveyance
slowed. The ultimate aim is to challenge unhelpful or disruptive memes that threaten to break down cohesion in the
MSU community. Strategies need to prevent re-emergence and reconnect those affected to a less detached position.
However, if this is not possible, the focus shifts to containment and reduction of the spread to others.

The infection control response to COVID-19 (i.e. ‘lockdown’ of wards) will inadvertently prevent the cross-
contamination of conspiracy theory memes across the MSU site. However, conspiracy theories can infiltrate the com-
munity via telephone calls, media and/or staff acting as vectors. It is clearly counterintuitive, unethical and dispropor-
tionate to restrict or monitor private phone calls. Secondary prevention should therefore be targeted at the management
of memes that are conspiratorial in nature or undermining of national or local COVID-19 policies.

We recommend that changes in anxiety, mood and behaviour associated with conspiracy thinking — or exposure to
such ideas — should be observed as part of the usual monitoring of mental state. In the MSU, all patients are regu-
larly reviewed by the nursing staff and forensic psychiatrists, who examine their mental states and the extent of psy-
chopathology. Patients can be given space to explore their thoughts and feelings about such theories; the clinician can
then establish whether intervention is required. A ‘COVID-19 formulation-led’ approach to addressing concerns as
they arise is recommended.

When discussing conspiracy theories — or related memes — information should be presented in a consistent, clear and
accessible manner so that further doubt, ambiguity or reinforcement of the conspiracy does not result.*! The patient will
require adequate knowledge to close the ‘uncertainty gap’. This work may also be achieved through group or individual
therapy sessions. In our MSU, we have found that acceptance and commitment therapy (ACT) principles have been
beneficial, particularly as these can address issues relating to control and uncertainty.** In addition, mindfulness practice
can help to calm heightened arousal states, release troubling thoughts and teach self-awareness.** As uncertainty is
largely inescapable, such therapeutic approaches are preferable to the suppression of all but the most harmful memes.
Cognitive remediation strategies can improve reasoning ability*’ and various non-verbal therapies can help to up- or
down-regulate arousal.

Considering the ward as a whole, the maintenance of a ‘safe’ and ‘cohesive’ environment is vital to prevent the harmful
effects of conspiracy theory memes. The basis for this is already provided via the implementation of the ‘Safewards’
approach*® and positive behavioural support planning.*’ Indeed, an approach not dissimilar to trauma-informed care
could be adopted: ‘pandemic-informed care’ would incorporate the necessary physical health precautions, while also
proactively identifying and addressing the emergence of conspiracy theory memes and promoting a clinical awareness
of the vulnerabilities of patients who are prone to engage in conspiracy thinking. Pandemic-informed care would also
include the provision of staff support and reflective practice.

Some patients who have been exposed to conspiracy theories may become paranoid, anxious or distressed in response
to this exposure. If there is a resultant significant decline in symptoms and functioning in which the expression of
delusional ideas and other psychotic features is identified, there are a range of pharmacological, psychological and
risk-management techniques that may need to be considered.

Tertiary prevention

Tertiary prevention is a strategy to reduce the impact of an ongoing illness or injury that has lasting effects. By def-
inition, many individuals who are resident in an MSU experience complex psychopathology and are vulnerable to
anxiety, paranoia and conspiratorial beliefs. Clinicians involved in their care are well advised to consider the impact of
‘lockdown’, uncertainty and competing narratives, and the destabilising effect that each might have.

A multidisciplinary approach is required to incorporate such formulations into care planning and intervention, as has
been undertaken across our MSU. In acutely psychotic patients — and those susceptible to relapse — there is a risk
that COVID-19-related fears could become enmeshed with pre-existing delusional belief systems. In a patient who
becomes absolutely engrossed by conspiracy beliefs to the point that it manifests as a delusion and/or other features
of a psychosis and significantly affects their function, an individual, tailored approach must be adopted. The priority
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would be the containment of severe pathological symptoms, with consideration given to pharmacological and risk
management interventions. In addition, the reinforcement of a consistent and safe environment is necessary to allow
the individual to feel secure and grounded. Access to regular, trusted and familiar nursing staff is likely to be important.
Arousal-regulating therapy might also be considered. Deterioration in mental state may prompt a review of the patient’s
current setting. A decision may need to be taken as to whether an acute ward may be more appropriate or higher levels
of observations needed. In each case, the acute symptomatology needs to be addressed and, in time, once stable,
measures taken to challenge the conspiracy thinking via psychological intervention.

As regards measures introduced to support staff, it is recommended that these are maintained beyond the acute phase
of the response. Conspiracy theory memes might retract while the various levels of intervention are in place. How-
ever, if support is withdrawn too quickly, a breakdown in communication, increased isolation and potential feelings of
abandonment (that accompany burnout) might prompt disharmony and a failure to adhere to the previously outlined
necessary actions. This may lead to a second wave of conspiracy beliefs emerging.

Conclusions

These are extraordinary times in society and clinical practice; there is a heavy emphasis on how to identify and manage
the physical health manifestations of COVID-19 among the general population, existing patients and the workforce.
However, COVID-19-associated conspiracy theory memes also present a societal challenge, which is perhaps exagger-
ated in a forensic in-patient setting. There is nuance as to what memes should be challenged and the degree to which
challenge is made. This is a clinical decision on a case-by-case basis. However, a failure to intervene in an appro-
priate, effective and ethical manner when memes are potentially harmful could precipitate a breakdown in therapeutic
relationships, ward cohesion and the successful implementation of physical health procedures. The consequences of
such breakdown relate to mental health deterioration, increased risk behaviours and the failure to curtail the spread
of COVID-19. Below, we make suggestions that are consistent with the conspiracy theory literature, which may be
helpful to manage the development and spread of conspiracy theory memes (we also consider this guidance to be ap-
plicable to other custodial settings, such as prisons): provide clear, consistent and up-to-date information to patients
and staffclearly explain the rationale for change (e.g. new practices/restrictions)empower staff and patients to make
informed decisions in relation to caredevelop bespoke multidisciplinary COVID-19 formulations for each patientreg-
ularly review patients with reference to their experience of COVID-19ensure that all clinical environments are ‘safe
spaces’ and that interactions are therapeutically informed (pandemic-informed wards)provide psychological interven-
tion to address uncertainty, change and anxiety, and consider the use of cognitive remediation strategies to enhance
reasoningbe prepared to utilise short- and long-term pharmacological and risk-management strategies as required if
mental state deteriorates significantlymaintain team cohesion through regular reflective practice, peer supervision and
ad hoc individual ‘check ins’provide appropriate challenge to conspiracy theory memes, with an awareness of the
theory outlined in this paper.

We thank Stephanie Wilson, Sarah Shanahan and Fiona Hynes for reading — and commenting on — draft versions of
this paper. Their contributions have improved our work significantly.
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pmc Psychiatry PR.N. is edited by four psychiatrists who are involved in direct clinical care, and it shows in the way
the book is configured to focus on practical, pragmatic learning. The use of multicoloured formatting, illustrations, text
boxes and bullet points makes for easy reading and quick assimilation. Its small format also allows for easy portability
in a handbag or backpack, to serve as a quick reference.

Though positioned as an undergraduate textbook for medical students, it will prove to be equally valuable to trainee
psychiatrists, nurses, social workers and occupational therapists. Multiple choice question (MCQ) and objective and
structured clinical examination (OSCE) skills are covered, case studies are aplenty and each chapter has salient points
highlighted. At the end of each chapter, there is information available in the form of films, plays, novels, papers and
useful resources. This second edition builds on the well-regarded first edition (2009), which was highly recommended
in the BMA book awards (2010). The 2020 edition adds a chapter on forensic psychiatry. Chapters have been updated
to incorporate new research and facts. Accessibility seems to have been a focus, with emphasis on diagrams, pictures
and artwork.

The book is divided into two parts. Part 1 offers an overview of psychiatry, including psychiatric assessment, interview
skills and psychiatry as a career choice. Part 2 focuses on ‘theory’, with an emphasis on imparting key information
on major psychiatric conditions in a lucid, concise manner. Chapters are well laid out, with a uniform template that
proffers developmental, neurobiological and sociological perspectives. Cross-cultural aspects of psychiatric illness are
included in all the chapters.

I would have liked to see author credits for each chapter individually, but that is a minor quibble.

Strunk’s The Elements of Style, first published a century ago, emphasised the rules of writing and language composition.
Psychiatry PR.N. reflects advancements in modern publishing, wherein the written word is intertwined with audio-
visual and interactive media to enhance learning. I would suggest Psychiatry P.R.N. as recommended reading for all
psychiatry training grades, as well as consultants who are interested in teaching and training.
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pmc Formerly Emeritus Professor of Psychiatry of Old Age, Imperial College, London, UK

Brice Pitt, who died aged 89 on 16 January 2021, was a highly significant pioneer of old age psychiatry, as well as a
colourful personality. In 1971, he was a founder member of the informal ‘coffee house’ group of psychogeriatricians,
which preceded the RCPsych’s Special Interest Group (now a Faculty) for Old Age Psychiatry. He was the group’s first
secretary (1973—1978). As the chair of the subsequent Section (1986—1990), he led old age psychiatry through turbulent
debate to achieve government recognition as a distinct medical specialty in 1989. He also chaired the College’s Public
Education Committee and, associated with this role, wrote Down with Gloom! or How to Defeat Depression (illustrated
by Mel Calman). In it, as elsewhere in his writing, he was open about his personal experience of depression.

Brice’s passion for his subject was evident in Psychogeriatrics: An Introduction to Psychiatry of Old Age (1974). About
this book, he said: ‘I wrote down everything I knew off the top of my head. It was a doddle’. His turn of phrase was often
vivid and insightful: psychogeriatricians were ‘a happy band of pilgrims’ who needed ‘occasional militancy [...] to
gain a fair share of scant resources, to put them to best use, to make do with too little while wheeling, dealing, and
fighting for more’. Psychogeriatrics was followed by other books, including Feelings about Childbirth (1978), which
was based on his MD thesis on post-partum depression (a life-long interest: he was President of the Association for
Postnatal Illness at the time of his death) and Mid-Life Crisis: Its Cause and How to Overcome It (1980), and they
all received international acclaim. These volumes were variously translated into Japanese, Spanish, Polish, Finnish,
French, Croatian, Afrikaans and other languages.

Brice was born on 19 December 1931, the son of Norman Pitt, a surgeon, and Emily (née Crawford), a nurse. Brought
up in Surrey, he attended Epsom College. In the immediate post-war years, children perhaps conformed more to parental
direction than they do today. Brice wanted to be an actor, but his father told him he would have to study medicine.
He was unsure how to reconcile this direction with his wishes, but when watching Alfred Hitchcock’s psychiatric
melodrama Spellbound (1945), he decided that if medicine was to be his destiny, he would be a psychiatrist.

Like his father, Brice went to Guy’s Hospital Medical School in London. David Stafford-Clark, psychiatrist, television
personality and author of books on psychiatry for a lay readership, was his teacher. After house jobs came National
Service in the Army, first at The Royal Victoria Military Hospital at Netley, then Singapore and Hong Kong. In 1960,
Major Brice Pitt moved back into civilian medicine. He opted for psychiatry training at Springfield Hospital in south-
west London. There, he treated his “first proper old person’. He was ‘perplexed by the richness of the symptomatology’
and perturbed by the attitude that the hospital was ‘like a castle, a good registrar would fend off the elderly, as those who
got in were bound to stay [...] dumped by their family’. He objected to excluding people on account of age. Perhaps
a childhood memory haunted him: ‘My sainted grandmother had a stroke and threw a knife at me in a tantrum: this
affected me profoundly and left me wondering why’.
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As a senior registrar, Brice worked with Ford Robinson, who had a ward and day hospital for functionally ill older
people at St Clements Hospital, Mile End, London. It was rare in those days to have any dedicated psychogeriatric
training. Brice also trained at Claybury, a large psychiatric hospital also in London. It had a ‘tremendous atmosphere
emanating from the therapeutic community approach’ nurtured by the ‘superb’ physician superintendent Denis Martin.
Brice called Claybury ‘Camelot’, after the mythical fellowship of King Arthur, with all participants equal at the Round
Table.

Appointed consultant psychogeriatrician at Claybury in 1966, Brice inherited 400 occupied beds, a catchment area of
about 65 000 over-65s, a social worker, a senior house officer and some general practitioner sessions. Local geriatrician
Malcolm Hodkinson said to him: ‘You don’t want a waiting list, you never admit for continuing care, and you don’t
want to run a sleepy service’, and he thought: ‘My God, the one thing I do not want ever to be accused of by Malcolm
is running a sleepy service’. And he never did. He started by establishing a mixed-sex ward at Claybury, risqué in
a gender-segregated hospital. He also introduced routine home assessments for older people, a practice that became
widespread. Camelot fell when Martin died. New-style district general hospital psychiatry beckoned, and a prize
post at the brand-new Princess Alexandra Hospital, Harlow, lured Brice back to general psychiatry. But in 1971 he
returned to psychogeriatrics in Tower Hamlets, where innovation included a collaborative psychiatric—geriatric unit
with geriatrician Chris Silver.

In the early 1980s, Brice moved to Barts (City and Hackney), to join psychogeriatrician Alan Gardner, ‘a very obses-
sional serious fellow, while there is something a bit flighty about me some of the time’, he said. In 1986, he moved
again, to St Mary’s Hospital, Paddington, as the UK’s fourth professor of old age psychiatry. While there, he established
the Hammersmith Hospital memory clinic, one of the first in the country. This led to him being dubbed ‘Memory Man’
in a local newspaper, for his pioneering work.

Brice also fulfilled his dream to be an actor. With the Tower Theatre Company, he played royalty, noblemen, judges,
bishops and Badger in The Wind in the Willows. He directed plays and wrote some, including Anatomy of Melancholy
and The Memory Clinic. In 2005, under the pseudonym Beric Norman, he wrote a novel, Mordred’s Version, rooted in
the original Camelot.

Chaucer would have appreciated his words and humour at the RCPsych’s Old Age Faculty meeting in 2013, when he was
presented with its lifetime achievement award:In March, when Spring is nigh, but strong winds blowThe Faculty of Old
Age Shrinken blithely goOn Pilgrimage, to venues academicAnd each and every one a well trained medicTo discourse
on derangements of the mindOf older persons, troubled with all kindStates of confusion, madness, melancholy —Yet to
my mind the meeting was full jolly [...]His presence at the gathering, to receive meantHis peers’ award for his Lifetime
Achievement! [...]Brice was delighted to be offered this awardWhich he never knew existed: Thank you, Lord!'

Brice had a large family. Married three times, he was father of Gareth, Caroline, Tristram and Rosalind, grandfather of
Shem, Fiona, Helen and Joshua, and stepfather to children from the marriage of his third wife, Judy. They all survive
him.
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Professor Brian Davies, Victoria’s first Professor of Psychiatry, died on 15 November 2020 at the age of 92. As a
pioneer of academic psychiatry, he was regarded as a trail-blazer for Australian academic psychiatry who facilitated
the training and career development of many successful colleagues. He was appointed to the foundation chair of the
University of Melbourne’s first academic Department of Psychiatry, taking up the Cato Chair in 1964. He rapidly
established the department in the forefront of the specialty. The department that he led quickly gained an enviable
reputation for wide-ranging quality research, excellent teaching, and state of the art treatment and caring for patients.
To the end of his tenure 26 years later, he steadfastly focused his energies in three main areas: teaching students and
postgraduates, service provision and facilitating quality research.

In his typically modest way, Brian attributed the fact that he was able to attract excellent people to accept positions in his
department to ‘good fortune’ rather than the fast-developing reputation of his department as a centre of excellence. The
Cato Chair became, arguably, the most prestigious Chair of Psychiatry in Australia, with staff receiving many Australian
and New Zealand Commonwealth honours. Many leading psychiatrists, including George Szmukler, Edmond Chiu,
David Ames, Graham Mellsop, Sidney Bloch and Graham Burrows, either received their early training or worked
as psychiatrists and researchers in his department. His quiet, diffident and, at times, enigmatic nature resulted in a
leadership style that enabled department staff to feel free to pursue their research passions while also being gently
guided and supported yet nudged when necessary. He led not by acting as a loud front man, forever talking up the
achievements of his ‘empire’, but more as an avuncular encourager and facilitator, open to good ideas but willing to
guide and advise when required. The postgraduate psychiatry trainees in Brian’s unit learned much from observing him
assess patients, quickly and efficiently focusing in on the most salient aspects of their presentation and demonstrating
his renowned clinical acumen. To many he became a mentor as well as a teacher. He expected much but also returned
loyalty and support.

Brian played a leading role in the group of psychiatrists and business entrepreneurs who conceived the idea of building
a modern private psychiatric hospital in Melbourne in 1975. He characteristically played down his pivotal role in
setting up and conducting meetings that culminated in the opening of The Melbourne Clinic in 1978. The clinic
became Australia’s largest private psychiatric hospital. After retiring from the Cato Chair of Psychiatry in 1990, Brian
continued to work in private practice, both at The Melbourne Clinic and elsewhere, finally retiring in 2009, aged 81.

Born on 8 June 1928 in Llanelli, South Wales, the son of a miner, Tom Davies, and Lilian (née Drake), a primary school
teacher who was passionate about English literature, Brian followed his 6-years-older brother to Cardiff University
Medical School. He graduated in 1950, his medical training having included just one lecture in psychiatry. He said: ‘I
wasn’t interested — in those days psychiatry was the last chapter in the medical textbooks —I just wanted to be a physician
like my brother’. Having completed training as a physician, Brian asked senior colleagues for advice regarding what
should be his next career step. ‘Do psychiatry training — psychiatry will be big in 4 years’ was the advice. He was
able to secure a training position at the Maudsley Hospital in London, where he worked in the unit of Professor Sir
Aubrey Lewis, an Australian psychiatrist who had become a towering figure in UK psychiatry. From 1956 to 1964 at the
Maudsley and Bethlem Royal Hospital, Brian immersed himself in the newly emerging and exciting field of research into
antidepressants. He published world-leading research on tricyclic and monoamine oxidase inhibitor antidepressants.’

Looking beyond the possibilities of a psychiatric career in Britain, he decided to apply instead for a more interesting
academic post, just then advertised — that of Cato Professor of Psychiatry at the University of Melbourne. He, his wife
and two children arrived in Melbourne in April 1964, after a 4-week sea journey. His outstanding ability was rapidly
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recognised and in 1968 he delivered the Beattie-Smith lecture, the highest honour that Melbourne psychiatry bestows
on its leaders. His topic was: ‘Recent Studies of Severe Mental Depressive Illnesses’. He authored a classic student
textbook, An Introduction to Clinical Psychiatry, which went through four editions from 1966 and remains well-known
to a generation of Australian medical students and psychiatrists.

Brian had a quiet manner. He had very little ‘small talk’ and colleagues could sometimes feel that he kept them at
a distance. This was more to do with his shy nature than any personal dislike. Persistence in pursuing issues with
Brian was often rewarded with knowledgeable and helpful suggestions, advice and encouragement. In recent years he
had delighted in reconnecting, at regular lunches, with many former work colleagues from his time as Cato Profes-
sor. He remained modest, continuing to be somewhat uncomfortable when publicly praised and never seeking special
recognition or honours for himself.

Reading was a lifelong passion for Brian, his taste extending over many genres. He had a love for, and a deep knowledge
of, Shakespeare. He also developed an enduring love of golf. He became a skilled and well-known player at Royal
Melbourne Golf Club, actively participating until his last year.

In 1951, Brian married Rona (née Waters), a nurse, the start of over 67 years of loving marriage, sadly ended in 2019
with Rona’s death. They had a daughter, Debra, and son, Gareth, together with three admiring grandchildren.
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and outcome for Black, Asian and minority ethnic communities
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Abstract

Aims and method

To explore whether people from Black, Asian and minority ethnic (BAME) communities experience
equality of access and outcome in individual placement and support (IPS) employment services.
Cross-sectional data were analysed of all people with severe mental health problems who accessed
two mature high-fidelity IPS services in London in 2019 (n = 779 people).
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Results
There were no significant differences between the proportions of people who gained employment.

The data strongly suggest that people from BAME communities are not differentially disadvantaged
in relation to either access to or outcomes of IPS employment services.

Clinical implications

The challenge for mental health professionals is not to decide who can and who cannot work but, how
to support people on their case-loads to access IPS and move forward with life beyond their illness.

Contents
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pmc It is recognised that people from Black, Asian and minority ethnic (BAME) communities both perceive! and
experience inequality in access,” experience and outcomes® within mental health services in England. The NHS Long
Term Plan makes a renewed commitment to improve and widen access for adults needing mental health support partly
through a new community-based offer. This includes access to employment support for people with severe mental
health problems through the expansion of the evidence-based individual placement and support (IPS) approach.*

IPS involves a direct, individualised search for competitive employment that avoids lengthy pre-employment prepara-
tion or training and does not screen people for work ‘readiness’. It does not exclude people on the basis of diagnosis,
symptoms or substance misuse. IPS is a ‘place and train’ approach, rather than a traditional ‘train and place’ approach,
to vocational rehabilitation. There are now 27 randomised controlled trials supporting the efficacy of IPS compared
with traditional vocational rehabilitation.> National Institute for Health and Care Excellence (NICE) guidance recom-
mends IPS for people with severe mental health problems who wish to gain and retain employment.®’

Within this context, consideration needs to be given to ensuring that people from BAME communities have fair access to
employment support and equal opportunities to gain employment. There has been considerable concern that there is no
parity between BAME communities and the White majority in access, experience and outcomes of mental healthcare®
and so it is right that we ask questions about the effectiveness of IPS for BAME groups.
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Method

This was a service evaluation of two IPS services in London. Formal ethical approval was therefore not required.

The IPS services

To explore whether people from BAME communities experience equality of access and outcome in IPS, two IPS
services together serving five London boroughs were selected: Central and North West London NHS Foundation Trust
(CNWL) IPS service, serving people using secondary adult community mental health services in the boroughs of
Westminster, Kensington & Chelsea, Harrow and Hillingdon (CNWL also provides IPS services in Milton Keynes but
data from this service were not included in the current study because this was a relatively new service and our focus was
on mature London services); Working Well Trust (WWT) IPS service, which works in partnership with East London
NHS Foundation Trust (ELFT) serving people using secondary adult community mental health services in the borough
of Tower Hamlets.

These services were selected because they are both mature, high-fidelity IPS services recognised as centres of excellence
by the Centre for Mental Health.” Both serve areas of London where there are large BAME communities and they
represent the two main models of providing IPS in English secondary mental healthcare services. The CNWL IPS
service is provided by the trust and all employment specialists are trust employees and members of multidisciplinary
adult community mental health teams. The WWT IPS service is a voluntary sector organisation whose employment
specialists are employed by the WWT but integrated into ELFT Tower Hamlets adult community mental health teams.

Data

The two IPS services provided anonymised cross-sectional data on all people with severe mental health problems who
accessed their service between 1 January and 31 December 2019. For each person, the following anonymised data were
supplied: ethnicity (White, Asian/Asian British, Black/Black British, Mixed, Other)agegenderdate of accessing the IPS
servicejob outcome (whether the person gained at least one day of open paid employment by 31 December 2019). More
detailed data on duration of employment were not available but anecdotal evidence suggests that in practice the majority
were employed for a longer period.

Data were also provided by the respective mental health trusts on the ethnicity and gender breakdown of everyone
served by their adult community mental health teams for the same time period.

Results

Table 1 shows that n = 779 people accessed the two IPS services between 1 January 2019 and 31 December 2019:
n =412 accessed the CNWL IPS service and n = 367 accessed the WWT IPS service. Ethnicity data were available for
n =714 (92%) of these people. Table 1Number of people accessing the individual placement and support (IPS) services
between 1 January and 31 December 2019, by ethnicity, gender and ageCNWL IPS serviceWWT IPS serviceTotalPeo-
ple accessing IPS 1 Jan to 31 Dec 2019, n412367779Ethnicity, n (%)White134 (36.7)114 (41.3)278 (38.9)Asian/Asian
British77 (21.1)114 (32.7)191 (26.8)Black/Black British64 (17.5)63 (18.1)127 (17.8)Mixed38 (10.4)21 (6.0)59
(8.3)Other52 (14.2)7 (2.0)59 (8.3)Missing (not known/prefer not to say), n471865Gender, n (%)Male207 (50.2)180
(49.2)387 (49.7)Female205 (49.8)186 (50.8)391 (50.3)Missing (not known/prefer not to say), n011Age, years: mean
(s.d.), range37.73 (12.02), 17-6534.39 (10.74), 18-6936.16 (11.55), 17-69'

I CNWL, Central and North West London NHS Foundation Trust; WWT, Working Well Trust.
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Equality of access

To explore equality of access to IPS services for those from BAME communities, for each service the num-
ber of people of different ethnic communities accessing the service was compared with the ethnic breakdown
of those using secondary adult community mental health services in the boroughs served, using a 2-test statis-
tic for goodness of fit. The ethnic breakdown of those using secondary adult community mental health ser-
vices was selected rather than general population data for the boroughs served because it is people using sec-
ondary adult community mental health services who constitute the population eligible to access the IPS service.
The results of these analyses can be seen in Table 2. Table 2Proportion of people from different BAME com-
munities accessing individual placement and support (IPS) services in 2019 in comparison with their propor-
tions in the population using adult community mental health servicesPeople accessing IPS service, n (%)Peo-
ple using adult community mental health services, n (%)People from BAME communities accessing IPS ser-
vices, %GCNWL IPS serviceWhite134 (36.7)2774 (39.6)4.8% = 22.05, P < 0.01Asian/Asian British77 (21.1)1158
(16.5)6.6Black/Black British64 (17.5)810 (11.5)7.9Mixed38 (10.4)936 (13.3)4.10ther52 (14.2)1335 (19.0)3.9Not
known/stated47 (11.4)1350 (16.1)3.5WWT IPS serviceWhite144 (41.3)900 (41.1)1.6% = 34.22, P < 0.01 Asian/Asian
British114 (32.7)805 (36.7)14.2Black/Black British63 (18.0)259 (11.8)24.3Mixed21 (6.0)61 (2.3)34.40ther7 (2.0)167
(7.6)4.2Not known/stated 18 (4.9)90 (3.9)20.0°

Table 2 shows that there were significant differences in the proportions of people of different ethnicities accessing
the IPS service compared with the respective secondary adult mental health service populations (CNWL IPS service:
2=22.05, P <0.01; WW IPS Service 2 = 34.22, P < 0.01).

In both services, the proportions of White and Asian/Asian British clients accessing IPS were similar to those in the
population of people using secondary adult community mental health community services. However, in both services,
the proportion of Black/Black British clients accessing IPS was 52% greater than in the population using secondary
adult community mental health services: respectively 17.5% compared with 11.5% in the CNWL IPS service and
18.0% compared with 11.8% in the WWT service.

The proportions of men and women accessing the IPS service did not differ significantly from the proportions using
adult community mental health services (CNWL: 2=261,P=0.11; Working Well Trust: 2=0.14,P = 0.71).

Equality of outcome

To explore equality of employment outcome of IPS services for those from BAME communities, job outcomes for
people of different ethnicities were compared using 2-test statistics. Two separate analyses were performed. The first
considered everyone accessing the IPS services between 1 January and 31 December 2019 and whether or not they
had gained employment by 31 December 2019. However, some of these people — those accessing the service later in
the year — would only have had the opportunity for a very short period of support before 31 December 2019.
Therefore, a separate analysis was conducted considering only those who had accessed the service in the first half of
the year (between 1 January and 30 June 2019) and had therefore had the opportunity of at least 6 months’ support.
The results of these analyses can be seen in Table 3. Table 3Job outcomes by 31 December 2019 by ethnic group
People who gained employment by 31 Dec 2019, n (%) CNWL IPS serviceWWT IPS serviceTotalAll who accessed
IPS 1 Jan to 31 Dec 2019141 (38.6)

(412 people, ethnicity data available for 365)107 (30.7)

(367 people, ethnicity data available for 349)248 (34.7)

(779 people, ethnicity data available for 714)Ethnicity White47 (35.1)46 (31.9)93 (33.5) Asian/Asian British35
(45.5)37 (32.5)72 (37.7) Black/Black British23 (35.9) 18 (28.6)41 (32.3) Mixed15 (39.5)5 (23.8)20 (33.9) Other21
(40.4)1 (14.3)22 (37.3)> = 2.50, P = 0.64% = 1.76, P = 0.78% = 1.46, P = 0.84People who had opportunity for at least 6
months’ support by 31 Dec 2019455 (43.3)

(139 people, ethnicity data available for 127)54 (42.2)

(135 people, ethnicity data available for 128)109 (42.7)

2 BAME, Black, Asian and minority ethnic; CNWL, Central and North West London NHS Foundation Trust; WWT, Working Well Trust.
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(274 people, ethnicity data available for 255)Ethnicity Whitel8 (39.1)29 (46.0)47 (43.1) Asian/Asian British8
(40.0)13 (39.4)21 (39.6) Black/Black British6 (30.0)10 (45.5)16 (38.1) Mixed10 (66.7)2 (22.2)12 (50.0) Other13
(50.0)0 (0)13 (48.1)> =5.66, P = 0.22% =2.78, P = 0.59> = 1.43, P = 0.84**

Table 3 shows that, when considering everyone accessing the service between 1 January and 31 December 2019, 34.7%
had gained employment by 31 December 2019: 38.6% in the CNWL IPS service and 30.7%% in the WW IPS Service.
Considering only those who had the opportunity of at least 6 months’ IPS support (those who had accessed the service
between 1 January and 30 June 2019), by 31 December, 42.7% had gained employment: 43.3% in the CNWL IPS
service and 42.2% in the WW IPS service.

There was no significant difference in the employment outcomes by 31 December 2019 for people from different ethnic
backgrounds (for everyone accessing IPS between 1 January and 31 December 2019: 2 = 1.46, P = 0.84; for those who
had the opportunity for at least 6 months’ input: > = 1.43, P = 0.84). Neither was there any significant difference
between the outcomes for people of different ethnicities in either of the services when considered separately.

This equality of employment outcome was found when men and women from different ethnic backgrounds were consid-
ered separately. For those accessing IPS between 1 January and 31 December 2019 there was no significant difference
in job outcomes between those from different ethnic groups for men (> = 7.62, P = 0.11) or for women (> = 2.84,
P =0.59). Similarly, equality of employment outcome was found for people from different ethnic backgrounds in dif-
ferent age groups (up to 25 years of age: 2 = 1.62, P = 0.81; 2640 years: > = 4.38, P = 0.38; 41-55 years: > = 0.50,
P =0.97; over 55 years: 2=293, P=0.60).

Discussion

The data collected from these two mature high-fidelity London IPS services strongly suggest that IPS is equally effective
in securing employment for people of different ethnic backgrounds using secondary mental health services. For men
and women, young and old there were no significant differences between the proportions who gained employment by
the end of the year in which they accessed IPS services. It is not known whether similar results would be obtained in less
well-established services — it takes time to implement an effective IPS service. With the NHS England national roll-
out of IPS it is essential that routine service monitoring includes access and outcome data broken down by ethnicity
to demonstrate the key IPS principle of ‘zero exclusion’ that ensures services are equally effective across different
communities.

Although the proportions of men and women accessing these IPS services did not differ, there were significant differ-
ences in the proportions of people of different ethnicities accessing them. These differences do not suggest differential
disadvantage for people from BAME communities. Quite the reverse, the proportions of Black/Black British people
accessing each IPS services were higher than their proportions in the populations of people using secondary adult
community mental health services in the areas (CNWL: 17.5 v. 11.5%; WWT: 18.0 v. 11.8%). However, there are
marked differences between the two services: in CNWL the proportion of people from different ethnic communities
accessing IPS did not differ markedly, but at WWT there were substantial differences. The reasons for this cannot be
ascertained from the data. For example, it may reflect a positive bias in referrals to IPS or a greater interest in work
opportunities by the different ethnic communities (perhaps itself reflecting greater deprivation/different employment
rates). The data considered here are for those who engaged with the services: it is not known how many were referred

3 CNWL, Central and North West London NHS Foundation Trust; IPS, individual placement and support; WWT, Working Well Trust.
4

i.e. accessed IPS between 1 January and 30 June 2019.
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but did not engage with the service offered. It should also be noted that the ‘not known/stated’ ethnicity category was
higher in CNWL than in WWT/Tower Hamlets adult mental health services.

It has sometimes been suggested that South Asian communities may be protective of people with psychosis and consider
employment as a risk. Our study would suggest that this is not the case. It showed no differences in access or outcome
for Asian/Asian British people. Similarly, previous research has demonstrated that Asian/Asian British people using
IPS services were more likely to be in employment than their White counterparts.'® However, in our study it should
also be noted that, although in CNWL the proportion of Asian/Asian British people was substantially higher among
those accessing IPS services than among the adult community mental health services population (21.1 v. 16.5%),
in WWT it was lower (32.7 v. 36.7%). It is possible that this difference results from different composition of the
Asian/Asian British population (WWT: 80.5% Bangladeshi, 4.9% Indian, 4.1% Pakistani; CNWL: 4.8% Bangladeshi,
41.7% Indian, 13.6% Pakistani). Clearly this area requires greater understanding and a more detailed breakdown of
ethnicity than was possible here.

Literature relating to BAME communities and mental health services is replete with examples of disparities in access,
experience and outcome of services and, in particular, high levels of compulsion.!! In England, people with mental
health problems from BAME communities have been less likely to use employment support services and as a con-
sequence have been less likely to succeed in gaining employment than their White British peers.'>!3 Morgan et al'4
have suggested that addressing the social needs of BAME patients is likely to lead to improved clinical outcomes and
engagement with services. Perhaps increasing the availability of IPS is one good way of doing this?

How IPS works

IPS services are entirely voluntary. In line with the fidelity standards for IPS,'> an employment specialist is integrated
into a clinical team. People using secondary mental health services can access IPS services if they themselves want
to work — there is no selection on the basis of diagnosis or supposed ‘readiness’ for work. IPS is personalised and
based on the individual’s preferences and choices — very different from typical mainstream employment support pro-
grammes. Through shared decision-making, IPS rebalances power and encourages a collaborative dialogue between
the employment specialist and the individual. Shared decision-making relies on two sources of expertise: the employ-
ment specialist as an expert on supporting individuals with mental health problems to gain and retain employment,
and the individual as an expert on themselves, their social circumstances, attitudes to work, and health, values and
preferences. Both must be willing to share information and accept responsibility for joint decision-making. The em-
ployment specialist needs to provide information about the most effective ways to gain and retain employment. The
individual needs to tell the employment specialist about their preferences. As IPS is integrated into the clinical team,
the challenge for mental health professionals is not to decide who can and who cannot work but how to support people
on their case-loads to access IPS and move forward with life beyond their illness.'® Two interesting findings arise from
this study: a disproportionate number of Black/Black British people were attracted to the IPS services — gaining em-
ployment was of importance to them — and there were no significant differences in outcomes for people from different
ethnic backgrounds.

Limitations and implications

Clearly, further research is necessary. The naturalistic design of this study is a limitation yet provides a real-world
understanding of access to and outcomes from IPS services achieved for BAME communities using secondary mental
health services. The data collected here considered only outcomes at the end of the year studied. It is possible that
others would have gone on to gain employment had longer-term follow-up been possible. Data on type of employment
and job tenure were not collected, neither could people’s experience of using the services be ascertained, and a more
detailed breakdown of ethnicity than was possible here would clearly be desirable. However, it is interesting to note
that, of the three randomised controlled trials of IPS in England, none has reported outcomes by ethnicity,'”~!® whereas
some of the naturalistic studies have.?>?! Although there is a clear need for better quantitative data, the collection of
qualitative data relating to people’s experience of using IPS services is necessary to understand some of the differences
found and ensure equality of access and outcome for all.
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Everyone has the right to be treated with dignity and respect, without discrimination, and to be able to access appropriate
mental healthcare when it is needed. Identifying and reducing health inequalities in access, experience and outcomes is
essential to the delivery of high-quality mental healthcare. Mental health services have a duty to use data and existing
resources to identify inequalities. The present study strongly suggests that people from BAME communities are not
differentially disadvantaged in relation to either access to or outcomes of IPS employment support services.

Rachel Perkins is a clinical psychologist and senior consultant at Implementing Recovery through Organisational
Change (ImROC), based in London, UK. Rash Patel is Head of Employment and Volunteering at Central and North
West London NHS Foundation Trust, London, UK. Amelia Willett is Operations Director at the Working Well Trust,
London, UK. Laura Chisholm is Employment Services Manager at the Working Well Trust, London, UK. Miles
Rinaldi is Head of Strategic Development at South West London and St George’s Mental Health NHS Trust, London,
UK.
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* Obituary: Vivienne Cohen, MRCS, LRCP, FRCPsych — ERRATUM

pmc The Publisher would like to correct the following errors in this published Obituary: In the sixth paragraph: Lev-
enhulme Teaching Fellowship should instead be Leverhulme Teaching Fellowship.In the eighth paragraph: Sam Co-
hen, a liaison psychiatrist and former professor of psychiatry at the Royal London Hospital should instead be Sam
Cohen, a liaison psychiatrist who became professor of psychiatry at the Royal London Hospital.In the eleventh para-
graph: five grandchildren and many great-grandchildren should instead be twelve grandchildren and twenty-nine great-
grandchildren.

The Publisher apologises for these errors.
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Abstract

This is an article about exclusion. We might not like to admit it — even fail to realise it — but Na-
tional Health Service (NHS) mental health service structures have become increasingly focused on
how to deny people care instead of help them to access it. Clinicians learn the art of self-delusion,
convincing ourselves we are not letting patients down but, instead, doing the clinically appropriate
thing. Well-meant initiatives become misappropriated to justify neglect. Are we trying to protect
ourselves against the knowledge that we’re failing our patients, or is collusion simply the easiest
option? Problematic language endemic in psychiatry reveals a deeper issue: a culture of fear and
falsehood, leading to iatrogenic harm. An excessively risk-averse and under-resourced system may
drain its clinicians of compassion, losing sight of the human being behind each ‘protected’ bed and
rejected referral.
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The language of exclusion

Choice of words in clinical work and documentation can betray troubling attitudes, personal values and fears. Given
that psychoanalytic theory remains a core component of psychiatric training, we could do better at recognising our own
defences. We have developed an entire lexicon of weasel words and magical thinking that we pass between generations
and disciplines. It would be hard to come up with an exhaustive list of lies we tell ourselves in psychiatric practice;
this does not claim to be one. Neither is this the first time anyone has pointed out the problematic language used in
psychiatry.! Patients are, of course, acutely aware of the absurdity.?,> There are many which should be easily recognis-
able to anyone working in National Health Service (NHS) mental health services in 2021 and whose origins demand
scrutiny. Perhaps the most widespread example is the language of suicide risk.

Despite all evidence against checklists and risk stratification,* we continue to behave as if risk is both predictable and
quantifiable, persuading ourselves that certain stock phrases convey a protective coating. ‘Fleeting thoughts of suicide’,
for example, sometimes seen as the precursor to an ‘impulsive’ suicide attempt or act of self-harm. Although it is not
without value to record these things in the course of trying to understand someone’s state of mind, it is important to
question the attached meaning. In writing ‘no plans or intent’ we make ourselves feel better about the unpredictable
nature of suicide, hanging false hope on thoughts that come and go. Rather than admit that someone might end their
life but we don’t know when or how, we purport to know it is unlikely to occur. This inevitably leads us to seek
reassurance from patients, framing questions about suicide for a negative answer.> Rarely is this more clear than when
documenting that someone can (or cannot) ‘guarantee their safety’. It should not be for patients to ‘guarantee’ anything
to clinicians — it is our responsibility to hold hope, not for them to promise us a future in which we are not standing
before a coroner. It can be painfully obvious when a clinician has alighted on their ‘aha’ moment, the thing that (they
believe) proves low risk. Any suggestion that a person has ambivalence towards suicide or actually wants to live (such
as voluntarily seeking medical help) risks this interpretation. It is almost as if we take the worst-case scenario and
work backwards from there, starting at ‘this person might kill themselves’, followed by ‘how can I prove it wasn’t
my fault?” Our starting point should be the simple recognition of distress and a desire to help. It is that connection
on a human level which so often makes the difference to people in crisis. Nobody ever says they were saved by a
thorough risk assessment, and certainly not one treated as a stand-alone list of questions delivered without empathy.
One wonders if there is another medical specialty in which there is such dogged devotion to a non-evidence-based
practice. We seem to pay heed to neither scientific evidence nor personal testimony, available in abundance: ‘“When
the focus is purely on risk, professionals are often left with the frustration and anxiety of holding the risk, service users
are left invalidated and abandoned’.® Bad experiences reinforce learning; inquests and internal investigations can feel
adversarial and sometimes ask the wrong questions. Clinicians may feel pressured to say (with the benefit of hindsight)
that they would have done things differently; perhaps the only acceptable excuse for having ‘got it wrong’, so to speak,
is because we thought the risk was not there. Miles argues that many such problems have their basis in shame, which
means that doctors (and other health professionals) ‘become morally neutral, unquestioning automatons, at the mercy
of organisational edicts, and fail to advocate for the needs of their patients’.”

Further speculation seeks not only to see the future but to determine a person’s motivation. Someone who frequently
harms themselves in a way that may or may not have suicidal intentions may be pronounced at risk of ‘death by mis-
adventure’. The implication here is that the patient may die without really meaning to. It is impossible to forecast the
drivers and intentions behind a theoretical final act; attempting to do so is designed to alleviate our anxiety about the
opacity of the future and introduce a seed of blame on the part of the patient. Similarly, patients may find themselves
told they ‘have capacity’ to end their lives, in a perverse justification of medical inaction.® Mental capacity — a concept
enshrined in legislation intended to enhance the autonomy and decision-making of vulnerable people — is used to le-
gitimise neglect.’ The tendency to stray from objectivity into value judgement is an unfortunate but familiar feature of
psychiatric notes, from the truly offensive ‘manipulative’ to the frankly bizarre ‘behavioural’, used to infer that a patient
is doing something in a conscious and deliberate manner rather than because they can’t help it. Such terminology does
not stand up to scrutiny: not only does it arrogantly assume the ability to precisely determine patients’ motivations and
intentions, but it is also nonsensical. All behaviour is ‘behavioural’; one might as well describe breathing as respiratory.

Moral judgement and focus on self-preservation are both ways in which we make the case for denying people care. We
do a further massive disservice to patients by assuming they do not see through us, perpetuating the sense of alienation
which characterises too many encounters with mental health services.>!?
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Systems designed to exclude

We cannot blame individuals for mindless practice without acknowledging the system that has created them. Ours is
a culture of senseless fragmentation: separation of addiction and illness, of mental and physical, of mind and brain,
of deserving and undeserving. At their very worst, modern mental health services seem to operate on two polarised
(but related) values: coercion and exclusion. The former is probably most familiar as a critique of psychiatry as per
the recent government White Paper.'? Time will tell whether statutory reform will lead to the desired aim of reduced
coercion. Less talked about, perhaps, than the coercive aspect of psychiatry is the troubling drive to exclude people
from services. We exclude based on postcode, diagnosis, complexity, comorbidity. Too much need, not enough need.
Risk, lack of motivation, readiness for change, any possible reason to keep people out. We have apparently accepted,
without question, the term ‘gatekeeping’ to refer to admission to psychiatric beds, a process that generally involves the
agreement of a crisis resolution and home treatment team. While accepting the almost perpetual state of bed crisis
in NHS psychiatric services, we should consider what this terminology says about the systemic attitude towards our
patients. Our services are fortresses; patients are intruders to be prevented from breaching our defences. There is a
rot in a system that views beds as needing protection from patients. Mental health services have developed an ethos of
exclusion at an organisational level which naturally drives and perpetuates poor practice at an individual level.

One form of exclusion from care arises out of the false distinction between mind and body. Referrals to secondary
care mental health services may be refused if there is a perception that the problem is ‘organic’ unless it fits neatly
into a memory clinic remit. René Descartes died in 1650 yet still we subscribe to the dualistic fantasy that mental and
physical can be clearly delineated, with health services persistently commissioned in a way that keeps them separated.
This has resulted in baseless and ill-defined concepts which dominate practice: take ‘medical clearance’, for example —
arequirement that any patient attending an emergency department be reliably pronounced to have no medical condition
before having a psychiatric assessment.!! Although nobody would argue that an acute medical condition should not be
promptly identified and treated, problems arise when we refuse to assess and manage in parallel. As is now recognised,
this leads to inadequate patient care and should not be routine practice'? (though its grip is tenacious). We ask medical
colleagues to ‘exclude organic causes’ of a disturbed mental state, as if it is always possible to do this acutely or to
precisely isolate which symptom arises from which condition; as if conditions cannot coexist. In their detailed analysis
of the incoherent distinction between ‘organic’ and ‘functional’, Bell et al'?® conclude that ‘the functional-organic
distinction often seems like a tool that helps determine treatment priority dressed up in the language of causation’.
Neurologists and other specialists may be as guilty of this as psychiatrists,'* but we should surely have a greater interest
in challenging what is essentially another form of stigma. As long as we rely on outdated pseudo-medical concepts,
mental health workers will view ‘physical health’ as a kind of unpredictable bogeyman to be feared and avoided.

A convenient pandemic

Stigma towards people with mental illness in medical settings is well-documented and tackling it a slow process; it was
only in January 2020 that the Side by Side consensus statement was published'? but the COVID-19 pandemic that hit us
just a month later jeopardises its intentions. Driven by the pandemic, there is a vogue for developing acute psychiatric
assessment sites away from emergency departments.'> Across the UK are hastily created diversions for people in mental
health crises and it remains to be seen whether these will prove either safe or cost-effective. While acknowledging a
genuine need for infection control, the more cynical among us may see certain organisations leaping on the opportunity
to do what they have been wanting to for years, which is to exclude psychiatric patients from emergency departments.
The party line is that this is a compassionate move: an emergency department isn’t the place for someone in mental
health crisis.'® Arguably, it’s not the most relaxing place for someone with sepsis or a fractured neck of femur either but
it’s where most of us would want to be in that situation. When Samuel Shem, in his cult novel about North American
internal medicine,'” coined the term ‘GOMER’ (Get Out of My Emergency Room) he was describing a group of elderly
patients with dementia, perceived to use time and resources but never improve or die. ‘GOMER’ refers to the doctors’
reaction when these unfortunate people arrive in their department. However, it seems as if this attitude is even more
applicable to people with mental illness, certainly in the 21st-century NHS. Treating psychiatric patients as ‘GOMERSs’
is systemically endorsed. A separation of mental and physical emergency locations reinforces the dangerous notion that
we can reliably ascertain (even pre-hospital) whether someone needs ‘physical’ care or not.

The pandemic has also focused attention on the concept of moral injury — ‘perpetrating, failing to prevent, or bearing
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witness to acts that transgress deeply held moral beliefs and expectations’'® — in medicine.!” There is a psychological toll

that comes with having to ration resources, transfer patients out of area owing to bed pressures, suspend vital services
and see waiting lists grow longer. These have been headline news over the past year,?” yet all are challenges that have
faced psychiatry for far longer. Perhaps we have already grown used to excusing exclusion and senseless divisions in
order to avoid the reality that services have been systematically cut and we cannot give patients what they need.?! The
mental health profession has had its compassion eroded by moral injury for longer than we can remember, rationing
care for so long that we have come to believe that exclusion is clinically indicated. We claim to be encouraging personal
responsibility and autonomy, preventing dependence, avoiding institutionalisation, reducing unnecessary referrals, all
of which allows systemic failings to continue. Some of our processes seem almost designed to harm; the ways in which
institutional factors have an impact on specific aspects of people’s illnesses Kafkaesque. For example, people with
eating disorders, among whom the belief that one is ‘not sick enough’ is common, are literally denied help until they are
‘sick enough’.?? People with personality disorder diagnoses who have experienced trauma, rejection and interpersonal
discord throughout their lives are rejected by professionals within a system that tells them they should not have time
and resources wasted on them.?? These are not cognitive distortions but grim reality. This culture of exclusion, coupled
with the expectation that patients take responsibility to quell clinician anxiety, is a toxic mix.

Rehumanising psychiatry

One consultant psychiatrist pontificating about culture in a journal is not going to drive the kind of genuine change
that needs to filter through every layer of our system. Decades of damage requires time to repair, not to mention
the buy-in of all parties. Training has a role, from undergraduate level upwards across all professional groups, but
organisations must have the guts to implement culture shift rather than a series of slightly altered tick boxes. The more
clinicians work side by side with the people who use mental health services (and those who have been excluded from
them), the more effective the message. Meaningful training and service development should be truly co-produced; a
fundamental problem is the focus on beds and breaches and targets instead of the human story behind each number.
Arguably, senior managers who would willingly allow an unwell patient to wait in an emergency department for more
than 24 h for the purposes of ‘gatekeeping’ might take a different view if it were them or a loved one, so should not
be permitted to distance themselves from clinical realities. This is not to say that all those working on the front line
are faultless patient advocates. Lack of compassionate care for people in mental health crisis pervades emergency
services and, although burnout and ‘compassion-fatigue’ play a role, there are deep-seated negative attitudes towards
certain patients. Although co-production is vital, the responsibility for recognising and calling out harmful culture and
practices should not fall entirely on the shoulders of those who have suffered it. In short, our profession must open
its eyes. Regulatory bodies such as the General Medical Council tell us to ‘make the care of the patient your first
concern’?* yet we stray from this to prioritise the needs of clinicians and organisations. In a culture of self-protection,
exclusion will inevitably become a central aim because, of course, the best way to prevent ourselves from harm is to
prevent the ‘danger’ from getting near us. How have we so comprehensively forgotten to put patients first?

Realism and honesty should be embedded in training, rather than teaching perfect medicine in an imperfect world. Our
patients will have more trust in us if we are open about scarcity of resources and restrictions on referrals; if we ac-
knowledge that we cannot provide all we would like to. Instead of pretending that exclusion is clinically appropriate we
must name it. However, clinical staff can only safely preach honesty if senior leaders support this endeavour. Although
the Royal College of Psychiatrists has produced some welcome position statements and guidelines, this must translate
to institutional and organisational change. Senior consultants, managers and academics who do not recognise anything
in this article may need to reacquaint themselves with the front line; it will surely resonate with junior doctors, nurses,
allied health professionals, students and — most importantly — patients and carers: ‘Educating the next generations
of clinicians and social workers is vital, but they won’t survive immersion in toxic cultures. We need honesty from

organisations where poor care and neglect have become systemic and endemic’.?’

Patients and carers have been speaking out about exclusion and iatrogenic harm for too long; psychiatrists complaining
about blame culture similarly. It is time this was translated into action by those with most power to effect change.
Consider this a call to arms: if the content resonates then ensure you do more than shout into your echo chamber.

With thanks to Dr David Foreman for inviting this contribution and for his editorial advice.

Chloe Beale, MBBS, MRCPsych, LLM, is a consultant liaison psychiatrist at Homerton University Hospital, London,
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trust lead for suicide prevention for East London NHS Foundation Trust and an honorary clinical senior lecturer at
Queen Mary, University of London, UK.
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Abstract

Aims and Method

The purpose of this review was to establish whether the prescription of antipsychotic medication
in HMP Low Newton was safe, rational and consistent with current best practice. A search of the
electronic healthcare records was performed on 14 March 2018 to identify all the women in the prison
who were prescribed antipsychotic medication, and then data were collected from the records.

Results

A total of 46 out of 336 prisoners (13.7%) had been prescribed antipsychotic medications; 29 of the 46
patients (84.8%) were also prescribed other psychotropic medications at the same time. Quetiapine
was the most frequently prescribed antipsychotic and was also the most likely to be prescribed for off-
label indications. Less than one-third of all antipsychotic prescriptions were for psychotic disorders.
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Clinical implications

The rationale for prescribing all antipsychotic medication, especially for off-label indications, should
be clearly documented and reviewed regularly within the prison by the mental health team and psy-
chiatrist.
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Introduction

HMP Low Newton is one of 13 women’s prisons in England, and houses approximately 350 inmates aged 18 years
and above. It manages a mixed population of remand and short-term sentenced prisoners and those serving longer
sentences, including a significant number serving life or indeterminate sentences. The turnover is high (approximately
70 receptions per week) and psychiatric morbidity is common.

Women in prison are five times more likely to have a mental health problem than women in the general population,
with 78% exhibiting some kind of psychological disturbance on reception according to the 12-item General Health
Questionnaire.! A study of remanded prisoners found 11% to be acutely psychotic on reception.?

At any one time, the mental health team in HMP Low Newton provides support to about a third of the population,
about a quarter of whom have complex mental health needs.? The team conducts triage assessments for approximately
20 new patients each week. There are three sessions of clinical input from a psychiatrist, which, given the constraints
on access to prisoners, amounts to approximately 6—8 h direct clinical contact per week. There are no other prescribers
within the team. Primary care services are provided by an independent organisation, G4S Healthcare.
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Antipsychotics are potent drugs, primarily licensed for the management of schizophrenia, mania and other severe
psychotic disorders. They have the potential to cause a wide range of acute and long-term side-effects, some of which
can be serious, including parkinsonism, neuroleptic malignant syndrome, obesity, diabetes, cardiotoxicity, sudden
death, hormonal changes, electrolyte imbalances, convulsions and blood dyscrasias.

Although they can also be prescribed in both psychiatric and general practice for the relief of stress, anxiety and psy-
chological distress, those licensed for this purpose, which include chlorpromazine, olanzapine and haloperidol, should
only be used in the short term. There is no evidence that antipsychotics have any demonstrable long-term benefit in
the management of personality disorders.* Despite this, off-label prescribing is increasingly common and has been
identified as a cause for concern.’

There is a growing body of literature highlighting the misuse potential of some antipsychotic medications, particularly
quetiapine.®’ There is also increasing awareness of the risks of harm from misuse and diversion of prescribed medicines
in prison. These extend beyond the effects of the drugs themselves to include bullying, threats and coercion, and
debt.®? Deaths from the misuse of prescribed drugs, including antipsychotics, are rising. The numbers of deaths
caused by antipsychotics in 2017 saw an increase of just over 5% from 2016, which equates to a rate of 2.1 per 1
million population.'”

Aims/objectives

The purpose of this review was to ascertain whether the prescription of antipsychotic medication in HMP Low Newton
was safe, rational and consistent with current best practice. We considered best practice guidance from the National
Institute for Health and Care Excellence and adopted the following principles. Antipsychotic medication should only
be prescribed if there is a clearly documented, evidence-based rationale, consistent with the drug’s licence and/or
best practice guidelines.Patients receiving antipsychotic drugs should be regularly reviewed by specialist mental health
services.No patient should be prescribed more than one antipsychotic or equivalent doses above British National For-
mulary (BNF) limits.

Method

This review was registered with and approved by Tees, Esk and Wear Valleys (TEWV) NHS Foundation Trust clinical
audit department.

All medical records within the prison are held on an electronic system, and all prescribing is done electronically. A
search of the electronic healthcare records was performed on 14 March 2018 to identify all the women in the prison
who were being prescribed antipsychotic medication on that day. Their healthcare records were then reviewed by the
authors to identify: patient’s agedate of reception into HMP Low Newtonantipsychotic prescribed and doseprescriber’s
professional statusdate of prescriptiondiagnosis or indication for prescription (where recorded)other psychotropic med-
icationpast or future contact with mental health services.

Within TEWV NHS Foundation Trust, ‘off label’ is defined as the use of a medicine that has a marketing authorisation
for an indication (condition), at a dose, via a route or for a patient category (e.g. age) that is not listed in the Summary of
Product Characteristics for that medicine. Therefore, any antipsychotic prescription that met this criterion was defined
as ‘off label’.
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Results

The prison roll for that day was 336. Forty-six women (13.7% of the total population) were identified as having a
current prescription for antipsychotic medication.

Age distribution

The ages of the women taking antipsychotic medication ranged from 22 to 55 years, with a mean and median of 35
years (Fig. 1 and Table 1) This was consistent with the age profile of the population as a whole within the prison.’
Fig. 1Age in years of the women prescribed antipsychotic medication Table 1Age distributionAge, yearsPatients,
N<21021-301631-401741-5011>502

Length of time in prison

The number of days each patient had been in HMP Low Newton on the date of the audit ranged from 4 to 2430,
with an average of 363 days. The distribution suggested distinct groups, with the majority having spent less than
180 days in the prison and a second significant group having been in for more than a year, reflecting the fact that
the prison houses both a transient population of remand and short-sentenced prisoners and a more stable population
serving longer-term sentences (7able 2). Table 2Length of time in prison in daysTime in prison, daysNo. of prison-
ers<911191-18011181-2704271-3606>36114Range4—-2430 daysAverage363 days

Reception

The majority of patients (26, 56.5%) had been admitted directly from the community; 19 (41.3%) had come from other
prisons and one (2.2%) had been discharged from a psychiatric hospital.

Antipsychotics prescribed

The antipsychotics prescribed are shown in Table 3. By far the most popular antipsychotics were quetiapine (20 pa-
tients) and olanzapine (16 patients). Other antipsychotics prescribed were risperidone (three patients), flupenthixol
(two patients), aripiprazole (two patients), sulpride (one patient), chlorpromazine (one patient) and zuclopenthixol
(one patient) (Table 3). Table 3Antipsychotics prescribed AntipsychoticNo. of patientsQuetiapine (inc. modified re-
lease)20 (43.5%)Olanzapine16 (34.8%)Risperidone3 (6.50%)Sulpridel (2.20%)Flupenthixol2 (4.30%)Aripiprazole2
(4.30%)Chlorpromazinel (2.20%)Zuclopenthixol1 (2.20%)

No patients were prescribed doses above BNF limits. One patient was prescribed two antipsychotics, zuclopenthixol
and aripiprazole, after it was recommended that aripiprazole be started for hyperprolactinaemia secondary to zu-
clopenthixol.

Prescriber

Thirty (65.20%) of the prescriptions for antipsychotics were started by a psychiatrist. These included 12 (26.10%)
started in HMP Low Newton during the current period of imprisonment; three (6.50%) had been started in another
prison but during the current period of imprisonment, and 15 (32.5%) had been started in the community or during
a previous period of imprisonment. Sixteen (34.80%) prescriptions were prescribed by a general practitioner (GP) or
primary care services.
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Polypharmacy

One patient was prescribed aripiprazole for hyperprolactinaemia in addition to zuclopenthixol. Only seven patients
(15.2%) were not prescribed any additional psychotropic medications.

The amounts and types of other psychotropic medications prescribed are summarised be-

low (Tables 4 and J5). Table 4Number of additional psychotropics prescribedAdditional psy-
chotropicsNo. of  patients07127210324050 Table 5Type of additional psychotropics pre-
scribedType of drugNo. of patientsNo. of scriptsSpecific agentScripts for agentAntidepres-

sant2932Mirtazapine13Sertraline7Trazadone4Fluoxetine3 Venlafaxine2 Amitriptyline 1 Duloxetine 1 Paroxetine 1 Opiates 14 14Methadone 1.
stabilisers/anticonvulsants33Depakote1 Lamotrigine2Stimulants22 Atomoxetine 1 Dexamphetamine |

One patient was prescribed a total of five psychotropic medications, comprising zuclopenthixol depot injection, arip-
iprazole, atomoxetine, sertraline and clonazepam. This patient had been returned to prison from a medium secure unit
and had a diagnosis of emotionally unstable personality disorder (EUPD) and attention-deficit hyperactivity disorder.

One patient was prescribed three psychotropic medications (duloxetine, lamotrigine and buprenorphine) in addition to
quetiapine. Medication had been started in HMP New Hall, and the diagnosis recorded was depression and EUPD.

Indication and diagnosis

The BNF licensed indications for each of the prescribed antipsychotics prescribed are sum-

marised in Table 6. Table 6BNF licence indication for each antipsychotic prescribedBNF
licence indicationAripiprazoleChlorpromazineFlupenthixolOlanzapineQuetiapine (inc modified
release)RisperidoneSulprideZuclopenthixolSchizophrenia/psychosisxxxxxxxxManiaxxxxxShort-term manage-

ment of agitation/excitement/anxietyxxDepressionxxBipolar prophylaxisxNausea/vomiting/tics/hiccupShort-term use
for aggression in patients with Alzheimer’sx

Patient notes were reviewed to identify recorded diagnoses or indications for each patient who had been pre-
scribed an antipsychotic. =~ The reasons recorded in the notes are summarised in 7ables 7 and 8. Table
7Documented indication for each antipsychotic medication in the notesQuetiapineOlanzapineRisperidoneSulpride-
Flupenthixol AripiprazoleChlorpromazineZuclopenthixolTotal EUPD1042111120EUPD + PTSD213EUPD + depres-
sion] 12EUPD + psychosis22Psychosis/schizophrenia23117Drug-induced psychosis33Bipolar213Mood stabilisa-
tion213DepressionOPsychotic depressionl1Anxiety/ paranoial 12Number201631221146 Table 8Licenced versus
off-label indications documented in the notes for each antipsychotic prescriptionAntipsychotic (N)Licensed indica-
tion (NV)Oft-label indication (N)Quetiapine (20)Depression (1)Anxiety/paranoia(1)Psychosis/schizophrenia (2)EUPD
(10)Bipolar (2)EUPD + PTSD(2)Mood stabilisation (2)Olanzapine (16)Psychosis/schizophrenia (S)EUPD (4)Drug-
induced psychosis (3)EUPD + PTSD (1)Anxiety/paranoia (1)Bipolar (1)Depression (1)Risperidone (3)EUPD (2)Psy-
chotic depression (1)Sulpride (2)EUPD (1)Anxiety/paranoia (1)Flupenthixol (2)Psychosis/schizophrenia (1)EUPD
(1)Aripiprazole (1)Psychosis (1) (hyperprolactinaemia)Chlorpromazine (1)EUPD (1)Zuclopenthixol depot (1)EUPD
ey

Less than a third (13/46 = 28.3%) of the prescriptions for antipsychotics were for psychosis (including affective psy-
choses), and three were for bipolar affective disorder. The remainder were for non-psychotic conditions.

Sixteen of the 46 prescriptions were within the licensed indications. Of the 30 (65.2%) that were prescribed for off-label
indications, half (15/30 = 50%) were quetiapine (Table 9). Fisher’s exact test was used to determine the significance
of this and gave a P-value of 0.3496, which is below the typical cut-off for statistical significance (P < 0.05). Table
9Number of off label prescriptions for quetiapine in comparison to other antipsychoticsLicensed indicationOff-label
indicationQuetiapine5150ther drugs1115

Two-thirds of the prescriptions where non-licensed indications were recorded in relation to quetiapine were for EUPD
(10/15 = 66.6%), plus additional two for EUPD and post-traumatic stress disorder (12/15 = 80%).
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Contact with mental health team

The average length of time between arrival in HMP Low Newton and review by the mental health team was 30.2 days
(range 0-310 days). This is summarised further in Fig. 2. The average number of days between arrival and review for
the seven patients who were seen more than 31 days after coming to HMP Low Newton was 166 days, which suggests
that these patients tended to have longer sentences and did not present with symptoms until later in their sentences.
Of the 46 patients, 36 had been reviewed by a psychiatrist, five were on the waiting list to be seen, one had declined
input as they felt mentally stable and four had no follow-up planned. The average time between review by the mental
health team and review by a psychiatrist was 87.97 days. This is broken down further in Fig. 3. Fig. 2Length of time
between arrival in HMP Low Newton and review by the mental health team Fig. 3Length of time between review with
the mental health team and review with a psychiatrist

Of the five patients on the waiting list for the psychiatrist, four had been seen by the mental health team for the first
time in the 10 days prior to the sample collection date (14 March 2018). One patient had been on the waiting list
since January 2018 and had been waiting 8 weeks so far for an appointment. Of the four patients that had not been
seen by the psychiatrist and were also not on the waiting list to be seen, 50% (2/4) continued to be followed up by
the mental health team. All four of these patients were prescribed quetiapine which had been commenced prior to
coming to prison. The characteristics of these four patients are outlined in more detail in Table 10. Table 10The
characteristics of the 4 patients prescribed antipsychotic medications but not under psychiatrist reviewPatient 1Pa-
tient 2Patient 3Patient 4Age (years)36354935Time in HMP Low Newton (days)12014116313Received fromHMP
New HallCommunityCommunityCommunity AntipsychoticQuetiapineQuetiapineQuetiapineQuetiapineOther psy-
chotropicsMirtazapineMethadonenilMirtazapine Antipsychotics commencedPrior to receptionPrior to receptionPrior
to receptionPrior to receptionDiagnosisSEUPDPsychotic episodeEUPDAnxiety, depression, antisocial personality dis-
orderFollow-up by mental health teamNoNoYesYes

Summary of findings

On the day of the survey, 46/336 prisoners (13.7%) were prescribed antipsychotic medications.No patients were pre-
scribed high-dose antipsychotics.Only one patient was prescribed more than one antipsychotic, and the rationale for this
was clearly stated. Twenty-nine of the 46 patients (84.8%) were prescribed other psychotropic medications, most com-
monly an antidepressant and/or an opiate. Two patients (4.34%) were prescribed four or more psychotropic medications.
Both of these had diagnoses of EUPD.Approximately a third of prescriptions were initiated by primary care/GP.Of the
65.2% of prescriptions initiated by psychiatrists, approximately half were started during the current period of impris-
onment.Quetiapine was the most frequently prescribed antipsychotic and was also the most likely to be prescribed for
off-label indications.Less than a third of all antipsychotic prescriptions were prescribed to treat psychotic disorders.The
most common non-licensed indication for antipsychotics being prescribed was EUPD, which accounted for approxi-
mately half of all the prescriptions.The average length of time between arrival in HMP Low Newton and review by the
mental health team was 30 days, with the majority being seen in less than 7 days.Forty-one of the 46 patients (89.1%)
had prior or planned appointments with the psychiatrist.

Discussion

This review identified a number of positive findings: no patient was prescribed high-dose antipsychotic therapy; only
one patient was prescribed combination antipsychotic therapy, and in this case the second agent was commenced for a
side-effect of the first and had been initiated by a psychiatrist who remained involved in the patient’s care. The majority
of patients were reviewed by the mental health team with 7 days of reception and had prior or planed appointments
with the psychiatrist to review their medication.

The review highlighted a high rate of off-label prescriptions for antipsychotic medication within the prison. The study
confirmed that this was particularly the case with quetiapine, which, given the high rates of misuse of this drug within
the prison, is of concern. Although there was no clear reason for this, one can speculate that, owing to the high number
of female prisoners reporting difficulties with ‘mood’ and ‘voices’, quetiapine is chosen because of its reported benefits
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in relation to ‘mood stabilisation’, as well as its antipsychotic effects. There is also, however, a likelihood that this
medication is often requested by the prisoners for its ‘tradeable’ status and potential for misuse.'!

There is a high rate of polypharmacy in relation to psychotropic medication, which can increase the risk of side-
effects and physical health complications. All but two of the patients were prescribed no more than three psychotropic
agents. Again, this is likely to be due in part to a high rate of comorbid substance misuse within the prison population.
Furthermore, there is a tendency for patients to prefer medication over alternative treatments such as psychological
intervention.

Psychological therapies are identified as the primary treatment for patients with personality disorder.* At HMP Low
Newton, a variety of psychological services are available. These include the 12-bedded Primrose Unit, for women
with severe personality disorder, which forms part of the Offender Personality Disorder Pathway, and a Psychologi-
cally Informed Planned Environment wing. The prison forensic psychology services offer a range of assessments and
treatments, and the scope of this work is driven by consultancy with offender management units and offender man-
agers within the community. Finally, there is the prison mental health team, who work in line with trauma-informed
care principles and can offer a range of individual and group therapies. However, there is often a waiting list for such
services, and potentially suitable prisoners often do not remain within the prison long enough to start and complete
identified treatments before release or transfer.

Although a large proportion of the prescriptions were issued by a psychiatrist, it is noted that approximately half were
commenced in either in the community or during a different prison sentence. Therefore, it is possible that some patients
are reissued prescriptions without a thorough review of need, current mental state and other prescribed treatments.
Also, the records indicate that often little consideration is given to whether the patient has adhered to medication in
the community and so, often, this is simply re-prescribed if it is on the GP summary. The guidelines in relation to
use of antipsychotic medications for minor symptoms, such as anxiety, stress or agitation, are clear that it should be
a short-term measure only. However, such prescriptions are often continued for prolonged periods without a critical
review. This tendency may be exacerbated in the prison population by transfers to other establishments, early release,
failures to engage with the mental health team, and a relative lack of attention paid to the initial timing and indications
for prescribing.

Recommendations

The patient’s diagnosis and/or the indication for each prescription should be clearly recorded at the point of prescription
in the running case record and in the medication section of the electronic notes system.In order to reduce the rate of
off-label prescribing, all patients arriving at the prison who are prescribed antipsychotic medication on or shortly
after reception should be brought to the attention of the psychiatrist and the mental health team manager.All of these
patients should be allocated to a secondary care worker and given an appointment to see the team psychiatrist.The
secondary care nurse should obtain all relevant past records.The psychiatrist should conduct an initial case review note
and advise on either withdrawing or continuing antipsychotic medication prior to the review.Particular attention should
be given to patients who have a primary diagnosis of EUPD, particularly those for whom antipsychotics have been
prescribed for the relief of minor symptoms, such as stress, anxiety and insomnia. The presumption should be that
medications for these reasons should only be prescribed in the short term, and this should be clearly explained to the
patient.Care should also be taken with patients who have a history of substance misuse, or of secreting and hoarding
medication, as this often indicates involvement in trading.If patients have not adhered to antipsychotic medication in
the community, then it should not be automatically re-prescribed on reception without review by the mental health team
or psychiatrist.Prescriptions for quetiapine should be kept under regular review and withdrawn unless there are clear
reasons for continuing to prescribe.This review should be repeated after a year to assess the effects of these measures
on off-label prescribing.

Lois Carey is a consultant forensic psychiatrist at Roseberry Park Hospital, Middlesbrough, UK. Stephen Barlow is
a consultant forensic psychiatrist at Roseberry Park Hospital, Middlesbrough, UK.

L.C. had a substantial role in the design of the study, acquisition and analysis of the data, and drafting and revising the
work. S.B. had a substantial role in the design of the study, in addition to drafting and revising the work.
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e [nterview with Dr Jan Wise

pmc Dr Wise is a consultant in general adult psychiatry working in inner city London. I first met Dr Jan Wise around
15 years ago through another colleague. At that time, Dr Wise was already active in the British Medical Association
(BMA). I found his knowledge of medicolegal and contractual issues vast and unparalleled. I have always admired his
wisdom and his structured approach in solving problems. He remains active in the BMA and is currently the chair
of BMA Medicolegal Committee. What made him stand out for me was his work on physician burnout, something I
faced a few years ago. Dr Wise is also active at international level. He is elected to the Board of European Psychiatric
Association. In addition to that he is also an Honorary Member of the World Psychiatric Association and Distinguished
International Fellow of the American Psychiatric Association. I caught up with him to discuss issues such as pressure
on psychiatrists and his international work.

Thank you very much for agreeing to this interview Dr Wise. You mentioned in your article that going an extra
mile endangers staff and patients. Could you elaborate on that statement please?

We are a finite resource. We are human. We are limited and we are fallible. So, even under normal circumstances,
there’s a limit to how long we can stay on the board, clerking a patient, how long we can sit in casualty comforting the
truly distressed psychotic patient who is ripping their hands to shreds, trying to escape the manacles the police have
put them in. And this is a never-ending tide. There is always a need to care, there is no end to the misery that is out
there, that we want to address. And if we do not place limits on ourselves, we will wear ourselves out. Even before
COVID-19, we wore out faster than we were replaced. If I'm going to say that more succinctly, “We will never run out
of patients, we will run out of you’. So staff have got to look after themselves, to avoid burnout, the moral distress that
we’re seeing at the moment. We hear from the BMA and in surveys that there are unprecedented numbers of doctors
in general — not just psychiatrists — who want to leave, who want to reduce their hours, who don’t want to do this.

Thank you, another thing that comes up is the danger of being at risk of clinical negligence charges.
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Yes. People go into medicine because they want to help others, and that urge to help often clouds our judgement. Things
are much better now than they were 25 years ago when some of us started. With exception reporting and reduced hours,
we are less often in the scenario of people being so tired that they fall asleep at the nursing station. But what we forget
is that the General Medical Council is going to hold you to the standards of the reasonable doctor with your experience.
So if you’re underperforming because you’re excessively tired, whether that’s from a long shift, having young children,
or sick relatives that you are caring for, if you make a mistake, being tired is unlikely to be a defence. So, when people
stay beyond their shift, or they have covered a night because the trainee was sick and there was no one to come in, we
need to protect ourselves by letting the system know we are not fit to deliver care, because making an error by staying
behind really puts your registration at risk, let alone the very unpleasant process of a relative or a patient deciding to
sue you, because you made a mistake.

Thank you. Reading your work on this topic is very interesting. It seems that going the extra mile has been
celebrated as something of value, you’re expected to say it in interviews that you are willing to go the extra mile.
It is expected from us now.

And that’s the problem. If someone said they would never go the extra mile that would be a disaster for the profession
and for the person. The Royal Army Medical Corps has as its motto In Arduis Fidelis, faithful in adversity. And in
unusual circumstances, I would hope we would pull together for something like the Clapham rail disaster, Grenfell
Tower or Piper Alpha, and we would all be there. But when it is not unusual, when it’s not even every month, but
it’s every week, then it’s wholly inappropriate to go even the extra 10 metres, because it just allows the government to
underfund the service. And eventually people won’t be able to go the extra distance and all patients will suffer, because
we didn’t say enough is enough.

You have written about it in the context of the whole of profession of medicine. How do you specifically see it in
psychiatry?

Well the good news is, we have excellent training in boundaries, so it’s relatively easy working in a profession where
people aren’t going to die if you don’t do it, to have less porous boundaries than someone working in emergency
medicine or oncology. I think the trainees are beginning to see from some consultants how to have an appropriate
work-life balance. If they go the extra distance on Monday, they go short on Tuesday, Wednesday or Thursday, but on
one day that week, they leave early to make up for the extra delivery. I think that is becoming easier. But what I hear,
from colleagues and from other services like child and adolescent mental health services, are phrases like we need to
get better at saying we are not commissioned to do that. Doing something that we are not commissioned to do, is to
deliver it for free. Which means we are not delivering what we were commissioned to do unless we are delivering
more hours than we should be. In a very concrete way, restricting yourself to what is commissioned in the time that is
commissioned, and making it clear why you are doing that, helps managers argue for the funds they need. It is very
simple for management to say it takes 12 man hours a day to deliver that and you have only commissioned 8 man hours,
and many consultants are making it clear that they have used to give you 12 but they do not feel appreciated, so they
are now only doing what you pay for.

One thing I liked about your writing is emphasis on contracts, because we are contracted to deliver something,
but many of us go beyond our contracts and feel it is a moral duty to do so.

There are many different types of expectations. Everyone has an internal model of what they would like to be, different
from what they are. One of the goals of therapy is to get people to marry those models because it leads to more
happiness. The reason I mention that is, I would really hope that just as we say to an adolescent that peer pressure is
not a good reason to give up your virtue prematurely or to take drugs, I don’t see why peer pressure is a good reason
to overdeliver, to stay late or start early. Now, as you've mentioned, there are other pressures, we have expectations
on ourselves. If you're a perfectionist and everything has to be just so, it is a real struggle to make it perfect with the
resources we have now. It was a real struggle 10 years ago, and we do not have now what we had 10 years ago.

I was thinking that if the service is well-functioning, does it need people to work beyond their contract?

It very much depends upon how one defines well-functioning. Deming, an economist, said that every system is perfectly
designed to get that to give the results it gets. If the staff are working to their contracts then they are not overdelivering.
If that delivers what was commissioned then that is ‘well-functioning’ — but it may not be a ‘good service’. But I am
not sure we will ever have an average service that achieves that because, on average, consultants across the UK are
working 4-6 hours a week beyond what they’re contracted to do.
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Another issue is physician burnout, as you mentioned doctors are burning out. And one thing that I fear is that
in the post-pandemic National Health Service (NHS), we will have even more and more burnout. I do not think
giving more money would fix it.

In the short term, the pandemic has been absolutely horrendous. It’s been horrendous for its acute devastation, but also
because it has eroded rest and recreation. People cannot travel, and rest and recreation is more than just not being at
work. It is seeing our loved ones, seeing friends and family, going and doing those interesting things that feed the soul
and spirit. There are also positives from the pandemic. We have learned that we don’t need endless meetings, or to be
in the same room for procedural issues. It kills creativity.

You can’t do research development across Zoom. Unless you already have a really strong relationship with your peers,
it’s very difficult for those ideas to zing around the room to snowball and become something truly exhilarating and
exciting. So we do need in-person meetings, but we are no longer losing hours to get to a room that we feel obliged to
sit in to listen to something for 45 min when we really need to only hear 10 min. That actually is great for democracy
like medical staff committees or local negotiating committees, because it means that you can do them more often. So
the time before a response has been given is dramatically cut. You can have your consultant body complaining about
the on-call rota or raising issues about trainees safety or highlighting that there’s a personality conflict with a clinical
director much faster than ever before. So I agree that it is exhausting, that everybody is tired, but it has given some real
opportunities for change, including the realisation that there’s got to be more to life than work.

That is very true. Staying on the issue of burnout, I remember that in a conference some leading scholars put the
responsibility of burnout on the individual. If the individual walks away they wouldn’t burn out. What about
the role of the system?

I think you are referring to the sense that resilience in a way, blames the person for not being able to cope. And it is very
difficult to build resilience in a disaster. The NHS does not have enough resources, if there were more staff, more time,
less demand, we wouldn’t be burning out like this. If you think about burnout as the consequence of friction between
personal aspiration and what can be delivered, we know that the NHS is like a supertanker, it takes years to change
its directions. It takes over a decade to train a new consultant. So, if we want to keep on doing things the way we’re
doing them, people are going to burn out, we will fail. We should be creative, for instance using nurse prescribers, or
physician assistants, changing our view about handling risk. There are tasks that can be dropped or allocated to rapidly
trainable members of staff that would change their day-to-day jobs. None of us do the mundane activities we did 20
years ago, or even 10 years ago. They’ve been devolved to other staff. I'm concerned that when we take back some
of those administrative duties such as booking or changing appointments, even with an app, it is inefficient. So it’s
helping people to think about why does it feel useless, what is the frustration and how does one fit within that? That, I
think, is the key to maintaining longevity in the service, which is critical in a way it wasn’t previously; people are now
going to be in psychiatry till 67 years of age, probably 69 for those who are starting now, because the state pension age
will go up, rather than leaving at 55 with mental health officer status.

Do you think the mental health officer status should be reinstated?

Yes, from a pragmatic perspective. However, if they do not change the pension rules, then when people hit 50 years
old or thereabouts, they will need to go part time, which is a good thing. We have a paucity of child and adolescent
services in north-west London. There are charities interested in growing the independent sector provision, and they
were very, very concerned that this would harm the NHS. A couple of us spoke with them, pointed out the waiting
lists and the barriers to providing more. And it helped them understand that were they to point out to relatively new
consultants that they can work in the independent sector for part of the time, in a multidisciplinary team, they will
actually grow capacity to treat an underserved proportion of the population. There are also those who’ve retired with
mental health officer status who are available, and there will be those who need to reduce their provision to the NHS
because of breaches of the annual allowance, who are also available. So independent provision is not necessarily at the
detriment of NHS provision, it can be positive for patients and positive for staff.

It’s interesting because NHS and the private sector are presented as the polar opposites, and private is seen as
kind of the dark side. I think a healthy private service could help the NHS.

Absolutely. If people have a reasonable alternate source of income they’re not beholden to a single master, they’re
able to point out inappropriate working conditions, lack of respect or the shameful physical environment. Why should
patients and staff have to put up with substandard facilities? There is no reason why we shouldn’t support independent
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provision, which is not in direct conflict with the NHS, e.g. the independent sector can’t really provide adequately for
psychosis. Although I do hear a growing view that the NHS can’t provide adequate care in metropolitan areas.

One think I have witnessed is the constant reorganisation of the services, and what do you think is the effect is
on psychiatrists?

Well one of the effects is understanding it’s a life cycle event. The first time it happens, you’re full of enthusiasm, it’s
going to solve these problems. The second time, well, maybe they just didn’t do it right the first time. The fifth time,
your main concern becomes, how am I going to get a solo office. Will I still have a secretary? One’s enthusiasm for
the delivery of clinical care can erode with time, I exaggerate for dramatic purposes. In the last reorganisation we had,
I delivered a piece of work pointing out that the manpower calculations for the metrics that were planned meant that
staff would have no breaks in a week. This was nursing staff, so that was inappropriate. The revised metrics still meant
that they only got half an hour’s break in the week! So, consultants still have an important role in reorganisation. But
we need to bear in mind that the primary purpose is often not what we’re told this is for. It is politically driven, it hides
budget or manpower cuts. Consultation must be meaningful; to paraphrase, no change to me, without me!

And how do you see the increase in bureaucracy in psychiatry? That is one of my pet hates, I have to admit.

It goes hand in hand with an increasing conviction that if you measure everything, you can prevent the things you want
to prevent. One of the biggest drawbacks I found of electronic records is the loss of the narrative. I am fully aware that
this may be harking back to an inglorious past that was never present. But when I look at case files for medicolegal
reports, I see the old discharge summaries, and someone’s life is explained in glorious detail. It’s very difficult to piece
that together nowadays from an electronic patient record. There are advantages, one can cut and paste the highlights
quite easily. But it then appears to be that all one is reading is cut and paste, for the large part.

One thing that I always ask about is clustering, and the way patients are reduced to clusters.

Yes. Some people have gone as far as identifying clusters with diagnosis. And how is that going to help them when we
start using ICD-11!

It’s interesting you mentioned narrative. One thing, as psychiatrists, we used to be trained in, was psychopathol-
ogy, which emphasises narrative. And it’s kind of being pushed out of the curriculum. And that is, I think, to
the detriment of psychiatry. What do you think?

It is sometimes surprising the lack of scepticism that I see in trainees. Why is this patient presenting in this way at this
time? It’s relatively easy to say why in this way, but there’s not enough attention to why at this time. We underrecognise
the degree of secondary gain that can be present. Whether it’s problems with neighbours, benefits or family. Often,
that is the secret to understanding why there’s a deterioration now.

You are very involved with European psychiatry. Reading some articles from mainland Europe, I think there is
a gap between UK and European psychiatry, and we need to actually get more together.

Definitely. One of the things that’s very odd about looking at other systems is, it’s really easy to idolise them or denigrate
them. So for years, I was going to the American Psychiatric Association for clinical excellence and the European
Psychiatric Association for connections, networking and friendship. As time went on I realised that the USA does have
truly outstanding Centres of Excellence. But the average UK psychiatrist, in my view, was better than the average USA
psychiatrist. Looking at Europe, what came across was the importance of cultural differences and local circumstances.
You do need unique solutions for different places. In Iceland in the middle of winter, when you can barely travel to
the next building because of the snow and the wind and the ice, meant they were world leaders in telepsychiatry 30
years ago. And then you compare that with Denmark, who had a huge influx of refugees during the Yugoslav War,
but a tremendous shortage of translators, they started using telepsychiatry for interpreters for psychological treatments
for post-traumatic stress disorder. There are different approaches to hospitalisations, so Italy has a very low rate of
compulsory hospital admissions compared with the UK. It’s being exposed to these that leads you to see important
clinical differences that arise from legal and political differences. It also highlights what can go horribly wrong if you
don’t pay attention to the politics.

I think politics also manifests itself in defensive practice. The fear of going to Coroner’s Court. It’s something
that worries me that we will be more defensive, and it doesn’t serve patients well.
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It is an attempt to protect oneself against an unknowable risk. As Professor Wasserman has stated, one can reduce
suicide at a population level, but not at an individual level. If you very thoroughly treat every single patient, the same
number are probably still going to die, but for most people, that is so horrible that they can’t run with it. One of the
things I’ve noticed is by accepting that there is a risk that cannot be eliminated, and once one’s done what one can do,
and been clear about therapeutic risk, there are usually fewer adverse outcomes. Partly because you’ve put the risk on
the table and said we’ve done what we can do, that there is a chance it will go horribly wrong, but if we don’t take this
risk it will never get better, or by being clear the risk is not one that psychiatry can solve, or is commissioned to solve.
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Abstract

Aims & method

Learning psychotherapy can be difficult and stressful. We explore core trainees’ (n = 5) views on
undertaking a psychodynamic psychotherapy training case using transference-focused psychotherapy
(TFP), in an East London NHS Foundation Trust supervision group. We used framework analysis
of focus group interviews to examine trainees’ concerns, their views about this experience and its
impact on general psychiatric practice.

Results

Trainees described various concerns on starting: providing an effective intervention, insufficient ex-
perience and training-related pressures. However, they found that TFP addressed some of them and
was helpful for learning psychodynamic psychotherapy. Difficulties around the countertransference
remained at end-point. Trainees suggested that introductory teaching and learning through observa-
tion might be worthwhile.

Clinical implications

Trainees’ experience suggests that an evidence-based operationalised approach such as TFP can be
integrated into the core psychiatry curriculum as a psychodynamic psychotherapy learning method.
Trainees report benefits extending to other areas of their practice.
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pmc Transference-focused psychotherapy (TFP) is an evidence-based, manualised' treatment for borderline personality
disorder,”* with modifications for narcissistic personality disorder.>® Developed from Otto Kernberg’s contributions
on borderline personality organisation,”? it offers a structured approach to the treatment of severe personality disorders.

TFP offers operationalised technical guidance based on modified psychoanalytic principles that are helpful for the gen-
eral psychiatrist.” We hypothesised that there are specific TFP characteristics (Box ) that may be facilitators for a
meaningful training experience in the UK, especially in the context of training in the National Health Service (NHS)
and the drive for developing suitable skills for a patient population with severe personality pathology. TFP has been
used in psychiatric residency training in Australia and the USA with positive learning outcomes for residents.!*"1? It has
recently been introduced in the UK as a modality for the supervised experience of trainees and this is the first reported
study describing trainees’ views. Box 1 About transference-focused psychotherapyTransference-focused psychotherapy
(TFP) is a psychodynamic treatment grounded in contemporary object relations theory and supported by randomised
controlled trials. Its main premise is the central importance of transference analysis, as manifested in the ‘here and
now’ of the therapeutic relationship, in relation to the integration of fragmented psychological structures (borderline
personality organisation).The treatment is operationalised in a treatment ‘manual’! that provides the technical frame-
work (strategies, tactics and techniques) to be used by the therapist. Key modifications from traditional psychoanalysis
include an emphasis on a diagnostic ‘structural assessment’, lesser frequency (1-2 sessions/week), more active partici-
pation by the therapist, and focus on the treatment frame and treatment objectives as negotiated in the treatment contract
(with limit setting when self-destructive behaviours occur).In line with its psychoanalytic origin, TFP examines various
communications at different levels (verbal, non-verbal, countertransference) and aims to help the patient understand
and resolve unconscious conflicts and work towards greater personality integration.

Background

The role of psychodynamics in medical education and psychiatric training curricula dates from the beginning of
psychoanalysis.!® Tensions between the medical model in psychiatry and the psychoanalytic paradigm remain.'* The
Royal College of Psychiatrists (RCPsych) places importance on psychotherapy learning in core and higher psychiatry
training in the UK.!> Core trainees need to meet psychotherapy-specific curriculum competencies: participation in
Balint-type or case-based discussion groups and supervised psychotherapy experience. Completion of core training
and examinations lead to RCPsych membership and eligibility for progression to higher specialty training. The aim is
not for all trainees to progress to medical psychotherapy specialism, but for psychiatrists to be psychotherapeutically
informed.'6

Trainees’ views on case-based discussion groups!” and cognitive—behavioural therapy (CBT)!® indicate that these are
valued as part of their training development. Psychodynamic psychotherapy has been used for learning psychodynamic
principles and for the long-case requirement.'® Reports indicate that starting out in psychodynamic psychotherapy is
daunting®® and related ideas are challenging but valuable.?'>> The General Medical Council’s Medical Psychotherapy
Report (2013) has triggered further research on psychotherapy training needs. There is accumulating evidence about
specific specialist approaches and their usefulness for the trainee psychiatrist.?3>*
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Aims

This study was set up to identify the baseline and end-of-therapy views of core trainee psychiatrists in East London NHS
Foundation Trust (ELFT) regarding a TFP approach to their psychodynamic long case. We investigated (a) concerns
about starting out, (b) recommendations regarding training needs, (c) the perceived advantages and disadvantages of
using TFP and (d) its impact on current and future psychiatric practice.

Method

Five core trainees in the same supervision group were identified and invited to participate in the study. They were
informed that participation was voluntary, that the interviewer of the focus group discussions would be independent
from their supervisory structure and that transcripts would be anonymised before analysis.

We conducted two focus group interviews with the participants, one at the start and one at the end-point of their training
case. We employed a framework approach?>~2’ owing to its suitability for analysis of textual data, particularly semi-
structed interview transcripts. The focus group interviews were facilitated by a clinical psychologist with no background
in TFP. The interviewer asked five questions designed to investigate the study’s initial aims. Two were asked a baseline:
What are your main concerns about starting a psychodynamic long case?What would you find most helpful in starting
a psychodynamic long case?and the remaining three at end-point: What are the advantages of using TFP for your first
psychodynamic long case?What are the disadvantages of using TFP for your first psychodynamic long case?How has
the experience of having used TFP on a psychodynamic long case affected your current and ongoing psychiatric prac-
tice?Open, non-suggestive prompts repeating the question and inviting further elaboration or participant dialogue, and
a prompt at end-point inviting trainees to think back to their baseline concerns, were permitted. Discussions were audio
recorded, lasting 75 and 60 min each. We transcribed recordings verbatim and anonymised transcripts ahead of inde-
pendent familiarisation with the data by the interviewer and the lead author. Line-by-line open coding was conducted
independently by the two, who subsequently compared labels, resolved differences through discussion, homogenised
themes and jointly produced the resulting indexes and charts. Additional deductive review of the transcripts, mapping
of themes, analysis and interpretation were completed jointly in a final stage by two of the authors and the interviewer.

All participants (in year 2 and year 3 of training at baseline), two males and three females, provided consent to the
study. All had already completed the academic and basic clinical part of their training for their level (psychotherapy
lectures, case-based discussion groups) and all but one had completed their CBT short case. None had formal
psychodynamic psychotherapy experience or had worked in a personality disorder service and all were expected to
undertake preparation for the training method (Table 1). All joined the baseline focus group interview and one did not
take part in the end-point interview. All met their training expectations, and all except one (the patient discontinued
psychotherapy early) completed their case after 1 year. Table 1Characteristics of the transference-focused
psychotherapy (TFP) training methodCharacteristicsDetailsFormat of clinical experiencelndividual TFP once a
weekDuration] yearAllocated patients’ characteristicsPersonality disorder diagnosis: borderline personality disorder
or narcissistic personality disorder (as assessed on SCID-II DSM-IV).?8

Moderate to severe pathology.

Informed consent for session audio-recording of all sessions for training purposes.Patient preparation
requirementsAssessment, preliminary contract setting?® and goal setting completed by the specialist service.

Trainee-led contract finalisation takes place in a preliminary meeting after allocation.Trainee preparation
requirementsFamiliarisation with the TFP ‘manual’.!

Orientation to the supervision process and regular preliminary attendance of the group.Supervision
characteristicsFacilitated by a consultant psychiatrist in medical psychotherapy and accredited TFP teacher.

Format: group. Frequency: once weekly.

Duration: 1 h.

1:1 preparation and progress review meetings with the supervisor at start, midpoint and end of case.
Review and supervision of audio-recorded sessions.

Review of end-of-case formulation report
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Cases related to this study were assessed prior to allocation and consideration was given to reducing the risk of pa-
tient drop-out. Patients allocated had borderline personality disorder or narcissistic personality disorder diagnoses
and scored in the lower range of the Global Assessment of Functioning (GAF) (scores of 51-10), indicating serious
impairment.

The study was registered as a service development project and was granted approval by the East London NHS Foun-
dation Trust Ethics Committee.

Results

Major themes from our analysis matched the questions asked. The subthemes derived from the data, and we present
findings in two sections, each following analysis of the respective interviews. The first section (Trainees’ concerns) ad-
dresses the first two aims of our study using baseline data (Table 2) and the second (Trainees’ views) the last two, with
end-point data (Table 3). Table 2Thematic analysis: focus group (5 participants) views at baselineThemesSubthemes(1)
Concerns about taking on a long case Providing an effective interventionInsufficient experience and trainingTraining-
related and other pressures(2) Recommendations about taking on a long case Practical training skillsimprovement in
supervisionIntroductory teachingCommon scenarios and basic tipsAccess to personal psychotherapy Table 3Thematic
analysis: focus group (4 participants) views at end-pointThemesSubthemes(1) Advantages of using TFP Clarity about
the nature of psychotherapylmproved ability to manage the therapeutic encounterFacilitates long-case supervisionFa-
cilitates long-case preparationFacilitates learning psychodynamics(2) Disadvantages of using TFP General/unspecified
limitationsLimitations related to countertransference managementDifference from the psychiatric model(3) Impact on
initial concerns about taking on a long case Reduces anxiety about doing it wrongReduces anxiety about doing it
rightReduces anxiety about the patient discontinuing psychotherapy earlyReduces anxiety about making interventions-
Facilitates formulating/planning treatmentNo effect on concern about lack of effectivenessPositive effect on concern
about lack of effectivenessNo effect on concern about training commitments(4) Effects on psychiatric practice Positive
effect on the clinical encounterPositive effect on understanding of personality disorderPositive effect on working in
teamPositive effect on education and training skills'

Trainees’ concerns about starting a psychotherapy long case and their recommendations

“‘I'have never even seen any kind of talking therapy happen [. .. ] normally in medicine you sort of at least see something,
like someone put in a cannula or someone take a history’ (participant 1).” ““[...] that’s probably quite difficult for us
to swallow, being medical, ’cause I think you always think there needs to be some sort of result, whereas maybe there
isn’t always some big result that you want, but in our heads we probably think that every time there should be, so
this puts more pressure on you’ (participant 3).” Trainees expressed concerns at baseline about treatment effectiveness
and lack of competency: ‘the intervention I am doing, how therapeutic is it?’ (participant 5); ‘is it a waste of time?’
(participant 1). They said they had no previous training and experience, no direct observation of treatment delivery,
a limited theoretical and conceptual map and limited familiarity with the field: ‘you don’t even know how you are
supposed to sit’ (participant 1); ‘I don’t have that deep knowledge of psychoanalysis to really understand what I'm
doing’ (participant 2). This left them with uncertainty, a sense of lack of purpose, inadequacy and unpreparedness.
They were concerned about the quality of care they delivered, potential errors in treatment delivery, negative treatment
effects and causing harm to the patient: ‘I am a bit worried about saying the wrong thing and sort of causing damage,

1

TFP, transference-focused psychotherapy.
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I guess people who have actually trained in therapy would be less likely to’ (participant 3); ‘the feel of failure is quite
strong: is it gonna be your fault?’ (participant 5).

Additional pressures originated from their wish to complete their long case in a timely manner for training progression:
‘one of the big concerns is about the [patient] dropping out before doing enough work to complete the case’ (participant
2). They discussed the emotional and personal commitments to the patient and the task in hand, and reported pressures
relating to the continuity and intensity of contact and a sense of isolation. Some trainees mentioned having had no
personal psychotherapy as an added concern.

Given perceived limitations in the current format for preparation for the long case and the limited duration of supervision
sessions, trainees recommended introductory teaching (theory and technique) and suggested focusing on practical skills
and observational learning (audio, video, simulation and expert demonstration methods): ‘seeing someone having
psychodynamic work in practice’ (participant 2); ‘a few key [tips]: tell me in three sentences what am I supposed to be
doing when I start’ (participant 1). They also noted that anxiety management skills would be useful.

Trainees views on learning psychodynamic psychotherapy using TFP and its impact on psychiatric
practice

““I think I was really worried that I was going to do it [psychotherapy] wrong or not be able to do it or not know what
I was doing [...] I think the more you do it you realise there isn’t really a right and wrong [...] I think you have a lot
more anxiety about it before you start’ (participant 3).” ““at the beginning [I didn’t] see the point of a trainee doing a
long case if you have no interest in going into doing psychotherapy training as an SpR [specialist registrar], but I think it
has changed my clinical practice [...] I would hope it’s not something I would forget or lose as I go through the career’
(participant 4).” ““you get a sort of more rounded view of how they [patients with personality disorder] feel, I think that
they suffer more [...] and I understand what it’s like for them a bit more’ (participant 1).”At the point of completion
of the long case, trainees discussed the positives and negatives of using TFP, its impact on their initial concerns and
day-to-day psychiatric practice.

They reported an overall positive effect on their initial concerns: TFP reduced anxiety about competence, harming the
patient, the patient discontinuing psychotherapy early and making therapeutic interventions. They remained worried
about the effectiveness of psychotherapy. There was no impact on their concerns about competing training pressures.

Trainees said that TFP provided clarity about the nature and purpose of psychotherapy and it made the theory more
accessible and less obscure. They also spoke about TFP enabling a focus on the patient—therapist relationship ‘in the
here and now’, and their increased ability to focus on affect, challenge engagement on a cognitive level, address recurrent
transference and countertransference patterns and manage the negative transference: ‘I think it is clearer what you are
supposed to be doing with TFP’ (participant 4); ‘It helps you mentalise yourself a bit more in the session’ (participant
3); ‘with TFP alone I guess you are quite protected in some way, because however [the patients] respond even if it is
quite negative, this could be a positive thing, ’cause there was a lot of affect in the room, there is a lot of material’
(participant 3).

They reported that the treatment contract and frame provided a shared sense of purpose for themselves and the patient,
reduced their anxiety about interventions and activity in the session, and enabled them to manage risk, address acting
out and better understand the patient’s expectations: ‘I think the TFP frame was useful in [...] thinking about why that
happened without it feeling really personal’ (participant 2); ‘in TFP you are more allowed to bring up breaks to the
contract — with my patient I felt much more comfortable to do this’ (participant 4).

Finally, they shared a view that TFP enables preparation at baseline and ahead of each session, allowing them to recall
sessions and report them in supervision in a structured way. They said it facilitated the use of supervision within time
constraints by offering a shared language and reference framework, which allowed them to track affectively important
material, understand and feedback in supervision the challenges to the frame and the patient—therapist relationship:
‘[TFP] framed how I would relate the session back to the group’ (participant 2).

In terms of the shortcomings of TFP, they felt that its focus on the transference neglected other important relationships
in the patient’s life and limited the variety of potential directions for the therapy. They reported that the expectation
of therapist activity and the manualised model produced performance and adherence anxiety: ‘I was quite anxious
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at least for the first 10 sessions to make sure I was on model’ (participant 2). Some trainees said that TFP theory
and practice was difficult to link and that the marked difference from the psychiatric model, in combination with their
limited exposure to psychoanalytic theory, was a limitation for using the model. They said that the challenges in man-
aging countertransference-related difficulties were not fully overcome by using TFP. They described negative therapist
feelings produced by the focus on the transference, and difficulties with maintaining therapeutic neutrality. They also
mentioned experiencing uncertainty in the face of patients developing positive feelings, attachment to the therapist,
genuine affective contact and psychological progress: ‘I feel like my patient has made progress and that he is being
genuine and the more he is like that, the more difficult it is for me to know what to do’ (participant 3).

Trainees noted that TFP experience improved their daily psychiatric practice and working with patients in various gen-
eral adult psychiatric settings: ‘I find it easier to be clear about the point of us meeting and to maintain the boundaries
around that, whereas before when I first started I always found it hard to keep my clinic sessions down to the right length
[and to] be clear with them and myself about why we are meeting’ (participant 2). They felt it improved awareness
and management of transference/countertransference ‘in the room’ in such settings, made interactions with patients
(especially those with a personality disorder) less stressful and improved their ability to manage boundaries, set thera-
peutic goals and contracts, promote openness, instil hope, manage time, risk and acting-out, and liaise with specialist
services. They felt that TFP improved their understanding of the nature of personality disorder and the patients’ sub-
jective experience: ‘It gives you a better hope’ (participant 1); ‘I think you just have [...] more understanding of it
[personality disorder]” (participant 3); ‘I think I am more confident [...] managing assessments or interactions [... ]
being boundaried and also commenting on things that I might not know how to comment on before and being quite
open with the patient in a professional way’ (participant 3).

They said that working in teams was positively affected through an improved ability to supervise teams, and to recognise
and address colleagues’ and teams’ strong affective reactions to interactions with patients with personality disorders:
‘you are able to have that discussion [about frustration and acting out] with your colleagues, like PLNs [psychiatric
liaison nurses]’ (participant 2); ‘using the TFP sort of structure [to think] about actually why is this anxiety being
raised, why is the team acting in such a way’ (participant 4). They reported that their experience provided transferable
skills for tutoring and education and improved their understanding of the role of psychotherapy in the curriculum.

Two participants said this experience motivated them to seek further experience in psychotherapy.

Discussion

Trainees with no previous experience in psychodynamic psychotherapy expressed intense anxieties related to the
prospect of providing this intervention for the first time. They described ambivalence about the value of psychody-
namic psychotherapy at baseline, professional self-doubt and training-related pressures. The interview after comple-
tion of their long cases indicated that some of these anxieties are alleviated and that TFP has overall positive effects for
trainees, extending into their general psychiatric practice, though with some limitations.

Describing therapist difficulties is a core area of the psychotherapy literature but there are few publications specifi-
cally identifying what psychiatry trainees find difficult.?3%3! Our study group’s anxieties partly match the available
taxonomy for psychotherapists’ (both novice and seasoned) struggles.*? This pattern of self-doubt, recognised for the
novice therapist,®® is to be expected also for the trainee psychiatrist in the early stages of development but may improve
with professional progression.>* This trajectory of change is supported by our findings of some improved anxieties at
end-point. Trainees report increased confidence about doing psychotherapy and working with patients with personality
disorders in the general psychiatric setting.

Manualisation in psychodynamic psychotherapy is an emerging trend.>® Trainees hold contrasting views about this as-
pect of TFP. On the one hand, they reported that the specific treatment framework promoted learning psychodynamic
principles in a structured manner and facilitated supervision. On the other hand, they said it produced performance
anxieties. Importantly though, trainees reported that it helped with management of risk and acting out. There are
limitations relating to persistent scepticism about the effectiveness of psychotherapy, ongoing difficulties in managing
the countertransference, TFP’s psychoanalytic origin, which trainees feel unfamiliar with and consider at odds with the
established medical model, and training-related pressures. It is noteworthy that trainees felt helped in managing their
countertransferential feelings in psychiatric settings rather than in their psychotherapy work. This both indicates the
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complexity of use of the countertransference in psychotherapy and suggests the potential contribution of a psychoana-
lytically informed training such as TFP for psychiatrists in their daily work.

Evidence indicates a high rate of early dropout in patients receiving psychotherapy.*® This is less prevalent in psychiatric
training®’ but important to consider, given the impact on training progression. TFP was reported to affect concerns
about doing psychotherapy, but it did not affect the experience of training-related pressures.

Given the increasing complexity of the population seen in secondary care, finding suitable training cases may be diffi-
cult. Cases treated in this study had moderate to severe personality disorder. TFP may facilitate a pragmatic approach
to training within the current NHS service limitations. Four of the five trainees were able to complete their cases
and described making good use of the intervention. Supervisors may wish to consider trainees’ competence when
allocating cases® and be aware of the difficulties relating to the focus on the transference, trainees’ performance anx-
ieties, pressures about ‘being on model’ and the lack of access to personal therapy.>*? Trainees reported that using a
TFP approach partially reduced levels of anxiety about doing psychotherapy with a subgroup of patients with complex
problems.

Supplementing supervision with other modes of preparation and learning, with a focus on direct observation, audio-
visual material*'*? and simulated learning should be considered for incorporation into standard supervision groups.

Strengths and limitations

This is the first study in the UK to examine the views of core trainees about doing a long psychotherapy case using TFP
as the modality of choice. TFP has been recently introduced in the country and its use for training purposes in the NHS
only recently started. We provide an early description of trainees’ views about this evidence-based treatment, linking
it with training-specific needs.

Limitations in this study are inherent to the study design and the small number of participants, typical of the size of
supervision groups in core training. Theoretical saturation in the analysis may be suboptimal because of the small
sample size,*> but limited use of TFP in the UK for training purposes did not allow the inclusion of further focus
groups at this time. We studied the views of trainees in a single supervision group, in one locality within one NHS
trust. The preparation and supervision were specific to this locality and the generalisability of findings is limited by
this. We anticipate that as use of the model grows in the UK, opportunities will arise for further studies of trainees’
views that may in addition explore patients’ experience of TFP.

We safeguarded against positive bias by explicitly separating the training evaluation process from participation in the
study from the outset. Participation in the study was optional. The long-case supervisor did not facilitate the focus
group discussions, and the transcripts were anonymised to limit the supervisor’s ability to identify a specific trainee’s
comments and views and to limit self-censorship and selective reporting. The participants were explicitly invited to
report their views about the negatives of using TFP to further mitigate this risk and they indeed shared a range of
opinions. The risk that the focus group responses may have been biased by the participants’ perceived expectations of
their supervisor is nevertheless present. Attrition at end-point (one trainee did not participate in the end-point focus
group) also reinforces the risk of positive bias in the results presented.

Recommendations

Findings from our study of trainees’ views about using TFP support the use of this model for core training purposes.
Learning psychodynamic psychotherapy can be difficult and stressful, and this model of training delivery addresses
some of the concerns of the starting trainees. We recommend that the use of TFP can help improve their confidence
about the effectiveness of psychodynamic psychotherapy and their capacity to treat patients and manage clinical en-
counters, and can facilitate their use of supervision. There are additional reported collateral benefits for the developing
psychiatrist, in terms of working with patients with personality disorders, understanding of psychodynamic aspects in
psychiatry, working in teams, and improving education and training skills.

Learning psychodynamic psychotherapy remains a fundamentally challenging endeavour that requires working with
and tolerating uncertainty. The problem of some trainees experiencing a dissonance between established psychiatric
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training and the psychoanalytic principles used by TFP remains, and further integration between disciplines is still
required.** TFP does not offer a magic bullet for the intrinsically complex nature of learning psychodynamic psy-
chotherapy. However, our study suggests that it addresses some of the trainees’ anxieties about taking this task on.

On the basis of these findings, we recommend that the RCPsych considers using TFP in its core training curriculum for
meeting the psychotherapy long-case requirement. Our findings are in keeping with evidence from the international
paradigm about the usefulness of TFP for psychiatry training purposes.

We thank the five participant trainees, Dr Patrick Grove for his contribution to the study, and Drs Matthew Roughley
and Tain McDougall for their helpful comments on the final manuscript.
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Abstract
The distressing reality that mental healthcare for children and young people in acute trust settings in
the UK is woefully underprovided is not news. But with acute trust debts being written off, hospital
trusts and commissioners of services have a timely opportunity to address this age- and condition-
based discrimination.
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Delivering a just service for under-18s depends on attitude, resources and adequate knowledge of
the tasks involved. This article aims to describe the current landscape, summarise the arguments
for better integrating mental healthcare into physical healthcare settings, articulate the tasks involved
and the challenges for commissioning and providing, and finally share examples of current service
models across the country.

Ultimately, commissioning and provider choices will be constrained by resource pressures, but this
article aims to underscore why commissioning and providing a portmanteau ‘no wrong door’ hos-
pital service for children, young people and families is worth the headache of thinking outside old
commissioning and provider boxes.

Contents

* No wrong door: addressing injustices and achieving better mental healthcare provision for under-18s in
acute physical healthcare settings

The levers of integration
* Reciprocal competencies
* Joint ownership

% Co-location of staff

Key considerations in commissioning integrated care for children and young people
* Tasks to be addressed
% Commissioning discontinuities and fragmentation
% Funding for non-patient-facing activities

* Ensuring a single ‘front door’

Developing a just and best-fit model

Examples of some current models for under-18s mental health provision

A binary choice?

Declaration of interest

Detailed service descriptions
% Blackpool Victoria Hospital, Blackpool
* Evelina Children’s Hospital and St Thomas’ Hospital, London

% Oxford University Hospitals Children’s Psychological Medicine (CPM) service

s Whittington Hospital, London

pmc In 2019, the National Confidential Enquiry into Patient Outcome and Death (NCEPOD) report into the mental
healthcare of young people in the UK! concluded that: mental healthcare was not given the same level of importance
as physical healthcare in general hospitalsgeneral hospital staff were not receiving enough support from mental health
professionals in the general hospital setting, particularly with regard to risk management.

Despite these damning findings, the report did not advise commissioners how they could use their purchasing power
to exact a more equitable provision of mental healthcare for young people in hospital settings. Unhelpfully, in terms of
systems change, many of NCEPOD’s recommendations can be implemented at a ‘tick box’ level, through superficial
changes to job definitions and training plans.

And, having stated in 2015 that “What is particularly worrying is that children with physical, learning or mental health
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needs are telling us they have poorer experiences [in hospitals]’,? Ted Baker, the Care Quality Commission’s chief
inspector of hospitals, noted in the 2020 Assessment of Mental Health Services in Acute Trusts (AMSAT) report? that:
“‘Physical and mental health care have traditionally been delivered separately. While investment and improvements in
mental health services are welcome, physical and mental health services will only truly be equal when we stop viewing
physical and mental health as distinct. Services need to be built around all of people’s needs and not determined by
professional or interest groups.’”

He continues: “‘Many of the people attending acute hospital emergency departments with physical health needs may
also have mental health needs. These people are in a vulnerable position and need to be treated with compassion and
dignity. This must be in a way that makes them feel safe and upholds their human rights. In our report, we raise
concerns that people with mental health needs are not always receiving this level of care. How well they are treated in
an emergency department, or elsewhere in an acute hospital, is often linked to the importance that mental healthcare
is given by the trust board. Acute trusts must do more, but they also need support from mental health trusts to develop
better and more integrated approaches to care.””

AMSAT makes some welcome recommendations for integrated care systems and acute trusts; however, with no absolute
commissioning directives regarding ‘whole person’ hospital care, most trusts will choose to overlook this central aspect
of patients’ — and especially children’s — care.

The tendency for adult and physical health priorities to set the agenda within acute trusts means that children and
young people with mental health needs seem always to be last in the queue. This is despite the well-known rates
of comorbidity between long-term physical and mental health conditions in children (Fig. 1)*’ and the immediate,
let alone long-term, resource implications of failing to address these psychiatric comorbidities.® Fig. 1Prevalence of
mental disorders in children with specific physical complaints. From Meltzer et al, p. 74.* © Crown copyright 2000,
see http://www.nationalarchives.gov.uk/doc/open-government-licence/version/3/.

The levers of integration

As AMSAT points out, if integrated treatment of mind and body is to be achieved, it must be underpinned by effective
service-level agreements between stakeholders. The principles that guide such contracts were well articulated in Side by
Side,’ published in February 2020. This UK-wide consensus statement, agreed by the Royal Colleges of Psychiatrists,
Nursing, Emergency Medicine and Physicians, calls on all parties to work together to better care for patients with
mental health needs in acute hospitals.

‘Best care’ is characterised by: reciprocal competencies in each staff group, physical and mentaljoint ownership of the
care of children and young people while in the hospitalco-location of physical and mental health staff.

Addressing the second and third aspects, reciprocal competencies and joint ownership of care, can be relatively easy,
but as Ted Baker observed in AMSAT: ‘Where high-quality leadership for better mental health in acute trusts was
lacking, we saw how there was more likely also to be a lack of appropriate training to support staff and poor working
relationships between acute and mental health trusts.’3

Reciprocal competencies

Exchange programmes for junior doctors and nurses are already in place in some areas. Likewise, many health practi-
tioner training programmes now contain modules offering reciprocal competency qualification, and frameworks such
as the UCL competency framework!'? allow staff to register as having reached various competencies in relation to men-
tal health training. This model could be used to determine levels of mental health competency and capacity within
the acute trust workforce. Those aiming to improve capacity in this area should be aware that the “We Can Talk’
training!!' used by many trusts to help staff to feel better equipped to talk about mental health problems with children
and young people, detect safeguarding issues and provide signposting is not a child and adolescent mental health ser-
vices (CAMHS) competency framework. Consequently, adoption of this training across a trust should not be used to
distract from inadequate mental health staffing. Both are needed: upskilling of physical health staff, as well as direct
employment of specialist mental health staff.
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Joint ownership

Joint ownership of patient care can be interrogated by examining a trust’s pathways and protocols. These agreements
can usefully confirm which team will take lead responsibility for a young person’s care. Children and young people
who have used hospital emergency departments during mental health crisis describe how the experience of feeling
unwanted at a time of particular vulnerability puts them off returning.'? Given increasing rates of self-harm and suicide
in young people,'>!* this is not a desirable outcome.

Co-location of staff

The biggest challenge to achieving genuine side-by-side working is co-location of physical and mental health staff. This
is not simply a problem of estate management and a lack of space — it is because co-location of mental and physical
healthcare provision presents a challenge to the very notion of what an acute hospital is about. Acute trust functioning
and the commissioning of services within hospitals remains mired in an outdated notion of physical healthcare. Within
this conceptualisation, physical health is divorced from the unconscious and from emotional and irrational reactions to
physical ill health and disease, let alone family psychological factors, and care packages are linear processes.

Key considerations in commissioning integrated care for children and young people

Four main areas need to be considered when negotiating contracts for integrated acute trust care for under-18s: the
range and complexity of mental health tasks to be addressedcommissioning discontinuities and fragmentation between
adult and child, mental and physical, local and regional/national/international servicesfunding sources for non-patient-
facing activities, including staff support and professional developmentensuring a single ‘front door’ for children and
young people and their families.

Tasks to be addressed

Broadly speaking, three mental health tasks need to be managed in the acute trust setting: crisis/emergency men-
tal health presentations; non-urgent psychiatric or psychological problems; systems issues regarding complex cases.
Box 1 gives more detail. Box 1Mental health tasks relating to under-18s to be managed in the acute trust set-
tingCrisis/emergency mental health presentations. These presentations involve under-18s in the emergency department
or on the ward who need urgent joint assessment, alongside physical monitoring with or without treatment. Some in-
dividuals may need an emergency place of safety within the hospital. They might include children and young people
with self-harm and attempted suicide, psychosis, acute confusional states (delirium), eating disorders and sudden de-
terioration in behaviour in the context of autism spectrum disorders or intellectual disability. A significant proportion
will have safeguarding needs. Some children and young people will have psychiatric needs related to physical health
medicines (e.g. intensive care medicines) or their physical condition (e.g. brain injury).Non-urgent psychiatric or psy-
chological problems in in-patients, day patients or out-patients. This group might include children and young people
with medically unexplained physical symptoms such as pain or paralysis, those experiencing major emotional reactions
following a newly diagnosed long-term condition, for example non-adherence with medication in asthma or insulin-
dependent diabetes mellitus, those with a psychiatric condition in the context of a long-term physical condition, such
as attention-deficit hyperactivity disorder in the context of epilepsy, and those subject to medical child abuse/fabricated
and induced illness.Systems issues regarding complex cases. Physical health staff dealing with cases involving compli-
cated systems dynamics or complex child or parent psychopathology need access to support, training and consultation
from expert mental health colleagues to effectively manage the staff effects that can ensue. These can include conflict
within teams (splitting), accidental medical harm of children and young people, inadvertent collusion with abusive
parents and staff burnout. Mental health staff embedded with their physical health colleagues can run reflective groups,
facilitating psychological processing and providing in-context staff support. Such reflective groups have been shown
to reduce staff sickness and burnout in physical healthcare staff.!>13
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Commissioning discontinuities and fragmentation

Commissioning discontinuities and fragmentation are rife for under-18s in hospital, with 16- and 17-year-olds most dis-
advantaged despite having the highest rates of psychological morbidity (Fig. 2).'> Fig. 2Under-18s requiring emergency
mental health assessment in the emergency department of one London teaching hospital over the period 2013-2019.

The age discontinuity between paediatric commissioning and CAMHS commissioning, especially given the former’s
non-alignment with educational transition points, is surely an area for urgent attention by integrated care systems (ICSs)
(Box 2). ICSs are tasked with breaking down barriers to care as part of delivering the National Health Service’s long-
term plan,' but with the COVID-19 pandemic having changed the commissioning landscape, how will the new block
contracts affect this? Box 2Ensuring that 16- and 17-year-olds are not forgottenPaediatric commissioning finishes at 16,
but CAMHS commissioning finishes at 18. The physical arrangement of acute trusts, with most paediatric emergency
departments and wards having an age cut-off of the 16th birthday, means that the over-16s end up in environments that
are far from young-person friendly. Having no in-house under-18s mental health staff to visit them in these ‘inappropri-
ate’ settings doubly disadvantages the under-18s; their adult equivalents are far more likely to have access to in-house
liaison psychiatry teams, since commissioning for adult mental healthcare in hospitals is more advanced than that for
under-18s.

How does the commissioning arrangement work when a hospital functions not only as a local ‘district general’, but
also as a regional, national and possibly international specialist referral centre? Most acute trusts have arrangements in
place for costing physical healthcare packages involving national and international patients, but these rarely take into
account potential mental health needs. Greater recognition needs to be given to this side of the ‘business’ and financial
packages developed accordingly.

Funding for non-patient-facing activities

Funding sources for non-patient-facing activities, including staff support, are vital for the sustainability of any integrated
service. Significant amounts of non-patient-facing activity are involved in the first two tasks listed in (Box 1): dealing
with crisis/emergency mental health presentations and non-urgent psychiatric or psychological problems. A 75-min
crisis consultation will often require as much time again, often more, liaising not only with other hospital and primary
care staff, but also other agencies, especially social care and education, as well as adult mental health if parental mental
illness is a factor. Emergency tariffs rarely cover the hours of work involved or the numbers of mental health staff
who may need to be involved. Tariffs need to contain adequate funding for staff with sufficient knowledge of child and
adolescent mental health to complete this important liaison work, and payment by results has often meant that provider
trusts end up running these services at a loss.

Mental health staff are also important for delivering staff support, something that has become very obvious during the
current COVID-19 pandemic. Plenty of evidence exists for the benefits on staff well-being of reflective practice,'”!8
but this is rarely factored into commissioning agreements between acute providers and commissioners.

Ensuring a single ‘front door’

Finally, how does the commissioning arrangement ensure that children and young people and their families are not
having to visit multiple ‘front doors’ and tell their story multiple times? Having on-site, integrated mental health staff
ensures not only that under-18s and their families have an experience of one extended team caring for them, meaning
that any mental health professional coming to see them has a good sense of their physical context and is already well-
briefed on their possible mental health difficulties, but, perhaps more importantly, that they can access mental healthcare
even if they come from a family or culture where attending CAMHS or having mental health problems is difficult to
accept or act upon, and where a separate visit to a mental health clinic simply will not happen.'® Equally, if the young
person’s family of origin is chaotic and/or their emotional and behavioural presentations stem from neglect or abuse,
the hospital provides a one-stop shop. This offer is unlikely to be the case if commissioning relies on in-reach from
local CAMHS.
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Developing a just and best-fit model

Having reflected on how a local hospital service might deliver or not on good care as articulated above, commissioners
and providers planning to establish or enhance integrated hospital care for under-18s within the next commission-
ing cycle might want to consider the following. Is/will the team be multidisciplinary (more common in paediatric
liaison/children’s psychological medicine teams) or unidisciplinary (as in crisis teams or paediatric psychology ser-
vices)?Are/will the team members be employed by the acute trust or by the mental health trust, with honorary contracts
with the acute trust? There are pros and cons to each.Does/will the funding come via block contracts or activity-based,
condition-specific funding streams? The mental health needs of children and young people are often inchoate and less
amenable to being fitted into diagnostic boxes or care bundles. Embedded staff, able to respond to the queries of pae-
diatric staff or the sudden call for help with a child’s behaviour or family’s emotional response, are invariably more
useful than staff tied to specific conditions or workstreams.Who does/will do the commissioning? Local children’s
mental health commissioners are responsible for ensuring adequate 24/7 emergency provision, but who will take on
responsibility for in-patient, day-patient and out-patient provision? Will this be agreed on a cost-per-case basis with
local children’s mental health commissioners or will the acute trust agree tariffs with local, regional and national com-
missioners that include mental health activity? The latter is certainly more sustainable in terms of paediatric mental
health service financial viability.Does/will the mental health service involve one team or a multitude of different units
within the hospital? In some hospitals, the paediatric psychology service functions separately from the paediatric men-
tal health team (which may be called a paediatric liaison team or children’s psychological medicine team), and in some
hospitals, the paediatric psychologists are not joined in one service, but are simply members of their condition-specific
paediatric teams.

Examples of some current models for under-18s mental health provision

With these considerations in mind, commissioners and providers can examine which of the following models is best
for their acute trust/s. Services at these example trusts are further outlined in the Appendix. An acute trust-employed
under-18s mental health service covering the emergency department, wards and out-patients. The team delivers in-
house training, staff support and reflective practice. This model is followed at the Whittington Hospital, London.A
mental health trust-employed emergency department psychiatric service (adult practitioners) and CAMHS crisis team
which sees under-18s emergency department presentations and those admitted for less than 24 h. An acute trust-
employed paediatric (i.e. under-16s) mental health team sees all other cases, including crisis admissions of more than
24 h. A paediatric mental health team delivers in-house training, staff support and reflective practice. This is the
model at the John Radcliffe Hospital, Oxford.A mental health trust-employed emergency department service, with
an on-site under-18s mental health team during normal working hours. An on-site mental health team sees certain
groups of in-patients and out-patients as part of acute trust-funded, condition-specific service level agreements (e.g.
for Tourette syndrome), as well as ‘generic’ in-patients and out-patients if funding is agreed on a cost-per-case basis by
local commissioners. There is a large acute trust-employed, condition-specific paediatric psychology service, separate
from the mental health team. A paediatric psychology service delivers in-house training, staff support and reflective
practice. This model is followed at the Evelina Children’s Hospital and St Thomas’ Hospital, London.An acute trust-
employed under-25s out-of-hours mental health emergency team as well as CAMHS in-reach during normal working
hours. An acute trust-employed community counselling service providing in-reach or outpatient services for children
on wards or out-patients, as well as paediatric staff support. This model is followed at the Blackpool Victoria Hospital,
Blackpool.
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A binary choice?

In effect, commissioners and providers working within integrated care systems have two broad choices when they
consider mental health provision for children, young people and families in acute trust settings: an embedded, multi-
disciplinary children’s psychological medicine team, staffed by practitioners such as paediatric psychologists, child and
adolescent psychiatrists, child mental health nurses, child psychotherapists, physical therapists and social workers, all
directly employed by the acute trust and working across all settings;two separate mental health teams, one employed
by the mental health trust and seeing crisis/emergencies (uni- or multidisciplinary, with nurses usually providing the
unidisciplinary input) and one employed by the acute trust seeing all other patients (uni- or multidisciplinary, with
psychologists usually providing the unidisciplinary input).

In an ideal world, where team boundaries are minimised, the first model is preferable. Such embedded services allow
children, young people and families access to timely mental healthcare, when and where they need it, with staff versed
in their physical health needs and without the long waits that currently plague access to CAMHS. Clinical scenarios
involving acute behavioural disturbance on paediatric wards or the need for urgent and ongoing psychiatric care for
children and young people in intensive/high-dependency care cannot wait around for funding requests that take weeks
to agree. Equally, children and young people with disabling unexplained physical symptoms may not appear to mental
health commissioners to be ‘mental’ and legitimate recipients for funding (not fitting usual CAMHS eligibility criteria),
so then fall between posts.

It is hoped that this article gives commissioners and providers the questions and framework to query current arrange-
ments and to ask themselves: Can children, young people and families in my integrated care system expect a unified care
offer when they walk through the front door of our local acute trust/s?Will acute trust care costs be contained by having
timely mental, as well as physical, healthcare available to the large cohort of under-18 in-patients and out-patients with
long-term conditions for whom we are responsible?Will under-18s under our care genuinely find that there is no wrong
door when they find themselves requiring hospital care?

I thank both my reviewers for their helpful comments, as well as all those who commented informally in the production
of this document, in particular Dr Peter Hindley, who prompted me to get on and write about this area, and Dr Sebastian
Kraemer for support with the early drafts.

Virginia Davies, MRCP, FRCPsych, MRCGP, is a consultant in paediatric liaison in the paediatric mental health team
at the Whittington Hospital, London, UK, and chair of the Royal College of Psychiatrists’ Paediatric Liaison Network.

This research received no specific grant from any funding agency, commercial or not-for-profit sectors.
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Detailed service descriptions

Blackpool Victoria Hospital, Blackpool

The Child & Adolescent Support & Help Enhanced Response (CASHER) service offers emergency assessment to young
people under 25 from 5 pm—10 pm on weekdays and from 10 am—10 pm on weekends and bank holidays. CASHER
provides support for young people 365 days a year. CASHER also provide an on-call night time service via their
dedicated number (07810 696565) and will come into the hospital to see young people outside of their usual working
hours. Each shift is staffed by two mental health staff, one CAMHS-trained and one not. Staff from local CAMHS opt
into the staffing rota, which is run by the hospital bank. This avoids any issues with rota absence due to annual leave
or sickness. CASHER also offer weekend clinics and drop in sessions for those in crisis. Over 16s are admitted to the
adolescent unit or adult medical wards whenever necessary.

CASHER also run an ‘Intensive Home Support’ service (CASHER RAIS) which provides immediate support to young
people who may have presented at accident and emergency or are currently on waiting lists for other services. CASHER
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RAIS ensures that young people are not left unsupported at any stage during their care. CASHER has also adapted
their face to face REACH-OUT Groups that are held in the more deprived areas of Blackpool, Fylde & Wyre by
supporting online sessions via Zoom with colleagues from Lancashire Children’s Services as well as Attend Anywhere
for Blackpool Teaching Hospitals online sessions.

CASHER close links to local services including CAMHS and YoutherapY, which are both run by the acute trust.
YoutherapY, to which in- and outpatients can be referred or can self-refer, has counsellors working with paediatric staff
and children, young people and families in the hospital, as well as working in community sites.

Evelina Children’s Hospital and St Thomas’ Hospital, London

South London and Maudsley NHS Foundation Trust’s National and Specialist Paediatric Liaison Service is a multi-
disciplinary team focusing on young patients with comorbid medical and psychological conditions (https://www.slam.
nhs.uk/national-services/child-and-adolescent-services/paediatric-liaison/).

The team receives referrals from across the UK and internationally for certain conditions and also provides assessment
and treatment of in-patients at the Evelina Children’s Hospital and St Thomas’ Hospital. The service comprises four
consultant psychiatrists, a clinical nurse specialist, a family therapist, a counselling psychologist and specialist training
doctors.

Staff are employed by the local mental health trust, with funding coming from a mixture of sources, including portions
of the local CAMHS block contract, cost-per-case funding for in- and out-patient work from mental health commission-
ers and acute hospital funding via service level agreements related to particular conditions, such as tics and Tourette
syndrome.

Oxford University Hospitals Children’s Psychological Medicine (CPM) service

Oxford University Hospitals Children’s Psychological Medicine (CPM) service is primarily staffed by paediatric psy-
chologists, with 2.2 whole-time equivalent child and adolescent psychiatrists. All staff are employed by Oxford Univer-
sity Hospitals NHS Foundation Trust (OUH). OUH has a large adult psychological medicine service, and the child and
adolescent psychiatrists are managed within this larger group of adult psychiatrists. OUH’s John Radcliffe Hospital is
a trauma centre and it receives children who have sustained complex trauma following suicide attempts.

All CAMHS emergencies presenting to the emergency department are seen by the emergency department psychiatry
service, which is provided by the local mental health trust. Any children needing in-patient care beyond 24 h, e.g. for
medical treatment of an overdose, are then managed by CPM. The adult psychological medicine consultants provide
out-of-hours Responsible Clinician cover for all children and young people detained at OUH. The child and adolescent
psychiatrists do not undertake any out-of-hours work.

CPM and psychological medicine are funded by out-patient and in-patient tariffs. Some work is funded using best
practice tariffs, some by service level agreements with specific teams and some is paid for by monies coming in for
medical student teaching. Oxford’s Children’s Hospital also purchases generic CPM child and adolescent psychiatrist
input using money from their overall budget, charged by OUH to commissioners. Any new service development has a
small amount immediately factored into the costings to cover CPM or psychological medicine costs.
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Whittington Hospital, London

Whittington Health NHS Trust’s paediatric mental health team (PMHT) at the Whittington Hospital, London, is staffed
by psychiatry, nursing, family therapy and psychotherapy (see https://www.whittington.nhs.uk/default.asp?c=25315).

The service offers liaison input to the paediatric team, in-patients and out-patients, and crisis assessments and man-
agement in Whittington Hospital’s emergency department and the paediatric ward. The service also supports staff on
neonatal intensive care.

The PMHT is part of acute paediatrics. The latter is commissioned within the context of the national contract for acute
hospital services. Since the PMHT is not a commissioned service, it has to be funded out of the paediatric budget.
Whittington paediatrics have been commissioned under Payment by Results for a number of years, with income gener-
ated from attendances / admissions. However, this has changed as part of the Covid finance / contracting arrangements
and services are now paid for as a block contract. The contract amount is fixed and based on historic expenditure and
demand trends.

Copyright Notice

Articles published from BJPsych Bulletin are open-access, published under the terms of cre-
ative commons Attribution licence (http://creativecommons.org/licenses/by/4.0/), which per-
mits unrestricted re-use, distribution, and reproduction in any medium, provided the original
work is properly cited.

The Authors own the copyrights to the individual articles.
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Abstract

Aims and method

Electroconvulsive therapy (ECT) often causes fear in the general public because of media represen-
tation and negative reported side-effects. This study evaluates a new video focusing on experiences
of ECT and how this can aid communicating medical information to the public. Knowledge and atti-
tudes toward ECT after watching the video were compared with a group that received no information
and a group that read the current NHS leaflet on ECT. The role of empathy was also considered as a
covariate.
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Results

The video was the only condition found to positively affect knowledge and attitudes toward ECT. The
video was especially beneficial to those that possessed low perspective-taking trait empathy.

Clinical implications

These findings demonstrate the video improved knowledge and attitudes toward ECT compared with
current material or no information. We suggest that the addition of personal experiences to public
information adds perspective, improving overall attitudes toward health treatments.
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pmc Electroconvulsive therapy (ECT) is a mental health treatment involving the use of electric currents to induce
a seizure,! and is used to treat life-threatening depression, catatonia and severe, long-lasting mania that is resistant
to medication."”> However, ECT raises fear among the general public,’~ largely because of its dramatization in the
mainstream media.>>"8 Concerns are, however, not entirely based on fiction, as some patients have reported adverse
psychological side-effects as a result of ECT treatment, implying possible signs of trauma response.” The National
Health Service (NHS) information for patients undergoing ECT consists of a science-based leaflet from the National
Institute for Health and Care Excellence (NICE),! despite research suggesting that healthcare education may be better
received alongside contextual and emotive evidence.”!? Gold Coast Health in Australia implemented these principles,
focusing on adding contextual evidence for the benefits of ECT,!! but there is no empirical evidence as to whether this
approach improved perceptions of ECT.

From a psychological perspective, trait empathy is one factor which may affect someone’s ability to relate to the per-

1.1. 2022 63



BJPsychBulletin

sonal accounts of those receiving ECT. Both cognitive and affective empathy have a positive relationship with the ability
to perceive emotional content.'? Specifically, cognitive empathy can facilitate ‘perspective-taking’ capabilities.'? Fol-
lowing the use of the video produced by Gold Coast Health,!! the Southern Health NHS Foundation Trust developed a
similar tool to foster more accurate perceptions of ECT. This study is the first to empirically test whether the use of the
emotion-based information improves perception of ECT compared with the current leaflet. We aimed to test whether
the new video fulfils its purpose to promote a more positive attitude and better knowledge of ECT in the UK public,
and whether trait empathy plays a role in any effects.

Method

Ethics

Ethical approval was given by the University of Portsmouth Undergraduate and Taught Postgraduate Psychology De-
partment Research Ethics Board (clearance number 2019-036).

Design

The experiment used an independent groups design. Participants were randomly allocated to one of three conditions
based on type of ECT information (no information, science-based leaflet or emotional video). The dependent variables
were mean scores on the ECT knowledge and attitude questionnaire. Two subscales of the Interpersonal Relativity
Index (IRI), perspective-taking and empathic concern, were used to control for differing levels of trait empathy in the
participant sample.

Participants

Participants were recruited by volunteer sampling. Posters were advertised around the University of Portsmouth, ask-
ing for volunteers to complete an online survey about ECT; these were not aimed at psychology students, but they
were not excluded from taking part. Participants that were not students were recruited by sending a request for par-
ticipation to local community facilities. The survey link was further sent by the non-student participants to their own
colleagues, to increase the number of non-student participants. Participant ages ranged from 18 to 67 years (N = 146,
mean age 31.94 years, s.d. 13.49). The sample comprised 51 men and 95 women, and both students (n = 39) and
non-students (n = 107). Table 1 shows the mean age and gender and student ratios for each condition. Table 1Par-
ticipant demographic informationConditionMean age in years (s.d.)Female:male participantsStudents:non-studentsNo
information34.40 (14.37)29:2310:42NHS leaflet30.98 (12.74)36:2417:34New vide029.98 (13.24)29:1311:31

Participants were asked to disclose any experience with ECT, and any mental illness that might qualify an individual
for ECT. Some participants disclosed previous experience with ECT (n = 64), with a significant proportion (n = 21)
receiving their knowledge from film or television. Some participants disclosed previous experience of mental health
problems (n = 84), with the majority (n = 63) having experience with severe clinical depression.

Materials

The survey consisted of a revised version of the IRL,'* an ECT attitude and knowledge questionnaire!®> and two types

of information on ECT use as treatment for mental illness.
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IRI

Two subscales from the revised version of the Basic Empathy Scale'* were used to measure trait empathy: empathetic
concern and perspective-taking. The scales were rated using five-point Likert scales, with a high score representing
higher trait empathy scores.

ECT attitude and knowledge questionnaire

The ECT scale consisted of both an attitude and knowledge subscale. Each statement was scored on a six-point scale,
with high scores indicating a more positive attitude or correct knowledge of ECT.

Information on ECT use in mental health treatment

A public information leaflet was taken from the NICE guidance for the prescription and administration of ECT in
depression, mania and catatonia.! This leaflet contains mainly scientific evidence of the efficacy and use of ECT. For
this study, the sections ‘What is NICE?” and ‘What are depressive illness, mania, schizophrenia and catatonia?’ were
omitted. A video intervention was developed by the lead author and Southern Health NHS Foundation Trust based
on a successful educational video created by Gold Coast Health, Australia.'’ The video focuses on the experiences of
patients, nurses and caregivers with ECT. The video is available to the public at: https://vimeo.com/369525494.

Procedure

All participants completed the survey online and provided written informed consent before taking part. Participants
were first asked about any experience with ECT and any mental health conditions, and then completed the IRI. They
were then randomly allocated to one of three information conditions: no information, the current NHS leaflet or the
newly developed video. Participants in the leaflet and video condition were presented with the educational material
and asked to watch/read carefully before completing the knowledge and attitudes to ECT questionnaire. Participants in
the no information condition only completed the knowledge and attitudes to ECT questionnaire.

Results

Descriptive statistics

Figures 1 and 2 show the distribution of the knowledge and attitude scores in each of the three information conditions.
The median scores indicate participants in the video condition had more correct knowledge and a more positive atti-
tude. Importantly, in the attitudes to ECT factor only the video condition showed a median score above the mid-point,
indicating a positive attitude. Receiving no intervention or the ECT leaflet had distributions that sat mostly below the
mid-point for both knowledge and attitudes, thus meaning the video condition was the only form of intervention likely
to encourage accurate knowledge and facilitate a more positive attitude toward ECT when compared with receiving no
information or the current leaflet. These findings suggest that video information is the most positive tool of the three
studied. Fig. 1Distribution of electroconvulsive therapy knowledge scores across each information condition (points
represent individual participant ratings). Fig. 2Distribution of electroconvulsive therapy attitude scores across each
information condition (points represent individual participant ratings).
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The role of empathy in the success of the ECT educational material

To analyse the data further, a one-way multivariate analysis of covariance (MANCOVA) was conducted on ECT attitude
and knowledge data comparing data from each information condition. Empathetic concern and empathic perspective-
taking used as covariates. A significant multivariate effect of information type was found (Wilks’ = 0.84, F(4,
280) = 6.36, P < 0.001, ), with a small effect size. Empathic perspective-taking was a significant covariate in the
multivariate model (Wilks’ = 0.95, F(2, 140) = 3.44, P = 0.035, ), with a small effect size. No significant effect of
empathetic concern was found on perception of ECT.

The significant omnibus MANCOVA justified separate univariate ANOVA on the dependent variables. There was a
significant effect of information type on knowledge scores (F (2, 141) = 11.68, P < 0.001, ), with a small effect size.
Post hoc pairwise comparisons with a Bonferroni adjustment revealed that knowledge scores were significantly higher
in the video condition compared with the leaflet condition (P = 0.01) and receiving no intervention (P < 0.001). There
was also a significant effect of information type on attitudes to ECT scores (F (2, 141) = 11.45, P < 0.001, ), with a
small effect size. Post hoc pairwise comparisons with a Bonferroni adjustment showed attitude scores to be highest in
the video condition when compared with the leaflet condition (P = 0.003) and receiving no intervention (P < 0.001).
There was no significant difference observed between the leaflet and receiving no information for either knowledge or
attitudes to ECT.

Perspective-taking was found to be a significant covariate for attitudes to ECT only (F (1, 141) =5.06, P = 0.026, ), with
a small effect size. This suggests the increase in positive attitude to ECT after watching the video exists after controlling
for the underlying trait empathy. It also suggests empathic perspective-taking accounts for a very small but significant
portion of the variance in attitudes to ECT. Figure 3 shows the relationship between emotional perspective-taking on
ECT attitudes in each of the three conditions. Although the regression line for the video was similar across the range of
perspective-taking scores ( = 0.06, s.e. 0.25), there was a small positive relationship for the NHS leaflet group (= 0.29,
s.e. 0.16) and the no information group ( = 0.30, s.e. 0.21). When perspective trait empathy was high, attitudes toward
ECT in the three information conditions were similar; when perspective trait empathy was low, attitudes toward ECT
scores in the new video condition were higher than the NHS leaflet and no information conditions. From this, we can
infer that the style of intervention had little effect on those already high in trait empathy; however, for those with low trait
empathy, the video proved beneficial for improving perceptions of ECT. Fig. 3Relationship between perspective-taking
and attitudes toward electroconvulsive therapy in each of the information conditions.

The role of gender and student status on the effect of ECT educational material

To check the data for potential biases arising from gender and student status, an independent group MANCOVA was con-
ducted on ECT attitude and knowledge scores comparing data from each information condition. Gender (male/female)
and student status (student/non-student) were used as covariates. A significant multivariate effect of information type
was found (Wilks’ = 0.87, F(4, 280) = 5.10, P = 0.001, ), with a small effect size. Gender was a significant covariate
(Wilks” =0.92, F(2, 140) = 6.19, P = 0.003, ), with a small effect size. No significant effect of student status was
found on perceptions of ECT. The significant omnibus MANCOVA justified separate univariate analysis of variance
on the dependent variables. There was a significant effect of information type on knowledge scores (F(2, 141) = 2.88,
P < 0.001, ), with a small effect size. Post hoc pairwise comparisons with a Bonferroni adjustment revealed that
knowledge scores were significantly higher in the video condition compared with the leaflet condition (P = 0.01) and
receiving no intervention (P < 0.001). There was also significant effect of information type on attitudes to ECT scores
(F(2,141) =8.87, P < 0.001, ), with a small effect size. Post hoc pairwise comparisons with a Bonferroni adjustment
showed attitude scores to be highest in the video condition when compared with the leaflet condition (P = 0.005) and
receiving no intervention (P < 0.001). There was no significant difference observed between the leaflet and receiving
no information for either knowledge or attitudes to ECT. Gender was found to be a significant covariate for knowledge
of ECT (F(1, 141) = 12.38, P = 0.001, ), with a small effect size, and attitudes to ECT (F(1, 141) = 6.35, P =0.013, ).
This suggests that the increase in knowledge and a more positive attitude to ECT after watching the video exists after
controlling for gender. It also suggests gender accounts for a small but significant portion of the variance in knowledge
and attitudes toward ECT.
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Discussion

ECT knowledge and attitudes

Our findings suggest that both knowledge and attitudes to ECT can be significantly improved using contextual and
emotive information. Only the video condition improved knowledge and attitudes to ECT, whereas the leaflet currently
used by the NHS did not improve either knowledge or attitudes compared with no information. For both the no in-
tervention condition and the leaflet condition, participants sat below the mid-point for attitudes and on or below the
mid-point for knowledge, suggesting that they were still inclined to perceive ECT negatively. These findings suggest
that, compared with other styles of intervention, the video would work best to educate patients and carers on the use
of ECT to treat mental health illnesses. These results support current literature which suggests that interventions fo-
cusing on more emotional, real-life experience may be more effective for perception improvement than using factual
information alone.!3!5:1¢ It should be noted that all the main and covariate effects were small, and the distributions in
all three experimental conditions had participants that perceived ECT both positively and negatively. This suggests that
although the video may help to improve perceptions of ECT, it is not a ‘silver bullet’, and might best used alongside
other informational material. Future research should assess whether combining the leaflet and the video improved the
perceptions above and beyond the video alone.

An alternate explanation for our results may be the modal differences between video and written information; the
introduction of a dynamic stimulus may have been enough to demand more attention from participants than reading
a leaflet. Some research has suggested showing patients a video can reduce anxiety around healthcare treatments
more than written information.!” To address this, it would be important to examine whether a similar improvement in
knowledge and attitudes is found irrespective of how the content was delivered. It should also be noted that although the
efficacy of ECT is outside of the scope of this research, there is still large debate as to whether there are any noticeable
and long-lasting benefits to undergoing ECT.>*718 Additionally, meta-analyses report high relapse rates among many
patients.!” There are some ethical considerations on whether improving attitudes toward ECT is acceptable if the benefit
of the treatment is, in some cases, limited and relapse is likely.

The role of trait empathy

We hypothesised that trait empathy would offer some explanation as to why emotional content was more effective
compared with scientific information. We found that perspective-taking influenced attitudes to ECT, but this was only
the case for participants who received no information or the NHS leaflet; those with higher perspective-taking trait
empathy had a more positive attitude to ECT. Perspective-taking had no effect on attitudes to ECT in the video condi-
tion. Therefore, participants with high perspective-taking scores had similar attitudes to ECT in all three conditions,
whereas participants with lower perspective-taking empathy had a more negative perception of ECT in the leaflet and
no information groups compared with the video group. The video, therefore, seemed to directly improve the attitude of
participants who had lower perspective-taking abilities. The proposed reason for this is that the video directly adds con-
text to ECT as a treatment. This allowed participants with lower perspective-taking empathy to relate to the treatment
or participants in a similar way to those participants with high perspective-taking empathy.

This explanation seems to be consistent with evidence from neuroimaging studies, which has demonstrated a link be-
tween perspective-taking ability and the ventromedial prefrontal cortex,?” a brain area that is also critical for perception
and reaction to the suffering of others.!” Thus, scoring higher in perspective-taking may make an individual more likely
to be able to imagine the suffering of those experiencing severe mental health problems, which explains why they may
react more positively to ECT even with limited information around the treatment. Furthermore, adding context in the
form of another person’s account can elicit a more empathetic response from participants when making decisions,?'and
that the empathy elicited is generally more appropriate when context is present;>> this suggests that the context in the
video may have encouraged a more empathetic response to the content, even for those who do not naturally empathise
with another’s situation

Alongside the significant covariate effect of trait empathy, gender was found to be a separate significant covariate for
both knowledge and attitudes. We suspect that the known gender variation in empathy?® can partly explain why gender
was a significant covariate. This information provides grounds to suggest further research is conducted into the effect
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of an emotional, video-based stimulus, and whether any specific gender effects exist in relation to the efficacy of these
training materials.

Clinical implications

These findings provide a deeper insight into the use of education to improve perception of ECT, with emotional stimuli
proving to be the best method for information delivery, especially for people with low perspective-taking empathy.
Overall, better knowledge of people’s experiences with ECT may ultimately mean less fear and apprehension among
the public.?* The results of our findings can be used as a recommendation for both the NHS and the wider health sector
on how to structure and deliver their informational material. A critical point seems to be that personal accounts and
context are important in the effective delivery of health information.

Limitations and suggestions for future research

This study focuses on ECT, which carries a large amount of stigma.®® Going forward, it could be interesting to explore
whether the effect exists with other health treatments with potential negative public perceptions. Some alternative treat-
ments still have stigma attached,* and contextual evidence may be the key to improving perceptions of these treatments
for mental health illnesses. The results provide grounds to recommend that more emotive content should be introduced
when educating the public about mental health. Suffering from a mental health disorder can still affect your ability to
find work and maintain relationships.?® Further, certain disorders, such as schizophrenia and psychosis, are still hugely
feared by the general public.? Introducing a context and personal experiences to these illnesses helps to distinguish
between mental health in the real world and the overdramatization of disorders fed to the public by the media.?” Mak-
ing the distinction between individual and symptom could help integration in society, improve quality of life and aid
recovery for those with a mental illness.

The authors would like to acknowledge Karen Osala, Hannah Watts and Mark Pointer from Southern Health NHS
Foundation, for help in producing the video; and Dr Tade Thompson from Solent NHS Trust, for his guidance during
the conceptualisation stage of this research.

Oakley Cheung is a psychology student at the Department of Psychology, University of Portsmouth, UK; Marc Baker
is a lecturer at the Department of Psychology, University of Portsmouth, UK; Paul Tabraham is Consultant Clinical
Psychologist and Divisional Lead for Psychological Therapies at the Portsmouth and South East Hampshire Division,
Southern Health NHS Foundation Trust, UK
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A conclusion

pmc In her recent article, Johnstone (Bulletin, September 2021) writes critically about how we have responded profes-
sionally to the effects of the COVID-19 pandemic. While it is easy to agree with some of what she has to say, much of
her argument consists of a series of assertions that are neither entirely accurate nor logically connected to each other
or to her main contention.

What is the problem?

Johnstone’s central claim is that by using psychiatric diagnosis we label things as abnormal that are in fact normal. The
opening example of handwashing and cleaning is unfortunate because it is unconvincing — hardly anybody spends ‘most
of the day’ doing it and there is more to the diagnosis of OCD than cleaning: resistance, ritualising, other compulsions
and so on. Certainly, the use of florid metaphors about tsunamis and pandemics of mental disorder is unhelpful, and
research does show that much unhappiness and anxiety during the pandemic has proved to be transient. But then many
illnesses, including those caused by the COVID-19 virus, can be transient and non-disabling — it doesn’t mean they
aren’t illnesses. Every doctor, including every psychiatrist, knows the value of watchful waiting: the question is how
we respond when symptoms are not transient or non-disabling. When Johnstone talks about ‘people with a psychiatric
history’, I take it to mean people who most psychiatrists would regard as having a long-term mental disorder. We
can agree that ‘It is untrue and even patronising to assume that everyone in this group will fail to cope’, but does any
psychiatrist actually assume that? More fundamentally, Johnstone is opposed to the idea of psychiatric diagnosis (and
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not just of anxiety and depression) because it rests upon defining mental illness in relation to social norms while (as
she and her colleagues have argued elsewhere) masquerading as being analogous to the more legitimate processes of
medical diagnosis. Itis an error to assume that medical diagnosis is radically different in all respects: it does for example
recognise social causes (cigarette smoking, hazardous drinking, unhealthy eating, physical inactivity) and defines some
of its most prevalent disorders such as hypertension, hyperlipidaemia and diabetes mellitus according to deviation from
norms. More important is the question of whether the states so diagnosed are harmful and, if so, whether intervening
is beneficial.

Who is responsible?

I found it difficult to suppress a smile at Johnstone’s jibe about the self-serving nature of articles promoting the impor-
tance of research in the areas of expertise of the authors. But it is too narrow to name only academics and Public Health
England as the actors in a debate about the nature of public mental health — professional bodies, the pharmaceutical
industry, politicians and journalists are among others who set the agenda and the tone. The emergence of the phrase
‘mental health’ is an interesting topic in its own right, and one way to view its effects is to see it as a vehicle for medi-
calisation of distress. It might, however, be as useful to think of it as effect rather than cause of the individualisation of
societal problems — a phenomenon that has deep cultural roots and consequences that go beyond psychiatry into penal
policy, welfare provision and education.

What are the alternatives?

It is a category error to propose formulation as an alternative to diagnosis — the latter is a descriptive statement, whereas
the former provides an explanatory framework, a point illustrated by the training requirement that psychiatrists are
expected to be able to make a biopsychosocial formulation and management plan as well as coming to a diagnosis.
It is not news that the onset of many mental disorders is preceded by adverse life events and difficulties — research in
this area goes back half a century — or that the content of some people’s illnesses reflects these experiences. However,
bundling together all mental disorders as ‘various forms of distress. .. that are understandable responses to adversities’
does not do justice to the issues. Not everybody reports life adversities before onset; the nature of adversity may be
reflected in the content of some but not all conditions; life adversity does not explain the differences in form of the
various mental disorders; there is a strong genetic risk for some disorders. It is difficult to know what it means to say
that mental disorder is ‘what we do’ in response to threats, but in my reading it is hard to see it as other than dismissive
of the reality of mental illness.

Collective trauma and a collective response

There is a disconcerting volte face at the end of Johnstone’s piece. Having presented the argument that what we are
seeing in the pandemic is essentially normal, part of a meaningful response to stress and not to be pathologised, we are
finally offered the idea of collective trauma — defined as an experience that overwhelms our usual ways of coping. If
states like anxiety and depression are to be thought of as arising because of this overwhelming of usual ways of coping,
how is that different from the way that psychiatrists think about what they are likely to call mental disorders? Only, it
seems, in the reluctance to use a descriptive vocabulary that distinguishes between different conditions — as if it is a
trivial matter whether somebody is hearing voices, embarked upon life-threatening self-starvation or unable to touch a
newspaper for fear it will give them a fatal infection. How are we supposed to use this way of thinking to help people
now, while they and we wait for a fairer society? Local peer networks may indeed help some, but they won’t suffice for
the severity and diversity of problems we face. One of the central tensions of healthcare is that we can recognise that
health and illness have social determinants, but as clinicians it is individuals that we see. It isn’t a question of picking
one or the other — both are important, and I think most psychiatrists understand that.
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A conclusion

Surely we can all agree about some things: it is important not to medicalise distress that does not merit such an
approach; social adversities are important risks to our mental well-being, and government policies in recent years have
both exacerbated these risks and done much damage to society’s ability to help those most in need as a result of them;
professionals in healthcare have a responsibility to speak out both for individuals in need and also about the social
conditions that contribute to their difficulties. These simple and powerful messages are obscured by wrapping them, as
here, in a muddled polemic animated as much as anything else by anti-psychiatry sentiment.
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cueing with VSAQs could help achieve this. This paper describes the background and evidence base
for VSAQs, and how they might be introduced. Any new question formats would be thoroughly pi-
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pmc Examinations are now being delivered on online platforms in many undergraduate and postgraduate contexts.
The COVID-19 pandemic has accelerated this, as digital platforms have the potential to enable examination delivery
during lockdowns, or if trainees are isolating or in quarantine, without social distancing concerns. Education is also
becoming increasingly international, and the MRCPsych examination is both sought after and has been delivered in
international centres for many years. However, travel to examination centres for both staff and candidates is expensive,
and significantly increases its overall carbon footprint.

The Royal College of Psychiatrists has therefore decided to deliver its theory examinations via digital platforms as from
Autumn 2020, using a combination of artificial intelligence and in-person online proctoring (equivalent to traditional
invigilators) to ensure that high standards of probity are maintained. The examinations will initially be delivered
using the two existing question formats, multiple choice questions (MCQs) and extended matching questions (EMQs).
However, digital platforms enable the use of new question formats that may allow more comprehensive coverage of
the syllabus (the syllabus can be found at: https://www.rcpsych.ac.uk/training/exams/preparing-for-exams). We know
that assessment has a powerful effect in driving learning,! and multiple choice question formats may encourage rote
learning from question banks. We will thoroughly evaluate any new question formats before we introduce them into
the MRCPsych examination, but we would hope that they would encourage deeper and more holistic learning strategies
that would better equip our future psychiatrists to have the biggest impact on the mental health of their patients.

Choosing examination formats for the MRCPsych

When setting an examination, some of the key factors® that need to be considered when assessing its utility are shown
in Table 1. Each of these factors have to be weighed up against each other, with differing weightings according to
the purpose and type of assessment. Table 1Key factors to be considered when assessing the utility of an assessment
(adapted with permission from reference?)FactorQuestions askedValidityDoes the examination test what we want it
to test?ReliabilityAre the results repeatable and accurate? Are external sources of error other than candidate ability
accounted for and reduced?Educational impactWhat is the impact of the examination upon trainees’ learning? Does it
lead to deeper learning and long-term retention?Acceptabilityls the examination acceptable to those sitting it and other
stakeholders?CostAre costs reasonable?

MCQs are a format that lends itself to reliability through standardisation of answers and ease of evaluation of large
numbers of candidates via machine marking. Although MCQs have been used since the inception of the MRCPsych
in 1972, historically, short answer questions (SAQs) and essays were also utilised; these were phased out as individual
marking of SAQs with increasing numbers of candidates was taxing, and there were questions about the reliability of
essay marking.? The format of MCQs evolved from initial true/false answers to the single best answer or ‘best of five’
in use today, as well as the use of the EMQs, in which there is a theme, several stems and a greater number of options,
more easily assessing the application of knowledge.* The MRCPsych is a high-stakes examination, with important
consequences for candidates, our patients and society in general. In common with all high-stakes postgraduate medical
assessments based in the UK, it is regulated closely by the General Medical Council, and all changes to format and
structure must undergo prospective approval by them.

Given these concerns, the reliability of the MRCPsych must be extremely high, so that no trainee passes without
the requisite ability. Fortunately, the written papers have excellent reliability (with Cronbach’s alpha, a measure of
reliability, consistently >0.85), but some have questioned whether this has happened at the expense of validity.>® Has
the depth of clinical context and its application been lost? Perhaps we fail to reward those trainees who undertake
in-depth study of complex issues, such as aetiology, ethics and the history of psychiatry.’ The main criticism of MCQs
is a ‘cueing’ effect, whereby candidates are cued by the correct answer, rather than actively recalling it.” There is
evidence that requiring candidates to construct an answer, such as in SAQs, produces better memory than tests that
require recognition.® Additional issues with MCQs may include various ‘test-taking’ behaviours, such as eliminating
wrong answers to arrive at the correct one, guessing from the options available and seeking clues from the language
used to deduce the correct answer independently from the knowledge required.’

MCQs end up testing recognition memory, and recall is significantly affected by this cueing effect. Creating a good
MCQ with valid and meaningful distractors (incorrect options) can be extremely hard. Poor-quality distractors can
make guessing more rewarding. There are a number of areas of the syllabus where it is impossible to write valid
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distractors, and as a consequence, clinically meaningful knowledge may not be examined and more obscure areas,
where MCQs may be easier to write, are more likely to be tested.

As mentioned above, it is intuitive and commonly recognised that the assessment drives learning.! Areas of the syllabus
that are more commonly examined are therefore more likely to be studied by trainees. Assessment factors contribute
to strategies used to study,'® which could influence the trainees’ overall learning and the extent of knowledge achieved.
Developments in technology have allowed easy access to online MCQ ‘question banks’. Many trainees therefore focus
their effort on practicing these questions, rather than focusing on core learning and developing deeper understanding.

The costs of taking the MRCPsych for candidates are high!! because of the high cost of the infrastructure behind the
examination, e.g. the professional examinations team, detailed psychometric analysis, and supporting the psychiatrists
who volunteer their time freely to create and quality-assure questions, and analyse the results. For several years now,
the examination is budgeted not to make excessive surpluses, but if this inadvertently happens, the surplus is directed
to the trainees’ fund, which has previously funded the creation of the Trainees Online learning resource, among other
projects. Moving to digital platforms may reduce costs to trainees as they no longer need travel or accommodation,
and potentially could reduce overall costs as no physical venues are required; however, this is uncertain, and the costs
of commercial contracts for software, training and ongoing IT support may counteract this.

Digitisation of examinations

The COVID-19 pandemic led to a rapid and unpredicted introduction of online examinations for the MRCPsych, al-
though the College had plans to begin moving toward digitisation before the pandemic. Although there is a relative
paucity of literature on online examinations,'? one small study, in which a direct comparison of online examinations
versus paper examinations was made, showed equivalent reliability and validity.'? In terms of candidate performance
in online versus paper examinations, the few studies directly testing this have shown no significant differences.'>!*
Candidates’ perception of online examinations are often favourable, and one study found reduced anxiety when taking
online compared with traditional paper-based examinations.'# Possibly, the fact that candidates are not able to see their
peers might account for this. However, it is clear that the rapid introduction of digitisation for the MRCPsych caused
considerable anxiety in trainees; the same study'# recognised that the first sitting of online examinations can cause
anxiety, which later subsides with familiarity upon repeated testing.

Very short answer questions

Very short answer questions (VSAQs) are a novel format of written questions.'>™!® A VSAQ consists of a short question
for which an answer is required to be manually entered on computer screen from free recall, as open text. There are no
options provided to choose from as in MCQs/EMQs. Generally, the answer would be only a few words. Box I shows
some examples of how VSAQs may look. Any correct response will attract one mark and any incorrect response will
attract zero marks. Examination software would be programmed to recognise multiple versions of correct answers,
using smart algorithms. These would allow different versions of a correct response to be recognised. For example, the
first question in Box I provides an example of several possible correct answers for that question; all of these answers
would attract a full mark, and centre around the idea of a reduction or suppression of the default mode network. The
software would additionally be programmed to highlight any answer that is a non-exact match (approximate) to any
possible correct answers, and these will be manually reviewed by a designated and trained examiner to ascertain whether
that represents a correct response. This will ensure that any unforeseen versions of correct responses will not go
unrecognised and unrewarded. That response will then be saved in the list of correct answers for that question for any
future examinations. Examiners will also review all other marking done by the computer, to ensure accuracy. Minor
spelling errors or typos (e.g. ‘inihbited’ rather than ‘inhibited’) will not be penalised and will be picked up during the
review process. VSAQs also allow for two entirely different but correct answers, as illustrated in the second example
in Box 1. In this example, again, either of the responses will attract a full mark. Box 1Very short answer question
examples.Example 1: A very short answer question with different versions of the correct answer:How does the ‘default
mode network’ react in a healthy brain when one performs a goal-directed task?Correct answers may include, but are
not limited to: Decreased activityReduced activityInhibitedSuppressedSwitched offExample 2: A very short answer
question with different correct answers:Name the neurotransmitter mechanism thought to be responsible for clozapine-
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induced hypersalivation.Correct answers would include: Alpha 2 receptor antagonismMuscarinic M4 agonismAgain,
differing versions of these correct answers would be accepted, e.g. a2 adrenergic antagonism.

The free recall tested by the VSAQs can be more easily focused on clinically relevant topics, and allow freedom to
assess a wider spectrum of the syllabus where MCQs may be impossible to write. This should encourage trainees to
refocus on core learning through textbooks and primary papers, and make their knowledge base more clinically relevant
in the long term.

In the studies to date, VSAQs have been shown to have higher reliability than MCQs, and reduce the cueing
effect.’>"!7 They may improve validity by testing nascent knowledge and clinical skills, rather than the ability to pass
examinations.'3 In one study of 300 medical students,'> 69% of students undertaking VSAQs felt that they were more
representative of how they would be expected to answer questions in actual clinical practice, and about half felt that they
would change their learning strategies in response. However, these studies were conducted on undergraduate medical
students and may not be generalisable to postgraduate psychiatry trainees. Additionally, as far as we are aware, there
has not been any published data that uses VSAQs from a high-stakes examination such as the MRCPsych, although at
least one other College are considering their introduction for UK medical trainees.?” Finally, as VSAQs require recall
rather than recognition, candidates appear to universally score lower in them when compared with MCQs;'5!° this
must be carefully accounted for in the standard setting process that sets the pass mark, so that standard setting judges
are aware of likely lower scores in comparison with MCQs, particularly in first iterations of the test when they are
lacking comparative past data. To account for this, there would be pilot questions tested and a full analysis undertaken
to inform future standard setting.

Trainees’ views on digitisation and VSAQs

The opinion of psychiatry trainees was obtained via a presentation by the Chief Examiner, Dr Ian Hall, to the Psychi-
atric Trainees’ Committee. The Examinations Sub-Committee’s Trainee Representative also sought feedback on the
Psychiatric Trainees’ Committee collaborative platform, ‘“Workplace’. The questions submitted to the College’s webi-
nar, ‘MRCPsych Exam — Changes to exam delivery this Autumn’, attended by over a thousand psychiatry trainees and
supervisors, were also reviewed in summarising concerns with regards to the digitisation of the theory examinations.

Psychiatry trainees raised several concerns with regards to the digitisation of the theory examinations (7able 2). In the
context of sitting the examinations from home, a common theme was how technical issues, such as insufficient internet
connectivity, would be resolved, what support would be available to assist with this, and how the College would ensure
candidates were not disadvantaged as a result of technical issues. Trainees also expressed concerns as to how cheating
would be identified, particularly the potential to ‘trick’ proctoring technology, to prevent inflated examination marks
disadvantaging other trainees. Similarly, they expressed concerns that trainees may be falsely accused of cheating if
they write notes or look away from the screen. The concerns regarding cheating are in keeping with the published
literature of both candidates’ and examination setters’ perceptions of online examinations.'? Trainees also noted that
some trainees’ home environments may be unsuitable for sitting examinations, because of caring commitments or
house-sharing arrangements. Trainees were also keen to understand how candidates with dyslexia and other specific
learning needs would be accommodated. Furthermore, trainees expressed an expectation that examination fees would
be reduced in the context of digital examinations. Table 2Common themes of trainees’ concerns and responsesCon-
cernReponsesTechnical issues, e.g. internet connectivityThe College partners with third-party software providers who
have both expertise and a track record in high-stakes online examination delivery. Trainees are encouraged to test the
resilience of their internet and device in advance, using provided software. Software developers design software to
account for brief interruptions, and protocols exist for more significant technical issues.Cheating, proctoring and false
accusationsAll alerts from the artificial intelligence software proctoring are reviewed by a live proctor. Final decisions
about cheating are made following rigorous review by the Examinations Sub-committee, and subject to the normal
appeals process.Unsuitable home environmentCandidates can choose any suitable workstation with reliable internet
to take the examination, e.g. a family member’s or friend’s house, a work or university computer.Examination should
not be reduced to a ‘spelling test’ in very short answer questionsVariations in answers and spelling mistakes will be
accounted for, and examiners would review incorrect answers, including typos and spelling errors.

Despite the concerns raised, trainees generally appeared to agree with the prospect of the digitisation of the theory
examinations, even outside the current context of COVID-19. However, many expressed a strong preference for these
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to be conducted in test centres to prevent technical issues or cheating, and to ensure candidates with home settings
unsuitable for sitting examinations were not disadvantaged.

With regards to the introduction of VSAQs, the trainee response was generally positive. Trainees felt it addressed their
request for a greater emphasis on the testing of core knowledge and that VSAQs were better at testing the application
of knowledge than the current format. However strong concerns were raised with regards to the examinations not
becoming a ‘spelling test’, and particularly that this may disadvantage candidates with dyslexia, other specific learning
needs and international medical graduates. They noted that not all spelling errors are of equal clinical significance and
where it is clear that a candidate’s intended meaning is correct, that this should be accepted as a correct answer.

Conclusions and future directions

The digitisation of examinations is inevitable, and the pace of change has been rapid as a result of the COVID-19 pan-
demic. For the MRCPsych theory papers, this could bring several improvements in terms of examination delivery, such
as improved convenience and access to the examination, and faster processing of results. However, it also brings op-
portunities for improving assessment. We hope that a careful, phased introduction of alternative question formats such
as VSAQs will enable a more comprehensive sampling of the examination syllabus, a greater focus on core knowledge
and promote deeper, more holistic and integrated learning strategies. We know that these issues are of importance to
trainees and clinical educators alike.

Any change like this requires comprehensive evaluation and testing, and because this is a high-stakes postgraduate med-
ical qualification, the UK General Medical Council will need to prospectively approve any changes.”! As mentioned
above, before any partial introduction, we plan to pilot questions on trainees and conduct an extensive psychometric
analysis of the results. This would include an equality analysis to assess the impact on differential attainment in pro-
tected groups. The successful delivery of such a change requires comprehensive stakeholder engagement, and none
are more important that the doctors training in psychiatry who take the examination; we plan ongoing consultation
with trainees. We must also ensure that our training programmes prepare candidates thoroughly, with supervisors and
tutors being up to date with new assessment methodologies and the reasons for their introduction. There would be the
potential for online learning platforms to assist trainees with the new style questions. Stakeholder feedback has been
largely positive on the face validity of VSAQs, in promoting the acquisition of knowledge that will be useful in clinical
practice, and so help deliver better healthcare for people with mental health problems.

We thank the trainees who contributed their views to this paper, both from the Psychiatric Trainees’ Committee and
those who attended the webinar.
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* Lack of respect and balance

pmc This editorial and current issue of BJPsych Bulletin do nothing to be ‘respectful and balanced’ about issues of
trans health. Reprinting the article which caused the controversy in the first place means that it is exposed to a wider
audience, and instead of having a counterbalancing view in another article, it has the article by Griffin et al which
contains a number of anti-trans talking points. Anything which is supportive of trans people or current best practice
standards for trans health is relegated to the letter pages. None of the authors of the two articles are gender identity
specialists; they have instead mobilised their credentials in other areas to claim expertise in an area where they have
none. The voices of trans people are either absent or denigrated as some kind of online-based groupthink.

Trans health is its own research field, and there are plenty of researchers that the Bulletin could have reached out to for
a counterbalancing view. Instead, they have amplified anti-trans voices once more, with a sop that those with opposing
views could write a letter or propose an article.

I am not seeking to silence debate, and acknowledge that this is a controversial area. However, issues around trans
health are treated particularly poorly in the Bulletin. Would the Bulletin accept having two papers on women’s mental
health written solely by men who had no expertise in women’s mental health, or two papers on ethnic minority mental
health written solely by white people who had no expertise in ethnic minority mental health? If not, why is it acceptable
for this to happen for trans people?
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* Vivienne Cohen, MRCS, LRCP, FRCPsych

pmc Formerly Senior Lecturer and Consultant Medical Psychotherapist, St Bartholomew’s Hospital and Medical Col-
lege, London, UK

Vivienne Cohen, who has died at the age of 94, was a visionary, award-winning psychiatrist at the forefront of the
developing fields of National Health Service (NHS) psychotherapy and group analytic treatments. A talented protégé
of the pioneering psychoanalyst and military psychiatrist S.H. Foulkes, and the first female doctor to train in group
therapy, she was a founder member of the Institute of Group Analysis (IGA) and developed one of the earliest out-patient
psychotherapy departments, establishing creative links between the NHS and IGA that remain today. Her passion for
training doctors and allied professionals earned her an international reputation as a teacher and supervisor.

Born Vivienne Wolfson on 1 November 1926 in London, she attended the first Jewish primary school in north-west
London — co-founded by her father in 1932 — but, as war forced the family to move between London and grandparents
in Hove and Ayrshire, her secondary education was fragmented across eight different schools. Vivienne studied deter-
minedly to catch up, alongside looking after her younger sister and baby brother, early evidence of her indefatigable
commitment to education and caring for others.

Her parents — and the entrenched patriarchy of the time — expected her to leave school at 14 and train as a secretary,
but Vivienne had other ideas: she wanted to be a doctor. She recruited her strong-minded paternal grandmother, who
argued that Vivienne was ‘too clever’ to leave school. Her parents listened.

In 1945, Vivienne won a state scholarship to University College — one of three London medical schools that accepted
women — entering a pre-clinical year where one in five students were female, and completed clinical training at West
London Hospital Medical School, founded to prioritise access to women. A fellow student described her as ‘principled,
steady with purpose, full of ideals, brilliant and insightful, but always with a spirit of fun and humour’. In 1950 she
won the Rudolf Konstan prize for medicine and she qualified in 1951.

Entering the Maudsley Hospital in 1957 as a trainee, Vivienne met Foulkes, renowned for developing innovative group
treatments at the Military Neurosis Centre at Northfield. “Michael’, as he was known to family and close friends, became
her lifelong supervisor, mentor and friend. In 1962, after working for Professor Linford Rees — a ‘marvellous’ experi-
ence where she taught and supervised psychiatric social workers — she was appointed chief assistant psychotherapist to
Foulkes in his service at St Bartholomew’s Hospital. After Foulkes retired in 1963 she led the service single-handedly
at consultant level, expanding and improving provision to growing numbers of referrals by providing treatment both
directly and from medical students and trainee psychiatrists and non-medical psychotherapists under her supervision.

In 1978 Vivienne was formally appointed consultant medical psychotherapist and senior lecturer — a rare academic
post in psychotherapy — at St Bartholomew’s Hospital and Medical College, and continued to build and organise the
service to become one of the most reputable in the UK. In 1983 she won a national award — the first prize of this
kind for psychotherapy — for her ‘imaginative’ audio-visual study of group therapy technique and practice for training
purposes. In 1985 she received a Levenhulme Teaching Fellowship to support her programme of supervised clinical
placements for non-medical IGA trainees. These ‘internships’ were highly competitive, as they provided a wealth
of clinical experience and expert supervision, as well as enhancing the service’s group treatment capacity alongside
individual, couple and family therapies. In 1987 this model won her a Barnett Prize for efficient use of NHS resources.

Vivienne was a senior member of staff at the IGA and served on many local, national and international committees
with an emphasis on service provision and training. She was invited frequently to teach abroad, including Denmark,
Italy and Australia, and ran an intensive group therapy course in Israel. She published extensively on groups in major
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journals! and textbooks®?, covering many aspects, including supervision, training, NHS provision, cultural factors,
large groups and organisational dynamics. Her vision and commercial and organisational skills played a key part in
securing the building in Daleham Gardens, NW3 that is still home to the internationally renowned IGA today.

In 1955 Vivienne married Sam Cohen, a liaison psychiatrist and former professor of psychiatry at the Royal London
Hospital. It was a supportive relationship with mutual regard for their respective specialties: Sam’s ward milieu drew
on therapeutic community principles and Vivienne published on psychological aspects of medical conditions. Sam
died in London in 2004.

Vivienne eschewed private practice, preferring to work in the NHS providing what people needed, not what they could
afford. Following retirement she set up a charitable foundation to fund a group psychotherapist post in the City &
Hackney Psychotherapy service. When the service relocated to premises near Homerton Hospital, staff wanted a new,
distinct name and, in August 2014, Vivienne Cohen House was opened at an event she attended with family, describing
herself as ‘bowled over’. The chair of East London NHS Foundation Trust thanked Vivienne for her contribution to
psychotherapy for residents of the City of London and Hackney over half a century, nurturing the service from its
origins, sharing her skills and knowledge with patients, colleagues and trainees. Many of her trainees working today
will remember their first experiences of psychotherapy supervision for her astute recall of clinical detail and her tactful
creation of both personal and clinical insights in the warm ambience of her office.

Charming, vivacious and sharp, Vivienne Cohen was an independent thinker and courageous doer, a dedicated clinician
and inspiring teacher. Always direct and honest, she saw herself not as a pioneer or ‘anything special’,* but as someone
who did what needed to be done.

Loved and admired by her children Michael and Elisheva, five grandchildren and many great-grandchildren, Vivienne
was excited by the next generation, encouraging them to pursue their dreams and celebrating their achievements.

Since retirement, she divided her time between Israel and London and enjoyed opera, museums and ballet.
In January 2021, Dr Vivienne Cohen passed away at home in Israel with her family around her.

With thanks to Dr Cohen’s family, Mark Salter, John Schlapobersky and Gyles Glover.
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* Author’s reply

pmc I thank Dr Margaret White for the letter in response to my recent editorial ‘Publishing controversy’. It raised
important challenges. Why have the trans health papers been published online and in print even though written by non-
specialists in gender identity, and should opposing views be relegated to the Correspondence section? First, all papers
published online also appear in the paper journal eventually. To do otherwise would have marked these papers out as
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somehow different. Dr White does not wish to silence debate, but not publishing in print form as usual would be a form
of censure even if not censor. Although this is a controversial and contested area, the papers did not express extreme
views. In fact, Marci Bowers, president-elect of the World Professional Association for Transgender Health, recently
raised concerns similar to those expressed in the Bulletin papers. However, we remain keen to present all opinions
so have commissioned papers from gender identity experts, which are making their way through the editorial process.
When the papers by Griffin et al and Evans were published on First View, they quickly attracted several complaints with
demands for their retraction, which as explained in the editorial was not appropriate. Those authors were invited to
write opposing articles but unfortunately, for their own reasons, none took up the offer. Hence our decision to publish
all the available letters alongside the original papers so readers can evaluate the arguments for themselves. I hope
this and the forthcoming papers assures Dr White that no one’s voice is relegated to the correspondence section in the
BJPsych Bulletin, but letters, such as Dr White’s, are also an invaluable element of discourse.
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Abstract
Safety planning is recommended as a part of the response to everybody who presents after self-harm,
although there is surprisingly little evidence for its effectiveness. There is potential for such plans to
be experienced as unhelpful if patients are not genuinely involved in their production and if the plan
does not include information about meaningful sources of support. Staff training is needed to ensure
that plans are delivered in a collaborative way and self-harm services need to be improved nationally
if such plans are to be effective.
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pmc It has been known for a long time that the risk of suicide is greatly increased after hospital presentation due to self-
harm.! England’s National Suicide Prevention Strategy recognises this risk and its 2017 report ‘expanded the scope of
the National Strategy to include self-harm as a new key area for action’.> This welcome policy change brings with it a
dilemma — how to respond to self-harm as a suicide risk while at the same time responding to its many other meanings.
Suicide is perhaps the worst outcome in psychiatry and inevitably captures our attention — can we develop our services
to respond to the risk without at the same time allowing the ‘risk-reduction’ aspect of service provision to overshadow
the rest of the process of care? The recent Royal College of Psychiatrists (RCPsych) report Self-harm and Suicide in
Adults (CR229)? can be read as an attempt to answer this question.

What is safety planning?

The RCPsych’s report is forthright in stating that there is more to assessment after self-harm than judging suicide risk
and that management should involve a ‘holistic psychosocial approach’ at the core of which, at least in the short term, is
making a safety plan. According to the report, such a plan comprises: individual strategies or activities to instil hope;
calming or distracting activities; restriction of access to common means of suicide; and contacts for social and crisis
support.? It has to be said that some of the illustrative activities seem a bit weak for the work they have to do — looking
at a photo of a great view or doing Sudoku for example — but if the plan is genuinely co-produced then its elements
might be expected to make sense to the person to whom it applies.

There are a number of similar approaches to that proposed by the RCPsych, and something very similar forms a part
of the risk management plan endorsed by the National Institute for Health and Care Excellence (NICE) as an essential
component of the response to self-harm.4 On the face of it, it seems like an uncontroversial recommendation that
everybody should indeed have something like a safety plan: does that initial impression hold up to closer scrutiny,
especially in relation to the dilemma under discussion here?

How effective is safety planning after self-harm?

The first thing to say is that, given how roundly they are endorsed by the RCPsych, there is surprisingly little evidence to
support the use of safety plans as a means of reducing repetition of self-harm. In fact, CR229 cites only one supportive
study,’ a retrospective case-note review of 48 cases from the USA. Elsewhere, a small randomised controlled trial
(n = 97) of active-duty US Army soldiers® reported, in a comparison of a crisis response plan versus a ‘contract for
safety’, an effect on self-reported attempted suicide at 6 months (3/64 v. 5/33 participants). A recent review of suicide
prevention interventions’ reported a positive effect on subsequent self-harm rates but the positive outcome for that part
of the review is accounted for by only two studies: one® is a study of men in active military service which used multiple
outcomes and reported a reduction in self-reported attempted suicide but not in emergency department attendances for
self-harm. The other® is a non-randomised comparison of Veterans Affairs hospitals; 90% of participants were men
with ‘suicide-related concerns’ and the primary outcome (a composite measure of ‘suicidal behaviour’) was found in
3-5% at 6 months. The results of these studies are not only unconvincing but they are not generalisable to the UK
self-harm population.

Of closer relevance to the position of UK clinicians seeing people after an episode of self-harm is the non-randomised
Emergency Department Safety Assessment and Follow-up Evaluation (ED-SAFE) study,'® which reported self-reported
suicide attempts but not all self-harm episodes, citing a 12-month difference of 20.9% (treatment as usual) v. 18.3%
(intervention) — a result that is by no means definitive given the study design. The only UK randomised controlled trial
of a comparable intervention'' — called a volitional help sheet, with many of the features of a suicide prevention plan
— found no difference in 6-month self-harm repetition rates between usual care and the new intervention.
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Could safety planning have detrimental effects?

Does the lack of evidence of effectiveness matter? Isn’t such a common-sense action worth implementing regardless
of limited evidence of its effectiveness? The reason to be cautious is that there are non-trivial possibilities of unwanted
outcomes from a misapplication of the approach — misapplication, that is, in the way the plan is introduced, how it
is negotiated and what are its specific components. If adverse consequences are to be avoided then they need to be
considered by the service during the planning and delivery of suicide prevention plans after self-harm.

One possible problem arises from the degree to which the implementation of the suicide prevention plan is left to the
person who has self-harmed. The first four of the six suggestions under the heading ‘sources of support’ in the RCPsych
report relate to marshalling social or informal supports,® yet we know that people who self-harm find it difficult to
confide in others'>!3 and may be struggling with mood disorder and difficulties with problem-solving — problems that
can exacerbate difficulties in calling on the assistance of others. The social network can be a positive resource or, on the
other hand, a source of the adversity underlying self-harm, and it is not easy to get a clear picture during a single brief
encounter: the result is that it can be neglected or misunderstood, especially during an assessment oriented towards the
identification of individual pathology. Personal accounts, especially given by those with a history of repeated self-harm,
indicate that conversations with staff can emphasise strongly this assumption of individual responsibility, for example
by referring pointedly to the person’s mental capacity.

The second substantial problem arises from the organisational context within which planning usually takes place. In
truth, service provision for many people after self-harm is poor. Typically, self-harm, despite its associated suicide
risk, is not seen as falling within the remit of community mental health teams or Improving Access to Psychological
Therapies (IAPT) services and yet there are very few specialist clinics. Again, from accounts of people with personal
experience, this general lack of provision is exacerbated by the prevalence of the unhelpful concept of non-suicidal self-
injury'* — a diagnosis that suggests (misleadingly) that the individual is at low risk of suicide and that can therefore
make accessing services difficult because the problem is not seen as sufficiently severe.

The worst case, then, is that a clumsily negotiated or unilaterally developed safety plan, coupled with inaccessible
professional aftercare, leads to a sense of being left alone in managing the impulse to self-harm and its attendant
dangers. We do not know the frequency with which these negative outcomes occur, because the relevant research has
not been undertaken.

Can we mitigate the potential harms of poorly managed safety planning?

One of the recurring complaints about self-harm services is that risk assessment is so often delivered as a thoughtless
box-ticking exercise. To avoid safety planning going the same way it has to be delivered as a genuinely collaborative
effort. A pre-printed form with little space for personalisation will not convey the right message or serve the purpose.
Staff who are going to be undertaking safety planning should therefore be trained in techniques for joint planning —
which may be drawn from those with expertise in techniques such as shared decision-making."

Quality improvement projects should be aimed not just at monitoring comprehensiveness of coverage; they could
usefully explore the experience of safety planning from the perspective of people who have attended hospital after
self-harm — including their level of personal involvement in the content and their sense of the usefulness of the plans.
A starter might be the measure developed by NICE.'®

Making safety planning meaningful depends on the accuracy and usefulness of nominated sources of support, and
yet informal sources can be difficult to identify and engage in a single session after an episode of self-harm, while
professional sources (such as specialist services) are not available in most places, even at the level of telephone follow-
up. If we are to be serious about making self-harm ‘a key area for action’ then we must press for proper professional
services for those seen after self-harm — to allow immediate follow-up for help responding to current circumstances and
in the longer-term to offer therapeutic support for change. It is these services that will allow resolution of the dilemma
of care — making risk reduction meaningful without allowing risk management to define the healthcare response to
self-harm.

Research is needed to determine the effectiveness and safety of safety planning, as an adjunct or alternative to standard
assessments and follow-up planning. Research in other areas has usefully shown that an important moderator of out-
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comes is the degree to which there is genuine collaborative engagement of patients with planning,'” and such process
evaluation would be an important component of any future evaluation.
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Abstract

Aim and Method

To determine the effect on decisional-related and clinical outcomes of decision aids for depression
treatment in adults in randomised clinical trials. In January 2019, a systematic search was conducted
in five databases. Study selection and data extraction were performed in duplicate. Meta-analyses
were performed, and standardised and weighted mean differences were calculated, with correspond-
ing 95% confidence intervals. The certainty of the evidence was evaluated with GRADE methodol-

ogy.
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Results

Six randomised clinical trials were included. The pooled estimates showed that decision aids for
depression treatment had a beneficial effect on patients’ decisional conflict, patient knowledge and
information exchange between patient and health professional. However, no statistically significant
effect was found for doctor facilitation, treatment adherence or depressive symptoms. The certainty
of the evidence was very low for all outcomes.

Clinical implications

Using decision aids to choose treatment in patients with depression may have a a beneficial effect on
decisional-related outcomes, but it may not translate into an improvement in clinical outcomes.
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Depression and decision-making

Depression is the most frequent psychiatric disorder and the third most frequent cause of disability-adjusted life-years.!-?
The majority of patients with depression are eligible to receive treatment, which includes different psychological and
pharmacological interventions®* that seem to have similar efficacy.>® However, patients with depression frequently
have low access’ and adherence to depression treatment.’

Patients with depression want to receive more information about their disorder, and participate in their health-related
decisions.”!? In this sense, shared decision-making is an approach for patient-centred care that seeks to actively involve
patients in the decision-making process of choosing between two or more medically acceptable and evidence-based
treatment options.!! It is hypothesised that active patient involvement empowers the patient and could improve treatment
adherence and satisfaction rates, which may result in better treatment effectiveness.'>~!4

Decision aids in depression

Decision aids are the main tools used to facilitate shared decision-making and support patients in making informed
choices.!”> These materials are developed in different formats (paper, video, web-based tools, etc.), and describe the
condition and the benefits and harms of each treatment option, and encourage patients to identify which outcomes
are the most important for them when making a choice.'®!7 Usually, these interventions have to be adapted according
to specific population needs, considering the context of their application.'® The decision aids mainly seek to improve
patient knowledge, decisional conflict and patient—clinician communication.'® Additionally, they have also been studied
to explore their clinical effects, such as treatment adherence? or reduction of symptoms.?!

Although the use of decision aids may cause benefits such as higher treatment adherence and, therefore, higher clinical
improvement, it may also cause harm, such as an increased level of patient stress.?” In addition, people with major
depressive disorder could have abnormal decision-making behaviour in a social interaction context because of an altered
sensitivity for reward and punishment, reduce experiences of regret and poor decision performance.?* This situation
could also affect the use of decision aids in patients with depression.

Regarding decision aids for depression treatment, there is still concern about the benefit-harm balance, although some
studies have assessed their effects. Therefore, this systematic review aimed to search for randomised clinical trials
(RCTs) to assess the effects of decision aids on the shared decision process and clinical outcomes in adults with de-
pression.

Method

The protocol for this systematic review has been registered with the International Prospective Register of Systematic
Reviews (PROSPERO:; identifier CRD42019121878). This study was approved by the Institutional Review Board of
the Human Medicine Faculty of Ricardo Palma University (CE-8-2019).

Literature search and study selection

For this systematic review, we included all RCTs that included adults with any type of depression. These RCTs must
have compared a group that received a decision aid that aimed to help patients decide about their treatment for any kind
of depression treatment (as a stand-alone intervention, or as the main element within a complex intervention) with a
group that did not, and directly assessed any beneficial or adverse effects in adults with depression. We excluded RCTs
that had as population only pregnant women because they have different risks that should be considered when deciding
whether to use antidepressants.’* Also, we excluded conference papers. There were no restrictions on language or
publication date.

Decision aids were defined as tools or technologies used to help patients make informed decisions by offering infor-
mation about treatment options, and help them to construct, clarify and communicate their values and preferences.?’
However, sometimes it is difficult to differentiate from other information-based interventions.?® To define if the pro-
posed intervention was a decision aid, we used the six-item qualifying criteria for decision aids developed by the
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International Patient Decision Aid Standards Collaboration, as it provides the definition standards for decision aids: (a)
describes the health condition or problem for which the index decision is required, (b) states the decision that needs
to be considered, (c) describes the options available for the index decision, (d) describes the positive features of each
option, (e) describes the negative features of each option and (f) describes what it is like to experience the consequences
of the options.?’

The decision aid assessed by the RCTs needed to meet all six criteria to be included in our systematic review.

A literature search was performed in two steps: a systematic review of five databases, and a review of all documents
cited by any of the studies included in the first step. For the first step, we performed a literature search in five databases:
Medline, EMBASE, Scopus, Web of Science and ClinicalTrials.gov. We used terms related to decision support, deci-
sion aid, decision-making, depression and clinical trials. The complete search strategies for each database are available
in Supplementary File 1 available at https://doi.org/10.1192/bjb.2020.130. The last update of this database search was
performed on 5 January 2019. Duplicated records were removed with EndNote version X8 for Windows (Clarivate
Analytics, Thomson Reuters, New York; see https://endnote.com/). After that, titles and abstracts were independently
screened by two pairs of independent reviewers (C.A.A.-R. with M.LE.D.-B., and N.B.-C. with C.J.T.-H.) to identify
potentially relevant articles for inclusion. This was performed with the online software Rayyan version 01 for Windows
(Qatar Computing Research Institute, Qatar Foundation, Qatar; see https://rayyan.qcri.org).?® Disagreements were re-
solved through a discussion with a third reviewer (J.H.Z.-T.). Then, the full text of potentially relevant articles were
assessed to evaluate their eligibility. This process was also independently performed by two researchers. The complete
list of excluded articles at this full-text stage is available in Supplementary File 2.

For the second step, two independent reviewers (M.E.D.-B. and N.B.-C.) assessed all documents listed in the references
section of the studies selected in the first step, and collected all articles that fulfilled the inclusion and exclusion criteria.

Data extraction

Two independent researchers (C.A.A.-R. and M.E.D.-B.) extracted the following information from each of the included
studies into a sheet of Microsoft Excel version 2018 for Windows: author, year of publication, title, population (in-
clusion and exclusion criteria), setting, intervention (name, type, the methodology of application and length of use),
comparator (name, type, the methodology of application and length of use), time of follow-up and effects of decision
aid in all included outcomes.

Intervention information was collected with the Template for Intervention Description and Replication (TIDieR)
checklist.?” The checklist originally was designed for pharmacological interventions; thus, we included only the fol-
lowing items, adapted for more complex interventions: name of intervention, rationale, location of delivery, materials,
procedures, who provided, modes of delivery (grouped or individual), frequency (sessions) and possible options to
choose within the decision aid. In case of disagreement, the full-text article was reviewed again by the researchers, to
reach a consensus.

Study quality and certainty of the evidence

Two independent researchers (C.A.A.-R. and N.B.-C.) used the Cochrane Risk of Bias Tool for RCTs to assess system-
atic errors (or bias) in the design, conduct, analysis and reporting of the RCT that could potentially underestimate or
overestimate the results.’® We followed the instructions stated in the Cochrane Handbook for Systematic Reviews of
Interventions and evaluated selection bias, performance bias, detection bias, attrition bias and reporting bias to assess
each of the six domains of the tool as low, high or unclear risk of bias, by each RCT included in the systematic review.>!

To assess the certainty of the evidence, we used the Grading of Recommendations Assessment, Development and Eval-
uation (GRADE) methodology,32 which classifies it in a very low, low, moderate or high certainty of the evidence each
outcome in the systematic review. This classification is based on the following criteria: risk of bias (evaluated through
the Cochrane Risk of Bias Tool), inconsistency (heterogeneity between the RCT results and in terms of population, in-
tervention, comparator and outcome; additionally assessed by the / 2 test), indirectness (how different are the included
RCTs to the question of interest) and imprecision (wideness of the confidence interval). The certainty of the evidence
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was assessed for all meta-analysed outcomes and non-meta-analysed outcomes that were important for decision- mak-
ing. Additionally, when two or more RCTs assessed the same outcome, but a meta-analysis was not performed, we
summarised the individual data of each RCT narratively, and then assessed the certainty of the evidence following the
recommendations proposed by Murad et al.3

Statistical analyses

We performed meta-analyses to summarise the results of the RCTs that evaluated the same outcomes. When outcomes
were measured with different scales across studies, we calculated standardised mean differences (SMD) to compare and
meta-analyse these studies; otherwise, we calculated weighted mean differences (WMD). For outcomes that had been
measured more than once, we only considered the final measurement to perform the meta-analyses, as suggested in the
Cochrane Handbook.?! We assessed heterogeneity with the I statistic, and we considered that heterogeneity might not
be significant when 1% < 40%.3! We considered it appropriate to use random-effects models in all the meta-analysis
because of the overall heterogeneity in terms of population, intervention and comparators.>* We executed a sensitivity
analysis, taking into account contradictory results within studies. We did not considerer to exclude studies with high
risk for bias for sensitivity analysis, because all the included RCTs had at least one domain of the Cochrane Risk of
Bias Tool with a high risk of bias. Also, we did not execute a subgroup analysis because of the low number of studies
by each meta-analysis. Publication bias was not statistically assessed because the number of studies pooled for each
meta-analysis was less than ten.* The data were processed with Stata version 15.0 for Windows.

Results

Studies characteristics

We found a total of 3309 titles. We removed 804 duplicates and screened a total of 2505 titles, of which 41 were
evaluated in full text. Of these, 35 were excluded (reasons for exclusion are detailed in Supplementary File 2) and six
were included.'73%4 Additionally, we evaluated 255 documents cited by any of the six included studies, from which
no additional study was included (Fig. I). Fig. 1Flow diagram (study selection). RCT, randomised controlled trial.

Patient characteristics

In the included RCTs, the number of participants ranged from 147 to 1137. Regarding the study setting, three studies
were performed in primary care centres,'®% one in out-patient clinics®’ and two were performed remotely (one
intervention was sent by mail to the participants*® and one was an online intervention*’). With regards to depression
diagnosis for inclusion criteria, two studies used the Patient Health Questionnaire-9,3%% one study used the DSM-IV,?’
one study used the DSM-IV and the ICD-10,'” one used self-report criteria*® and another did not specify the diagnosis
criteria.’® Also, only one study specified the severity of depression according to the inclusion criteria.® Characteristics
of each included study are available in Supplementary File 3.

Interventions and comparators

Interventions were heterogeneous across studies; four studies used visual decision aid (leaflets, booklet, cards or
DVD),**3% and two studies used a computer-based decision aid (webpage or artificial intelligence).'”*’ Regarding
the decision aid application: in two studies, physicians applied the decision aids,®% in two studies the decision
aids were self-applied,'7® in one study the decision aids were applied by a pharmacist’” and in one study decision
aids were applied by artificial intelligence.*® All decision aids presented possible options regarding the patient’s de-
pression treatment. Specifically, four decision aids presented options for the of use antidepressant drugs, psychother-
apy/psychological treatment or watchful waiting.!737-340 Furthermore, two decision aids presented options for start,
stop, increase or switch antidepressant treatment.3®*8 Intervention’s characteristics are detailed in Supplementary File
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4, using the TIDieR checklist. Regarding the control group, in five studies, participants received either usual care or
no intervention, and in the remaining study, the decision aid was compared with an informative intervention.*’

Outcomes

Included RCTs assessed a wide variety of outcomes, including decision-making process outcomes, such as decisional
conflict, information exchange, patient knowledge, patients involvement in decision-making, decision regret, etc. Deci-
sional conflict is known as the degree of patient insecurity about possible consequences that occur after deciding their
health,*! and information exchange assess the communication between doctor and patient about their illness and its man-
agement when there is a need to decide on patient’s health.*? Additionally, there are also clinical outcomes (such as de-
pressive symptoms, adverse effects, treatment adherence and health-related quality of life). All the measured outcomes
and definitions, by each RCT, are presented in Table 1. Table 10utcomes evaluated in the included studiesAljumah
et al, 2015%” LeBlanc et al, 2015 Loh et al, 20073° Simon et al, 2012%° Perestelo-Perez et al, 2017'7 Sepucha et al,
201236 Adherence: Morisky Medication Adherence Scale (0-8 points)Adherence: Patient self-report and pharmacy
records to categorise patients’ adherence (Yes or no adherence)Adherence: single question: ‘How steadily did you fol-
low the treatment plan?’ (1-5 points, Likert scale)Adherence: single question (0—100 standardised points)Decisional
control preferences: Control Preference ScaleAdverse effects: mortalityHealth-related quality of life: EuroQol-5D in
Arabic version (0—100 points)Decisional conflict: Decisional Conflict Scale (0-100 points)Consultation time: docu-
mented in minutes by the physicians, following each consultation (minutes)Decisional conflict: Decisional Conflict
Scale (0—-100 points)Decisional conflict: Decisional Conflict Scale (0—100 points)Patient involvement in the decision-
making process: Observing Patient Involvement in Decision-Making scale (0—100 points)aKnowledge: self-developed
questionnaire (0—100 points)Patient involvement in the decision-making process: Man-Son-Hing-instrument (patient
perspective)Knowledge: self-developed questionnaire (0—-100 points)Knowledge: self-developed scale of knowledge
of treatment options (0-8 points)Knowledge: self-developed questionnaire about depression and methods for man-
aging depression symptoms (0—100% correct answers)Depressive symptoms: Montgomery—Asberg Depression Rat-
ing Scale (0-60 points)Depressive symptoms: PHQ-9Depressive symptoms: Brief PHQ-DDecision regret: Decision
Regret Scale (0-100 points)Treatment intention: question: ‘If you had to choose a treatment right now, what treat-
ment would you choose?’Patient’s beliefs about medicine: Patients’ Beliefs about Medicine Questionnaire (specific
and general) (5-25 point each)Patient involvement in the decision-making process: Observing Patient Involvement
in Decision-Making scale (0-100 points) (Evaluator perspective)Doctor facilitation: assess for the facilitation of pa-
tient involvement, given by the physician, during the consultation, using the Perceived Involvement in Care Scale
(0-100 points)Doctor facilitation: assess for the facilitation of patient involvement, given by the physician, during the
consultation, using the Perceived Involvement in Care Scale (0-100 points)Satisfaction of treatment: Treatment Satis-
faction Questionnaire for Medication: (0—100 points)Satisfaction of decision aid: questionnaire on acceptability and
satisfaction of the decision aidSatisfaction with clinical care: CSQ-8 questionnaireaPreparation for decision-making:
Preparation for decision-making scale (0—100 points)Information exchange: assess the information exchanged between
doctor and patient during the consultation, using the Perceived Involvement in Care Scale (0—100 points)Information
exchange: assess the information exchanged between doctor and patient during the consultation, using the Perceived
Involvement in Care Scale (0~100 points)'?

! EuroQol-5D, European Quality of Life-5 Dimensions; PHQ-9, Patient Health Questionnaire 9; PHQ-D, Der Gesundheitsfragebogen fiir Pa-
tienten (Patient Health Questionnaire in German version); CSQ-8, Client Satisfaction Questionnaire-8.
2 Results not presented in the paper.
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Risk of bias

Regarding the risk of bias, mostly all RCTs detailed random sequence and allocation concealment. Two RCTs presented
a high risk of attrition bias because they some participants were lost to follow-up. Furthermore, three RCTs had an
unclear risk of bias for selective reporting. All six RCTs failed to blind the outcome assessment, and five RCTs failed
to blind personnel and participants (Fig. 2). Fig. 2Risk of bias in the selected studies.

Effects on decision-making process outcomes

When pooling the RCTs, we found that decision aids had a beneficial effect on information exchange (two RCTs; WMD
2.02; 95% CI 1.11-2.93), patient knowledge (four RCTs; SMD 0.65; 95% CI 0.14—1.15) and decisional conflict, which
refers to patient insecurity about the possible consequences that occur after deciding their health (three RCTs; WMD
5.93;95% CI 11.24 to 0.61). Additionally, we found no statistically significant effect on doctor facilitation (two RCTs;
WMD 1.40; 95% CI 4.37 to 7.18).

Regarding the outcome of patient involvement in the decision-making process, two RCTs present their results for this
outcome, but each of them used a different instrument and perspective of assessment. Loh et al** used the Man-Son-
Hing scale (patient perspective) and found a statistical difference between study groups (mean difference 2.5; 95% CI
1.6-3.4). Alternatively, LeBlanc et al*® used the Observing Patient Involvement in Decision-Making scale (evaluator
perspective), and also found a statistical difference between study groups (mean difference 15.8; 95% CI 6.5-25.9).

The remaining decision-making process outcomes were assessed only by one RCT, and we did not find differences
between the study groups in terms of length of consultation, decisional control preference (between passive, active or
shared)'” and decision regret.40 However, we found a beneficial effect to be sure of the intention to choose a treatment
(sure or not sure),!” in the treatment satisfaction,?” in the decision aid satisfaction®® and the preparation of patients for
decision-making.*

Effects on clinical outcomes

We did not find beneficial effect on treatment adherence (three RCTs; SMD 0.20; 95% CI 0.31 to 0.71), and depressive
symptoms (three RCTs; SMD 0.06; 95% CI 0.22 to 0.09) (Fig. 3). Also, one RCT evaluated one adverse effect,
mortality, and reported no adverse effects in both intervention and control arms,3 and another one found no differences
between study groups for health-related quality of life.’” Fig. 3(a) Forest plot of decision aid for decisional conflict,
higher is worse. (b) Forest plot of decision aid for patient knowledge, higher is better. (c) Forest plot of decision aid
for depression symptoms, higher is worse. (d) Forest plot of decision aid for treatment adherence, higher is better.
(e) Forest plot of decision aid for doctor facilitation, higher is better. (f) Forest plot of decision aid for information
exchange, higher is better. SMD, standardized mean differences; WMD, weighted mean differences.

Sensitivity analysis

Three of the performed meta-analyses had important heterogeneity (I > 40). Of these, only the meta-analysis per-
formed for treatment adherence (three RCTs; SMD 0.20; 95% CI 0.31 to 0.71) included studies with contradictory
results. Thus, we executed a sensitivity analysis for this outcome, excluding the RCT by Simon et al,** because its
results contradicted the other results of the two RCTs by Loh et al and Aljumah et al.’”* The global effect of this
sensitivity analysis, with only two RCTs, was an SMD of 0.50 (95% CI 0.29-0.70).
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Certainty of evidence

We created a Summary of Findings table, using the GRADE methodology to assess the certainty of evidence. For
this, we included those outcomes that were considered important for the patient and/or their practitioner. We found
that the evidence for all these outcomes was of very low certainty, mainly because of high risk of bias, inconsistency
and imprecision of RCTs (Table 2). Table 2Summary of findings to evaluate the certainty of the evidence, using the
GRADE methodologyOutcomesAnticipated absolute effects (95% CI)Number of participants and studiesCertainty of
the evidence (GRADE)Risk with decision aidsInformation exchange between patient and doctora 2.02 pointsof

2022/S2056469420001308_inlinel. jpg

Perceived Involvement in Care Scale higher (1.11 higher to 2.93 higher)239 (2 RCTs)

Very lowb c:dPatient knowledgea0.65 s.d. higher (0.14 higher to 1.15 higher)982 (4 RCTs)

2022/52056469420001308_inline2. jp

Very lowb c>e’f Doctor facilitation of patient involvement during the consultational.40 points of Perceived

Involvement in Care Scale higher (4.37 lower to 7.18 higher)239 (2 RCTs)

2022/52056469420001308_inline3. jpg

Very lowb cd’f Patient involvement in the decision-making process, using two scales with different perspectives
(patient and evaluator) Both studies showed statistical improvement of patient involvement in the decision-making

process from both patient and physician perspective290 (2 RCTs)

2022/52056469420001308_inline4. jpg

Very lowb cdDecisional conflictg5.93 points of Decisional Conflict Score lower (11.24 lower to 0.61 lower)558 (3

2022/S2056469420001308_inline5. jpg

RCTs)

Very lowb c’eConsultation timea2.5 minutes higher (0.9 lower to 5.9 higher)194 (1 RCT)

2022/52056469420001308_inline6. jpg
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2022/S2056469420001308_inline7

Very lowb cd Adherence to treatmenta0.20 s.d. higher (0.31 lower to 0.71 higher)459 (3 RCTs)

2022/52056469420001308_inline

Very lowb c'e:f>dDepression symptomsg0.06 s.d. lower (0.22 lower to 0.09 higher)667 (3 RCTs)
Very lowb cHealth-related quality of lifea0.02 points in EuroQol-5D higher (0.8 lower to 0.12 higher)220 (1
RCT)|image9|

Very lowb,c,d3456789 10

Discussion

We included six RCTs that evaluated the effects of decision aid in adults with depression. These studies were hetero-
geneous, had small sample sizes and presented with a high risk of bias. When pooling the RCTs, we found benefits in
some outcomes such as decisional conflict, patient knowledge and information exchange, but not in clinical outcomes
such as depression symptoms or treatment adherence. All of the outcomes included in the Summary of Findings table
had very low certainty of evidence.

The interventions used in the six included RCTs fulfilled all the qualifying items from the International Patient Decision
Aid Standards Collaboration criteria.?” However, there was heterogeneity regarding the type of decision aids used
(including leaflets, booklets, cards, DVD, a webpage or artificial intelligence), treatment options in the decision aids and
by whom they were administered (physicians, pharmacists, researchers or the patient themselves). This heterogeneity is
expected because the use of the decision aids largely depends on context, and has to be adapted according to population
needs.'® However, the fact that there were not even two studies that used the same decision aid affects the capability of
synthesis and interpretation of the pooled results.*3

Regarding the quality of the included RCTs, participants were not blinded because of the intervention’s intrinsic nature.
This represents an important source of bias as the perception of subjective outcomes could have been influenced.**
Additionally, most RCTs used a no-intervention group as the control without placebo. However, using an information-
based intervention about treatment options for depression without a decision-making process as a control group in the
RCTs would have helped to prevent the complex intervention effects, and ensure that the effects of the decision aid are
not explained only by higher attention from a health professional.*>

Regarding the effects of decision aid, our pooled estimates suggest no effect in clinical outcomes, as described by
a previous review that assessed decision aid in patients with mood disorders and found no effect with depressive
symptoms,*® and by another systematic review that assessed decision aid for screening tests and found no effect in
treatment adherence.*’ These results could be explained by a linear and logical sequence that we propose. First, the
decision aid gives the information to the patient about depression and its treatment options, which explains the ‘knowl-
edge’ improvement. Then, the patients are more capable of discussing the disease and their treatment options with

3 EuroQol-5D, European Quality of Life-5 Dimensions; GRADE, Grading of Recommendations Assessment, Development and Evaluation; RCT,
randomised controlled trial; s.d., standard deviations.

“# Higher points are better.

5 Blinding of allocation, personnel and/or outcome assessment was not detailed in the publication. Incomplete data are reported.

6 Sample sizes were small (<400).

7 Selective reporting was not evaluated as the protocol was not available.

812 > 40%.

9 95% confidence intervals include 0.5 value.

10 Higher points are worse.
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the health professional, which explains the ‘information exchange’ improvement. Later, the patient feels capable of
making a choice, which explains the decrease in ‘decisional conflict’. After making a choice, the patients receive their
treatment and feel satisfied with their decision, which improves the ‘sure of the intention to choose a treatment’, the
‘treatment satisfaction” and the ‘decision aid satisfaction’. Lastly, it would be expected that all of these achievements
are translated into clinical outcomes: a higher treatment adherence and subsequent reduction of depressive symptoms.

However, regarding this last point, other factors could influence clinical outcomes. Adherence could be affected by
accessibility to the treatment, the way the patients perceive the effectiveness of the treatment, severity of the disease,
etc.*® Additionally, depressive symptoms could be affected by the treatment adherence itself, the adequacy of the chosen
treatment for the clinical characteristics of the patient and other psychosocial factors.*’ In addition, some methodologi-
cal issues could explain the results. None of the studies included in the meta-analysis of depressive symptoms, and only
one of the three studies included in the meta-analysis of treatment adherence were designed to assess those outcomes,
so there could have been a lack of power to find a difference between study groups.

The pooled analysis found no effect of decision aids on treatment adherence (SMD 0.31 to 0.71). This meta-analysis
included three RCTs.*73%4% One of them*® contradicted the results of the other two, in addition to having the smallest
sample size and the highest risk of bias (as a result of attrition bias and small sample size). Thus, a sensitivity analysis
removing that RCT found a beneficial effect of decision aids for treatment adherence (SMD 0.50; 95% CI 0.29-0.70).
Thus, we cannot exclude a possible positive effect of decision aids on treatment adherence, which has to be assessed in
future studies.

On the other hand, we did find beneficial effects in decision-making process outcomes, such as decisional conflict,
information exchange and patient knowledge, similar to a previous review.*® These three outcomes are expected for a
decision aid designed to facilitate the shared decision-making process. Five!7¢3840 out of six RCTs assessed deci-
sion aids developed to enhance patients’ involvement in the decision-making process, support their choices, empower
them and improve their knowledge about their therapeutic options. Consequently, the decision aid’s main objective
may determine the outcomes (decision process or clinical outcomes) it will affect. Future studies assessing decision
aid clinical outcomes must assess a decision aid specially designed to improve clinical outcomes, such as treatment
adherence, depressive symptoms and quality of life.

Altogether, our results suggest that the use of a decision aid in patients with depression may have an effect on knowledge,
information and decision-related outcomes. However, its effect on adherence is doubtful, and there seems to be no
effect on depressive symptoms. Although we found a very low certainty of the evidence, stakeholders are needed to
decide in this regard. Healthcare institutions must consider the costs, acceptability and applicability of this intervention
in their context. Additionally, healthcare professionals must consider the balance between desirable and undesirable
consequences of the decision aid’s application, and acknowledge the patient information and involvement as decisive
components for the shared decision-making process,’*>! to make a decision applicable to each particular patient.

Limitations and strengths

Our study included a small number of heterogeneous studies. However, we decided to conduct a meta-analysis to
test the hypothesis about the overall effect of decision aid in patients with depression, for a better decision-making
process.*® The certainty of the evidence was very low for all the prioritised outcomes, which demonstrates the need for
more well-designed and adequately reported RCTs with higher sample sizes.

On the other hand, this systematic review has important strengths: it followed the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses statement and was inscribed in the PROSPERO database. Also, we performed a
comprehensive search strategy across multiple databases, without language restriction, and across articles that cited
each of the found studies, which allowed us to find all studies reported in previous systematic reviews***’ and other
studies that were not found in these reviews. Lastly, we evaluated the certainty of evidence with the GRADE method-

ology.

In conclusion, we found six RCTs that evaluated the effects of decision aid in adults with depression. Evidence of very
low certainty suggests that decision aids may have benefits in decisional conflict, patient knowledge and information
exchange, but not in clinical outcomes (treatment adherence and depression symptoms). More RCTs are needed to
adequately assess the effects of decision aids in patients with depression.
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pmc I do indeed agree with the statements in Professor House’s final paragraph and with several of his other points,
for example, that there are many vested interests in the debate about public mental health, and that we can see the
term ‘mental health’ itself as both effect and cause of the individualisation of societal problems. Indeed, it is that
individualisation — not, as he seems to assume, the psychiatric profession itself — that my critique is aimed at. I have
always argued that all professions, including my own, need to be aware of the limitations and potential harms of their
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theories and practices. That is why I raised concerns not just about over prescribing, but about ‘formal psychological
interventions [which may be] unnecessary for most and can actually be harmful if implemented too early.’

I find Professor House’s final phrase °...a muddled polemic animated as much as anything else by anti-psychiatry
sentiment’ the most worrying part of his response. This kind of language suggests that he has moved beyond rational
and evidence-based argument, into ad hominem dismissal. It invites a fight rather than a debate, and since I do not
identify as ‘anti-psychiatry’ (whatever that means) I have no desire to take up such a challenge. I will simply observe
that the areas in which I take a different position from him are fundamental, legitimate and increasingly common. For
example, clinical psychologists’ professional guidelines on formulation state that it is ‘not premised on a functional
psychiatric diagnosis’.! Professor House is free to use the term differently but not to simply rule other definitions out
of court. Yes, we need to offer immediate help to individuals as well as addressing adversities, but that help does not
have to be based on unproven medical assumptions about the nature and origins of their distress. Yes, there are social
causal factors and unclear boundaries in some physical health conditions, but no one is arguing that diabetes is a mental
health problem; common sense tells us that this analogy doesn’t work, despite the claims of anti-stigma campaigns and
some professionals. And so on.

In 2017, a United Nations report noted ‘The urgent need to. .. target social determinants and abandon the predominant
medical model that seeks to cure individuals by targeting “disorders™ and recommended that ‘Mental health poli-
cies should address the “power imbalance” rather than “chemical imbalance™.? Rather than allowing ourselves to be
distracted by attempts to defend a failed paradigm, we all urgently need to work towards this future.

Declaration of interest
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Abstract

Undergraduate psychiatric education is essential for the training of medical students and for their
recruitment into psychiatry. A significant shortage of graduates choosing a career in psychiatry has
been recently documented, and this trend might have many causes. When medical students have
positive experiences of teaching, elective placements and exposure to psychiatric patients, their atti-
tudes towards psychiatry are significantly better. Therefore, there is a need to improve the quality of
undergraduate training courses in psychiatry. Innovative teaching strategies are suggested, including
the use of movies, virtual reality, simulated patients and multiprofessional training wards.
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pmc Undergraduate education in mental health is an essential part of the training of medical students. Given the high
prevalence of mental health problems in the general population, all practitioners should have the basic skills to identify
and manage mental disorders.! According to the World Psychiatric Association (WPA), undergraduate psychiatric
education aims to improve the quality of mental health education and, consequently, the quality of care provided to
people with mental disorders.

Furthermore, high-quality undergraduate education in psychiatry is crucial for the future recruitment of medical stu-
dents into psychiatry as a specialty. In the past 10—15 years the percentage of graduates choosing a career in psychiatry
has been significantly reduced.? Possible explanations for this negative trend include the low quality of teaching, stigma
towards people with mental disorders and negative attitudes of medical doctors towards psychiatry.® In particular, it
could be that some aspects of the psychiatric discipline, such as the use of compulsory treatment and the presence of
negative stereotypes attached to psychiatrists, may have an adverse effect on both recruitment and retention of med-
ical students in psychiatry.>> In some European countries, students may consider a placement in psychiatry as ‘low
priority’.®

However, students’ attitudes towards the discipline change if they have positive teaching experiences, elective place-
ments and direct contact with patients with mental disorders. Several strategies have been proposed for improving the
attitudes of medical students towards psychiatry. These include direct contact with patients (particularly those who
get better after treatment), an emphasis on the evidence-based treatments and approaches used in psychiatry, and a
close relationship with consultants and senior trainees during their education. Therefore, to overcome stigma and the
negative image of the discipline, in 2009, the Royal College of Psychiatrists in the UK suggested organising periodic
meetings between medical students and licensed psychiatrists throughout medical school and the development of an ad
hoc mentoring programme.’

Furthermore, receiving an adequate undergraduate psychiatric education may be useful not only for students interested
in psychiatry, but it could also help those who want to pursue a different medical career. In particular, undergraduate
psychiatric education may teach them the communication skills, and explain concepts and thought processes necessary
to understand patients and their disorders from biological, psychological and sociocultural viewpoints.

Improving the quality of undergraduate education can support the process of de-stigmatisation of psychiatry, since
medical students can develop correct and unbiased opinions regarding the discipline, which in turn can play a signifi-
cant role in ameliorating the healthcare services provided to patients with mental health problems (or related physical
complaints) in other medical settings.

Taking a worldwide perspective, this paper aims to: (a) describe the characteristics of undergraduate training in psychi-
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atry; (b) discuss the most relevant unmet needs of undergraduate training in psychiatry in medical schools; (c) outline
some innovative strategies to improve undergraduate psychiatric education.

Characteristics of undergraduate training in psychiatry

Undergraduate psychiatric training greatly varies across different countries and university sites. Some medical schools
include psychiatry programmes as optional, and others have only 2 weeks of mandatory formal training in psychiatry.
A recent survey promoted by the International Federation of Medical Students’ Associations (IFMSA) in collaboration
with the WPA noted that psychiatry education is mandatory in 81 out of the 83 surveyed countries, and is an elective
course only in two countries (Ethiopia and Nigeria).® Furthermore, the duration of classes on theory significantly varies
across countries (e.g. from just 1 day to more than 30 days); Nigeria and Burkina Faso do not have any practical classes
at all. Even in Western countries, some medical schools offer only 4 weeks of training in psychiatry.” Undergradu-
ate psychiatric training in the USA is longer than it is in Asian and Pacific regions. Methods for evaluating students’
knowledge and competencies also vary among countries, although the most common way of assessing it is multiple
choice questions. The format of teaching does not significantly vary, with most medical schools offering a combina-
tion of lectures, bedside teaching and computer-based learning.® Overall, the survey conducted by IFMSA shows that
undergraduate psychiatric education is not given enough prominence in undergraduate medical curricula.

Unmet needs and the way forward for undergraduate training in psychiatry

A number of unmet needs in undergraduate psychiatric education have recently been highlighted in the literature. In
particular, the limited availability of tutors, highly trained faculty members and clinicians at several sites is adversely
affecting the quality of provided and perceived undergraduate training.'?

Second, in some contexts, limited resources are a significant obstacle to good-quality training, especially in relation to
access to adequate facilities and evidence-based educational materials.

Many traditional educational methods are not easily applied in undergraduate psychiatric education (e.g. some patients
may be reluctant to disclose their mental problems to students because of delusional thoughts; others may feel that
the presence of a third person breaks the therapeutic alliance with their psychotherapist). Furthermore, in many sites,
students have limited access to psychiatric patients at the bedside, and thus gain little practical knowledge of many
psychiatric disorders.!!

Therefore, novel methods to teach psychiatry should be put in place and trialled. It is beyond the scope of this paper
to systematically review all the innovative teaching models used in psychiatry, so we have selected some of the most
promising approaches to outline here.

Simulation techniques offer one innovative solution. Techniques such as student role-play and simulated patients have
been found to improve the communication skills and empathy of undergraduate medical students and seem to be very
well accepted.'? These techniques are used to teach history taking and formulating a management plan and can depict
challenging clinical situations (e.g. acutely agitated patients) or rare syndromes, which would otherwise be neglected
during training.'?

Another innovative solution is the use of movies as an educational tool. Watching movies and videos with students may
allow them to discuss misconceptions about mental disorders in a relaxed setting (i.e. not in the patient’s presence) and
whether the clinical descriptions are accurate or not. Using videos to teach particular topics to medical students has
been shown to result in improved recall of those situations.'*

The Psychiatry Early Experience Programme (PEEP) was proposed in 2015 in the UK. Medical students are paired
with specialists in psychiatry, to shadow them while on-call and for one regular day shift during each of their jobs."
By joining the programme, students are exposed to a wide range of mental health problems and develop insight into
psychiatric trainees” work. The students can also attend lectures given by psychiatric experts and clinical sessions with
patients. The programme looks very promising, as confirmed by the fact that many students who joined it developed
more positive attitudes towards psychiatry and seemed less reluctant to choose psychiatry as a specialty.'?
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In 2019, the American Psychiatric Association launched the Psychiatry Student Interest Group Network (PsychSIGN),
anetworking initiative that includes students interested in psychiatry. It provides resources and mentoring opportunities
for students to help them to deepen their interest in the field.>'

Interprofessional training wards offer another innovative teaching opportunity. These enable students and trainees from
different health professions to work in collaboration to manage the medical treatment and rehabilitation of real-life
patients, taking a multidisciplinary perspective.

Finally, another aspect to be improved is related to providing feedback to medical students at the end of their rotation
in psychiatry. A recent study carried out in Sweden using a structured feedback tool found that medical students were
more satisfied at the end of the rotation period if they had received structured feedback on their internship.'”

Conclusions

Undergraduate training in psychiatry is essential for psychiatric education and practice. Providing good-quality under-
graduate training increases students’ interest in mental health, reduces stigma towards people with mental illness and
increases students’ confidence in working with people with mental health problems. '8

Initiatives aiming at improving psychiatric education during the early years of medical school have been well received
and have been found to be effective in changing the attitudes of medical students towards the discipline. Novel tech-
niques using virtual reality, movies and simulation can help increasing the psychiatric knowledge and practical skills
of undergraduate medical students, without affecting patient confidentiality and the therapeutic alliance.

This work has been conceived within the activities of the WPA Section on Education in Psychiatry, whose members
are acknowledged for their ongoing commitment and support in improving the quality of undergraduate education in
psychiatry.
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pmc Formerly Professor and Head of the Institute of Psychiatry, Rawalpindi, Principal, Rawalpindi Medical College
and Vice-Chancellor, University of Health Sciences, Lahore, Pakistan

Malik Hussain Mubbashar, the leader of psychiatry in Pakistan for a generation and a pioneer in the development of
community mental health services and psychiatric research, died on 10 August 2020, at the age of 75 years. His work
in the establishment of community mental health services served as a model for such services in low-income countries
throughout the world. Initially, local men were recruited and trained to provide services to those identified in need.
This was soon followed by school programmes, which enlisted head teachers, persuading them to include information
about mental disorders in their curricula. Professor Mubasshar was remarkably innovative in his approach, for example,
recruiting children to identify people in their village who might benefit from seeing a doctor and arranging travel for
them. His research activities were always both scientifically rigorous and highly relevant to the needs of people with
mental health problems in areas where specialist services were thin on the ground or non-existent. He carried out
a community survey of stress and psychiatric disorder in rural Punjab, a prevalence study of psychiatric morbidity
among the attendees of a native healer in Rawalpindi, as well as a unique randomised trial of the impact of a school
mental health programme in rural Rawalpindi, Pakistan. He had a highly productive publication record, authoring or
co-authoring many peer-reviewed papers as well as 28 books.

He was highly effective as a teacher. At the Rawalpindi Medical College (RMC), where he was Principal for some years,
he reorganised undergraduate education, introducing problem-based learning. As Vice-Chancellor of the University of
Health Sciences, Lahore, he made the study of behavioural sciences mandatory in undergraduate medical education.
He was responsible for the postgraduate psychiatric training of large numbers of junior doctors, for many of whom he
arranged further training in the UK, especially with Professor David Goldberg in the Department of Psychiatry at the
University of Manchester, with whom he developed a special link. When they achieved consultant status, many of his
former trainees would put up a photograph of Professor Mubasshar in a prominent position in their departments. He
was also active in obtaining legal rights for people with mental illness in Pakistan. After years of incessant effort, he
was instrumental in the passage of the Mental Health Ordinance 2001. His interest in promoting public policy in favour
of the mentally ill more generally motivated him to make links with whoever was President of Pakistan at the time.

His influence in psychiatry extended well beyond national boundaries. His Institute of Psychiatry in Rawalpindi was
recognised as a World Health Organization (WHO) Collaborating Centre for Mental Health Research and Training,
of which he was the Director. Among many other international positions, he was chair of the Global Mental Health
Network, Global Forum for Health Research at WHO, Geneva. The WHO Community Mental Health Programme was
his brainchild, and he had a particularly influential link with the development of such programmes in the WHO Eastern
Mediterranean region.

Malik Hussain Mubbashar was born in Lahore on 1 August 1945, the son of Miraj-ud-din Malik and Shahzadi Anwar.
His father was a government employee in the irrigation department. After completing his medical training at King
Edward Medical College, Lahore, in 1968 with honours, he underwent further medical and then psychiatric training
in London at Guy’s Hospital with David Stafford-Clark. While in England he passed the membership examinations of
three UK medical colleges. He was strongly motivated by having seen in childhood the ill-treatment of the mentally
ill.

On return to Pakistan in 1972, he was appointed to the Central Government Hospital, Rawalpindi. However, to his
disappointment, the administration of the hospital made it abundantly clear that he was not welcome as a psychiatrist
and refused him any clinic space to see psychiatric patients. Manifesting his inevitable grit, as he did throughout his
career, he set up his table and chair under the shade of a tree in a neglected, remote corner of the hospital. Within 8
years, his department had grown into an Institute and then into a WHO Collaborating Centre.

His administrative talents and leadership qualities were rapidly recognised. Professor Mubbashar was closely involved
with the College of Physicians and Surgeons Pakistan (CPSP), becoming Dean of the newly formed Faculty of Psychi-
atry. He was elected President of the Pakistan Psychiatric Society. He served as Principal of the Rawalpindi Medical
College before going on to become the Vice-Chancellor of the University of Health Sciences, Lahore.

During his lifetime he was accorded many honours. Two of the highest civilian awards of the Pakistani government,
Hilal-e-Imtiaz and Sitara-e-Imtiaz, were conferred on him. The CPSP’s gold medal for psychiatry, the most prestigious
medal in the field, is named the Malik Hussain Mubbashar Gold Medal.

In his spare time, he enjoyed visiting rural areas and trekking.
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Professor Mubasshar is survived by his wife Dr Yasmin Mubbashar, whom he married in 1973, children Sabooh,
Aamna, Zainab, Saima, Fatima, Maryam and Imtiaz (five of whom are psychiatrists) and 15 grandchildren.
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pmc Ruth Paddon has written a short biography. It is devoid of self-pity and rancour; it has a simple, pellucid style that
I found very moving.

She describes coming through childhood abuse, anxiety and parental illness to reach an early adulthood that appeared
promising. She then developed depression and psychosis (and anorexia) and had several hospital admissions. Her
initial life plans and expectations were not fulfilled but she made use of other options that became available, including
moving to Italy. Adverse experiences are clear but not harrowing, there is no bitterness despite the pain, and she thanks
those who have supported her. The personal descriptions are complemented by family photos which locate her and her
family as ordinary human beings.

As a psychiatrist, I often reflect on how little time I spend with each patient: maybe 15 minutes a week for an in-patient
and 30 minutes every 3 months for an out-patient. Meanwhile, they are hearing voices or experiencing negative thoughts
most of the time every day. Paddon gives a very balanced view: it is clear that most of her time is without professionals
but she is positive about all the staff she mentions; she values the specific role they have to play (particularly when
performed with warmth and friendliness). She is clear about the more extensive (and different) help she has had from
her family (particularly siblings).

I knew Ruth Paddon in a professional capacity many years ago. I found it personally educational to see how I figured
(briefly) in her life and compare it with my experience of being her psychiatrist.

This book is very readable and it is relatively short (34 pages of text and 10 of photos). I would recommend it to
psychiatric staff, patients and relatives equally. It is a balanced, genuine and accessible account of a life that has been
intermittently diverted or temporarily held up (the ‘stillness’ of the title) by depression and psychosis.

It is currently available only to order from the publisher (email: info@tempoallibro.it).
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pmc Psychiatric trainee, North East London NHS Foundation Trust, UK

Dr Mamoona Rana, a much loved, highly regarded, enormously valued and committed junior psychiatrist, died at the
age of 48 years of COVID-19 on 16 April 2020 after a short illness.

Mamoona was born in Punjab, Pakistan, the youngest of four children. She graduated from Lahore Medical College,
worked in her native country for some years, after which she and her husband emigrated to the UK. She secured
a training post in psychiatry in 2018 and embraced the discipline with huge enthusiam. She had a lovely bed-side
manner and great listening skills. At an early stage in her career she showed a keen interest in teaching and was often
to be found with medical students on the wards instilling them with her newly acquired knowledge of psychiatry. Her
eagerness for learning was infectious. She had enormous potential and there is no doubt she would have contributed
enormously to the field of psychiatry.

Mamoona was a calm, caring and loving person, who was intelligent, witty and full of life. Her husband, Dr Azeem
Qureshi, an anaesthetist at Newham University Hospital, describes her as a remarkable woman who gave hope and joy
to those around her. She was also a very good cook and a devoted mother.

Mamoona was buried in East London, her family in Pakistan being unable to attend her funeral owing to the coronavirus
travel restrictions. She is survived by her husband Azeem, and their §8-year-old daughter Narmin.
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Lynn Gillis, who died recently at the age of 96 years, was, over a long period, one of the leaders of academic psychiatry
in South Africa. In the 1960s and 1970s, he was a pioneer of community psychiatry and set up numerous community
psychiatry services, mostly led by nurses. Under his guidance, a day hospital was established in 1963 in Cape Town,
allied to a community service and psychiatric social club, which promoted continuity of care for patients in the com-
munity. This linked outreach provisions with psychiatric advocacy, aiming to destigmatise mental illness. Out-patient
clinics were established at most hospitals and peripheral clinics in many parts of the country, which catered mostly
for patients who had been discharged from hospital. Later legislation in 1976 made formal provision for a community
service in country areas associated with particular psychiatric hospitals. Over time, an active Division of Child and
Adolescent Psychiatry was established in Cape Town’s Red Cross War Memorial Children’s Hospital.

Courageously defying apartheid segregation, Lynn integrated staff across wards. In 1968, he carried out a significant
research project into the rate of mental illness and alcoholism in the multiracial groups of people in the Cape Peninsula.
Later, he organised a community service for alcoholism, and a specialised geriatric service, the first in South Africa. In
1980, he was appointed to head the newly established Social Psychiatry Medical Research Council Unit, which focused
on research in community-based mental health. In collaboration with Professor Julian Leff of the UK Medical Research
Council, he carried out a number of studies of the social precipitants of relapse in schizophrenia. Their studies revealed
massive discrepancies in the lived experience of the different racial groups.

Lynn’s clinical teaching and research laid the foundations for the existing Department of Psychiatry at the University of
Cape Town, now a leader of psychiatric research on the African continent. Professor Dan Stein, the current Head of the
Department, recalls that ‘the clinical, teaching, research, and social responsiveness strengths of the existing Department
are in no small measure due to his pioneering work’. As well as clinical work and carrying out research, Lynn wrote
several books dealing with different aspects of clinical practice in psychiatry and psychiatric education. Towards the
end of his life he published a series of reflections on his rich and varied experience.

Lynn was born on 1 February 1924 to Jewish parents who had migrated from Kretinga in Lithuania. His father, Julius
Gillis, was a dentist who grew competition roses as a hobby. His mother, Annie Gillis (née Lynn), was a concert
pianist who gave music lessons locally. He was first brought up in the small South African town of Kroonstad in the
Orange Free State. As a result, he spoke vernacular Afrikaans (a language he deemed second only to Yiddish in its
rich array of metaphors and flamboyant curses) with fluency. At the age of 9 years, a year after the family had moved
to Johannesburg, he contracted scarlet fever. His experience in the Children’s Fever Hospital may have influenced his
later ideas about hospitals as institutions.

He entered Witwatersrand medical school in 1941. He interrupted his medical studies to enlist as a medical assistant in
the South African Medical Corps, serving in makeshift hospitals in North Africa and Italy. Returning to South Africa
in 1945, he completed his medical studies, qualifying as a doctor in 1948. After qualification, he worked until 1962 at
Tara Hospital, Johannesburg, a pioneering mental health facility where he was influenced by the indomitable Dr Mary
Gordon, a migrant from Russia. In the 1950s, Lynn took a break from Tara to hold positions at both the Maudsley
Hospital in London and St Francis Hospital, Haywards Heath in Sussex. In 1962, he was recruited to fill the position of
founding Head of the Department of Psychiatry and Mental Health at the University of Cape Town and first consultant
at Groote Schuur Hospital (posts he held for 27 years).

During his career, Lynn won numerous awards, among them the Salus Medal (silver) for Meritorious Service to
Medicine (1989) and the Merit Award for Outstanding Services, Medical Association of South Africa (1990). He also
held many positions of responsibility, including President of the South African National Council for Mental Health
(1969-1970, 1976-1978, 1981-1983) and President of the College of Psychiatrists of South Africa (1969-1971). He
was an elected member of the International Brain Research Organization (1977-1989), President of the South African
Geriatrics Society (1978—-1980), President of the South African Gerontological Association (1982—-1993) and Chairman
of the National Research Programme on Ageing of the South African Population, Human Sciences Research Council
(1987-1991). He was a founding member and later Fellow of the Royal College of Psychiatrists (1971).

Although a reserved man, Lynn’s warmth, compassion and mischievous humour influenced several generations of psy-
chiatrists, psychologists and allied practitioners as much as his professional capacities as inspirational teacher, mentor
and author of many publications. He had a long-lasting effect on his trainees, many of whom rose to eminence in
South Africa, the USA and the UK. Today, they still acknowledge the lasting legacy of his singularly trusting style of
leadership, which fostered personal initiative. Ever curious, his awareness of the many contradictions and unconscious
processes of the human mind drew Lynn to psychoanalysis, and he pursued a lifelong interest in Buddhism. He always
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had a subtle appreciation of beauty, art and music. In retirement he studied sculpture and became a prolific creator of
many austere carvings in marble and rare woods. An enthusiastic mountaineer, he remained remarkably healthy and
agile until his last years. He was lucid and fiercely independent to the end of his full and fulfilled professional and
artistic life. He died on 24 May 2020.

His wife Shirley (née Lurie) died in 2015 after they had been married for 64 years. One daughter, Susan, died in 2012.
He leaves a daughter Jennifer, four grandchildren and three great grandchildren.
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pmc The ‘Cognitive Sports Therapy Manual’ is a 120-page book centred on holistic, fundamental concepts, such as
‘mind, body, breath’, for supporting mental health. It is based on 12-week practical courses and support groups (avail-
able at www.cognitivesportstherapy.com), designed by a founding Multi Disciplinary Team composed of psychiatric,
general practice, yoga and exercise professionals. It includes the use of non-medical jargon and practical tools, such
as a gratitude journaling, screening tools, care planning, worksheets and calendar logs, for tracking personal progress
related to ‘mind, body and breath’ exercises.

This type of manual is timely, particularly given the emerging robust evidence base for the therapeutic role of ‘lifestyle
psychiatry’ (e.g. exercise, nutrition, sleep, stress management and adverse health behaviours) within severe mental
illness. The back of the manual makes reference to some of these key papers and texts.

Within front-line psychiatry work, the use of some of these proposed, alternative therapeutic methods is well aligned
with the preventative direction of the NHS Long Term Plan. This may prompt traditional Multi Disciplinary Teams to
include professionals who can optimise such lifestyle factors (e.g. physiotherapists), particularly when patients with
severe mental illness cite lack of staff support as a major barrier to physical activity engagement.

Despite idealism toward holistic interventions, we also have evidence from pragmatic trials led by Gaughran et al
(https://doi.org/10.1186/s12888-017-1571-0), demonstrating the challenges of embedding positive lifestyle factors for
severe mental illness. Therefore, this type of manualised approach may be more suited as a well-being strategy for
those with higher levels of motivation. Further, I believe that the book should have included a screening function or
content related to the risks of over-reliance on exercise as a coping mechanism, as we know this can result in exercise
addiction and associated dysfunctional eating behaviours.

In summary, I enjoyed reading this manual and knowing that there are professional initiatives exploring holistic, lifestyle
factor optimisation that can benefit individuals across the mental health spectrum.
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Abstract
The number of people following a vegan diet in the UK is increasing. Eating disorder clinicians are
anecdotally reporting that more of their patients with anorexia nervosa are wanting to follow a vegan
diet. The relationship between veganism and eating disorders is unclear. A fictitious scenario is
used to explore these issues. An approach is described that clinicians may follow to help patients to
understand the potential relationship between their eating disorder and veganism. The human rights
issues this involves are also explored. It is hoped that this article will make readers more aware of
this complex issue and the impact it can have on engagement with services and on treatment options.
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Clinical scenario

You are a trainee in a tier 4 specialist eating disorders unit (SEDU) and a 22-year-old female has been admitted under
section 3 of the Mental Health Act 1983 (MHA) with a body mass index (BMI) of 12.7 kg/m?, having lost 7 kg in 5
weeks. She has had amenorrhoea for 2 years. She was diagnosed with anorexia nervosa at age 17, requiring a 6-month
admission, also under section 3 of the MHA, to a general tier 4 child and adolescent mental health unit. Since age 18,
she has followed a strict vegan diet, whereas her family do not. She says her reasons for adopting this are ethical: a
concern for the environment and animal welfare. Her family have questioned this, citing the timing of her illness and
some lifestyle choices that conflict with veganism, such as using cosmetics containing animal products.

The SEDU has been unable to provide a full vegan diet. As a result, she is refusing to eat. For the past 72 h she
has retired to bed and is only drinking water. At present, her physical health observations are stable. In the morning
handover, the nursing staff request a professionals’ meeting following the unit’s policy regarding refusal to eat.

Questions to consider: What is the relationship between veganism and eating disorders?How can clinicians assess
this?What are the patient’s rights with regard to dietary choice on the in-patient unit?What are the nutritional consid-
erations of a vegan diet?What are the implications for refeeding patients who are vegan?

Discussion

The complex relationship between veganism and restrictive eating disorders

The Vegan Society defines veganism as: “‘A philosophy and way of living which seeks to exclude — as far as is possible
and practicable — all forms of exploitation of, and cruelty to, animals for food, clothing or any other purpose; and by
extension, promotes the development and use of animal-free alternatives for the benefit of animals, humans and the
environment. In dietary terms it denotes the practice of dispensing with all products derived wholly or partly from
animals.’!”Compared with vegetarianism, veganism requires extensive dietary and lifestyle restrictions to avoid any
product derived from animals.

Clinicians who support patients with restrictive eating disorders such as anorexia nervosa will be aware of the num-
ber of ways that patients can restrict their diet, ranging from total caloric restriction and self-diagnosed dietary al-
lergies/intolerances to socially acceptable dietary restrictions such as vegetarianism or veganism. The link between
vegetarianism and the development of eating disorders is well established in the literature.>® These researchers sug-
gest that some individuals with restrictive eating disorders adopt a vegetarian diet to limit the available dietary choices
or to justify a choice that is lower in calories. However, this apparent link may be due to methodological problems
encountered in some of these studies. For example, eating disorder screening tools would not be able to differentiate
between dietary restraint from being vegetarian or restraint driven by an eating disorder.”?

For decades, diets have claimed to assist weight loss by advocating different forms of restriction. It is known that fol-
lowing diets can be the trigger to developing eating disorders in vulnerable individuals.® A recent example of a popular
diet is the ‘clean eating movement’, which advocates eating freshly prepared, unprocessed foods and recommends eat-
ing more plant-based foods. This movement is highly active on social media, with prominent influencers advocating
diets, often with no qualifications to do so. If taken to an extreme, this can lead to ‘orthorexia’ . Orthorexia describes
a presentation in which the person becomes pathologically obsessed with eating healthy food.!®!! The term, coined
by American physician Steven Bratman, does not appear in any of the classifications used in psychiatry but is used
in practice to describe this presentation. For some patients, the overlap between healthy eating, dieting, clean eating,
orthorexia and veganism is blurred.'?

In the past 10 years, the number of people following a vegan diet in the UK has increased and veganism is particu-
larly common in younger age groups,'? females'* and those living in urban areas.'> It is estimated that ~1% of the
UK population now follow a vegan diet.'® Clinicians may be worried that veganism shares aspects in common with
restrictive eating disorders, controlled dietary exclusion and checking of food labels. Some researchers have suggested
that the theoretical link between dietary restriction seen in eating disorders is mirrored in veganism.'”!® Furthermore,
the individuals who are more likely to adopt a vegan diet have demographic overlap with those at risk of developing an
eating disorder.
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At present there is a lack of research into veganism in individuals who have restrictive eating disorders. Some studies
have shown that those following a vegan diet are at lower risk of developing pathological eating disorders,'® whereas
others have highlighted that former adolescent vegans may be at increased risk of extreme ‘unhealthful’ weight-control
behaviours.” However, adolescence is a period in which an individual starts to become independent of their family,
become more socially conscious and develop their self-identity. Many young people adopt dietary patterns that are
different from their families’ and therefore clinicians need to be aware of the distinction between healthy curiosity or
lifestyle choices and eating-disordered behaviours.

We conducted a flash survey, via SurveyMonkey, on 1 March 2018 to identify how many patients receiving either
specialist eating disorder unit (SEDU) treatment or day hospital treatment identified as vegan on admission. In total,
65 specialist services responded, representing 1008 patients with eating disorders. Within adult services, rates of
veganism were reported as 46/419 (11%) in the SEDUs and 11/173 (6.4%) in the day hospitals. In child and adolescent
services, the rates were 37/230 (16%) in the SEDUs and 15/186 (8.1%) in the day hospitals. These rates are higher
than the national reported prevalence'® of 1% and this initial finding suggests that more research is needed to identify
the actual prevalence within SEDUs.

Approach to assessing vegan diets in people with eating disorders

Clinicians should be mindful of two key questions when trying to distinguish whether an individual is following a vegan
diet for ethical reasons or not. First, are ethical choices seen in non-food aspects of life, such as clothes, toiletries and
use of free time? Second, is there a pattern of increasing dietary restriction, such as starting off with healthy eating,
then vegetarianism and finally veganism, or were ethical concerns present before the dietary restriction began?

What are the patient’s legal rights regarding dietary choice within SEDUs?

When balancing medical decision-making with human and equality rights, clinicians should be aware that veganism
is classed as a non-religious belief protected under Article 9 of the European Convention on Human Rights (the right
to freedom of thought, conscience and religion).?! Case law and guidance®>?’ indicates that for a belief to engage
Article 9 it must: be sincerely heldbe a belief and not an opinion/viewpointconcern a weighty and substantial aspect of
human life and behaviourattain a certain level of cogency, seriousness, cohesion and importancebe worthy of respect
in a democracy, compatible with human dignity and must not conflict with the rights of others.These criteria can be
referred to when trying to understand whether a patient’s vegan beliefs are distinct from their eating disorder. It is worth
noting that the beliefs of an individual cannot be decided or overridden by others, and only a court can decide whether
the belief complies with the criteria.

The Human Rights Act 1998 (section 6) stipulates that a public body must not act in a way that is incompatible with a
Convention right. In practice this means that patients have a right to their beliefs being respected by the organisation
providing care. Providing vegan food for patients who request it would therefore ensure compliance with this obligation.
However, there are defences to allegations under section 6, including, for example, vegan food not being in the best
interests of the patient and whether the patient is deemed to lack capacity to make important healthcare decisions.

There are two forms of discrimination, direct and indirect. Direct discrimination occurs where, contrary to section 13 of
the Equality Act 2010, certain groups/people are treated differently because they hold a particular philosophical belief.
Indirect discrimination can take place where, contrary to section 19 of the Act, there is an apparently neutral policy that
applies to all but has the effect of disadvantaging certain groups/people (e.g. those expressing their philosophical belief
in veganism). This means that if a SEDU has an inflexible catering regimen that does not allow for veganism, it leaves
the unit open to legal action stating indirect discrimination. In claims arising, an objective justification for the inflexible
regime will be required. Clinicians do have a potential defence to individual claims of indirect discrimination if life-
saving treatments are required, for example nasogastric tube feeding, given that there is no appropriate vegan enteral
feed available at present.
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What nutritional considerations need to be taken into account in vegan diets?

With appropriate expertise and planning, there no is reason why a vegan diet should not be well balanced and suffi-
cient to meet the nutritional needs of any individual. Vegans need to ensure that they eat a wide variety of foods and
find suitable plant-based alternatives for meat and dairy products. However, research suggests that there are specific
nutritional vulnerabilities within a vegan diet that require particular attention or supplementation,?* This has led some
European countries to suggest that vegans have blood tests every 3 months to monitor their nutritional status.”> Current
guidance in the UK (https://www.nhs.uk/live-well/eat-well/vegetarian-and-vegan-diets-q-and-a/) is for vegans to take
an appropriate vitamin and mineral supplement to ensure that their nutritional needs are met.

The key nutrients of concern are vitamin By, vitamin D, iodine, selenium and omega-3 fats.24 People who have a
restrictive eating disorder may not be able to eat a sufficient quantity and variety of foods and consequently they may
become deficient in these and other nutrients. Close monitoring of patients’ biochemistry is therefore advised to identify
whether they are deficient in any nutrients.

What are the implications for refeeding patients who are vegan?

Itis possible to refeed a patient on a vegan diet. Following a vegan diet is not an identified risk factor for the development
of refeeding syndrome. However, it is important to be aware that, in some cases, like-for-like adaptations to catering
menus may result in a vegan patient having to eat a larger volume of food. This may result in psychological distress as
they compare their portions with those of their non-vegan peers. It may also be problematic for patients experiencing
delayed gastric emptying that results in uncomfortable bloating and pain.2%?’

Clinicians should also be aware that, if treatment is required for micronutrient deficiency (such as calcium, phosphate
or magnesium) due to refeeding syndrome, some vegan alternatives may not have the equivalent nutritional value
or bioavailability.?®? It is well worth having discussions with the local pharmacy to ensure that supplies of such
micronutrients are available and their characteristics are summarised for use in out-of-hours and other urgent situations.
However, in life-threatening emergencies, treatment should be given.’°

There is currently only one prescribable supplement drink registered as vegan friendly in the UK (AYMES ActaSolve
Smoothie®), but this is not nutritionally complete and it also not suitable for enteral feeding.’! However, if nasogastric
tube feeding is required, given the absence of any vegan enteral feeds, clinicians should be aware that many vegans will
often accept foods that contain minimal amounts of animal products, for example a soya-based enteral feed in which
the only ingredient that is not vegan may be a vitamin such as vitamin D. In cases where a person refuses to accept
this option, and they are deemed not to have the capacity to make such a decision, legal advice should be sought for
clarification and support.

Reflections and considerations on the clinical scenario

In the clinical scenario introducing this article the patient is at high risk of refeeding syndrome and is likely to be
cognitively impaired owing to starvation. There is still an option to work with her to re-establish regular eating on
a fully vegan diet, which would be the least restrictive option under the MHA. Irrespective of whether the veganism
is independent of her eating disorder or not, facilitating a vegan diet in line with her beliefs will result in her feeling
understood and will allow the therapeutic relationship to be repaired. Any discussions about the relationship between
veganism and her eating disorder can take place when she is no longer at medical risk and is able to engage cognitively.

This scenario does pose the question: do patients with eating disorders have the right to follow a vegan diet while
admitted to a SEDU? Indeed, our flash survey highlighted that not all units are able to provide a vegan diet — 15/21
adult SEDUs (71.4%) and 10/13 child and adolescent SEDUs (76.9%) that responded could not — i.e. the option of
following a vegan diet while receiving tier 4 treatment is not yet universal. However, the survey did not enquire into
the difference between vegan diets being available versus vegan diets being offered in practice.

Veganism is becoming much more common and it is defined as a protected characteristic under the Equality Act 2010.
Therefore, SEDUs need find ways to adapt to meeting vegan beliefs just as religious beliefs are accommodated. It is
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unlikely that a SEDU would expect a person of Jewish faith to eat pork, for example. Provision of a complete vegan
diet plan incorporating all the nutrients required to avoid refeeding syndrome and promote healthy weight restoration
is possible but requires the input of a specialist dietitian.

The British Dietetic Association’s Mental Health Specialist Group has endorsed an internal document to help dietitians
understand whether the decision to follow a vegan diet is likely to be linked to an eating disorder or is a genuine lifestyle
choice that pre-existed someone’s illness (this document is not yet available outside of the BDA). In some instances,
veganism can help a person recovering from an eating disorder, allowing them to discover new foods and ways of
cooking, change the way they perceive food and embrace the vegan subculture. For others it may be an opportunity to
restrict their diet and maintain their eating disorder.

Practical management

In the short and medium term, i.e. during this patient’s admission, her veganism can be respected but also challenged
in a therapeutic way, as it is not clear that her decision to follow a vegan diet is not linked to her illness. It is important
to remember that being malnourished is associated with poor cognitive flexibility, so it might be more appropriate to
address this once appropriate and regular nutrition is well established. At that stage, working with the unit’s dietitian, it
can be challenged with modifications to her meal plan and social tasks involving eating outside of the unit with family
and friends. The aim would be to expand the variety of her diet while maintaining a weight at which her body is
functioning and no longer experiencing any symptoms of poor nutrition and to challenge aspects of her veganism that
may have been hijacked by her anorexia nervosa. In the long term, her community eating disorder team can continue
to work with her and her dietary choices as is usual practice.

Treating someone with anorexia nervosa requires that the person’s religion or belief is respected while at the same
time ensuring that the person is not discriminated against in terms of the quality of treatment they receive. This can
produce a quandary owing to the lack of vegan sip feeds and enteral feeds, which may be required under certain
circumstances. In life-saving situations some patients may be prepared to accept non-vegan treatment options. In
the meantime, pharmaceutical companies are being encouraged to produce vegan alternatives.

Certain situations, such as treatment under the MHA, which could include compulsory nasogastric feeding or treatment
with non-vegan medication, produce ethical dilemmas. On the one hand, the therapeutic relationship with the patient
is already under strain; on the other hand, treatment could be life-saving. At present, and in the absence of equivalent
vegan enteral feeds and medicines, the best that can be done is to treat the patient as you would any other, while being
as collaborative as possible and minimising the use of non-vegan options.

In March 2019, a consensus statement was published outlining guidance for practitioners in the UK treating vegan
patients with eating disorders.>* This will help services to provide appropriate treatment for these individuals.

The real people involved

The fictitious case scenario is based on the reflections of a real patient and a carer. We obtained informed consent from
both to create the scenario and to publish their anonymised reflections here.

A patient’s reflection

“‘My veganism has always been respected in 20 years of [NHS and private] treatment, and even when tube feed-
ing/supplements were required I had a product that was soya based and only had one element that was derived from
animals. Wherever possible, my medication also was free from animal ingredients. My diet was limited and often
“safer”, but I wanted the opportunity to challenge myself with foods I could enjoy socially within the restrictions of
my illness. After 5 years in the community, I had an admission where I felt that I was detained in part due to the unit’s
anti-vegan policy. I gave up. Not being listened to led to a standstill in my treatment — it was “them versus me”. Veg-
anism was the only thing stronger than my illness: I would drink a litre of oil over a teaspoon of cow’s milk. I needed
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tube feeding and the idea of a cow’s milk-based feed was difficult to accept. My body felt like a graveyard. My mental
health, identity and soul were damaged and instead of fighting anorexia I was fighting the system.””

A carer’s reflection

“‘Tam 100% convinced that my daughter’s request to follow a vegan diet was driven by her illness. Through her whole
life T had ensured that the family had a healthy and balanced diet which included treats and party food. In our house,
no food was a “bad” food. Prior to being diagnosed with anorexia, she first announced that she wanted to cut out meat,
then fish, then eggs. Within three months she wanted to become vegan. We embraced family treatment and had many
tantrums along the way regarding her veganism. We are now in a good place and she has admitted, guiltily, that she
never wanted to be vegan and her illness drove her to pursue this as a way of restricting.””

We would like to thank both the patient and the carer, who are not related, for their contribution to this paper. Both
have asked to remain anonymous.

Conclusions

‘We have highlighted the increasing incidence of veganism at a national level and the flash survey has suggested increased
incidence within the eating disorders population. Concerns about animal welfare, environmental considerations and
health impacts appear to be driving this change. There has been little research into veganism and eating disorders
and more research is needed. A fictitious case has been used to explore the approach clinicians can take to support a
vegan patient with an eating disorder. This included considerations on the relationship between the eating disorder and
veganism, refeeding on a vegan diet and the legal implications for patients on a SEDU. The anonymous perspective
of a patient and a carer highlight the multifaceted issues inherent in recovery from an eating disorder and the nuanced
role veganism can plan. Wherever possible, treatments for people with eating disorders should be person centred and
therefore this is an opportunity to adapt meal plans, offer appropriate supplements and engage vegan patients in their
treatment.

Sarah J. Fuller is an advanced specialist eating disorders dietitian with East London NHS Foundation Trust, UK.
Andrea Brown is a consultant psychiatrist and psychotherapist in eating disorders with Schoen Clinic York, UK.
Jeanette Rowley is a legal advisor and Chair of the Vegan Society’s International Rights Network, Birmingham, UK.
Jade Elliott-Archer is a solicitor in the Medical Negligence team of Irwin Mitchell LLP, Birmingham, UK.
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point more explicit. However, we think the central point of our paper remains — that IMGs need special focus as,
unlike ethnicity, to be an IMG is not a protected characteristic, so interventions to support IMG might not be deemed
to be a priority or even a need. Overall, we consider that this is complex and delicate, with many further layers of
intersectionality, including gender, sexual orientation and social background, but it is promising that more and more
work, including yours, is beginning to address the many issues affecting IMGs working in the UK.
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Aims and method

This is a longitudinal cohort study describing the demand, capacity and outcomes of adult special-
ist eating disorder in-patient services covering a population of 3.5 million in a South-East England
provider collaborative before and since the COVID-19 pandemic, between July 2018 and March
2021.

Results

There were 351 referrals for admission; 97% were female, 95% had a diagnosis of anorexia nervosa
and 19% had a body mass index (BMI) <13. Referrals have increased by 21% since the start of
pandemic, coinciding with reduced capacity. Waiting times have increased from 33 to 46 days. There
were significant differences in outcomes between providers. A novel, integrated enhanced cognitive
behaviour theapy treatment model showed a 25% reduction in length of stay and improved BMI on
discharge (50% v. 16% BMI >19), compared with traditional eclectic in-patient treatment.

Clinical implications

Integrated enhanced cognitive behaviour theapy reduced length of stay and improved outcomes, and
can offer more effective use of healthcare resources.
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National background

In the 2019 Health Survey for England, 16% of adults aged 16 years (19% of women and 13% of men) screened positive
for a possible eating disorder. This included 4% (5% of women and 3% of men) who reported that their feelings about
food had interfered with their ability to work, meet personal responsibilities or enjoy a social life." This is almost a
threefold increase since 2007.> These findings may be surprising, but are consistent with international epidemiological
data.’

In parallel, hospital admissions in England of people with eating disorders have increased from 4849 in 2007-2008 to
19 116 in 2018-2019.* This shows an almost fourfold increase in demand, and there has been no investment in specialist
eating disorder in-patient services during this time. Approximately 70% of people needing hospital admission are adults
with anorexia nervosa.

On 6 November 2020, after the inquest into five avoidable deaths, the coroner for Cambridgeshire and Peterborough,
concluded that National Health Service (NHS) treatment for patients with anorexia nervosa is ‘not a safe system’ and
risks ‘future deaths’.> These statements mirror the 2017 Parliamentary Health Service Ombudsman (PHSO) report.®
Three years ago, the PHSO made several helpful recommendations, including reviewing medical education, improving
the workforce, ensuring the parity of funding of services across the age range and strengthening coordination of care.
There has been limited progress since.’

Child and adolescent eating disorder services have received substantial investment since 2015,” and progress toward
meeting the referral to treatment waiting time standard has been monitored (https://www.england.nhs.uk/statistics/
statistical-work-areas/cyped-waiting-times/). These standards require child and adolescent eating disorder services
to begin out-patient treatment within 1 week for urgent cases and 4 weeks for non-urgent cases. However, neither the
standards nor monitoring are in place for adults, and the much-awaited funding into community eating disorder services
has not yet reached the front line. Adult in-patient eating disorder services are part of specialist services and have been
commissioned by NHS England. Over the past few years, NHS England has initiated a shift of commissioning to
regional NHS collaborations, with the intention of transformation of care pathways focusing on the health of local
populations, with the aim of improving outcomes and cost-savings.

Aims and objectives

In this paper, we describe demand and capacity for hospital treatment of patients with severe eating disorders in the
Healthy Outcomes for People with Eating Disorders (HOPE) provider collaborative in South-East England since July
2018, and examine the effects of the COVID-19 pandemic. In addition, we compare the outcomes between different
in-patient services, using the traditional eclectic treatment model with a new integrated enhanced cognitive behaviour
therapy (I-CBT-E) treatment across the care pathway.
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Method

This is a longitudinal cohort study, involving all patients with eating disorders referred for admission from a total
population of 3.5 million in South-East England. The study has been approved by the Oxford Health NHS Foundation
Trust Audit Department. Patient consent was not needed for the study.

The HOPE provider collaborative

The HOPE network was one of the first pilot sites of adult eating disorders selected by NHS England. It was established
in shadow commissioning form in July 2018. The main goal of the network was to bring together in-patient and
community services from several organisations providing in-patient and out-patient services for adults with eating
disorders. Initially, the network included a total population of 5.2 million.

The footprint was reduced in September 2019, and the following partners have remained in the provider collabora-
tive: Oxford Health NHS Foundation Trust (Oxfordshire, Buckinghamshire, Swindon, Wiltshire), Berkshire Health-
care NHS Foundation Trust, Gloucestershire Health and Care NHS Foundation Trust and the Priory Group (in-patient
provision in Bristol).

The total population of the geographical footprint is 3.5 million. Oxford Health NHS Foundation Trust provides 14 beds
in Oxford, and 6 beds in Marlborough. In addition, Oxford has six day patients and Marlborough has four. Berkshire
and Gloucestershire have day services for 8 and 12 patients, respectively. The Bristol Priory is an independent partner
in the provider collaborative providing specialist eating disorder beds; however, as it has a national contract with NHS
England, their beds are not aligned with the HOPE provider collaborative.

This provider collaborative has developed a more collaborative and joined-up approach to admissions and discharge
planning, with the aim of improving access closer to home and joint working between in-patient and out-patient teams.
A weekly joint clinical activity panel consisting of senior clinicians from each organisation and a single point of ac-
cess for all referrals has been established, to ensure that decisions about admissions are made by highly experienced
clinicians. Referrals and outcomes have been systematically monitored since July 2018, for the whole geographical
area.

There was also an agreement to monitor outcomes, and compare the NHS England standard eclectic model of care®
with a new, integrated stepped-care model using I-CBT-E in Oxford, building on the pioneering work of Dalle Grave et
al.” I-CBT-E offers a single evidence-based psychological model delivered by a multidisciplinary team, starting before
admission and continuing across the treatment pathway (40 sessions in total). A detailed I-CBT-E formulation ensures
continuity, consistency and a personalised treatment plan.

The COVID-19 pandemic has significantly affected capacity as a result of infection control measures across the care
pathway. In-patient and out-patient services needed to reduce the number of people in poorly ventilated and crowded
buildings. Day services had to be closed because of environmental and staffing challenges. Furthermore, remote
working may have caused delays in recognition of deterioration of non-cooperating patients (both in primary and
secondary care).

Demographic and clinical data

This paper analyses data from the partners who have been part of the provider collaborative since the beginning (Ox-
fordshire, Buckinghamshire, Wiltshire, Gloucestershire and Berkshire) for the period from July 2018 to 1 April 2021.
The data collected concerns referrals, including demographic and clinical information, such as diagnoses and severity
of physical risk related to malnutrition, and outcome of referrals, including length of admission and travelling distance.
Body mass index (BMI) was recorded on referral, admission and discharge for those admitted. No additional outcome
data was recorded for patients not admitted.
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Statistical analysis

Descriptive statistics were conducted to describe the demographic and clinical characteristics of the referred patients.
Categorial variables were compared by 2-test, and continuous variables by independent z-test and ANOVA, using SPSS
for Windows version 22.

Results

Between July 2018 and 1 April 2021 there were 351 referrals for admission; 97% were female and mean age was
29.6 & 11 years. According to DSM-5 severity ratings, 56.3% had extreme anorexia nervosa, 20.8% had severe anorexia
nervosa, 17.9% had mild-to moderate anorexia nervosa, 1.8% had severe or extreme bulimia nervosa and 3.2% had other
specified feeding or eating disorder. Approximately 65% of referrals were urgent or emergencies since the establishment
of the provider collaborative. Urgency of referral was determined by the risk to the patient’s health and safety, including
level of malnutrition and risk to self; 19% of referrals had a BMI <13, which is an indicator of potentially life-threatening
malnutrition, and a further 37% had extreme malnutrition. This pattern of referrals remained unchanged after the
COVID-19 pandemic, but the absolute numbers increased by 21%.

There were no significant differences in mean age (29.20 £ 10.5 years v. 30.1 & 11.9 years), gender (97% v. 99%
female), diagnosis (95% v. 96% anorexia nervosa) or need for compulsory admissions (84.6% v. 83.4% informal),
before or since the COVID-19 pandemic.

The impact of the COVID-19 pandemic on the outcome of referrals

Before the COVID-19 pandemic, 63.6% of patients were admitted, which has increased to 65% since the COVID-19
pandemic (Table ). The number of patients waiting has increased by 20%. However, this is likely to increase further
with time, as the in-patient capacity for admission is insufficient, not just within the footprint, but also nationally. The
reason for no admission was usually because of the patient refusal and/or ongoing out-patient treatment. Approximately
half of these patients were admitted following a second referral. Table 10utcome of referrals before and since COVID-
19 (number of patients and percentages)Before COVID-19Since COVID-19TotalNot admittedNot admitted65 (38%)55
(35%)120 (36%)In-patient unit in the HOPE provider collaborative areaCotswold House Oxford50 (29%)50 (32%)100
(30%)Cotswold House Marlborough15 (9%)22 (14%)37 (11%)Bristol Priory9 (5%)12 (8%)21 (6%)Out of areaPriory
0O0A15 (9%)14 (9%)29 (9%)NHS O0A14 (8%)3 (2%)17 (5%)Cygnetd (2%)2 (1%)6 (2%)"

Before the COVID-19 pandemic, 43% of referrals could be admitted within the network, which has increased to 54%
since the COVID-19 pandemic. The Priory Group provided 5% of admissions within the geographical area and a
further 9% out of area.

Waiting times and travelling distance

The distance from home to hospital increased during the COVID-19 pandemic (from 41.4 + 60 miles to 56 4 78
miles). Eight patients were admitted to Priory Glasgow because of a lack of bed availability in England. Waiting times
increased from 33 4= 44 days to 46 4 43days (z-test = 0.03)

Even pre-COVID-19, the HOPE network already had a large demand/supply mismatch, with insufficient specialist
beds within the network and lengthy waiting times even for patients with extreme or life-threatening malnutrition.
This causes a vicious cycle of delayed and high-risk referrals requiring urgent admissions. Figure I demonstrates the
variation in waiting times before and since the COVID-19 pandemic. It shows huge variations, even for the most high-
risk patients, reflecting the reduced capacity in the system. One of the additional challenges is the lack of striated beds,
which makes it difficult to meet the needs of patients who present with a high level of behavioural disturbance resulting
from comorbidities such as autism spectrum disorders or personality disorders. Fig. 1Waiting times for admission
depending on severity of malnutrition.

! HOPE: Healthy Outcomes for People with Eating Disorders; OOA: Out of area placement; NHS, National Health Service Providers.
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The reduced specialist in-patient and day treatment capacity has had a significant impact on community teams in the
footprint. Because of the lack of prompt access to specialist eating disorder units, approximately 19% of patients have
required acute admission to general hospitals for emergency medical treatment. This represents a 20% increase during
the COVID-19 pandemic, when acute hospital capacity is also reduced.

Differences between in-patient providers

Before the COVID-19 pandemic, there were significant differences between individual in-patient services in terms of
length of stay (Supplementary Table 1 available at https://doi.org/10.1192/bjb.2021.73).

As part of the establishment of the provider collaborative, Cotswold House Oxford has been pioneering the imple-
mentation of an integrated stepped-care treatment, based on an intensive CBT-E model developed between Professor
Fairburn in Oxford and Dr Dalle Grave in Italy.!” The model advocates integration of NICE-approved psychological
treatment across the care pathway, with clear goal-oriented, time-limited admissions, followed by day and out-patient
treatment. Given the differences between the Italian healthcare system and the NHS, we adapted the model by including
a crisis admission pathway for those patients who refused full weight restoration but agreed to informal treatment. The
details of the treatment will be discussed in a separate paper.

Here, we summarise the comparison between the outcomes of patients who were admitted to the Oxford
unit and other specialist units that use the current standard eclectic treatment approach promoted by NHS
England. Previous internal service evaluation of the Oxford pilot programme before the COVID-19 pan-
demic showed improved outcomes, reduction of restrictive practices (such as needing to use nasogastric feed-
ing under restraints), improved patient outcomes and reduced length of stay. Despite the challenges, this
has been maintained through the COVID-19 pandemic (Table 2): 50.5% patients reached a BMI >19 com-
pared with 16% in all other providers (> = 0.000). Table 2Comparison of the traditional eclectic in-patient
treatment with the Oxford pilot programme (integrated CBT-E)In-patient treatment modelnMeans.d.Significance
(two-tailed)Referral BMIIntegrated CBT-E9014.72.050.377Eclectic model9214.51.96Discharge BMIIntegrated CBT-
E8818.22.270.0001Eclectic model8417.01.89Length of admission (days)Integrated CBT-E8885.154.10.01Eclectic
model92107.268.8Home mileage to in-patient unitIntegrated CBT-E7620.6216.50.000Eclectic model7967.180.5Age
(years)Integrated CBT-E9032.213.20.005Eclectic model9427.558.80Waiting time for admission (days)Integrated
CBT-E8933.4839.70.95Eclectic model9233.142.3”

Discussion

To our knowledge, this is the first paper providing a systematic analysis of referral patterns, access, waiting times and
outcomes for adults with eating disorders requiring specialist in-patient treatment in England. The main strength of the
study is the systematic data collection for 2.5 years, across a large geographical area with a population of 3.5 million.
As the joint data collection had been established in July 2018, we have also been able to analyse the impact of the
COVID-19 pandemic on this patient population and corresponding services. Although regional, our data derive from a
large geographical area, representing 6% of the population of England, so we believe that our findings are representative
of most adult eating disorder services elsewhere in the country.

Referrals have increased by 20% since the COVID-19 pandemic, and this has resulted in increasing number of patients
needing admission to acute hospitals and further away from home. Waiting times for admission were long even before

2

CBT-E, enhanced cognitive behaviour theapy; BMI, body mass index.
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the COVID-19 pandemic, and <50% of patients could be admitted close to home. Of those admitted, approximately
a third were placed out of area. Out-of-area placements are well-known to cause distress to patients and families, and
have been shown to have longer length of stay and poorer outcomes.'! Most worryingly, even before the COVID-19
pandemic, patients with life-threatening malnutrition had to wait several weeks for admission, and this timescale has
increased further since the pandemic, placing patients, staff and provider organisations at risk.

Although current national-level data by NHS Benchmarking on bed occupancy in hospitals suggest that demand is not
dangerously high, this is not an appropriate indicator of how pressured specialist eating disorder services are across
the care pathway. Infection control requirements and workforce impact of COVID-19 mean that the majority of NHS
services are running at reduced capacity. Many services are struggling with reduced staffing levels resulting from the
COVID-19 pandemic. Furthermore, in specialist eating disorder services, monitoring risks and ensuring patient flow
between in-patient, day and out-patient services has become much more challenging in an already pressurised system.

The physical environment is important to ensure patient and staff safety. The Royal College of Psychiatrists has been
campaigning for improving mental health estates and facilities.'? This has become even more pressing since the COVID-
19 pandemic: improving services to meet increasing demand requires capital investment into NHS mental health ser-
vices

Following the high-profile reports into avoidable deaths, there has been an acknowledgement that adult community
eating disorder services need to be funded to reach parity across the age range,>!* and this is reflected in the new
NHS England commissioning guidance for adult eating disorder services. However, this is still aspirational, and many
adult patients struggle to access care or face long waiting times. This may explain the high number of patients in our
network referred to hospital with a BMI of <13, in a life-threatening emergency, which has increased by 20% during
the COVID-19 pandemic. This is a concern, as although the Royal College of Psychiatrists published the ‘Management
of Really Sick Patients with Anorexia Nervosa’ (MARSIPAN) guidelines to improve patient safety in emergencies,'*!
their implementation has been inconsistent in acute hospitals, as shown by the recently reported tragedies. This is partly
because of the limited training of eating disorders for doctors and allied health professionals, an area of concern that
was identified by the PHSO.'®

Although it is possible that the much needed investment into adult community eating disorder services in the next few
years will reduce the need for in-patient treatment in the future, this is going to take several years. In-patient provision
needs to be increased to meet current demand, which has quadrupled since 2007-2008 in England.* Furthermore, recent
national epidemiological data' indicate increasing prevalence across the lifespan, and this is consistent with increasing
referrals to the community teams and the increasing rates of hospital admissions. NHS-led provider collaboratives will
only succeed if funding meets the need in the population served.

However, it is important to consider the significant variations in length of stay and short-term outcomes between
providers. Our findings are consistent with previous research. In 2013, a UK-wide cohort study of adult specialist
eating disorder units reported an average length of stay of 182 days and an average discharge BMI of 17.3,!7 with only
22% reaching a BMI of 19 by discharge. In our study, only 16% of patients admitted to a unit offering standard eclectic
treatment reached a discharge BMI >19, as opposed to 50% in the I-CBT-E pilot programme (within a 25% shorter
length of stay), Discharge BMI is an important predictor of medium- and long-term outcomes.'®!® Although this was
not a randomised controlled trial, the treatment model is based on a previous randomised controlled trial, and published
manuals.”10-20.21

The findings of the Oxford pilot programme (I-CBT-E) utilising an evidence-based and integrated stepped-care ap-
proach suggests that, with service transformation, reduced length of stay, improved patient outcomes and reduced
restrictive practices are achievable. This can ensure use of existing limited in-patient capacity more effectively, and
suggests a significant opportunity for cost-savings. This is particularly important, as a large proportion of patients in the
cohort had an illness duration of >10 years. Our findings replicate previous studies from Italy,?>?* and suggest that the
model is generalisable to the NHS. However, adaptation would require the redesigning of care pathways, staffing levels
and skill mix. CBT-E training is freely available online (https://www.cbte.co/for-professionals/training-in-cbt-e/) and
has been tested in previous research.?*

The main limitations of our study are that we only had BMI as a consistent indicator of outcome at discharge, and that
the comparison between in-patient providers was not based on randomisation. However, randomisation would not have
been practically possible, given the limited capacity and the dispersal of beds in a wide geographical area in England

114 Chapter 1. Contents


https://www.cbte.co/for-professionals/training-in-cbt-e/

BJPsychBulletin

and Scotland. Further work with our partners will explore more details of the longer-term psychosocial and health
economic outcomes.

A multicentre, randomised controlled trial would be desirable, but it is important to note that the current NHS England
standard contract is based on expert opinion rather than trial evidence, or robust outcome monitoring.

Clinical implications

It has been frequently stated that anorexia nervosa has the highest mortality of any mental disorder affecting young
people and adults.?>? We should not accept this: people should not die of anorexia nervosa or any eating disorder, as
they are treatable mental disorders.?’ Severe complications, such as malnutrition, are safely reversible, even in the most
extreme cases.

The I-CBT-E model is based on a cohesive, integrated stepped-care approach for people with severe eating disorders,
and wider implementation in the NHS has the potential to both improve short-term and long-term outcomes, with the
added benefit of cost-savings. A national audit of demand, capacity and treatment outcomes would help to establish
the need for specialist eating disorder beds, as well as explore the differences between various treatment models. There
is an urgent need for capital investment into NHS mental health facilities to ensure a safe environment for patients and
staff in the light of the COVID-19 pandemic.

We are very grateful to all of our partners for submitting the data, Beris Cummings and Este Botha for data collection
and Dr Andrew Ayton for proofreading.

Agnes Ayton is a Consultant Psychiatrist with Cotswold House, Oxford, Oxford Health NHS Foundation Trust, UK.
David Viljoen is a Consultant Clinical Psychologist with Cotswold House Oxford, Oxford Health NHS Foundation
Trust, UK. Sharon Ryan is a Quality Improvement Lead with HOPE and CAMHS PC, Oxford Health NHS Founda-
tion Trust, UK. Ali Ibrahim is a Consultant Psychiatrist with the Berkshire Eating Disorder Service, Berkshire NHS
Foundation Trust, UK. Duncan Ford is a Provider Collaboratives Lead with Thames Valley Child and Adolescent
Mental Health Services, Oxford Health NHS Foundation Trust, UK; and Provider Collaboratives Lead at the HOPE
Adult Eating Disorder Provider Collaborative, Oxford Health NHS Foundation Trust, UK.
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David Millard, who died on 13 January 2021 aged 89, had a varied career as a practitioner, teacher, academic and
historian. The idea that a patient’s social context could be altered in such a way that it enhances recovery from mental
illness was at the heart of his work. The practical manifestation of this idea was the therapeutic community movement.
David’s interest in what makes groups and institutions tick resulted in a career that was framed by psychiatry, but which,
in the middle period, took what was, at the time, an unconventional multidisciplinary path.

David was born on 9 February 1931 in Gloucestershire to Walter, a biology teacher, and Gladys Jarvis, a nurse (and
a descendent of Thomas Hardy). One of David’s school reports berated him for spending so much time on music,
but his parents’ occupations were influential in his choice of medicine. Following qualification from the University of
Birmingham Medical School, he had intended to pursue a career in surgery, but Harold Macmillan and Suez intervened
and a short service commission as a doctor in the Royal Army Medical Corps followed. On return, his career changed
direction and he embarked on psychiatric training at Rubery Hill Hospital in Birmingham. There he experienced
the therapeutic community run by John Yerburgh, which shaped his future interests and career choices. He moved
to Sir William Trethowan’s professorial unit at the Queen Elizabeth Hospital in Birmingham, where he established
a therapeutic community on Ward North 5A. Returning to Rubery as a young consultant, he was instrumental with
others in building a third therapeutic community. However, after just 4 years, in 1970, his enthusiasm for the workings
of multidisciplinary teams, growing academic interests and enjoyment of teaching led him to take the unusual step of
relinquishing his consultant post in Birmingham to become Lecturer in the Department of Applied Social Studies at
the University of Oxford. This reflected his interest in bringing psychiatry and social work together. The students were
trainee social workers and probation officers. A devout Christian, he also taught Psychology of Religion for the Faculty
of Theology and was for 20 years a Council Member and chair of the Institute of Religion and Medicine.

Through his continuing interest in the new and evolving Association of Therapeutic Communities (founded in 1972),
David became the inaugural convener of its research group, followed by 8 years as joint editor of the International
Journal of Therapeutic Communities. A prolific contributor to this and related fields, his MD thesis Collected Writings
on the Therapeutic Community (1995) included an important contribution on the life and work of Maxwell Jones. This
was reprinted in 150 Years of British Psychiatry 1841-1991: The Aftermath (1996), edited by Hugh Freeman and
German Berrios.

In 1979, under Sir Richard Doll’s wardenship, David was invited to be one of the 18 Founding Fellows of Green College
Oxford. He held posts as Senior Tutor and later Dean of Degrees. His devotion to the College was to last for the rest of
his life. On retirement he was made an Emeritus Fellow of the College.

During his years teaching in the Department of Applied Social Studies, David maintained his clinical interests as an
honorary consultant in Michael Gelder’s newly formed professorial unit at the Warneford Hospital in Oxford, where he
provided a psychodynamically informed out-patient service, including teaching medical students in the clinic. Gelder’s
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style of rigorous structured exploration of psychiatric diagnosis and the ambitiousness of academic medicine was not
really to David’s taste — but he enjoyed seeing patients too much to give up clinical work.

He retired from academic work in 1991 but continued his connection with NHS psychiatry, taking on a substantive post
as consultant in old age psychiatry in 1994, which was to last for 6 years.

In Oxford his wide interest in social processes within institutional contexts led to his involvement in the governance of
local organisations concerned with the elderly and with delivering often innovative services to psychologically vulner-
able people in the community. Always interested in the most disadvantaged, David nurtured organisations that looked
for restorative pathways, such as those for the homeless and people involved with the criminal justice system.

David was a careful, thoughtful listener. His wise advice — ‘If it’s not clear, get more information’ — lies at the antithesis
of decisive medical action in the absence of certainty, but was a constant reminder to go the extra mile for the patient.
He led, but did not drive his teams to make better, broader, decisions. His espousal of flat hierarchy, drawn from the
same humility that drew him to therapeutic communities, endeared him to staff of all disciplines.

An able cellist, pianist and musician with a keen interest in historical instruments, including constructing his own
clavichord, David obtained an MA in Music following retirement. His dissertation, on musical feminine endings — in
which an additional unexpected step is added and the penultimate chord is the strongest — betrayed his deep interest in
the psychology of resolution.

He married Heather, by whom he had two children (Julian and Hilary). They divorced in 1976. He then married Sheila,
a psychiatric social worker and group analyst, whose attention he attracted by his performance in role-play as an elderly
grandmother at a conference.

In his later years he suffered from vascular dementia. It was fitting that, in his final illness, his wife was supported in
his care by doctors, nurses and institutions whose development David had influenced: he reaped as he had sowed.

He is survived by Sheila, his two children, his two step-children (Peter and Laura) and his sister Ann.

Copyright Notice

Articles published from BJPsych Bulletin are open-access, published under the terms of cre-
ative commons Attribution licence (http://creativecommons.org/licenses/by/4.0/), which per-
mits unrestricted re-use, distribution, and reproduction in any medium, provided the original
work is properly cited.

The Authors own the copyrights to the individual articles.

1.1.30 Response to: Lagunes-Cordoba et al ‘International medical graduates: how
can UK psychiatry do better?’

Paul Tiffin Lewis Paton

date
2022-04

Contents

* Response to: Lagunes-Cordoba et al ‘International medical graduates: how can UK psychiatry do better?’

pmc The paper by Lagunes-Cordoba et al' makes important points in relation to differential attainment in psychiatry.
However, we note the statement: ‘we note that technically the term “IMG” applies to a White British citizen who
studies abroad and returns to work in the UK, yet such an individual is less likely to face attainment gaps’. This may
not be entirely true, depending on what one means by ‘attainment’ in this context. We previously published a study

1.1. 2022 117


http://creativecommons.org/licenses/by/4.0/

BJPsychBulletin

using data drawn from the UK Medical Education Database (UKMED), which investigated educational performance
and success at recruitment into specialty training for UK International Medical Graduates (IMGs). These are doctors
who are UK citizens but have obtained their primary medical qualification outside the UK. We showed that, on average,
ratings at the Annual Review of Competence Progression were poorer for UK IMGs than non-UK IMGs. Nevertheless,
UK IMGs were more likely to be successful, compared with IMGs, when applying for a specialty training post.”
This finding obviously raises issues of fairness, and effectiveness, in postgraduate medical selection. We would also
wish to draw attention to our own recently published study of differential attainment in the MRCPsych examination,
which was not cited in the paper, though highly relevant.’ This demonstrated that differential pass rates at the Clinical
Assessment of Skills and Competencies existed for candidates (both UK graduates and IMGs) who identified as being
from minority ethnic groups, even after controlling for the influence of performance on knowledge-based components of
the examination. Similar findings were previously reported by Esmail, for the Clinical Skills Assessment component of
the MRCGP.* At the time we suggested that these differential pass rates were likely to have complex underlying causes
but urgently required investigating and addressing. Understanding and addressing differential attainment is clearly
a matter of social justice but is also essential to the well-being of the National Health Service, its patients and the
overseas-qualified staff it has traditionally relied on. Therefore, we felt it was important to draw attention to our own
findings, which we believe have contributed to understanding this important but sensitive area of workforce research.
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Abstract

Aims and method

Depression in first-episode psychosis (FEP) is highly prevalent and associated with poor outcomes;
it has become increasingly recognised and adopted in national and international guidelines for psy-
chosis. Using a 26-item questionnaire, this study aimed to explore if this shift has led to greater
recognition among UK psychiatrists, and more effective management of depression in FEP.
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Results

Of the 297 respondents, 54.4% observed depression occurring in chronic psychosis, with the least
number of respondents (17.7%) identifying depression occurring frequently during FEP. Although
there was reasonable agreement in the use of antidepressants as a first-line treatment for depression
(70% prescribing antidepressants), there was uncertainty around assessing depression and delineat-
ing from psychosis symptoms, and particularly negative symptoms.

Clinical implications

Evidence-based treatments for comorbid depression in psychosis will lead to clearer national guide-
lines, allowing for optimal management of depression in early psychosis, potentially leading to im-
proved outcomes for these individuals.
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pmc Depression is prevalent in first-episode psychosis (FEP), with rates of up to 70% at illness onset.! It is associated
with a higher risk of relapse,” poorer functional outcomes** and suicide.’ Although the National Institute for Health and
Care Excellence (NICE) recommends monitoring for depression within psychosis, specific guidance on the treatment
of comorbid depression has been limited, until recently.®” The lack of large-scale controlled trials investigating the ef-
fectiveness of adjunctive antidepressants® has perhaps resulted in considerable variation in prescribing practices.®? A
study of 80 000 international psychiatrists showed little consensus on the best management strategy for treating depres-
sion in schizophrenia; a third of clinicians reported that they rarely or never prescribe antidepressants in combination
with antipsychotics.>!? Since this publication in 2001,° depression as a common occurrence in psychosis has become
more widely recognised.!"'> Monitoring for depression in psychosis is featured more commonly in national and inter-
national guidelines,” and the recent British Association for Psychopharmacology updated consensus statement is the
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first UK guide to include specific pharmacological treatment recommendations.'?

We aim to understand whether there has been an improvement in clinician awareness of depression in psychosis; this
may have an impact on effective management, particularly in the early stages of psychosis, where treatment is likely to
be more effective.!* Using a survey which was distributed to UK psychiatrists, this study aimed to explore the level of
recognition and management of depression through the course of FEP.

Method

Participants

Participants were members of the Royal College of Psychiatrists, which is a professional organisation of psychiatrists
based in the UK. The sample therefore comprised psychiatrists of various ages and career stage, from those in training
to consultant level. Although there are around 8700 psychiatrists registered at the Royal College of Psychiatry, the
survey was targeted at, and only distributed to, the general adult faculty. Participants were given the opportunity to
enter into a prize draw to win £200 worth of Amazon vouchers.

Measures

Management of Depression in Psychosis questionnaire

The Management of Depression in Psychosis questionnaire is a shortened version of Siris et al’s original questionnaire.’

It was felt to be the most suitable as it was designed to evaluate clinician awareness and management approach. It
also allows for comparison of trends of psychiatric practices in assessing and managing depression in psychosis over
time. The questionnaire has been adapted to focus on the identification of depression and prescribing in the early
course of psychosis. For the purpose of this study, recognition of depression is defined as assessing for the three
cardinal symptoms of depression, namely low mood, anhedonia and anergia. The questionnaire was built into Survey
Monkey for ease, practicality and anonymous online administration. The questionnaire was completed anonymously
and comprised 23 questions relating to the following: demographic characteristics of the respondents (e.g. gender, years
since graduation, specialty/subspecialty and region of practice); recognition of symptoms relevant to the diagnosis of
depression; depression time course in psychosis; factors and symptoms that prompt the prescription of antidepressants;
evaluation measures; and treatment selection and practice (e.g. medication dose and duration).

Procedure

The questionnaires were completed over a period of 2 months after being granted ethical approval and agreed spon-
sorship by University of Birmingham (REC Reference: ERN_18-1658). Participants were provided with information
about the study, informed of the voluntary nature of their participation, and reminded that responses were anonymous
with the option to opt in for the prize draw. Written informed consent was obtained from all participants.

Data analysis

Data were downloaded from Survey Monkey (see http://www.surveymonkey.co.uk/r/Depression_in_psychosis_
survey) and inspected using a Microsoft Excel (365 for Windows) worksheet. Descriptive statistics were explored
using SPSS version 24 for Windows.
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Results

In total, there were 297 respondents; although on average, it was observed that a third of the participants who completed
the survey also skipped at least one question in the questionnaire. A total of 52% were male, and on average, the
sample had 21 years (s.d. 11.5) of practice since graduating from medical school. Responses by geographical regions
were as follows: London (13.4%), South-East (12.4%), West Midlands (11.9%), South-West (11.9%) and Scotland
(11.9%). We had the least responses from Wales (2.6%), Northern Ireland (2.6) and East Midlands (3.6%), and 26.8%
of participants did not give a response. The majority of the respondents were clinicians that practiced within community
settings (67.7%).

Observed prevalence and time course of depression in psychosis

A total of 41.2% of participants had a case-load of which patients with psychosis comprised >50%; 46.6% had between
5-50% and 1.3% had <5%. The majority of respondents reported observing depression occurring concurrently with
chronic stable psychosis (54.4%), and 23% reported depression occurring concurrently with acute relapse. With regards
to depression emerging in the initial phase of illness, 19.1% observed depression within the prodromal phase to the
acute psychotic phase; 32.4% reported depression emerging as the first acute episode of psychosis resolves, and 17.7%
of respondents reported observing depression during the first episode of psychosis.

Assessment and diagnosis of depression in psychosis

Respondents were asked to select the first five most relevant symptoms they consider in diagnosing depression in psy-
chosis: 93.2% identified low mood, 68.3% identified anhedonia, 57.1% identified suicidal thoughts, 53.2% identified
poor motivation and 48.3% identified interest in life as a symptom. Please see Fig. I for the full breakdown of symp-
toms reported by respondents. Fig. 1Breakdown of main symptoms identified by respondents to diagnose depression
in psychosis.

The majority of participants reported not utilising a specific interview system to inform a diagnosis of depression in
psychosis (96.6%). In terms of employing depression evaluation measures, 35.1% of respondents reported using none,
39.1% used the Beck Depression Inventory, 28.5% used the Hamilton Rating Scale for Depression, 17.2% used the
Brief Psychiatric Scale and 9.3% used the Calgary Depression Scale for Schizophrenia (CDSS).

Recognition and management of depression in psychosis

Participants were asked about which clinical guidelines they used to aid the recognition and management of depression
in psychosis: 61.5% of respondents used NICE guidelines, 50.0% used the Maudsley Prescribing Guidelines, 27.6%
used British Association for Psychopharmacology guidelines and 12.0% used BJPsych Advances (previously known
as Advances in Psychiatric Treatment) articles; the remainder mainly used clinical experience.

Treatment approaches
Antidepressant therapy

The majority of respondents reported that antidepressant medication would be their first line of treatment for psychosis
with comorbid depression (69.5%), 32.5% indicated cognitive—behavioural therapy, 12.3% reported a ‘watch and wait
approach’ and 7.4% would reduce the dose of the prescribed antipsychotic medication.

In terms of factors that would prompt prescribing of an antidepressant, 84.2% reported a family history of depression,
40.4% reported poor interpersonal and social skills, 39.2% reported ‘living alone’ and 29.8% reported a ‘recent loss
or rejection’. Key symptoms prompting a prescription of an antidepressant medication included hopelessness (80.1%),
low mood (76.5%) and suicidal ideation (75.5%).
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With regards to antidepressants prescribed in early psychosis with comorbid depression, selective serotonin reuptake
inhibitors were generally preferred; the majority of respondents opted for sertraline (85.4%), followed by mirtazapine
(49.8%), fluoxetine (45.4%) and venlafaxine (33.7%). Interestingly, 28.8% of participants opted for citalopram and
15.1% opted for escitalopram. Please see Fig. 2 for the proportions of antidepressants prescribed. Fig. 2Proportions
of antidepressants reported to be prescribed as first-line treatments for depression in early psychosis

Antipsychotic therapy

Participants were asked about antipsychotics they routinely prescribe for young people with early psychosis. Atypical
antipsychotic agents were the most commonly prescribed: 66.0% of respondents opted for aripiprazole, 54.2% opted
for olanzapine, 52.2% opted for risperidone and 44.3% opted for quetiapine. Clozapine was selected by 9.9% of
respondents. Please see Fig. 3 for the proportion of antipsychotics prescribed. Fig. 3Proportions of antipsychotics
prescribed by respondents.

Drug combinations and treatment duration

In terms of conjunctive antidepressant and dopamine antagonist prescribing, 55.7% reported they would not frequently
prescribe this combination, 35.8% reported often prescribing and 8.5% affirmed that they very often prescribe this
combination.

A total of 13.5% of respondents stated that they would completely avoid mirtazapine and olanzapine in combination,
with a handful citing reasons such as weight gain and oversedation; 14.4% stated they would actively avoid citalopram
and antipsychotics in combination, with some citing reasons such as increased risk of corrected QT interval prolonga-
tion; and 42.3% reported that there were no combinations that they would actively avoid.

With regards to duration of therapy, 47.8% of respondents estimated expecting clinical benefits within 2—4 weeks of
adding antidepressant to dopamine antagonist therapy, 43.3% thought it would likely take 4—-6 weeks and 7.5% predicted
improvement in 6—12 weeks. The majority of participants (77.5%) felt that antidepressant therapy should continue for
6—12 months once the individual showed a satisfactory response, 15.7% felt that therapy should continue for >12 months
and 8.3% felt that therapy should continue for 3—6 months. In terms of physical health monitoring when coprescribing,
77.9% monitored heart rhythm via electrocardiogram, monitored blood chemistry (prolactin, glucose and lipid profile),
73.4% monitored bloods (prolactin, glucose and lipid profile) and 42.9% undertook a physical examination. However,
18.2% reported that no physical health interventions were carried out.

Non-pharmacological treatment approaches

On average, most respondents prescribed non-pharmacological therapies for depression in FEP, with 82.1% opting for
psychoeducation and cognitive—behavioural therapy, 67.2% opting for psychosocial interventions and 42.3% opting for
family interventions. A further 10.5% of participants reported prescribing electroconvulsive therapy, and a handful
opted for lifestyle interventions and supportive psychotherapy.

Reflections from respondents

Overall, about a third of the participants highlighted difficulty in delineating negative symptoms of psychosis from
depression during a period of psychosis. Others described the complex interactions of positive and cognitive symptoms
that are hard to disentangle, as well as the possibility of an affective illness occurring as the primary driver for psychosis.
Many respondents expressed keenness in offering psychology or psychotherapy, but cited problems with availability at
the time of need.
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Discussion

This study aimed to gauge the level of recognition and management approaches used by UK psychiatrists to manage
and treat depression in psychosis. With depression in psychosis now being adopted in national and international clin-
ical guidelines,” we wanted to explore whether any change in recognition has led to more effective management of
depression in those with psychosis, particularly in the early stages of illness.

Overall, the majority of respondents (69.5%) indicated the use of antidepressant medication as a first line of treatment
for young people with psychosis and comorbid depression. There was reasonable agreement among clinicians on the
contextual factors and key symptoms that would prompt a prescription of antidepressant medication. For example, the
majority of respondents reported low mood and anhedonia as the major symptoms for diagnosing depression (93%
and 68%, respectively), with 45% also identifying anergia as a core symptom. Over 80% of participants reported
that they would routinely prescribe a selective serotonin reuptake inhibitor (sertraline in particular). This indicates a
reasonable agreement between clinicians on the best strategy for managing comorbid depression with psychosis. These
findings demonstrate a possible shift in the management strategy since Siris et al’s” earlier publication, where a third
of clinicians reported that they would rarely prescribe antidepressants in adjunct to antipsychotic medication.

Although previous studies have reported 70% prevalence rates of depression at illness onset,! our study showed fewer
respondents (19%) identified depression as occurring frequently in FEP; instead, 54% reported observing depression
occurring with stable psychosis. This might suggest that depression in the early phases of psychosis is still underrecog-
nised; this is concerning, given that young people in particular are at heightened risk of suicide within the first 12
months following the initial episode of psychosis.'>!® However, it must also be acknowledged that the findings from
our survey are reliant on the memory of clinicians, with a potential for recall bias, and so the accuracy of these findings
may be challenged.

Despite a consensus on treatment strategies for depression, what became apparent from the survey was the uncertainty
around assessing depression and delineating from psychosis symptoms, and particularly negative symptoms. Interest-
ingly, a large proportion do not employ structured interview schedules to inform their assessment, which could aid
this delineation. In particular, the CDSS was only used by 9% of respondents. The CDSS is a short and easily used
instrument, designed specifically for the assessment of depression in psychosis, as it distinguishes between negative
and positive symptoms.!” Better promotion of these evaluation measures may be warranted.

There were also reports of challenges faced by clinicians in determining if the symptoms were part of an affective
component of the psychotic episode, potentially highlighting the need for a better understanding of the diagnostic
uncertainty and course of depression in early psychosis.'®

Over the past two decades, there appears to have been a shift in prescribing of antipsychotic medications — particularly
from the first generation (typical) to second generation (atypical) agents.'” This is also reflected in our survey, where
the majority were prescribing atypical agents such as aripiprazole, olanzapine, risperidone and quetiapine, compared
with 4.9% and 3.9% of respondents prescribing haloperidol and zuclopenthixol. Thus, there appears to be a partic-
ular preference toward the antipsychotics believed to have the least side-effects, but not with recognition that some
antipsychotics may have more antidepressant properties,”’ or possibly promote depression, such as haloperidol.'?

In regards to coprescribing in the present study, most respondents reported that there were no combinations of antide-
pressants and antipsychotics that they would actively avoid; however, some did express actively avoiding citalopram
and antipsychotic in combination, with some citing risk of prolongation of the corrected QT interval. A similar per-
centage reported they would actively avoid a combination of mirtazapine and olanzapine because of increased risk of
weight gain and sedation. In line with this, the majority of respondents (>70%) stated that they provided routine phys-
ical health monitoring when coprescribing. These findings indicate that clinicians are perhaps more cognisant of the
potential physical health problems caused by antipsychotic medications, and may suggest proactiveness in mitigating
such risks. Although this finding is encouraging, recent data shows that only 32.3% of individuals with severe men-
tal illness in England receive a full physical health check.?!*? Given the lowered life expectancy of individuals with
schizophrenia, the current NICE recommendations advocate for annual physical health checks for all individuals with
severe mental health problems.?? Improving physical health monitoring should remain a top priority.??
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Implications for clinical practice

Our results may indicate further training and embedding of routine assessment tools into clinical practice is be needed
to further increase the recognition and management of depression, which, if achieved, could improve outcomes. In-
deed, this finding is in keeping with the wider literature on the difficulty of promoting the use of instruments, such
as the CDSS, into routine practice.”* A suggestion may be to embed these instruments into electronic patient records,
and include monitoring of comorbidities as part of quality improvement programmes, and national audits such as the
National Clinical Audit of Psychosis.?’

Study strengths and limitations

This study was the first to explore clinician recognition and management of depression in young people with FEP.
Although the survey was completed by 297 clinicians, responses were underrepresented in certain parts of the country
(particularly Wales, Northern Ireland and East Midlands), and overall response rate was low. On average, a third of the
participants who completed the survey also returned incomplete questionnaires, affecting the overall representativeness
of the information provided.

This study relied on the clinician reflecting on their previous practice, awareness and general approach, and they were
provided with multiple options for each question. As such, there is a potential for recall bias. Furthermore, some
questions were focused on depression within psychosis more generally, meaning that responses were less specific to
depression in FEP. It is also very likely that clinicians within the Early Intervention Service and those with more
interest in this field may have been more involved in the survey. An Amazon voucher was also offered as an incentive
for participation, again, further introducing a respondent bias.

Another limitation was in disseminating the survey. Because of regulations governing the Royal College of Psychiatry,
emails were only distributed to members registered under the General Adult Psychiatry faculty. The questionnaire was
not disseminated to other psychiatric disciplines that may have been relevant, such as Child and Adolescent Mental
Health Service, and Forensic or Learning Disability subspecialties. Finally, the survey was UK-based, with a low
response rate. Further research is required to understand whether these practices are uniform in a larger sample of
participants, and across different countries, particularly in the USA and Europe.

In conclusion, although there is now more consensus on recognising depression in early psychosis strategies, there
continues to be variations in the approach toward its assessment and management (e.g. in the use of specific interview
schedules or evaluation measures to assess depression in those with psychosis). Although our findings are tentative,
given the low response rate, the survey indicates that adjunctive treatment is being administered by most clinicians;
however, some expressed difficulties in differentiating between depression occurring in relation to psychosis and nega-
tive symptoms of psychosis, and there was little consensus on treatment duration and time of expectation of response.
Embedding of structured assessment tools into routine practice, in addition to devising clearer national guidelines based
on large definitive trials, would be instrumental in improving future practice in early psychosis, potentially leading to
improved outcomes.

We thank the Royal College of Psychiatrists for supporting our research by distributing our study information to its
members. We also thank the clinicians who took time to participate in this study.
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Abstract

Can delusions, in the context of psychosis, enhance a person’s sense of meaningfulness? The case
described here suggests that, in some circumstances, they can. This prompts further questions into
the complexities of delusion as a lived phenomenon, with important implications for the clinical
encounter. While assumptions of meaninglessness are often associated with concepts of ‘disorder’,
‘harm’ and ‘dysfunction’, we suggest that meaning can nonetheless be found within what is com-
monly taken to be incomprehensible or even meaningless. A phenomenological and value-based
approach appears indispensable for clinicians facing the seemingly paradoxical coexistence of harm-
fulness and meaningfulness.
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pmc The prevailing clinical view of delusions in the context of psychosis, as reflected in the cognitive literature, supports
the central proposition that delusions are the result of disturbances of reasoning and that they represent maladaptive
appraisals about the world one inhabits. Such inferences are often taken to be grossly outside of the realm of psy-
chological comprehension and, for the most part, inherently dysfunctional. In some cases, this can lead to prejudiced
attributions of bizarreness, irrationality and meaninglessness. Very few empirical studies have investigated the rela-
tionship between delusions and meaningfulness. In addition, since the so-called ‘operational revolution’ in psychiatry,
a tendency to focus on notions of disorder, disability and distress has often led to a reduced attention to issues of sub-
jectivity, personhood and meaningfulness within the experience of illness. Through presenting this case study, we wish
to bring these issues back to the fore.

The case of Harry, the ‘happiest man in the world’

Mr Harry is a 33-year-old gentleman who has been complaining of being the target of a worldwide conspiracy for the
past S years. He explains that one day, he was in his room and he was picking his nose. The cameras in his room
recorded it and this was uploaded to the internet; now everyone in the world, especially those in the USA, are talking
about it. People in the streets make signs like scratching their nose or straightening their hair, as an indication to him
that they have seen his videos and know about him. He believes that there is a hierarchy of people who are taunting him,
and this hierarchy goes up to the Illuminati and the Queen. He thinks that there are lizard people in charge of the Earth
that have made people believe that the Earth is round, when in fact it is flat and ends at the Arctic and Antarctic (where
there are ice cliffs beyond which we are not allowed to go). He believes that people are being told lies since the day
they are born, and two- and three-dimensional imagery are used by the National Aeronautics and Space Administration
to fool people into believing what they see is real, just like in the film ‘The Truman Show’. Harry thinks that scientists
are trying to fool humanity by leading us away from religion. Satan is taking over the world and the Earth is moving at
6660 miles per hour.

During a consultation with one of the authors (R.R.), Harry explained how he knows all this: ‘My senses have shown
me that nothing is real, there is nothing outside this world, just infinite space’. These experiences are unique to him
and he feels very special as a result, as nobody else has access to the truth. He reported watching YouTube videos that
have proven all his theories, and now fully understands what the world is really like. He is the happiest man in the
world and states that every day is filled with novelty and excitement. Harry finds it surprising that people are blind to
all this, and have nothing better to do in their lives than following him around, listening to his thoughts and controlling
him. However, he has now learnt that he can reply back and influence their thoughts positively, which has made him
feel more powerful than he has ever felt. Harry denies ever feeling threatened or anxious when he found out about the
conspiracies, although he has not been able to work because of this outside interference. When asked further about the
challenges of conducting a life under the control of others, Harry replied: “‘If I went out one day and I realised that

126 Chapter 1. Contents



BJPsychBulletin

people weren’t expecting me to be there, it would be a real shock again ... I would be ... I don’tknow ...?! I got so used
to people expecting me to be there and lash out with them ... would feel alone again, which is what everyone else feels,
like alone. So people are like a family for me, it’s like a safety blanket, they make me feel so comfortable now ...If I
found out that they are not watching me and reading my mind, I would feel alone and crazy like everyone else. To feel
like I have everyone following me around, whether it’s negative or positive, that alone is a force of power ... knowing
that you can influence people’s minds in the right way, I feel like Jesus (of course I'm not) but why not believe?’”

Clinical encounter

Harry was referred to Early Intervention in Psychosis services via his general practitioner, after revealing the unusual
situation in which he found himself. He was prompted to seek help by his family, who were concerned about his mental
health, although he did not believe he needed help. Rather, he thought that everyone else was deluded for not realising
what was really happening. At the time of the first interview with the psychiatrist, Harry was described as a very
pleasant, cooperative gentleman, and caring father. Upon examination, his content of thought was characterised by
ever-increasing systems of conspiratorial views of the world and described as bizarre — including, for example, the idea
that the Queen is a lizard in disguise. This was associated with a mild degree of formal thought disorder and decline in
social and occupational functioning. There was no evidence of marked changes in mood, hyperactivity or other signs
of elation. Harry described ‘voices’ talking to him and about him, although when asked the direct question of whether
he was ‘hearing’ voices, he denied this. Risk to others was considered to be low, whereas a potential vulnerability to
others was highlighted.

Given the presence of clear positive psychotic features and impairment in functioning, suggesting first-episode psy-
chosis, Harry was informed about treatment options and antipsychotic medication was prescribed. At the following
appointment, Harry reported non-adherence with his medication. He said that he had realised there was a microchip
inside him that was being used by others to monitor him and read his mind. People were making signs at him, following
him around, thus he needed to ‘deal with them’. He insisted that he was ‘completely in control’ and that those who were
persecuting him were the ones needing help. While discussing medication, he became irritable and started accusing
staff of considering him ‘crazy’. He was not amenable to persuasion or reasoning. To avoid escalation, the clinician
had no option but to let him leave for his home.

Management options were discussed, and clinicians were divided between those who felt that Harry’s symptoms should
not be necessarily considered pathological, and those who felt that his presentation would fulfil the criteria for com-
pulsory admission to hospital. This latter understanding was motivated by the clear evidence of mental disorder, a
detected risk of him acting out on his beliefs that others were persecuting him, potential risk (but no evidence of this)
to his children and failed attempts to treat him in the community. Initial diagnostic considerations made by the treating
clinician were in keeping with a diagnosis of schizophrenia. However, this diagnosis was challenged by others, who
suggested that his delusions were better explained by a delusional disorder or, more simply, were in keeping with the
influence of cultural factors and were not pathological at all. Harry remained convinced throughout that his experiences
were real, that he was the happiest man in the world and that clinicians had no good reason to ‘label’ him as mentally
ill or recommend a compulsory admission. Unfortunately, the disagreement led to significant subjective distress re-
ported by Harry, a breakdown in the therapeutic relationship, disengagement from the team and other adverse social
consequences, including denial of access to his children for a period of time.

Questions concerning current conceptions of delusions

This case is illustrative of more general, unresolved issues concerning current conceptions of delusions, which have
a knock-on effect on the clinical encounter with deluded patients (irrespective of their diagnosis, but potentially more
relevant in the case of schizophrenia). In particular: What exactly is pathological about delusions? This is briefly
discussed in Delusional complexities.Are delusions the source of the problem or a response to the problem? This
is addressed in The phenomenological approach to delusion formation.Can delusions have and give meaning? An
overview of the small body of relevant literature is offered in the corresponding section. Our inquiry into meaning in
this context takes a subjectivist naturalist perspective on the conception of ‘meaning’. Meaning refers here to the extent
to which one’s life is subjectively experienced as making sense, and as being motivated and directed by valued goals.
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We temporarily leave diagnostic challenges aside and explore possibilities for a cross-disciplinary dialogue between
philosophy and psychiatry concerning the nature and meaning of delusions, with direct relevance for clinical practice.
Implications for the clinical encounter are discussed in the final section.

Ethical considerations

The reported patient agreed to the publication of the case study and provided written consent. All steps were con-
ducted in accordance with the regulations of Coventry and Warwickshire Partnership NHS Trust and the Declaration
of Helsinki. Written approval for the publication of the report was obtained from the Research & Innovation Depart-
ment, Coventry and Warwickshire Partnership NHS Trust.

Delusional complexities

Delusions are core psychopathological features of severe mental illness. They are present in the vast majority of pa-
tients at first presentation to early intervention services across affective and non-affective diagnoses within the psychosis
spectrum.! They are often associated with great distress, depression and harm, representing a significant therapeutic
challenge for clinicians.?? Despite extensive literature on the potential psychological, neurocognitive and phenomeno-
logical underpinnings of delusion formation,*™ there is no consensus as to what causes delusions or why they are
maintained despite their harmful consequences. Furthermore, cross-disciplinary attempts to define their puzzling na-
ture remain inconclusive — perpetuating the philosophical debate between doxasticists (who regard delusions as beliefs)
and non-doxasticists (who regard delusions as other than beliefs).

In psychiatric practice, given the absence of clear biological markers, the distinction between delusional and non-
delusional ideas is not straightforward. Although meta-analyses of the available data corroborate a connection between
reasoning biases and the occurrence of delusional ideas,” they do not provide an explanation as to why delusions have
the specific thematic content that they have, nor do they establish clear evidence for a causal relationship. Given the
difficulties in defining what kind of phenomena delusions are, and in identifying the aetiological factors involved in
their formation and maintenance, the clinical examination and study of delusions continue to focus on their (appar-
ently more reliable) doxastic features. Such features predominantly consist of negative epistemic attributes such as
falsehood/incorrectness, fixity/resistance to counterargument and counterevidence, and implausibility of content.® For
example, the DSM-5 defines delusion as: “‘A false belief based on incorrect inference about external reality that is
firmly held despite what almost everyone else believes and despite what constitutes incontrovertible and obvious proof
or evidence to the contrary. The belief is not ordinarily accepted by other members of the person’s culture or subculture
(i.e. it is not an article of religious faith). When a false belief involves a value judgment, it is regarded as a delusion
only when the judgment is so extreme as to defy credibility. Delusional conviction can sometimes be inferred from an
overvalued idea (in which case the individual has an unreasonable belief or idea but does not hold it as firmly as is the
case with a delusion)’ (p. 819).”

However, as philosophers have already made clear, overreliance on these criteria is often not a successful strategy when
trying to distinguish pathological beliefs from everyday irrational beliefs.!® For instance, prejudiced, superstitious
or self-enhancing beliefs are all often ill-grounded and impervious to counterargument, yet they do not warrant a
psychiatric diagnosis or compulsory treatment. In the case of Harry, these criteria evidently fell short and clinicians
immediately noticed how similar Harry’s belief were to those held by ‘flat earthers’ and other fringe communities
with heavy influence across social media. What then makes such beliefs different from those of patients affected by
schizophrenia? When do beliefs become a symptom of mental disorder?

Focusing on the psychological and sociological features (such as distress, harm and dysfunction) associated with certain
unusual convictions might be a better way forward for clinicians. However, this pragmatic approach, relying on criteria
of clinical utility, hides other significant and ethically loaded challenges.!' For instance, how do we equitably decide
on the threshold of harm or potential harm that deserves a psychiatric diagnosis and/or warrants treatment against
someone’s will? Such a decision will necessarily involve a value judgement on the part of the clinician not only about
what might be harmful to another person in relation to their behaviour, but also in relation to their own feelings (e.g.
levels of distress), sociocultural background, previous life circumstances and future goals. Disregarding the value-laden
context that shapes the lived experience of delusional phenomena might increase patients’ vulnerability to suffering
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epistemic injustice.'? Harry for example, appeared to be adequately fulfilling his parental role and repeatedly denied
feeling distressed, anxious, worried or depressed. A battery of psychological tests showed no clinically relevant anxiety
or depression; rather, they revealed surprisingly high levels of meaning in life (see discussion below). On the other
hand, his level of social and occupational functioning is moderately low. Harry is unable to maintain a stable occupation
and what seems to be giving a special significance to his experience (i.e. the fact that he has special access to the truth)
is effectively making him an outcast from society.

Clinicians therefore seem to be faced with a case of meaningful dysfunction. The person’s beliefs seem to impose a
limitation on their objective ability to keep consistent employment (social dysfunction). Concurrently, they also seem
to enhance the person’s sense of agency and belonging, and no distress is reported with regards to either the beliefs or
the ensuing impairment. Does such a condition deserve clinical attention? Does it require pharmacological treatment?
Despite being grounded within a delusional experience, could such feelings play a protective role against depression
and anxiety?

It is clear that, although the concept of delusions as ‘false beliefs’ is commonly taken for granted within mainstream
psychiatry, their complex nature remains difficult to grasp. As a result, the threshold for pathology or dysfunction
continues to be set on pragmatic grounds relying on criteria of severity and degree of distress/functional impairment.
However, in certain cases, it seems that the clinical utility of pragmatic criteria is limited by a clash with the framework
of values of the individual patient. This begs the key question of what constitutes a meaningful or functional life, and
leads us further into the relationship between facts and values in psychiatry.!!

Although many of these questions remain open and in need of further philosophical investigation, an important response
in the past 20 years has been the renewed interest in phenomenological approaches to psychopathology. This has
been accompanied by a revival of the legacy of Karl Jaspers and other classical authors, such as Minkowski, Bleuler,
Conrad, Blankenburg, Mayer-Gross and J.S. Strauss, among others.'*>~!” The phenomenological approach argues that,
particularly in the case of schizophrenia, there is a qualitative difference between ‘true’ delusions and delusion-like
ideas, and that a more precise and in-depth characterisation of changes in the experience of self and lived world is
needed if we aim to distinguish non-disordered analogues from clinically relevant forms of psychopathology.

The phenomenological approach to delusion formation

Various phenomenologically informed authors have challenged the view that delusions are beliefs (see Table 1 for
some excerpts from the contemporary phenomenological literature). In contrast with the doxastic (i.e. belief-based)
position, phenomenologists have understood delusions to be either something of a completely different nature from
beliefs (this is the ‘non-doxastic’ view), or they have suggested that this discussion is beside the point as it is failing
to engage with what is most fundamental to delusion.'® Jaspers himself wrote: ‘To say simply that a delusion is a
mistaken idea which is firmly held by the patient and which cannot be corrected gives only a superficial and incorrect
answer to the problem. Definition will not dispose of the matter’ (p. 93).!° Table 1Conceptions of delusions from a
phenomenological perspective ‘For the phenomenologist, delusion is typically understood not as an individual belief
[...] but as a mutation of the ontological framework of experience itself. (p. 633)%°‘It follows that delusions, at
least in this scenario, are not simply anomalous beliefs or perceptions. [...] They have a type of intentionality that
differs from mundane experiences of believing, remembering, imagining or perceiving.’ (p. 153)*' ‘One might indeed
argue that the so-called ‘delusional beliefs’ are not beliefs in the epistemic sense at all, for they lack the basis of a
shared intentional relation to the world.” (p. 25)??‘Schizophrenic delusions typically reflect a fundamentally altered
existential-ontological structure of subjectivity.” (p. 173)>**When a subject enters into a delusional state, he or she is
entering into an alternative reality. [...] one can enter into a delusional reality just as one can enter into a dream reality,
or a fictional reality, or a virtual reality.” (pp. 255-6)%*

Following Jaspers, much phenomenological research has drawn attention to the subtle and all-enveloping changes that
are often described by patients with delusions during the ‘prodromal’ or ‘pre-delusional’ stages. Jaspers refers to this
experience as ‘delusional mood’ or ‘delusional atmosphere’, and describes it as follows: “‘Patients feel uncanny and
that there is something suspicious afoot. Everything gets a new meaning. The environment is somehow different—not
to a gross degree—perception is unaltered in itself but there is some change which envelops everything with a subtle,
pervasive and strangely uncertain light. A living-room which formerly was felt as neutral or friendly now becomes dom-
inated by some indefinable atmosphere. Something seems in the air which the patient cannot account for, a distrustful,
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uncomfortable, uncanny tension invades him’ (p. 98).'°”

In Jasper’s view, the subsequent emergence of a specific belief content can only be understood in the context of a
‘transformation in our total awareness of reality’.!” Such fundamental transformation can, in some cases, give rise to
what he calls ‘delusion proper’ or ‘primary delusions’ to distinguish them from ‘delusion-like ideas’. Although the latter
kind of delusional beliefs can be understood as an excess or lack of certain known emotional states or responses (such as
fear, melancholy, suspiciousness, anxiety and wonder), the former kind of delusions remain largely incomprehensible
in the face of empathic or common-sense attempts to grasp their meanings.

Just as Harry mentioned the film ‘The Truman Show’ to aptly communicate his puzzling experience of infinite space,
many patients talk about living in a ‘real simulation’ or a ‘fake reality’ to convey the sense of unreality that surrounds
them. In these moments, they often describe changes in their subjective experience of the lived world, including
the dimensions of time, space, objects, atmospheres and other persons.?> For example, time or movements might be
experienced as accelerated or slowed down, objects may appear two-dimensional as if they were artificially projected
on the backdrop of a theatrical scenery, and other people may look like mannikins, puppets or robots wearing a mask.?®
This is similar to what Renee describes as an all-embracing atmosphere of unreality in her memoir: “‘Objects are stage
trappings, placed here and there, geometric cubes without meaning. People turn weirdly about, they make gestures,
movements without sense; [...]. And I -1am lost in it, isolated, cold, stripped purposeless under the light. A wall of
brass separates me from everybody and everything. In the midst of desolation, in indescribable distress, in absolute
solitude, I am terrifyingly alone; no one comes to help me. This was it; this was madness [...] Madness was finding
oneself permanently in an all embracing Unreality’ (p. 33, abridged).?’”

Although this can be perceived in some cases as an exciting and illuminating experience (such as in Harry’s case), most
often the delusional atmosphere is fraught with dread, anxiety and a sense of uncertainty. Patients often describe an
increasing tension coupled with an unbearable sense of impending doom.

In his seminal work, the German psychiatrist Klaus Conrad calls this initial phase ‘trema’ (stage fright) — emphasising
the suspenseful and expectational character of the experience.”® Even Harry reported that it all came as a shock for him,
calling into questions everything he knew about the world since the day he was born. This state of perplexity seems to
trigger an urgent quest for meaning, as highlighted in many first-person reports and clinical accounts.?” The delusion
then provides the long-sought meaning that dissipates anxiety, perplexity and confusion. In this moment, which Conrad
calls the ‘apophany’ or ‘aha experience’, the person promptly makes sense of what was previously only alluded to. This
new (delusional) meaning alleviates the unbearable sense of dread previously felt. The soothing effect provided by the
experience of finding ‘a fixed point’ to cling on is described well by Jaspers: “‘This general delusional atmosphere with
its vagueness of content must be unbearable. Patients obviously suffer terribly under it and to reach some definite idea
at last is like being relieved from some enormous burden [...] the achievement of this brings strength and comfort,
and it is brought about only by forming an idea, as happens with health people in analogous circumstances’ (p. 98,
abridged).'®”

Framed in this way, the newly developed delusional framework can be understood as establishing a new ‘order’ within
the ‘disorder’, one which can alleviate negative feelings of anxiety or induce intense feelings of wonder. This allows
the person to re-establish a pragmatic connection with the world, although this can come at great expense because of
the difficult integration between the shared sociocultural world and the delusional reality. Rather than being the source
of the problem, the emerging delusional narrative (i.e. what we currently identify as belief) may be better interpreted
as a secondary response to anomalous experiences which call into question our most fundamental assumptions about
ourselves, the world and the meaning of life.
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Can delusions have and give meaning?

After a period of disengagement with services, Harry agreed to continue working with the team, although he refused
to interact with staff initially involved in his care. Because of the research interests of one of the clinicians (R.R.),
Harry was invited to talk about his experiences, and he happily completed a small battery of self-administered psycho-
logical tests that measure depression (Calgary Depression Scale for Schizophrenia),’® anxiety (Generalized Anxiety
Disorder seven-item scale)?! and meaning in life (the Purpose-in-Life Test (PILT), the Life Regard Index (LRI) and
the Multidimensional Existential Meaning Scale).>>3* These assessments revealed high scores across three measures
of meaning in life (indicative of a strong sense of coherence (SOC), purpose and significance), and low scores on
the depression and anxiety scales, suggestive of absent levels of depressive or anxious features (see Table 2). Table
2Self-administered measures of depression, anxiety and meaning in life conducted in the case studyMeasureTotal score-
Details of measuresCalgary Depression Scale for Schizophrenia36 is commonly used to identify clinically significant
depressive symptomsGeneralized Anxiety Disorder seven-item scaleOScores of 5, 10 and 15 are taken as the cut-off
points for mild, moderate and severe anxiety, respectivelyPurpose-in-Life Test96Range 20 (low purpose) to 100 (high
purpose)Life Regard Index68Range 14 (low life regard) to 70 (high life regard)Multidimensional Existential Meaning
Scale99Range 15 (low existential meaning) to 105 (high existential meaning)

There is no doubt that Harry’s experiences have brought about a significant change in the way in which Harry sees
himself and the world around him, albeit one that others cannot recognise. As we can gather from his account, it all
came as a shock, a powerful revelation of what life is really like. Whether this change is one that can be understood
by others as ‘having meaning’ (i.e. making sense) and ‘giving meaning’ (i.e. contributing to a sense of purpose and
significance) is a far more complex issue, but one worthy of further investigation and one that carries significant impli-
cations for the clinical encounter. From Harry’s perspective, this new order seems to provide a coherent explanation
for his experiences, while also enhancing his sense of direction in life and enthusiasm regarding the future.> There
is, however, a remarkably small amount of empirical research that has examined such issues, which we briefly review
below.

In a study by Roberts,*® a group of patients with chronic schizophrenia displaying elaborated delusional systems was
administered the PILT and the LRI. The author compared the scores obtained by actively delusional patients with
chronic schizophrenia with a matched sample of other chronic patients, who were previously deluded but were now
in remission. Psychiatric rehabilitation nurses and Anglican ordinands were also included as non-clinical comparison
groups. Results showed that patients with elaborated delusions had a very high level of perceived purpose and meaning
in life (and low level of depression and suicidal ideation), and PILT/LRI scores were significantly higher than those
found in patients with chronic schizophrenia in remission. The group in remission felt both more depressed and found
their lives less meaningful than those with active delusions. Scores in the actively deluded group were also similar to
those found in the Anglican ordinands comparison group and higher than those found in the nursing group. Another
study’’ investigated the relationship between the SOC and delusional experiences in individuals with schizophrenia,
using self-report scales for delusions, SOC, depression and expressed emotion. SOC among participants experiencing
acute delusion was found to be similar to the average scores found in the general population, but a reduction in SOC
was found in the remission period, suggesting decreased well-being among those with reduced delusional intensity.
These findings led Bergstein et al*” to speculate about the subjective meaning-enhancing effect of delusional systems,
and the potential negative consequences associated with the undermining of the acquired (delusional) background of
meaning.

More recently, Isham et al> conducted a qualitative analysis of the narratives of 15 patients with past or present experi-
ences of grandiose delusions. Although suggesting that serious harm (including social, physical, sexual, emotional and
occupational) was occurring to people as a result of the delusions, the narratives examined contained first-person de-
scriptions of the grandiose beliefs as highly meaningful: a meaning-making theme was generated through the analysis,
where the delusion seemed to ‘provide a sense of purpose, belonging, or self-identity, or to help make sense of unusual
or difficult events.” A highly prevalent theme was related to social meanings (i.e. being useful to and a significant part
of society), whereby participants felt ‘part of a team’, respected by others or involved in intimate relationships. Simi-
larly, in their qualitative in-depth analysis of four cases, Gunn and Larkin®® describe the development of delusions as an
‘inevitable consequence of a radical alteration in lived experience’. Focusing on what was important to the participants
and grounding their interpretation in the data by using interpretative phenomenological analysis, they highlight how
all their participants had experienced some perceptual, affective and emotional anomalies demanding explanatory and
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sense-making attempts. Although these attempts turn out to be delusional, they nonetheless seem to provide a fitting
explanation for the anomalous experiences, as well as potential psychological benefits in terms of enhanced self-efficacy
and meaningfulness.

Implications for the clinical encounter

Harry’s case highlights the complexities intrinsic to the concept and nature of delusions, which are commonly taken
for granted within mainstream psychiatry practice. By appealing exclusively to surface epistemic features, Harry’s
delusions might appear outwardly almost indistinguishable from fringe conspiracy beliefs. In both cases, they are ill-
grounded and we have reasonable contradictory evidence regarding their veracity. Harry (just like many conspiracy
theory believers) is not be amenable to changing his mind about the fact that he is constantly monitored, that the Queen
is a reptile in disguise and that the Earth is flat, among other more systematised convictions. His beliefs are certainly
fixed and impervious to counterargument. Do these features make them pathological? By appealing to a pragmatic
criterion of harmful dysfunction, we could agree on the fact that Harry’s social and occupational functioning is impaired
and therefore adequate interventions should be sought — aiming to ameliorate such undesirable state. However, Harry
is telling us that he is the happiest man in the world. He reports finding a highly significant meaning for leading his
life, something that gives him coherence and purpose. Value judgements necessarily come into play at this point,
raising broader and more challenging questions about what makes a good life and where the threshold should be set
for something meaningful to become harmful. Although we may not have a clear answer to these questions, we should
at least attempt to investigate what the world feels like for Harry. Such phenomenological endeavour might not only
open up a space for dialogue, but can also advance our understanding of the nature and constitution of delusional
phenomena. Just like the three blind men who came to different conclusions as to the nature of an elephant, looking
only at the ‘belief’ side of delusions might limit our understanding of what makes the delusional experience possible
in the first place. This may further aid our attempts to define what makes delusions pathological or when they should
be considered part of a disorder.

Taking into account the subjective changes to the sense of self and world often affecting people with delusions can
improve our empathic understanding of delusional phenomena; that is, as arising in the context of a more global trans-
formation of the sense of reality and familiarity. Within the clinical encounter, delusions can be at the same time
harmful (e.g. causing a dysfunction of some kind) and meaningful. They can have meaning (i.e. make sense) in re-
lation to uncanny changes in the lived world, and they can give meaning (i.e. purpose/significance) in the context of
the person’s unique life story and framework of values. When a clash of realities creates an impasse within the clinical
encounter, clinicians should investigate the presence of anomalous and potentially distressing changes in the subjective
experience of the lived world. Clinicians should also acknowledge the relentless sense of perplexity often arising from
these experiences, which might trigger a search for explanations and a quest into the meaning of existence. Although
empirical research into these issues is at its infancy, the potential role of feelings of meaningfulness in the maintenance
of delusions (and their potential subsiding after remission) should be considered throughout the engagement and recov-
ery processes. Further interdisciplinary research is needed to address the question of what constitutes meaningfulness
and to explore its relationship with mental illness.

‘We would like to thank Harry for his participation and contribution to this report. We are also grateful to Lisa Bortolotti
for providing helpful comments on an earlier draft of the article.
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Gwenth (Gwen) Jean Elizabeth Douglas, child psychiatrist and psychoanalyst, who died aged 100 on 22 June 2021,
was a pioneer in the treatment of puerperal psychosis. Tom Main, with whom Gwen trained at the Cassel Hospital in
London, had previously shown that it was possible to admit seriously ill non-psychotic mothers with their babies to an
in-patient unit. Gwen, however, was the first to describe such an approach with psychotic women who, after childbirth,
were suffering from schizophrenia or affective disorders. In 1956, having qualified as a psychoanalyst, she published
a short but highly influential paper in The Lancet on giving psychotherapy to six mothers with puerperal psychosis
who had been admitted with their babies to the Neurosis Unit at the West Middlesex Hospital. She concluded that
such mothers could be safel